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INTRODUCTION 

Previous research has shown that children with special health care needs generally require more health care services and 

generate health care costs at a rate 3 times higher than that of children without special health care needs (Newacheck & 

Kim, 2005). Despite this fact, little research has been conducted at the state level on the health needs of this vulnerable   

population. This data brief uses the 2015 Ohio Medicaid Assessment Survey (OMAS) to describe key health indicators of 

Ohio’s children with special health care needs (CSHCN). These indicators include insurance coverage, poverty status, health 

status, access to health care, and health care utilization. This brief addresses the disparities between CSHCN and children 

without SHCN in Ohio with particular attention to children covered by Medicaid.  

BACKGROUND 

Children with special health care needs (CSHCN) are defined in the literature as “those who have or are at increased risk 

for 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” (McPherson et al., 1998). The Data Resource Center for Child 

and Adolescent Health reported that common conditions among CHSN include, but are not limited to learning disability, 

ADD/ADHD, anxiety, behavioral problems, developmental delay, speech problems, and asthma.  

CSHCN generally have more severe health care needs that require additional health services compared to children without 

SHCN (Houtrow, Okumura, Hilton, & Rehm, 2011). Further, one study reported that CHSN with one or more chronic 

conditions accounted for more than 45% of all pediatric charges (Looman et al., 2013). Families of CSHCN are more likely 

to live in poverty as the medical costs associated with the health care needs of their child can be burdening and various care 

taking demands can lead to parental unemployment (van Dyck, Kogan, McPherson, Weissman, & Newacheck, 2004).  

The 2012 OMAS reported that 23% of all children in Ohio had special health care needs (Chisolm, Steinman, Asti, Earley, 

2013). The 2015 OMAS results can provide a better understanding of CSHCN and their specific health care needs. 

OBJECTIVES 

This policy brief aims to compare CSHCN to Children without SHCN by addressing certain health indicators that include 

insurance coverage, poverty status, health status, access to health care, and health care utilization. In addition to comparing 

children with and without special health care needs, this brief will include a separate section discussing these health           

indicators for Ohio children with and without special healthcare needs who receive Medicaid.   

METHODS 

OMAS is a telephone survey that samples both landline and cell phones in Ohio. The survey examines access to the health 

system, health status, and other characteristics of Ohio’s Medicaid, Medicaid eligible, and non-Medicaid populations. In 2015, 

researchers completed 42,876 interviews with adults and 10,122 proxy interviews of children. The 2015 OMAS is the sixth 

iteration of the survey. For details, please see the OMAS methods report. In the 2015 OMAS, the following questions were 

asked to identify children with special health care needs: 

 



1. Does the child currently have a devel-

opmental disability? 

2. Does the child currently need or use 

medicine prescribed by a doctor or 

other health care professional (other 

than  vitamins)? 

3. Does the child need or use more 

medical care, mental health or educa-

tional services than is usual for most 

children of the same age? 

4. Is the child limited or prevented in any 

way in their ability to do the things 

most children of the same age can do? 

5. Does the child need or get special 

therapy, such as physical, occupational 

or speech therapy? 

6. Does the child have any kind of emo-

tional, developmental or behavioral 

problem for which he/she needs or 

gets     treatment or counseling? 

A child was identified as having a special 

health care need if the adult proxy an-

swered “yes” to any of the six questions 

and indicated that the problem was due to 

any medical, behavioral or other health 

condition that was expected to last for at 

least 12 months. Children were classified 

as children without special health care 

needs (children without SHCN). A         

limitation of this methodology is that it is 

possible for children to meet criteria 

based on a prescription medicine (such as 

allergy medicine) or to the parent’s esti-

mate of what other children his/or her age can do, but would not in fact be considered to have a special health care need.  The 

only severity qualifier in the OMAS is whether the condition is expected to last for at least 12 months.  While this criterion 

was required for CSHCN classification, it is not the most appropriate measure of severity.  

RESULTS 

Demographic and Household Characteristics of All Ohio Children 

According to the 2015 OMAS, 25% (693,849) of Ohio children 18 years and younger were reported to have special health 

care needs. 

Figure 1 demonstrates insurance status among the two groups. CSHCN were much more likely to be covered by Medicaid 

compared to children without SHCN (55% vs. 42%, respectively).  

Compared to children without SHCN, CSHCN were more likely to be male (55% vs. 50%) and relatively older as 82% of 

CSHCN were between the ages of 6 to 18 compared to 66% of children without SHCN. CHSCN were also more likely to live 

Table 1. Distribution of Select Demographic characteristics of children 

with CSHCN and Children without SHCN in Ohio 



in lower income households as 53% of 

CHSCN lived in households with in-

comes below 200% of the Federal 

Poverty Level (FPL) compared to 46% 

of children without SHCN. Children 

with CSHCN and children without 

SHCN were similar in terms of racial 

identification and county type. De-

tailed information about the de-

mographics of the two groups can be 

found in Table 1.  

Reported Health Statuses of Chil-

dren  

The 2015 OMAS data revealed that 

the rates of fair or poor health status 

among CSHCN have improved since 2012. Previously reported findings from the 2012 OMAS indicated that Ohio children 

without SHCN were 12 times more 

likely to report fair or poor general 

health than children without SHCN 

(Chisolm, Steinman, Asti, Earley, 

2013). In 2015, CSHCN were 10 

times more likely to be in fair or poor 

health compared to children without 

SHCN (11% vs. 1.1%), which suggests 

that, although the rates of poor health 

status among CSHCN have improved 

since 2012, the disparity in poor 

health status among CSHCN remains 

high. Figure 2 shows that children 

with CSHCN are especially likely to 

have unmet dental, vision, and pre-

scription health care needs compared to children without SHCN.  

Access to Health Care  

The overwhelming majority of children in Ohio had a usual source of care that was not an emergency room (98% for CSHCN, 

and 96% children without SHCN). Having a personal health care provider has been associated with improved health outcomes 

in children (Toomey, Chien, Elliott, 

Ratner, & Schuster, 2013). However, 

CSHCN have extensive healthcare 

needs and often experience poor ac-

cess to health care and worse health 

outcomes (Houtrow, Okumura, Hil-

ton, & Rehm, 2011). The 2015 OMAS 

data indicates that 8% of CSHCN 

were reported to have delayed treat-

ment and other problems getting 

treatment compared to only 2% of 

children without SHCN.  

1 Private Insurance is defined as employer-sponsored, other directly purchased, exchange, or other  



Despite the fact that the vast majority 

of Ohio children have a usual source 

of care, 18% of CSHCN had problems 

getting needed health care compared 

to only 6% of children without SHCN. 

Good care coordination and access to 

health care specialists are important 

predictors of good health outcomes 

for children with developmental and 

other special health care needs (Miller, 

2014; Krauss, Gulley, Sciegaj, & Wells, 

2003). The 2015 OMAS data revealed 

that 26% of parents of CSHCN need-

ed help coordinating their child’s care. 

Having a usual source of care doesn’t necessarily guarantee better access to care as fewer CSHCN were able to get a   same-

day appointment for urgent care needs (54%) compared to children without SHCN (59%). In fact, 22% of CSHCN needing ur-

gent care had to wait two or more 

days to obtain an appointment com-

pared to 16% of children without 

SHCN.  

Health Care Utilization  

Despite the fact that 98% of CSHCN 

were reported to have a usual source 

of care, the prevalence rate of 

CSHCN having two or more emer-

gency room visits in the past 12 

months was 2.7 times higher than chil-

dren without SHCN. Studies have 

shown that CSHCN who attend pre-

ventive care visits are less likely to utilize avoidable hospitalization and visits to the emergency room (Van Cleave, Matthew, & 

Davis, 2008). Figure 4 demonstrates that the prevalence of two or more overnight hospital stays in the past 12 months for 

CSHCN was five times higher than children without SHCN. 

Care Consistent with Patient-Centered Medical Home 

The Patient-Centered Medical Home (PCMH), also known as the medical home model is a health care delivery model where 

the patient’s primary care is compre-

hensive, patient-centered, and coordi-

nated to increase the quality and safe-

ty of an individual’s health care 

(Ashmead, Seiber, & Sahr, 2013).   

The OMAS survey uses self-reported 

data and could not determine whether 

an individual received their health care 

through a recognized or accredited 

PCMH, thus this brief will use the 

term “care consistent with a 

PCMH” (CC-PCMH). To be classified 



as CC-PCMH from the OMAS survey, 

a respondent had to meet seven crite-

ria: (1) Has an appropriate, usual 

source of care (e.g. doctor’s office); 

(2) Has a personal care provider 

(PCP); (3) Has seen their PCP in the 

past 12 months; (4) Reports that their 

PCP communicates well with them; 

(5) Got urgent care (if needed) on the 

same or next day; (6) Got after hours 

care (if needed) without a problem; 

(7) Got specialist care (if needed) 

without a problem (Wickizer, Stein-

man, Shoben, Chisolm, Biehl, & Phelps, 

2016). 

CSHCN have more chronic conditions than children without SHCN and could benefit from CC-PCMH as this care is more 

coordinated and comprehensive. The 2015 OMAS revealed that 38% (264,368) of CSHCN had CC-PCMH, and 34% of 

CSHCN with Medicaid had CC-PCMH. The 2015 OMAS found that CSHCN who had CC-PCMH had fewer reports of fair/

poor health compared to CSHCN who did not have CC-PCMH (6% vs 15%, respectively). Further, 89% of CSHCN who had 

CC-PCMH received needed health care compared to 77% of CSHCN who did not have CC-PCMH. Figure 5 demonstrates 

that CSHCN who had CC-PCMH had fewer unmet healthcare needs in dental care, vision care, and prescriptions compared to 

CSHCN who did not have CC-PCMH. 

Results for Ohio Children Covered by Medicaid 

As previously stated, 55% of CSHCN were covered by Medicaid. As shown in Figure 6, the health status of CSHCN with Medi-

caid was more likely to be reported as fair or poor compared to children without SHCN with Medicaid (15% vs. 2%), which is 

very similar to the results reported earlier in this brief for children in all insurance categories. 

Unmet healthcare needs among children in Ohio covered by Medicaid follow a similar pattern as the full population (all insur-

ance types) of children across the two health care need groups.  Figure 7 demonstrates that CSHCN covered by Medicaid had 

more unmet health care needs in terms of dental care, vision care, and filling prescriptions compared to children without 

SHCN covered by Medicaid. 

CSHCN covered by Medicaid had a higher rate of utilization of the health care system compared to children without SHCN 

with Medicaid, which is similar to the findings reported earlier of all Ohio’s CSHCN. Figure 8 demonstrates 25% of CSHCN 

covered by Medicaid had two or more emergency room visits in the past 12 months compared to only 12% of children without 

SHCN covered Medicaid. Further, 6% of CSHCN covered by Medicaid had two ore more overnight hospital stays in the past 

12 months, compared to only 1% of 

children without SHCN covered by 

Medicaid. 

POLICY CONSIDERATIONS 

Patient-Centered Medical Home 

Although the majority of CSHCN 

were reported to have a regular 

source of care such as a physician in a 

doctor’s office, the higher proportion 

of emergency room visits among 

CSHCN compared to children with-



out SHCN suggest that CSHCN may face barriers to accessing primary care. Further, CSHCN had a much higher proportion of 

unmet healthcare needs compared to children without SHCN. The 2015 OMAS data revealed that 26% of families of CSHCN 

reported needing help coordinating their child’s care.  The goals of PCMH are to provide care that is coordinated, patient-

centered, and comprehensive. The 2015 OMAS found that CSHCN who had CC-PCMH had fewer reports of fair/poor health 

status and fewer unmet health care needs than CSHCN who did not have CC-PCMH. Ohio may consider expanding CC-

PCMH,  particularly to CSHCN who have high health care utilization patterns. 

 

Addressing Contextual Barriers to Health Care 

The 2015 OMAS revealed that CSHCN with Medicaid have higher rates of health care utilization and poor health compared to 

children without SHCN. Further CSHCN with Medicaid have high rates of unmet healthcare needs in dental care, vision care, 

and prescriptions. An increased focus on mitigating the effects of poverty and understanding specific barriers to care for 

CSHCN could improve the health in this population. Moreover, future OMAS’s may consider adding questions that    address 

specific barriers to care to better understand why this vulnerable population is experiencing such high disparity rates. 

 

Other Considerations 

The 2015 OMAS identified 25% of children as having special health care needs. The set of six OMAS questions used to define 

children with special health care needs could potentially overestimate the number of children in this group. Although it is not 

possible to verify the special health care need status of children classified in this group, the OMAS designers may consider con-

ducting additional analyses or re-examining the 6-items or the criteria used to identify CSHCN. 

 

Conclusion 

The 2015 OMAS data demonstrates that Ohio’s CSHCN have higher poverty rates, greater unmet health care needs, less ac-

cess to healthcare, and have higher utilization rates compared to children without SHCN. Moreover, families of CSHCN report 

problems getting needed health care and needing help coordinating health care for their child. CSHCN could  greatly benefit 

from better care coordination as through a patient-centered medical home model and further research focused on mitigating 

the effects of poverty in CHSCN may be considered.  
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FOR MORE INFORMATION 

To view more information about OMAS and the findings in this policy brief, please visit the OMAS website at the Ohio Colleges of Medi-

cine Government Resource Center www.grc.osu.edu/OMAS. 
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