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ABSTRACT
PURPOSE In the United States, children who have a usual source of care (USC)
have better access to health care than those who do not, but little is known about
how parental USC affects children’s access. We examined the association between
child and parent USC patterns and children’s access to health care services.
METHODS We undertook a secondary analysis of nationally representative, cross-

sectional data from children participating in the 2002-2007 Medical Expenditure
Panel Survey (n = 56,302). We assessed 10 outcome measures: insurance coverage gaps, no doctor visits in the past year, less than yearly dental visits, unmet
medical and prescription needs, delayed care, problems getting care, and unmet
preventive counseling needs regarding healthy eating, regular exercise, car safety
devices, and bicycle helmets.
RESULTS Among children, 78.6% had a USC and at least 1 parent with a USC,
whereas 12.4% had a USC but no parent USC. Children with a USC but no parent
USC had a higher likelihood of several unmet needs, including an insurance coverage gap (adjusted risk ratio [aRR] 1.33; 95% confidence interval [CI], 1.21-1.47),
an unmet medical or prescription need (aRR 1.70; 95% CI 1.09-2.65), and no
yearly dental visits (aRR 1.12; 95% CI 1.06-1.18), compared with children with a
USC whose parent(s) had a USC.
CONCLUSIONS Among children with a USC, having no parent USC was associated

with a higher likelihood of reporting unmet needs when compared with children
whose parent(s) had a USC. Policy reforms should ensure access to a USC for all
family members.
Ann Fam Med 2011;9:504-513. doi:10.1370/afm.1300.
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he association between having a usual source of care (USC) and
improved access to health care services is well established in both
adult and child populations.1-10 Children with a USC have more
consistent access to health care services,2,9,11-15 which likely contributes to
better overall health outcomes.16,17 According to recent estimates, however,
approximately 19% of adults and nearly 10% of children in the United
States do not have a USC. Safety-net services are oversubscribed, and
the availability of primary care is widely disparate,18 leaving many families
with few options for maintaining a relationship with a USC.
Although previous research clearly supports the importance of the
relationship between a child having a stable USC and that individual
child’s access to and utilization of recommended care,1-10,19 little is known
about whether a child’s receipt of health care is associated with his or
her parents’ USC status. In fact, to our knowledge, no previous studies
describe child-parent USC patterns or measure how parental USC status
affects a child’s access to health care services. Further, the effect a child’s
USC status has on access to health care has been documented without
accounting for parental USC status.
It is known that children with health insurance have higher odds of
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unmet health care needs if their parents are uninsured.20-23 In addition, child health care service utilization patterns are highly associated with maternal
utilization patterns.24,25 These relationships underscore the need to explore other possible mechanisms
through which parental factors affect children’s access
to care. Speciﬁcally, this study examines the association between child-parent USC patterns and children’s
access to health care services. Our central research
question was whether a child’s access to health care services varies in association with whether at least 1 parent
has a USC. We hypothesized that children of parents
without a USC would have higher rates of unmet health
care needs when compared with children whose parents
have a USC, independent of the child’s USC status.

METHODS
This study was a secondary analysis of data from the
Medical Expenditure Panel Survey-Household Component (MEPS-HC).26 MEPS-HC collects data from
a subsample of households from the National Health
Interview Survey in the United States and utilizes a
stratiﬁed and clustered random sample with weights
that produce nationally representative estimates for the
civilian, noninstitutionalized population.27-29
MEPS data are reported in yearly ﬁles, combining
data from 2 overlapping panels for each year (eg, data
for 2002 combines the overlapping panels of 2001-2002
and 2002-2003); the MEPS design and methodology are
reported elsewhere.26-29 Each year of data constitutes a
nationally representative sample, and pooling the data
produces average annual estimates. We combined data
from 2002-2007 and included all children aged 17 years
and younger with positive full-year weights who had at
least 1 parent residing in the same household, and for
whom both the child’s and at least 1 parent’s USC status
could be ascertained (n = 56,302), weighted to a population of nearly 70.9 million children.
We linked each child to 1 or both parents and then
constructed child-parent USC variables (n = 17,612
linked to 1 parent; n = 38,690 linked to 2 parents). This
linkage is possible for biological parents, adopted parents, and step-parents; MEPS does not include similar
variables for linking foster parents or nonparent guardians.30 The sample size of 56,302 children excludes 2,049
children with no parent identiﬁed in the household and
an additional 437 children for whom USC status could
not be reliably ascertained for the child or parent(s).
Dependent Variables
Asking parents (or caregivers) about their perceptions
of a child’s unmet need for care is one of the most common ways to assess unmet need.31 Accordingly, we used
ANNALS O F FAMILY MEDICINE
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MEPS-HC items that pertained to parent-reported
unmet health care needs to construct the following 6
unmet need variables: (1) insurance coverage gaps during the year, (2) no doctor visits in the past year, (3)
less than yearly dental visits, (4) unmet medical and
prescription needs, (5) delayed care, and (6) problems
getting care. Yearly doctor visits were chosen because
the American Academy of Pediatrics recommends
yearly health care visits up to 21 years.32 For child dental care, the American Academy of Pediatric Dentistry
recommends that yearly dental visits begin at the time
of the ﬁrst tooth and no later than 12 months of age.33
The delayed care variable combined MEPS-HC parental reports that a child did not always get care as soon
as was wanted for an illness, injury, or condition that
needed care right away and that a child did not always
get an appointment for routine health care as soon as
was wanted. The variable pertaining to problems getting care combined 3 MEPS-HC questions regarding a
child having problems obtaining needed medical care,
tests, prescriptions, referrals, or other treatments.
Because receipt of age-appropriate preventive services has an important impact on long-term health,34
we also constructed 4 composite outcomes pertaining
to whether a child had not received anticipatory guidance regarding the importance of healthy eating, regular
exercise, use of car safety devices (ie, seat belts, safety
car seats, booster seats), and use of helmets while riding
a bicycle or tricycle. We then assessed whether the child
or parent had missed receiving guidance regarding at
least 1 of the preventive counseling items in the past 2
years and during the child’s lifetime. Lastly, we assessed
whether the child had not received guidance regarding
any of the 4 preventive counseling items (missing all 4)
in the past 2 years and during the child’s lifetime. Our
analyses of the preventive counseling items excluded
the 5,700 children in the MEPS-HC population that
was younger than 2 years, because these questions were
asked only of children aged 2 to 17 years.
Independent Variables
Among the MEPS-HC child sample (n = 56,302), we
assessed the cross-sectional USC status of the child and
parent(s) as the primary independent variable. We then
created 6 mutually exclusive child-parent USC patterns
(Table 1). These 6 groups were collapsed into 4 groups
for univariate and multivariate analyses: (1) the child and
1 or both parent(s) have a USC (USC: yes child/yes
parent[s]), (2) the child has a USC and 1 or both parents
do not have a USC (USC: yes child/no parent), (3) the
child does not have a USC and 1 or both parents have a
USC (USC: no child/yes parent[s]), and (4) neither child
nor parent has a USC (USC: no child/no parent).
Identiﬁcation of the covariates that might inﬂuence
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children’s access to health care was guided by the conceptual model designed by Aday and Andersen35,36 and
by MEPS-HC variables shown to be associated with
children’s unmet health care needs.22 We used 2-tailed
χ2 analyses to test univariate associations between these
variables and each of the outcome variables. Ten independent variables were associated with at least 1 outcome
(P <.10): household income, child’s age, child’s race/ethnicity, family composition, parental education, parental
employment, region of residence, child’s insurance status,
parent’s insurance status, and child’s health status. Thus,
all covariates were included in logistic regression models
with the exception of parental employment, which was
found to have signiﬁcant collinearity with parental education and household income variables.
Speciﬁcally, the household income groups were
based on the MEPS-HC–constructed variable that
divides families into 5 income groups based on earnings
as a percentage of the federal poverty level, and in 2007
the federal poverty level for a family of 4 was $20,650.37
We created 1 child race/ethnicity variable that was
based on self-reported responses to standard options
provided by MEPS interviewers. Family composition

refers to whether the child could be linked to 1 parent
or 2 parents residing in the same household (it does not
account for biological relationship between parent and
child or the marriage status between the 2 parents).

Analyses
We determined the prevalence of different childparent USC patterns. We then used 2-tailed χ2 tests
to ascertain univariate associations between covariates
and each of the 4 child-parent USC subgroups, and
univariate associations between each of the child-parent
subgroups and unmet need and preventive counseling
outcomes. Finally, we used a series of logistic regression
models to assess the adjusted associations between the
4 child-parent USC subgroups and the outcomes. Models were ﬁrst built for the outcome of having no doctor
visits in the past 12 months using forward selection
modeling techniques. Covariates selected in this model
were used for all remaining outcomes to achieve consistency in our examination and to facilitate comparisons
of results across models, with 1 exception—child’s and
parent’s insurance status were excluded from the model
that assessed insurance coverage gap as the outcome.
We reported measures of association as adjusted risk ratios (aRRs).38
Table 1. Family Usual Source of Care (USC) Patterns for US Children
We used SUDAAN 10.0.1
Aged 0 to 17 Years Living With at Least 1 Parent, 2002-2007
(Research Triangle Institute,
Yearly Average
Research Triangle Park, North
Weighted to
Carolina) for all statistical analyses
Unweighted US Populationb
Weighted %b
to account for the complex samFamily USC Patterns
Na
(in millions)
(95% CI)
pling design of the MEPS; α level
Cross-sectional: 6 groups
was set at .05 for all multivariable
Child yes USC
analyses a priori. This study protoUSC: yes parent(s)
34,360
47.5
66.9 (65.6-68.1)
col was reviewed by the Oregon
USC: yes 1 parent/no 1 parent
6,894
8.3
11.7 (11.0-12.3)
USC: no parent(s)
8,487
8.8
12.4 (11.7-13.1)
Health & Science University
Child no USC
Institutional Review Board, which
USC: yes parent(s)
841
1.0
1.3 (1.2-1.5)
deemed the study exempt because
USC: yes 1 parent/no 1 parent
788
0.8
1.2 (1.0-1.3)
the MEPS-HC is publicly available.
USC: no parent(s)

Total

4,932

4.6

56,302

70.9

6.5 (6.0-7.1)

100.0

RESULTS

Cross-sectional: 4 groups
Child yes USC
USC: yes parent(s)

41,254

55.7

78.6 (77.5-79.6)

USC: no parent(s)

8,487

8.8

12.4 (11.7-13.1)

1,629
4,932

1.8
4.6

2.5 (2.3-2.8)
6.5 (6.0-7.1)

56,302

70.9

Among the study population of
children, 78.6% had a USC and at
least 1 parent had a USC, 12.4%
had a USC but neither parent had
a USC, 2.5% had no USC but
at least 1 parent had a USC, and
6.5% had no USC and no parent
had a USC (Table 1).
All characteristics of children
and their parents were signiﬁcantly
different across the 4 child-parent
USC subgroups (P <.05; Table 2).
Most notably, the USC: yes child/

Child no USC
USC: yes parent(s)
USC: no parent(s)
Total

100.0

Source: 2002-2007 Medical Expenditure Panel Survey (MEPS), Household Component.
Note: Column percentages may not equal 100% because of rounding (rounded to nearest 10th).
a
Unweighted counts represent total number of children, aged 0-17 years, from MEPS-respondent households
with a positive person weight who could be linked to at least 1 parent within the household. Total counts do
not include 2,049 children with no parent identified in the household. Total also excludes 437 children for
whom USC status could not be ascertained for the child or the parent.
b
To derive the yearly population estimates, each child record from the MEPS was weighted according to
person-level weights provided by the data collection agency.
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Table 2. Characteristics Associated With Different Cross-Sectional Family Usual Source of Care (USC)
Patterns for US Children Aged 0 to 17 Years Living With at Least 1 Parent, 2002-2007
Cross-Sectional Family USC Patterns: 4 Groups
(Does Not Account for Discordant Parent Status)
Characteristics
No. in samplea

All Children

USC: Yes Child/
Yes Parent(s)

USC: Yes Child/
No Parent

USC: No Child/
Yes Parent(s)

USC: No Child/
No Parent

56,302

41,254

8,487

1,629

4,932

Household income group, % FPLb,c
>400%

28.8

31.9

18.5

18.9

15.0

200% to <400%

33.1

34.4

26.7

34.0

29.4

125% to <200%

15.8

14.6

19.4

22.1

21.5

100% to <125%

5.4

4.7

7.7

7.3

8.3

17.0

14.5

27.7

17.8

25.7

0-4

27.4

26.7

39.5

12.9

17.7

5-9

27.4

27.5

28.7

18.7

26.0

10-13

22.4

22.6

18.8

23.7

25.3

14-17

22.9

23.2

12.9

44.7

31.0
38.1

<100%
Child’s age, y, %b

Child’s race/ethnicity, %b,d
White, non-Hispanic

58.9

63.1

46.1

44.9

Hispanic, any race

19.7

16.5

29.4

25.6

37.0

Nonwhite, non-Hispanic

21.4

20.4

24.5

29.5

25.0

Family composition, %b,e
1 Parent in household

26.2

23.5

38.6

24.7

36.8

2 Parents in household

73.8

76.6

61.4

75.3

63.2

Yes

85.9

88.6

77.9

78.2

71.9

No

14.1

11.4

22.1

21.8

28.1

At least 1 parent completed
high school, %

Geographic residence, %b
Northeast

17.5

19.8

10.3

8.2

6.9

West

24.4

23.3

25.4

28.6

33.4

South

35.9

33.0

47.6

45.8

45.4

Midwest

22.2

23.9

16.7

17.4

14.3

Full year insured

81.8

85.7

76.9

64.1

50.9

Insurance gap

11.4

9.2

16.4

18.5

24.6

6.8

5.1

6.6

17.4

24.6

Insured all year (at least 1 parent)

75.6

82.1

51.6

68.8

45.4

Not insured all year

24.4

17.9

48.5

31.2

54.6

Child’s insurance status, %b

Full year uninsured
Parent’s insurance status, %b

Child health status, %b
Excellent/very good

82.3

83.3

78.5

82.5

78.2

Good/fair/poor

17.7

16.7

21.5

17.5

21.8

FPL = federal poverty level; MEPS-HC = Medical Expenditure Panel Survey-Household Component.
Source: 2002-2007 MEPS-HC.
Note: Column percentages are weighted and may not equal 100% because of rounding (rounded to nearest 10th). P <.05 in χ2 test comparisons of overall differences
between subgroups of each covariate and insurance patterns.
a
Unweighted counts represent total number of children, aged 0-17 years, from MEPS-HC respondent households with a positive person weight who could be linked to
at least 1 parent within the household. Total counts do not include 2,049 children with no parent identified in the household; cross-sectional total also excludes 437
children for whom self or parental USC status could not be ascertained.

To derive yearly population estimates, each child record from MEPS-HC was weighted according to person-level weights provided by the data collection agency.
Household income groups were based on MEPS-HC–constructed variable that divides families into 5 income groups based on earnings as a percentage of federal poverty level (FPL), and in 2007, the federal poverty level for a family of 4 was $20,650.37

b
c

d
Child’s race/ethnicity based on responses to standard options provided by MEPS-HC interviewers. We created 1 child race/ethnicity variable by combining a race variable (which included white only, black only, American Indian/Alaskan Native only, Asian only, native Hawaiian/Pacific Islander only, and multiple races) and an ethnicity
variable (which included Hispanic, or not Hispanic).
e
Family composition refers to whether the child could be linked to 1 parent (n = 17,612) or 2 parents (n = 38,690) residing in the same household (does not account
for biological relationship between parent and child or the marriage status between the 2 parents).
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yes parent(s) subgroup had the highest percentage of
families earning more than 400% of the federal poverty level. A higher percentage of the USC: no child/
no parent subgroup was Hispanic compared with all
children. Children with unstable insurance coverage
were also more likely to be in the USC: no child/no
parent subgroup. Other characteristics disproportionately associated with the USC: no child/no parent
subgroup included older age of the child, single-parent
households, having parent(s) who did not complete
high school, and having uninsured parents.
The percentage of children with unmet needs
increased sharply as child-parent USC patterns deviated from the concordant pattern of both child and
parent(s) having a USC (Table 3). In all cases, the

USC: yes child/yes parent(s) subgroup had the lowest
rates of unmet health care needs; children in the USC:
no child/no parent subgroup had the highest rates.
In univariate analyses, the USC: yes child/no parent
subgroup had higher percentages of unmet health care
needs than did the USC: yes child/yes parent(s) subgroup for all outcomes examined. The same pattern
held true for the 4 preventive counseling items.
In multivariate analyses, the higher rates of unmet
needs among children in the USC: yes child/no parent
subgroup when compared with the USC: yes child/
yes parent(s) subgroup achieved statistical signiﬁcance
in almost all cases. As shown in Table 4, the USC:
yes child/no parent subgroup had a higher likelihood
of an insurance coverage gap (aRR = 1.33; 95% conﬁ-

Table 3. Univariate Associations Between Cross-Sectional Family Usual Source of Care (USC) Patterns
and Children’s Receipt of Health Care Services, 2002-2007

Outcomes

All Children

USC: Yes Child/
Yes Parent(s)

USC: Yes Child/
No Parent

USC: No Child/
Yes Parent(s)

USC: No Child/
No Parent

Weighted %
(95% CI)a

Weighted %
(95% CI)a

Weighted %
(95% CI)a

Weighted %
(95% CI)a

Weighted %
(95% CI)a

Cross-sectional: 4 groups
No. in sampleb

56,302

41,254

8,487

1,629

4,932

Child had insurance coverage gap

18.2 (17.4-19.1)

14.3 (13.6-15.1)

23.1 (21.2-25.1)

35.9 (32.0-40.0)

49.1 (46.3-52.0)

No doctor visits in past year

23.0 (22.2-23.9)

19.1 (18.3-19.9)

22.6 (20.9-24.4)

54.6 (51.0-58.1)

58.9 (56.4-61.4)

No dental visits at least yearly

27.6 (26.7-28.4)

24.7 (23.9-25.6)

37.3 (35.2-39.3)

35.6 (31.9-39.5)

40.1 (37.5-42.7)

Unmet medical or prescription
needc
Delayed cared

31.0 (30.0-32.0)

30.2 (29.2-31.2)

33.1 (30.9-35.5)

33.8 (29.0-38.9)

40.6 (37.1-44.1)

Problems getting caree

15.6 (14.8-16.5)

14.5 (13.7-15.4)

17.8 (15.5-20.4)

28.1 (22.2-34.8)

31.4 (27.0-36.3)

50,602

37,175

7,201

1,566

4,660

83.2 (82.4-84.0)

82.0 (81.0-83.0)

85.4 (83.8-86.8)

90.2 (87.2-92.5)

90.8 (89.0-92.3)

39.8 (38.8-40.9)

37.2 (36.1-38.3)

40.0 (37.6-42.4)

62.5 (58.6-66.3)

61.6 (59.2-63.9)

80.0 (78.9-80.9)

78.6 (77.4-79.6)

82.9 (81.3-84.5)

87.1 (83.8-89.8)

87.9 (85.9-89.6)

33.4 (32.3-34.5)

31.0 (29.9-32.1)

33.8 (31.6-36.1)

53.5 (49.5-57.5)

52.8 (50.2-55.5)

1.4 (1.2-1.6)

1.1 (0.9-1.2)

2.1 (1.5-3.1)

2.5 (1.6-4.0)

3.6 (2.8-4.6)

Cross-sectional: 4 groups
No. in sampleb
Past 2 years
Did not receive all 4 preventive
counseling items (missing >1)f,g
Did not receive any of 4 preventive
counseling items (missing all 4)f
Lifetime
Did not receive all 4 preventive
counseling items (missing >1)f,h
Did not receive any of 4 preventive
counseling items (missing all 4)f

Source: 2002-2007 Medical Expenditure Panel Survey-Household Component (MEPS-HC).
Note: P <.05 in χ2 test comparisons of overall differences between insurance pattern subgroups and all outcome measures.
To derive the yearly population estimates, each child record from the MEPS-HC was weighted according to person-level weights provided by the data collection agency.
Unweighted counts represent total number of children, aged 0-17 years, from MEPS-HC–respondent households with a positive person weight who could be linked
to at least 1 parent within the household. Total counts do not include 2,049 children with no parent identified in the household. Total also excludes 437 children for
whom USC status could not be ascertained for the child and/or parent.
a

b

Unmet medical or prescription need was defined as being unable to get medical care and/or prescription medications when needed within the past year.
Delayed care was defined as parental report that child did not always get care as soon as was wanted for an illness, injury, or condition that needed care right away;
or did not always get an appointment for routine health care as soon as was wanted.
c

d

Problems getting care was defined as parent reporting a big or small problem that child did not receive needed medical or prescription treatment; a big or small
problem to get the child care, tests, or treatment a parent or doctor believed necessary; or a big or small problem to see a specialist the child needed to see.

e

f
The preventive counseling services include MEPS-HC items that asked parents whether a doctor or health care clinician had advised their child about the importance of
(1) healthy eating, (2) routine exercise, (3) use of car safety seats/booster seats/seat belts, and (4) use of a helmet while riding a tricycle/bicycle.

In the past 2 years among all children, 39.8% were missing all 4 preventive counseling items; 16.7% were missing 3 items; 15.3% were missing 2 items; 11.4% were
missing 1 item (16.8% had received all 4 items).
g

Over a lifetime among all children, 33.4% were missing all 4 preventive counseling items; 16.9% were missing 3 items; 16.5% were missing 2 items; 13.2% were
missing 1 item (20.1% had received all 4 items).

h

ANNALS O F FAMILY MEDICINE

✦

WWW.ANNFA MME D.O R G

508

✦

VO L. 9, N O. 6

✦

N OV E MBE R /DE CE MBE R 2011

USUAL SOURCES OF C ARE

dence interval [CI], 1.21-1.47), having no doctor visits
in the past 12 months (aRR = 1.11; 95% CI, 1.02-1.21),
less than yearly dental visits (aRR = 1.12; 95% CI,
1.06-1.18), and unmet medical or prescription needs

(aRR = 1.70; 95% CI, 1.09-2.65), when compared with
the USC: yes child/yes parent(s) subgroup.
In Table 5, the USC: yes child/no parent subgroup
was also at higher risk of having not received preven-

Table 4. Multivariate Associations Between Child and Family Characteristics and Children’s Access
to Health Care (2002-2007)
Demographic
and Other
Characteristics

Child Health
Insurance
Coverage Gap

No Doctor
Visits in
Past 12 Moa

Child
Dentist
Visits <1/yb

Unmet Medical
or Prescription
Needc

Delayed
Cared

Problems
Getting Caree

aRR (95% CI)

aRR (95% CI)

aRR (95% CI)

aRR (95% CI)

aRR (95% CI)

aRR (95% CI)

Family USC patterns
USC: yes child/
yes parent(s)f
USC: yes child/
no parent
USC: no child/
yes parent(s)
USC: no child/
no parent
Household income
group, % FPL
>400%f

1.00

1.00

1.00

1.00

1.00

1.00

1.33 (1.21-1.47)g

1.11 (1.02-1.21)g

1.12 (1.06-1.18)g

1.70 (1.09-2.65)g

1.00 (0.93-1.08)

1.06 (0.91-1.23)

2.15 (1.92-2.41)g

2.19 (2.02-2.38)g

1.40 (1.28-1.52)g

1.63 (0.98-2.69)

1.05 (0.91-1.21)

1.65 (1.32-2.07)g

2.82 (2.60-3.04)g

2.35 (2.22-2.50)g

1.38 (1.30-1.47)g

2.00 (1.51-2.66)g

1.19 (1.08-1.32)g

1.70 (1.45-2.00)g

1.00

1.00

1.00

1.00

1.00

1.00

200% - <400%

1.57 (1.40-1.76)g

1.47 (1.37-1.58)g

1.26 (1.19-1.33)g

1.91 (1.30-2.80)g

1.03 (0.97-1.09)

1.25 (1.11-1.41)g

125% to <200%

2.09 (1.86-2.35)g

1.63 (1.49-1.77)g

1.44 (1.34-1.55)g

2.13 (1.51-3.01)g

1.03 (0.95-1.11)

1.31 (1.15-1.50)g

100% to <125%

2.05 (1.76-2.39)

1.66 (1.51-1.84)

1.42 (1.30-1.56)

2.32 (1.42-3.81)

1.07 (0.96-1.18)

1.36 (1.12-1.64)g

<100%

1.67 (1.47-1.91)g

1.09 (1.00-1.19)

1.50 (1.29-1.74)g
1.00

g

g

1.60 (1.46-1.75)g

g

1.40 (1.30-1.51)g

g

2.19 (1.50-3.20) g

Child’s age, y
0-4f

1.00

1.00

1.00

1.00

1.00

5-9

0.99 (0.92-1.06)

2.12 (1.98-2.29)g

0.22 (0.21-0.24)g

1.38 (1.07-1.78)g

1.03 (0.98-1.09)

1.05 (0.96-1.16)

10-13

1.05 (0.97-1.13)

2.39 (2.20-2.58)g

0.20 (0.19-0.22)g

1.26 (0.90-1.76)

1.04 (0.97-1.11)

1.06 (0.94-1.19)

14-17

1.06 (0.98-1.15)

2.50 (2.32-2.69)g

0.30 (0.28-0.32)g

1.48 (1.06-2.07)g

1.09 (1.02-1.16)g

1.16 (1.04-1.30)g

1.00

1.00

1.00

1.00

1.00

1.00

Child’s race/ethnicity
White, nonHispanicf
Hispanic, any race

1.34 (1.23-1.47)g

1.17 (1.09-1.26)g

0.99 (0.93-1.05)

0.56 (0.40-0.78)g

1.09 (1.01-1.17)g

1.07 (0.96-1.18)

Nonwhite,
non-Hispanic
Family composition

0.86 (0.77-0.95)g

1.24 (1.16-1.32)g

1.00 (0.95-1.05)

0.74 (0.57-0.97)g

1.04 (0.98-1.11)

1.06 (0.94-1.19)

2 Parents in
householdf
1 Parent in
household
At least 1 parent
completed high
school
Yesf

1.00

1.00

1.00

1.00

1.00

1.00

1.09 (1.01-1.18)g

0.92 (0.88-0.97)g

1.04 (0.99-1.09)

1.19 (0.92-1.54)

1.07 (1.02-1.13) g

1.03 (0.93-1.14)

No
Geographic
residence
Northeast (reference group)
West

1.00

1.00

1.00

1.00

1.00

1.00

1.14 (1.04-1.25)g

1.22 (1.14-1.30)g

1.19 (1.12-1.26)g

0.82 (0.62-1.07)

1.06 (0.99-1.14)

0.87 (0.77-1.00)

1.00

1.00

1.00

1.00

1.00

1.00

1.26 (1.10-1.44)g

1.68 (1.48-1.90)g

1.14 (1.04-1.24)g

0.99 (0.64-1.52)

1.31 (1.19-1.44)g

1.10 (0.94-1.28)

South

1.38 (1.21-1.57)

1.39 (1.23-1.57)

1.14 (1.05-1.23)

g

0.98 (0.70-1.36)

1.12 (1.02-1.23)g

0.93 (0.81-1.06)

Midwest

1.13 (0.99-1.29)

1.42 (1.25-1.61)g

1.12 (1.02-1.22)g

1.00 (0.70-1.43)

1.19 (1.08-1.31)g

0.90 (0.77-1.05)

N/A

1.00

1.00

1.00

1.00

1.00

N/A

1.03 (0.97-1.09)

0.97 (0.91-1.03)

1.14 (0.89-1.46)

1.08 (1.01-1.15)

1.11 (0.99-1.25)

Parent’s insurance
status
Insured all year
(at least 1)f
Not insured all
year

g

g

Table 4 continues
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Table 4. Multivariate Associations Between Child and Family Characteristics and Children’s Access
to Health Care (2002-2007) continued
Demographic
and Other
Characteristics
Child’s insurance
status
Insured all year f
Partial year
insurance
Full year uninsured

Child Health
Insurance
Coverage Gap

No Doctor
Visits in
Past 12 Moa

Child
Dentist
Visits <1/yb

Unmet Medical
or Prescription
Needc

Delayed
Cared

aRR (95% CI)

aRR (95% CI)

aRR (95% CI)

aRR (95% CI)

aRR (95% CI)

Problems
Getting Caree
aRR (95% CI)

N/A

1.00

1.00

1.00

1.00

1.00

N/A

1.19 (1.11-1.27)g

1.37 (1.29-1.45)g

2.65 (2.11-3.33)g

1.06 (0.99-1.14)

1.28 (1.13-1.46)g

N/A

1.47 (1.37-1.59)g

1.80 (1.69-1.91)g

3.47 (2.69-4.46)g

1.00 (0.90-1.11)

1.49 (1.29-1.73)g

1.00

1.00

1.00

1.00

1.00

1.00

1.03 (0.97-1.09)

0.74 (0.70-0.79)g

1.09 (1.05-1.14)g

2.35 (1.87-2.96)g

1.26 (1.19-1.32)g

1.68 (1.54-1.83)g

Child health status
Excellent/
very goodf
Good/fair/poor

Source: 2002-2007 Medical Expenditure Panel Survey-Household Component.
aRR = adjusted risk ratio; FPL = federal poverty level; USC = usual source of care.
Yearly doctor visits were chosen as an unmet need variable because the American Academy of Pediatrics recommends yearly preventive pediatric health care visits
up to age 21 years.32

a

American Academy of Pediatric Dentistry recommends yearly dental visits begin at time of first tooth and no later than 12 months of age.33
Unmet medical or prescription need was defined as being unable to get medical care and/or prescription medications when needed within the past year.
d
Delayed care was defined as parental report that child did not always get care as soon as was wanted for an illness, injury, or condition that needed care right away;
or did not always get an appointment for routine health care as soon as was wanted.
b
c

e
Problems getting care was defined as parent reporting a big or small problem that the child did not receive needed medical or prescription treatment; a big or
small problem to get the child care, tests, or treatment a parent or doctor believed necessary; or a big or small problem to see a specialist the child needed to see.
f
g

Reference group.
P <.05.

tive counseling when compared with the USC: yes
child/yes parent(s) subgroup in 3 of the 4 models.
Although group differences in Tables 4 and 5 were not
statistically signiﬁcant for all outcomes, the observed
trends suggest increased vulnerability as USC patterns
deviated from both child and parent(s) having a USC.

DISCUSSION
In aggregated cross-sectional MEPS-HC data from
2002 to 2007, 9% of children (aged 17 years and
younger and living with at least 1 parent) in the United
States had no USC, and more than 18% of children
had no parent in the household with a USC. In this
study, the largest differences in children’s receipt of
necessary health care were between children with a
USC and those without a USC, which conﬁrms previous evidence about the importance of a USC for
children.1,3-9 This study revealed the new ﬁnding that
parental USC status is also associated with children’s
receipt of health care services, regardless of child’s
USC status. Among children with a USC, those whose
parent(s) lacked a USC had a higher likelihood of
experiencing unmet health care needs.
Our previous work has shown that insured children
with uninsured parents have higher odds of unmet
health care and preventive counseling needs when
compared with insured children whose parents are
ANNALS O F FAMILY MEDICINE
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insured.39 We have also shown that adults and children
are both more likely to have unmet health care needs
when they lack a USC, even if they have health insurance.40,41 In this study, we report on the importance of
a USC for both parent and child, even while controlling for parental and child health insurance.
Policy Implications
The results of this study—showing that a child’s
receipt of recommended health care services is associated not only with their own access to a USC but also
their parents’ access to a USC—highlight the need
to broaden the focus beyond expansions in the child
health care workforce and quality improvements in
child health care to consider the role that parental
access to a USC plays in ensuring access to health
care services for children. There is a clear need to
advocate for policy changes that improve access to a
USC for all family members. The Patient Protection
and Affordable Care Act (PPACA) has a provision to
increase the number of primary care clinicians,42 which
is a step in the right direction. Speciﬁcally, the PPACA
will provide resources for increasing training through
additional primary care residency programs and numbers of nurse practitioners, as well as training more
physician assistants to work in primary care settings.
Scholarship and loan repayment programs will also be
implemented for primary care clinicians who choose to
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Table 5. Multivariate Associations Between Child and Family Characteristics and Children’s Receipt
of Preventive Counseling (2002-2007)
Past 2 Years
Demographic and
Other Characteristics

Did Not Receive All 4
Preventive Counseling
Items (Missing ≥1)a
aRR (95% CI)

Lifetime

Did Not Receive
Any of 4 Preventive
Counseling Itemsa
aRR (95% CI)

Did Not Receive All 4
Preventive Counseling
Items (Missing ≥1)a
aRR (95% CI)

Did Not Receive
Any of 4 Preventive
Counseling Itemsa
aRR (95% CI)

Family USC patterns
USC: yes child/yes parent(s)b

1.00

1.00

1.00

1.00

USC: yes child/no parent

1.03 (1.01-1.05)c

1.07 (1.01-1.14)c

1.04 (1.01-1.06)c

1.06 (0.99-1.13)

USC: no child/yes parent(s)

1.07 (1.03-1.11)c

1.49 (1.38-1.61)c

1.08 (1.04-1.12)c

1.52 (1.39-1.66)c

USC: no child/no parent

1.08 (1.05-1.11)c

1.47 (1.40-1.55)c

1.09 (1.06-1.12)c

1.49 (1.39-1.60)c

Household income group, % FPL
>400%b

1.00

1.00

1.00

1.00

200% - <400%

1.05 (1.02-1.07)c

1.23 (1.17-1.30)c

1.05 (1.03-1.08)c

1.27 (1.19-1.35)c

125% to <200%

1.04 (1.01-1.07)c

1.24 (1.16-1.32)c

1.06 (1.03-1.09)c

1.31 (1.21-1.41)c

100% to <125%

1.03 (1.00-1.07)

1.22 (1.12-1.33)

c

1.04 (1.01-1.08)

c

1.27 (1.15-1.40)c

<100%

1.02 (0.99-1.05)

1.17 (1.10-1.25)c

1.03 (1.00-1.06)

1.23 (1.14-1.33)c

Child’s age, y
2-4b

1.00

1.00

1.00

1.00

5-9

0.97 (0.96-0.99)c

1.35 (1.29-1.42)c

0.95 (0.93-.096)c

1.27 (1.21-1.35)c

10-13

1.00 (0.98-1.02)

1.52 (1.44-1.61)c

0.96 (0.94-0.98)c

1.43 (1.34-1.51)c

14-17

1.06 (1.04-1.07)

1.70 (1.61-1.81)

1.01 (0.99-1.03)

1.55 (1.44-1.65)c

Child’s race/ethnicity
White, non-Hispanicb

c

c

1.00

1.00

1.00

1.00

Hispanic, any race

0.95 (0.93-0.97)c

0.88 (0.83-0.93)c

0.95 (0.93-0.98)c

0.94 (0.89-1.00)

Nonwhite, non-Hispanic

0.99 (0.98-1.01)

0.96 (0.91-1.02)

1.01 (0.99-1.03)

1.02 (0.96-1.09)

Family composition
2 Parents in householdb
1 Parent in household
At least 1 parent completed
high school
Yesb
No
Geographic residence
Northeastb

1.00

1.00

1.00

1.00

1.02 (1.01-1.04)c

0.99 (0.95-1.03)

1.03 (1.01-1.04)c

0.98 (0.94-1.04)

1.00

1.00

1.00

1.00

1.00 (0.98-1.02)

1.09 (1.04-1.15)c

1.01 (0.99-1.04)

1.12 (1.06-1.19)c

1.00

1.00

1.00

1.00

1.10 (1.06-1.14)c

1.40 (1.26-1.56)c

1.08 (1.03-1.13)c

1.29 (1.14-1.46)c

South

1.12 (1.08-1.16)c

1.37 (1.24-1.52)c

1.12 (1.08-1.16)c

1.31 (1.16-1.47)c

Midwest

1.11 (1.07-1.15)c

1.36 (1.22-1.51)c

1.11 (1.07-1.16)c

1.29 (1.14-1.46)c

1.00

1.00

1.00

1.00

1.01 (0.99-1.03)

1.02 (0.97-1.07)

1.01 (0.99-1.03)

1.03 (0.98-1.09)

West

Parent’s insurance status
Insured all year (at least
1 parent)b
Not insured all year
Child’s insurance status
Insured all yearb

1.00

1.00

1.00

1.00

Partial year insurance

1.04 (1.01-1.06)c

1.11 (1.06-1.18)c

1.04 (1.01-1.06)c

1.10 (1.03-1.17)c

Full year uninsured

1.05 (1.02-1.08)c

1.23 (1.15-1.31)c

1.05 (1.02-1.08)c

1.20 (1.11-1.29)c

Child health status
Excellent/very goodb
Good/fair/poor

1.00

1.00

1.00

1.00

1.01 (0.99-1.03)

0.90 (0.86-0.94)c

1.02 (1.00-1.04)

0.92 (0.88-0.96)c

aRR = adjusted risk ratio; FPL = federal poverty level; USC = usual source of care.
Source: 2002-2007 Medical Expenditure Panel Survey-Household Component (MEPS-HC).
a
The preventive counseling services include MEPS-HC items that asked parents whether a doctor or health care clinician had advised their child about the importance
of (1) healthy eating, (2) routine exercise, (3) use of care safety seats/booster seats/seat belts, and (4) use of a helmet while riding a tricycle/bicycle.
b
c

Reference group.
P <.05.
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work in underserved areas.43 Another possible policy
change that could affect USC continuity is ensuring
that a change in health insurance plans does not mean
a change in one’s primary care clinician or site.
Furthermore, as more children and parents have
discordant insurance coverage patterns (eg, child covered by public insurance, parents covered by employerbased private insurance),44 the need for both child
and parents to have a USC will become even more
important. Further studies are needed to determine
which aspects of care are most likely to improve when
everyone in the family has a USC, and whether childparent USC concordance might mitigate the impact of
fragmented family insurance coverage.
Practice Implications
In addition to advocating for the important policy
changes outlined above, clinicians can develop practice-based interventions to assist parents in ﬁnding a
stable USC for their children and for themselves. Some
clinicians, such as family physicians and general practitioners, are in the unique position of providing primary
care to all members of the same family. The patientcentered medical home holds promise as a model that
can focus on coordinating care for entire families.10
Even clinicians who see only children or only adults
could perform similar interventions if they are part of
larger centers that can provide coordinated care for
all family members. Interventions could also involve
methods to track USC status for all family members.
With widespread and expanding implementation of
electronic health record systems, such processes and
potential interventions could be computerized, and
family records could be linked across USC sites.

speciﬁc type of plan may have had on receipt of health
care services. Lastly, it is possible that parents do not
have a USC because they do not believe that access to
the health care system ensures health for their children
or themselves and not because they cannot obtain one.
When parents lack a USC, their child typically
receives fewer recommended health care services and
experiences more unmet needs regardless of the child’s
USC and insurance status. Ensuring better access to
necessary health care services will require comprehensive policy reforms that make it easier for all individuals to ﬁnd and maintain a USC. Keeping the entire
family in mind when crafting any new reforms will be
essential to achieving a sustainable health care system
and the best possible health outcomes for our children.
To read or post commentaries in response to this article, see it
online at http://www.annfammed.org/content/9/6/504.
Key words: Usual source of care; access to health care; child health;
health policy; primary care; continuity of care
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