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Abstract To examine access to healthcare and health

outcomes for kindergartners as they relate to insurance

status and type. For the 2008, 2009, and 2010 school years,

surveys were distributed to parents with a child entering

kindergarten in the state of Nevada. Surveys asked parents

to provide information about their child concerning their

insurance status, routine medical care, medical conditions,

and health behaviors. Compared to their insured peers,

uninsured kindergartners were less likely to have had a

check-up in the previous 12 months (p \ .001; OR 6.14;

95 % CI 5.77–6.53), have a primary physician (p \ .001;

OR 14.32; 95 % CI 13.49–15.20), or have seen a dentist

(p \ .001; OR 3.93; 95 % CI 3.70–4.16), and were more

likely to have a reported unmet medical need (p \ .001;

OR 2.60; 95 % CI 2.19–3.07). Additionally, compared to

children with private insurance, those children with public

insurance were less likely to have had a check-up

(p \ .001; OR 1.73; 95 % CI 1.59–1.89), have a primary

care provider (p \ .001; OR 3.87; 95 % CI 3.55–4.21),

and were more likely to have unmet medical needs

(p \ .001; OR 2.27; 95 % CI 1.83–2.81). For children in

early development—a deeply critical period—insurance

status and type are predictors of important access to

healthcare variables.

Keywords Insurance coverage � Medicaid � Healthcare

disparities � Kindergarten � Child

Introduction

Approximately six-and-a-half million American children

ages 0–18 (8.9 %) lack health insurance [1], and many

more do not have continuous coverage [2]. According a

report released by the Georgetown University Health Pol-

icy Institute Center for Children and Families, in 2009 and

2011, Nevada has the highest rate of uninsured children in

the county [3]. These statistics are similar for our youngest

children aged 0–5 years old. In 2011, 9 % of young chil-

dren nationwide were uninsured, and in Nevada, that per-

cent almost doubled at 17 % [4]. These uninsured children

face a long list of problems that their insured peers do not.

They are more likely to have unmet medical and mental

health needs [5], are less likely to receive dental care [6, 7],

and are four times more likely to use the emergency

departments of hospitals than are privately insured children

[8]. Between 1988 and 2005, over 16,000 child deaths in

America might have been prevented by the provision of
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insurance [9]. This may be because the families of unin-

sured children often delay seeking care for their children

[2] and even when care is sought, it is sometimes denied,

which can have serious health consequences [10]. In one

study of a group of children who were denied care, 12.2 %

became increasingly ill, and 16.3 % eventually had to seek

emergency care [10].

When it comes to major barriers to accessing healthcare,

the uninsured are not the only children at risk. Many

children who might otherwise be uninsured are enrolled in

public insurance programs. The two most popular public

health care options for children are Medicaid and the State

Children’s Health Insurance Program (CHIP). Medicaid is

currently the number one health insurer in the United

States, including both public entities and private insurers

[11]. Medicaid covers the health and long-term care for

approximately 60 million people, serving 30 % of all of the

children in the US, and 56 % of low-income children [11].

CHIP allows those families that make too little money to

afford private health insurance but too much money to

qualify for Medicaid the opportunity to obtain health

insurance for their children [12].

Even these children insured under public options face

unique barriers to health care compared. While most

(95 %) physicians say that they would accept new patients,

nearly a quarter (23.5 %) say they would not take new

patients insured under Medicaid [13]. The majority

(73.1 %) of primary care providers report that it is either

difficult or very difficult to find dental care for Medicaid

patients and 64 % report that it is either difficult or very

difficult to find dental care for CHIP patients [14]. Kenney

and Coyer found that while children with private insurance

and children insured by Medicaid or CHIP have similar

rates of delayed care, children with public insurance were

more likely to have delayed care due to inability to attend

appointment during regular office hours, long wait times to

see the doctor, or due to lack of transportation are also

more likely to experience delayed care than their privately

insured peers [15].

The Importance of Early Childhood and Health

The research concerning insurance status discussed above

has tended to report on children within a broad range of

ages, typically birth to 18, rather than focus on any par-

ticular age or stage of the developmental process. Although

a small number of studies on oral health do specify a

narrower population [6], as far as we are aware, no studies

have particularly examined the effects of insurance status

and type on overall health access for children in early

development. There is, however, reason to believe that

such analyses would be useful.

The general importance of the first several years of life

is well-documented. This is a time when children’s cog-

nitive, emotional and social capacities are developing [16],

and when health factors are particularly important.

Research suggests that health in those early years is a

powerful predictor of health in later life: interventions on

early childhood health and nutrition have had an effect on

longer-term health outcomes [17, 18]; significant weight

gain before 5 years of age has been associated with the

onset of diabetes as an adult [19]; and childhood health

conditions have been associated with cancer, lung condi-

tions, and cardiovascular conditions at age 55–65 [20].

Additionally, academic life begins in early childhood, and

research links levels of academic achievement to obesity

[21], chronic health conditions [22], physical activity, and

nutrition [23].

The Impact of the Economic Recession (2007–2010)

Furthermore, the United States in general–and Nevada in

particular—underwent a dramatic economic struggle from

2007 to 2010. The national unemployment rate rose from

5.0 %, at the end of 2007, to 9.6 % in September of 2010

[24]. The unemployment rate in Nevada fared substantially

worse and rose from 5.0 to 15.1 % in the same period [25].

Given the increase in unemployment, the rate of private

medical insurance provided through an employer, employee

sponsored insurance (ESI), declined and there was an

increase in Medicaid and CHIP coverage [26]. Expansions

in public insurance through the Affordable Care Act assis-

ted in coverage of nonelderly adults who were unemployed

and increased coverage for children [26]. While recessions

have coincided with moderate decreases in overall mortality

in rich countries in the past [27], a large body of research

connects unemployment to various health variables on the

individual adult level: stress and unhealthy lifestyle choices

[28], increases in bodyweight [29], mental health problems

[30], and drinking behavior [31]. Parental unemployment

may also put the health of children at risk [32]. Moreover,

economic shortages affect the healthcare system itself.

Safety net programs have demonstrated decreased finances

and increased demand for services [33] and healthcare

spending overall has slowed to historic lows [34].

Present Study

Changes in health care reform that will be implemented in

2014 will drastically increase the number of children and

adults that have health insurance and many will be covered

through expansions in public insurance programs. Therefor

it is critical to determine if young children who have public

insurance are able to access healthcare, and access is an
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improvement from those who are uninsured. The purpose

of the present study is to examine the state of insurance

status, and healthcare access and utilization for children

entering kindergarten in Nevada between 2008 and 2010. It

is hypothesized that access to healthcare will improve for

(1) children with insurance compared to children without

insurance, (2) children with private insurance compared to

children with public insurance, and (3) children with public

insurance compared to uninsured children. Although some

national datasets (e.g., The National Survey of Children’s

Health) [35] provide similar information, there has been no

research found that has focused on these variables for

young children (approximately 5 years old) as they enter

the educational system, despite the developmental impor-

tance of this age group. The present data was collected in a

time of unique economic misfortune in a state strongly

affected by the economic downturn and focus on children

during the critical phase of early childhood.

Methods

Procedure

During the first month of the 2008, 2009, and 2010 school

years, surveys were distributed to parents who had a child or

children entering kindergarten in the state of Nevada by

their child’s kindergarten teacher, totaling approximately

90,000 surveys. Surveys were distributed in all 17 school

districts in Nevada. In order to reduce burden on school

staff, the most populous district—Clark County, which

includes Las Vegas–requested that only a sample of their

schools be included in 2009 and 2010. In each of these

years, 60 % of the schools that had enrolled kindergarteners

were sampled. To ensure that the samples were represen-

tative of the community at large, schools were clustered

based on their Title I status. Based on the percent of Title 1

and non-Title 1 schools in the district, random samples of

each were selected to receive surveys. In all other counties,

all parents with a child in kindergarten received a survey.

Parents who chose to participate could return the completed

survey to the school office, their child’s teacher, or mail the

survey to the research team. Each year, this study was

reviewed and approved by both the University of Nevada

Las Vegas Institutional Review Board and by the Clark

County School District Institutional Review Board.

Measures

Kindergarten Health Survey (KHS)

The Kindergarten Health Survey (KHS) was created in

collaboration with a number of stakeholders including the

local school district and local and state health authorities to

capture a range of data regarding the health status of

children entering kindergarten. The research team con-

sulted with several community organizations involved in

issues related to early childhood such as the Early Child-

hood Comprehensive Systems team, Childcare Health

Consults project staff, and the Nevada Association of the

Education of Young Children to select questions and topic

areas for the survey. The specific language of the questions

was developed by examining similar questions on existing

validated surveys (e.g., Youth Risk Behavior Survey) and

revising them to fit the particular needs of the local

community.

The KHS, a self-report survey completed by parents,

contains 22 questions regarding demographic information,

insurance status, routine medical care, medical conditions,

immunizations, mental health problems, and health

behaviors. The parent or guardian is asked to answer sur-

vey questions about their child that is entering kindergar-

ten. Given Nevada’s large Spanish-speaking population the

final survey was translated into Spanish and then back

translated by two different individuals to ensure accuracy.

Please refer to ‘‘Appendix’’ to view the complete survey.

Key Variables

In addition to general demographic questions, seven of the

22 questions on the KHS were of particular interest for the

present study. First was the current status of child’s

insurance coverage. This was measured, by having the

respondent indicate if the child was insured (yes or no) and

then if yes, the type of insurance coverage (Private, Med-

icaid, Nevada Check Up, or Other). Other items included if

their child had been seen by a medical provider for a

routine check-up in the previous 12 months (yes/no), if

their child had a primary care provider (yes/no), if their

child had seen a dentist in the previous 12 months (yes/no),

if they thought their child may have a medical problem for

which he or she had not seen a doctor (yes/no), if they had

encountered any barriers in accessing healthcare for their

child (yes/no), and finally, how often they were able to

follow their child’s doctor’s recommendations (all of the

time, most of the time, some of the time, or never).

Data Analysis

Three types of analyses were conducted to examine rela-

tionships of insurance status/type in regard to both demo-

graphic information and healthcare access and utilization.

First, we examined the associations between a child’s

insurance status and that child’s race/ethnicity, annual

household income, and location (urban versus rural) using

v2 tests. Second, a 2 9 2 contingency table was constructed

Matern Child Health J (2014) 18:1753–1764 1755
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to evaluate how coverage by medical insurance (insured or

uninsured) or type of insurance (public or private) was

related to each of the selected health survey items. Pre-

liminary analyses indicated that the assumptions of a v2 test

were not violated. Specifically, each respondent contributed

to only one cell of the contingency table. Furthermore, there

was no cell in the contingency table whose expected fre-

quency was below 5. Odds ratio (OR) and 95 % confidence

interval (CI) were calculated for each of these contingency

tables to assess the strength of association between cover-

age by medical insurance or type of insurance and the

selected health survey items. In addition, a multiple logistic

regression analysis was performed to examine the differ-

ences in each of the health access survey items (=dependent

variables) by coverage/type of insurance (=independent

variables), while using race/ethnicity, family income, and

geographic location as another set of predictors (=covari-

ates). All cases in our data set were unrelated, since each

respondent provided only one answer to each question (i.e.,

independence of errors). In addition, there were no corre-

lation coefficients above 3.0 between any pairs of inde-

pendent variables shown by the point-biserial correlation

analysis and the Spearman rank-order correlation analysis.

Therefore, the assumptions of a logistic regression analysis

were not violated. Last, in relation to coverage of medical

insurance and type of insurance, we examined frequencies

concerning barriers to accessing health care in addition to

how well people followed a doctor’s recommendations for

medications and/or follow up visits.

With respect to missing data, univariate analyses

showed that none of the variables examined in this study

had missing values that were greater than 5 % of the data

except annual household income. Based on the results of

missing value analyses, there appeared to be no systematic

patterns of missing values between the selected health

survey items and any independent variables, including

annual household income. Therefore, listwise deletion was

utilized to handle missing values when performing the

statistical analyses above. IBM SPSS Statistics (Version

20) was used for the data analysis, and all statistical tests

were performed using the alpha level of .05.

Results

Participants

Over the three-year period, all 17 school districts submitted

completed surveys for a total of 31,133 completed surveys.

Of the 31,133 cases, only those who provided insurance

status (insured or uninsured) were included in our data

analysis (N = 30,924). The racial/ethnic background of the

children included 41.3 % Caucasian, 34.1 % Hispanic,

6.2 % Asian/Pacific Islander, 5.7 % African American,

1.4 % Native American/Alaska Native, 0.6 % Other, and

10.7 % were bi- or multi-racial (indicated by selected

multiple categories). The gender of the children included in

the study was split equally between males and females.

In the study population, almost all of the families who

had an annual household income of $65,000 or above were

covered by medical insurance (96.49 %), whereas the per-

cent of uninsured children increased as annual household

income decreased (v2 = 2,191.95; p \ .001; Table 1). In

addition, a child’s race/ethnicity was significantly associ-

ated with whether or not kindergartners were covered by

medical insurance (v2 = 1,393.52; p \ .001). Despite

accounting for just over a third (34.1 %) of the total pop-

ulation, the largest percentage of children without medical

insurance were Hispanic (56.2 %), Furthermore, it appeared

that children living in rural areas were slightly more likely

to be covered by medical insurance than those living in

urban areas (83.56 % vs. 82.25 %; v2 = 5.64; p = .018).

Insured Versus Uninsured Kindergartners and Health

Care Utilization

The relationships between medical insurance coverage and

the selected health survey items are presented in Table 2.

Table 1 Characteristics of children and family by insurance

coverage

Characteristic n Covered by medical

insurance (%)

p value*

Yes No

Child’s race/ethnicity 29,054 \.001

Caucasian 89.58 10.42

Hispanic 71.35 28.65

African American 87.08 12.92

Asian/Pacific Islander 85.64 14.36

Multiple categories 86.79 13.21

Other 85.64 14.36

Annual household income 27,259 \.001

$0–$14,999 72.00 28.00

$15,000–$24,000 70.18 29.82

$25,000–$34,999 76.83 23.17

$35,000–$44,999 80.57 19.43

$45,000–$54,999 86.75 13.25

$55,000–$64,999 90.71 9.29

$65,000? 96.49 3.51

Geographic location 30,924 .018

Urban 82.25 17.75

Rural 83.56 16.44

Values are given as percentage

* v2 test
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Having had a routine check-up in the past 12 months was

significantly related to whether or not a child was covered

by medical insurance. Specifically, kindergartners who

were not seen by a medical provider for a routine check-up

in the past 12 months were more likely to be uninsured

than were children who received a routine check-up

(v2 = 3,276.02; p \ .001; OR 6.14; 95 % CI 5.77–6.53).

Similarly, kindergartners without medical insurance were

significantly less likely to have a primary care provider

than children with medical insurance (v2 = 7,627.60;

p \ .001; OR 14.32; 95 % CI 13.49–15.20). In addition,

kindergartners who were not seen by a dentist in the past

12 months were significantly less likely to be covered by

medical insurance (v2 = 2,096.44; p \ .001; OR 3.93;

95 % CI 3.70–4.16) compared to students who had been

seen by a dentist. Furthermore, the parents of uninsured

children were more likely to report that their children had

unmet medical needs (v2 = 122.42; p \ .001; OR 2.60;

95 % CI 2.19–3.07).

The logistic regression analysis revealed that medical

insurance coverage was significantly associated with each

of the four health survey items, even after adjusting for

race/ethnicity, family income, and geographic location (for

all models: v2 = 190.16–7,075.76; p \ .001). Table 3

shows the results of the logistic regression analysis. It was

noteworthy that children who did not have a primary care

provider were almost 10 times (OR 9.99; 95 %

CI 9.21–10.84) more likely to be uninsured than insured. In

addition, children without having a routine check-up in the

past 12 months (OR 4.74; 95 % CI 4.38–5.13), without

seen by a dentist in the past 12 months (OR 3.27; 95 %

CI 3.05–3.51), and with unmet medical needs (OR 1.97;

95 % CI 1.61–2.41) were more likely to not have insur-

ance. Follow-up analyses based on the covariates above

showed that these results were consistent among different

categories of race/ethnicity, family income, or geographic

location.

Public Versus Privately Insured Kindergartners

and Health Care Utilization

The analysis also revealed that type of insurance—private

or public insurance—was significantly associated with

some of the selected health survey items (Table 2). Insured

children who did not have a routine check-up in the past

12 months were more likely to be covered by public

insurance than covered by private insurance (v2 = 149.31;

p \ .001; OR 1.73; 95 % CI 1.59–1.89). Children covered

by public insurance were less likely to have a primary care

provider than children covered by private insurance

(v2 = 969.19; p \ .001; OR 3.87; 95 % CI 3.55–4.21).

Additionally, children whose parents reported that they

might have an unmet medical need were more likely to be

covered by public insurance (v2 = 54.62; p \ .001;

OR 2.27; 95 % CI 1.83–2.81), whereas the association

between type of insurance and dentist visit in the past

12 months was not significant (v2 = .36; p [ .05;

OR 1.03; 95 % CI 0.96–1.10).

According to the logistic regression analysis, there was a

significant association between type of insurance (private

vs. public) and each of the four health survey items with

race/ethnicity, family income, and geographic location

Table 2 Proportions of responses to health access survey items by insurance status and type

Selected health survey items Covered by medical

insurance (%)

p value* Type of insurance

(%)

p value* Publicly insured vs.

uninsured (%)

p value*

Yes No Private Public Public Uninsured

Routine check-up in the past 12 months

Yes 73.6 10.0 \.001 61.3 27.8 \.001 48.3 24.9 \.001

No 9.0 7.4 6.1 4.8 8.2 18.6

Primary care provider

Yes 73.8 6.5 \.001 63.0 26.5 \.001 45.0 16.2 \.001

No 8.8 11.0 4.6 5.8 11.3 27.5

Dentist visit in the past 12 months

Yes 62.1 7.6 \.001 51.2 24.6 .215 42.7 18.9 \.001

No 20.5 9.8 16.3 8.0 13.8 24.6

Suspected medical problem not seen by doctor

Yes 1.2 0.6 \.001 0.7 0.8 \.001 1.3 1.6 \.001

No 81.4 16.7 66.8 31.8 55.2 41.8

Values are given as percentage

* v2 test
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being held constant (for all models: v2 = 81.38–1,429.48;

p \ .001; Table 3). Children without a primary care pro-

vider (OR 1.22; 95 % CI 1.07–1.39) and with unmet

medical needs (OR 1.48; 95 % CI 1.05–2.09) were more

likely to be covered by public insurance than by private

insurance. On the other hand, after adjusting for the

covariates above, children without having a routine check-

up in the past 12 months (OR 0.87; 95 % CI 0.76–0.99)

and without a dentist visit in the past 12 months (OR 0.60;

95 % CI 0.54–0.67) were less likely to be publicly insur-

ance than to be privately insured. All the significant results

observed in the follow-up analyses by different categories

of race/ethnicity, family income, or geographic location

were consistent with those reported above.

Publicly-Insured Versus Uninsured Kindergartners

and Health Care Utilization

There was a significant association between children with

public insurance and those with no insurance regarding

access to healthcare (Table 2). For instance, children who

were not seen by a medical provider for a routine check-up

in the past 12 months were more likely to be uninsured

than to be publicly insured (v2 = 1,223.65; p \ .001;

OR 4.38; 95 % CI 4.02–4.78). A lack of insurance was

significantly associated with a lack of a primary care provider

(v2 = 2,330.64; p\ .001; OR 6.77; 95 % CI 6.24–7.34).

Furthermore, children who were not seen by a dentist in the

past 12 months were more likely to be uninsured than to

be publicly insured (v2 = 1,316.42; p \ .001; OR 4.02;

95 % CI 3.72–4.34). Lastly, families reporting that their

children had unmet medical needs were more likely to

be uninsured (v2 = 19.74; p \ .001; OR 1.61; 95 %

CI 1.30–1.98).

The associations of publicly-insured or uninsured to

heath care utilization described above remained statisti-

cally significant, after adjusting for race/ethnicity, family

income, and geographic location using the logistic regres-

sion analysis (for all models: v2 = 81.38–2,573.56;

p \ .001; Table 3). Of the four health survey items, having

a primary care provider or not appeared to be the most

associated with publicly-insured or uninsured. Children

without a primary care provider were 9 times (Wald

v2 = 1,805.11; p \ .001; OR 9.02; CI 8.15–9.99) more

likely to be uninsured than publicly insured.

Reported Barriers to Healthcare and Health Outcomes

Approximately 18 % of respondents indicated that they

experienced barriers to accessing healthcare. For those that

indicated barriers, lack of medical insurance (61.7 % out of

5,649 respondents) and lack of financial resources (56.9 %

out of 5,648 respondents), respectively, were the barriers

most reported by parents with regards to accessing health

care for their kindergartner. When examining barriers

experienced by insured and uninsured children, parents

whose children were covered by medical insurance were

more likely to follow a doctor’s recommendations for

medications and/or follow up visits than did those whose

children were not covered by medical insurance

(v2 = 949.27; p \ .001). In addition and as expected,

families whose children were not covered by medical

insurance felt that the lack of insurance was a barrier to

their children receiving health care (v2 = 775.66;

p \ .001). When examining barriers of children with pri-

vate and public insurance, those with public health insur-

ance, as compared to those with private health insurance,

were more likely to report that the lack of transportation

was a barrier to their children receiving health care

(v2 = 178.23; p \ .001). Moreover, coverage by public

insurance was significantly related to the decreased likeli-

hood of following a doctor’s recommendations for medi-

cations and/or follow up visits (v2 = 443.46; p \ .001).

Finally, when examining barriers of children with public

Table 3 Logistic regression analysis of insurance status and type of insurance on health access survey items

Selected health survey items Covered by medical insurance

(yes* vs. no)

Type of insurance (private*

vs. public)

Publicly insured* vs.

uninsured

Wald v2 OR (95 % CI) Wald v2 OR (95 % CI) Wald v2 OR (95 % CI)

Routine check-up in the past 12 months

(yes* vs. no)

1,490.37a 4.74 (4.38–5.13) 4.09b 0.87 (0.76–0.99) 926.60a 4.88 (4.40–5.40)

Primary care provider (yes* vs. no) 3,090.31a 9.99 (9.21–10.84) 8.51b 1.22 (1.07–1.39) 1,805.11a 9.02 (8.15–9.99)

Dentist visit in the past 12 months (yes* vs. no) 1,067.15a 3.27 (3.05–3.51) 96.55a 0.60 (0.54–0.67) 1,021.30a 4.33 (3.96–4.74)

Suspected medical problem not seen by doctor

(yes vs. no*)

42.76a 1.97 (1.61–2.41) 4.96b 1.48 (1.05–2.09) 4.96b 1.48 (1.04–2.09)

OR odds ratio, CI confidence interval

* Reference category
a p \ .001; b p \ .05
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insurance and no insurance, parents/guardians of publically

insured children were more likely to report problems with

transportation (v2 = 277.23; p \ .001), lack of quality

medical providers was a barrier to their child receiving

health care (v2 = 160.08; p \ .001), whereas parents/

guardians of uninsured children were more likely to report

financial difficulties (v2 = 8.91; p \ .001) and were less

likely to follow a doctor’s recommendations for medica-

tions and/or follow up visits (v2 = 181.52; p \ .001).

Discussion

Findings from this study support previous research con-

cerning uninsured children and children with public health

insurance. It also expands existing knowledge by demon-

strating disparities regarding types of insurance coverage in

early childhood, a critically important developmental stage

when health outcomes have lasting impact, and by high-

lighting the size of such disparities in a time and place of

unusual economic struggle. Both kindergartners without

insurance and those with public insurance were found to

experience differences in their healthcare access and uti-

lization relative to privately insured kindergartners. Rela-

tive to their privately insured peers, publically insured

kindergartners experienced significant differences on all

items examined in this study, with the single exception that

kindergarteners with private and public insurance where

equally likely to have had seen a dentist in the past year.

Kindergarteners with public insurance were less likely to

have a primary care provider, less likely to have received a

routine check-up in the past 12 months, and more likely to

have an unmet medical need relative kindergartners cov-

ered by private insurance.

Compared to children with public insurance, children

without insurance experienced significantly more chal-

lenges on all items examined in this study. Furthermore,

uninsured kindergartners face additional dental care chal-

lenges, as results indicate that they are less likely to have

seen a dentist compared to children with insurance,

regardless if that insurance was private or public. Oral

health is important for children, and visits with pediatri-

cians are likely not sufficient to address oral health issues

[36]. Dental care is the most common unmet healthcare

need in children [4] and 51 million school hours are lost

annually due to dental problems [37]. Cavities and plaque

present in one-year-old children is associated with poor

dental health later in childhood [38] and, according to the

Surgeon General’s Oral Health Report, oral health is linked

to overall health [39].

Our data suggest that publicly insured and uninsured

children in early childhood both experience difficulties

accessing healthcare. Although public insurance programs

have reduced the number of uninsured children [40], the

children enrolled in these programs continue to face

problems with transportation, finding quality medical pro-

viders, and with following doctor’s recommendations.

Without access to adequate care, children’s health may be

in jeopardy, which can lead to an increased number of

school absences and more academic deficiencies [21]. Poor

academic performance has adverse impacts on the child but

also on the nation’s economy as these children are at higher

risk to drop out of high school therefore limiting their

employment opportunities [41]. By investing in children’s

health at a young age, children will develop a strong mental

and physical foundation to perform better throughout their

academic career and beyond.

There are a few limitations to the current study. First,

our study is limited in that our data is based on self-report.

We were not able to verify the accuracy of the reported

insurance status of the child and we rely on the parental

perceptions of unmet healthcare needs. Second, reports of

insurance status and type of insurance were reported at the

time of the survey. It would have been beneficial to gather

more specific details regarding continuity of coverage.

Third, our findings may not be generalizable to broader

populations given that our data was obtained from children

attending kindergarten in Nevada. However, Nevada’s

population possesses certain features that make it a relevant

location for study. For example, the state has a large

metropolitan area as well as substantial rural areas. Addi-

tionally, the state is ethnically diverse, and economically

comparable to the US at large [42]. Finally, while this

study examines access to care among children without

insurance, with private insurance, and with public insur-

ance, this study did not examine differences in quality of

care children are receiving. As access to healthcare

expands and children reliant on public insurance increases,

it will be extremely important to examine not only access

to healthcare, but quality of the care received.

Policy Recommendation to Improve Access

to Healthcare

All children have the right to quality healthcare, and early

childhood is a particularly important time in a child’s

development, when the foundations for academic success,

social success, and health are laid. However, not all children

receive equal care during this critical stage. Insurance type

matters, even as early as kindergarten. Both uninsured and

publicly insured children entering kindergarten experience

less favorable health outcomes and greater barriers in

accessing healthcare than privately insured kindergartners.

As the nation moves forward with the Affordable Care

Act (ACA), it is expected that insurance coverage for

children will increase as insurance opportunities expand for
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families beginning in 2014. However, there are still poli-

cies that need to be implemented or improved upon to

improve healthcare for children. First, given the high per-

cent of uninsured young children both nationally and in

Nevada, there should be more investments in outreach and

enrollment efforts that target at-risk populations/neighbor-

hoods, and that target women as early as pregnancy. Nearly

three quarters of children who are uninsured are also eli-

gible for public insurance [43], but many parents are not

aware of the resources available to their children or find the

application process overwhelming. Nevada has increased

outreach efforts due to the ACA, as well as the imple-

mentation of a health exchange program and a new elec-

tronic application system, however more grassroots (versus

broad based media) campaigns should be established to

target efforts in neighborhoods and among populations

with high uninsured rates. In addition, it is important to

implement presumptive eligibility for pregnant women and

young children to avoid delays in seeking care. Addition-

ally, pregnant women who are publicly insured might be

more likely to enroll their children upon birth.

As enrollment into public health insurance programs

increase, it is important to ensure that those children and

families have access to quality providers. It is recom-

mended that provider reimbursement policies are reviewed

and ensure that providers who accept public health insur-

ance programs are reimbursed utilizing current (or recent)

market rates and that payment systems ensure timely

delivery of payments to providers (including use of elec-

tronic billing and deposit systems). In addition, policies

should be implemented that establish incentives for pro-

viders to locate in underserved communities and to accept

public health insurance programs. Incentives may include,

but are not limited to, assistance with securing New Market

Tax Credits for capital projects; business tax abatements;

and/or a tiered reimbursement rate system.

Another consideration for policy makers regarding

health insurance programs is to ensure that public health

insurance programs provide adequate coverage for dental

health care, as per recommended schedules for preventive

visits for young children. Increased efforts should be made

to educate policy makers and the public about the impor-

tance of preventive dental health care for young children,

and

Finally, a barrier for many families, even those with

insurance, is lack of transportation to access medical

providers, especially for uninsured and publically insured

young children. Policy makers should study the feasibility

of including transportation vouchers and/or reimburse-

ment for transportation costs are part of the benefits for

public health insurance programs. In addition, as previ-

ously mentioned, insurance programs can provide incen-

tives to providers to relocate to underserved communities

where families have an easier commute to the physician’s

office.

Public policy, as it considers healthcare, education, and

the state of young children, should make revision so that

regardless of life circumstances one of American’s most

vulnerable populations all have access to quality health-

care. Insurance systems have a clear role in the well-being

of young children and both a lack of insurance and public

insurance coverage are indicative of difficulties in health

access that should not be acceptable. Policies need to be

implemented to ensure that all children have timely access

to quality physicians, and that physicians treat all children

regardless of healthcare status in a quality manner.
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