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ABSTRACT 

 

Up until now there has been little research that investigates the relationship of 

health and education in child development.  Some research has been done on adults 

that link their level of education to their health status, but none were found that do 

the same for children.  Moreover, none look specifically at different health insurance 

types and their effects on educational performance, which is precisely what is 

examined here.  Bridging these ideas was the goal of this study; to test whether 

health care coverage has an effect on a child�s engagement level in school.   

The results indicated that overall, health insurance coverage has minimal 

effect on the level of a child�s school engagement.  Furthermore, when specific types 

of insurance were investigated, most were statistically insignificant except for 

Medicare and other public health insurance programs.  Somewhat surprisingly, 

however, is that these effects were negative ones.  Implications of these results are 

by no means conclusive, and further studies will have to be done to draw clearer 

conclusions. 
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INTRODUCTION 

The impact of public policy on the well-being of children has always been a 

major area of interest for policymakers in the U.S.  Often cited as the biggest 

investments we can offer our children are those efforts dedicated to the improvement of 

health and education.  Each aspect plays its role during the growth of our society's 

children as they develop into productive adults.  There are individual level benefits 

from having good quality health and educational experience but there are also public 

returns on society from having a better educated and healthier population.  Such 

investments are what lend to people's ability to be the best citizens possible, leading 

eventually to higher levels of civic participation and awareness of public issues (Dee et 

al., 2003).  Therefore, access to education and health should remain a high priority in 

the public and government agendas to ensure the future well-being of society as a 

whole. 

Unfortunately, the education and health systems in the U.S. are currently in a 

very precarious state.  Public schooling continues to incur criticisms, even after 

programs like Head Start and others have tried to address some of the problems.  

Meanwhile, our health system struggles to provide adequate healthcare to the entirety 

of the population as it juggles its widest assortment of access options to date.  By 

access options, it is meant the various means through which American citizens can 
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attempt to afford healthcare for themselves.  The health system has gone from a fee-

for-service norm just thirty years ago, to one with a plethora of possibilities.  Today, 

people have the option of private versus public insurance, or HMO versus PPO plans,1 

or even alternative access options that involve one of many contributors in any of the 

three sectors (public, private or nonprofit).  There are so many options for coverage 

that few people are sufficiently aware that such a variety exists.  Each insurance plan 

has different benefits, and depending on one's situation, they each accommodate one's 

health needs accordingly.  When it comes to children, however, they have no control 

over their financial situation or life status, and certainly are not capable of choosing 

their own health plan.  Some argue that they should not have to; as dependent as 

children are on adults, some say that they should have unconditional access to 

healthcare in our system.  Yet that is not the case, which is why they are a particularly 

interesting group for which to study the effects of health insurance.   

To assess the effects of insurance coverage on children, one needs to assert a 

connection between the health services it provides them, with a particular outcome that 

would arise as a result of being healthy.  Education is one such outcome.  It is only 

natural to assume that one's capacity in school is affected by health status.  Since 

measures of school performance and engagement exist, such factors are feasible and 

                                                                                                                                                                                                                                                                                                             

1 Health Maintenance Organizations are a form of health insurance combining a range of 
coverage in a group basis for medical care. Preferred Provider Organizations is a more flexible plan than 
HMOs, providing services at a reduced fee which is collected as care is provided instead of in advance.  
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appropriate means by which to test the effects of insurance on children.  Furthermore, 

children are an ideal group to study because in addition to being a mere subject of their 

family�s socio-economic status and having no say in what health insurance they 

receive, they also have no choice in attending school (school attendance is required of 

all youths in all states), creating a lack of selection bias for all of these aspects in this 

study.  This would not be the case in a sample of adults testing for this same 

relationship.   

 

LITERATURE REVIEW 

Sources on the topic of how health affects education outcomes for children are 

rare. While there are innumerable studies on children�s education that focus on 

performance effects, and several in recent years investigating the effects of insurance 

coverage on health outcomes, almost none have addressed the dynamic between the 

two subjects.  Among the literature on education performance, factors such as teacher 

quality, school environment, parent involvement, pre-school attendance, parent 

education, and family income have all been studied repeatedly to closely show the 

subtle effects they may have on school performance.   

 
Effects on Education 

Family income is among the most important determinants of children�s school 
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performance, and it is usually found to be positively correlated with school 

performance.  Tested many times in the past with the same results of positive 

association, studies have been conducted just this year to gauge the current monetary 

effect on school achievement.  A study from the Institute for Research on Poverty 

assessed that baseline estimates imply that a $1,000 increase in income raises math test 

scores by 2.1 percent and reading test scores by 3.6 percent of a standard deviation 

(Dahl, Lochner 2005).  Although an increase in family income would be expected to 

improve most families� living conditions in general, there is evidence that additional 

income increases poor children's educational attainment more than rich children's 

educational attainment (Mayer 2000).  Being the case, the effects of family income are 

all the more relevant in this proposed model, whose sample is mostly comprised of 

low-income households.   

Also more notable than other factors, are the effects of parent involvement in a 

child�s level of school performance.  Research overwhelmingly demonstrates that 

parent involvement in child learning is often crucial to their engagement in school.  In 

several studies, parent involvement has been shown to be the one aspect that most 

affects a child�s school performance.  Involvement can include the interest parents 

show in their kids� school work, the time parents spend reading to their kids, helping 

them with homework, or even participating in extracurricular activities.  A study that 

looked into the achievement of first graders by comparing their home and 
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neighborhood support to their test scores, noted that children of actively supportive 

parents scored highest, followed by the children of passively involved parents, and 

children of noninvolved parents scored the lowest (Walson, et al, 1983).  Similar 

patterns were found in numerous studies testing the same correlation.  A work that 

reviewed eighteen studies on the effects of parent involvement in instruction on the 

achievement, attitudes, and behavior of elementary and secondary school students also 

found such involvement to be greatly beneficial (Cotton, et al. 1982).  The more 

intensively parents are involved in their children�s development, the higher the 

engagement kids demonstrate, in school and out.  This holds true for all types and ages 

of students.   

Other aspects that have been shown to affect school performance are those of 

school quality or environment.  They include factors such as teacher quality and 

teacher expectations of students.  Overall it has been found that the higher the teacher 

quality and the more they expect of their pupils, the higher the engagement of children 

in school (Cotton 1992); indicating that such factors have a positive relationship with 

school engagement.  However, teacher quality can be a subjective factor to interpret or 

difficult to measure. 

 
Effects on Health 

Just like with education, family income is also correlated with health outcomes.  
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A series of more recent papers has delved into the issue of how socioeconomic status 

affects children�s health.  One has found that find that child health rises with family 

income, and that this relationship strengthens as children age; a large part of this 

relationship appears to be caused by the superior ability of high-income families to 

deal with chronic health problems in their children (Case, et al. 2001).  Another study 

explores this relationship further, using Canadian data to find that the major problem is 

the higher incidence of negative health shocks for low-income families (Currie and 

Stabile, 2002).  Others yet, cover many other effects of income on child health, but all 

come away with the same conclusion of a strong positive correlation.   

While such factors on children�s health have been extensively measured, there 

are few instances where that information was then used to assess how a child�s health 

status in turn affects other aspects of their lives.  For example, how health status affects 

their school performance.  Those that do, however, have outlined some interesting 

findings.  Health conditions kids experience range from chronic illness to less serious 

concerns, such as dental problems or asthma.  Although sometimes undetectable on the 

surface, each of these problems makes themselves more apparent in classroom settings.  

For example, in low-income families it is common to have insurance plans that do not 

cover the cost of glasses or contacts for their children.  To some that sounds like a 

minor cost to cover oneself.  But for households that rely on every dollar of income to 

support their family, young children often go years without appropriate eye care or 
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correction for sight problems they may have (Kaiser Commission, 2002).  This affects 

their classroom participation by not being able to see the board clearly, or properly read 

their computer monitors, placing them at a disadvantage compared to their peers 

without this problem.  The same is true for children with acute hearing loss or asthma 

conditions.  It affects how they interact with other children and therefore how they are 

assessed in their ability to work with others, communicate effectively, and accurately 

execute tasks.   

These are all conditions that can be monitored or tended to by having access to 

adequate healthcare.  More important, is the ability to have regular and consistent 

access and provision, especially for young children.  This notion of access is a separate 

issue with which policymakers are currently dealing.  Several studies have looked into 

what type of coverage improves the overall health of communities, as well as provision 

by healthcare professionals.  An example that has proved effective is one of case-

management in Wichita, Kansas that provides donated care for many low-income 

households in the area. This is not necessarily a type of insurance coverage, but rather 

an access solution that functions in a similar manner.  What they have noticed is that 

people with access to their services - 45% of which are children - reduce their number 

of emergency department visits, where they previously got most of their care (Project 

Access, 2003).  The reason for this reduction is that, access through the project has 

made regular and consistent care, in the form of physician office visits, available to 
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them.  Thus, they have regular check-ups that prevent many of their illnesses from ever 

occurring and get attention to small impairments that would otherwise go unnoticed.  

Such attention and preventative measures improves ones overall health, and it is 

expected that consistent insurance coverage has the same effect.   

 
Causality 

 Perhaps the biggest concern to studies on education and health is the inability to 

establish the direction of causality between the two.  Many expert analysts have 

struggled with this issue and came up with less than definitive results.  A case worth 

referring to is that of Lleras-Muney (2002).  Her study attempts to better determine the 

direction of causality between these two factors.  She, like most health analysts, 

approaches this relationship by testing the effects of education on health outcomes � 

not the other way around (health effects on education outcomes), as is the case in this 

paper.  By more closely examining the well established negative correlation between 

education and mortality as an indicator of health status (Christenson and Jonson 1995, 

Deaton and Paxson 1999) through running a variety of different models in order to 

account for several estimating drawbacks, she was able to produce extremely accurate 

results.  The overall effect showed that increasing education by one additional year 

lowers the 10-year death rate by 3.6 percentage points (Lleras-Muney 2002), 

suggesting that education is indeed a causal effect on health, at least at lower levels of 



 

9 

education.  However, not being able to correct for the endogeneity of income or 

employment effects on education and their indirect effect on health, these results 

cannot be conclusive.  Furthermore, the strict focus on education effects on health 

outcomes and not of health effects on education outcomes, while providing for simpler 

analysis on personal behavior, has limited overall perception of the issue.   

 

RESEARCH DESIGN 

HYPOTHESIS AND STATISTICAL MODEL 

As already mention, the aim of this study is to test the effects of insurance 

coverage on the school performance of children.  The hypothesis was that insurance 

coverage would have a positive effect on school engagement.  In addition, different 

types of insurance coverage are hypothesized to have varying degrees of effects on 

school engagement as well.  In other words, although having coverage is expected to 

have a greater positive impact on school achievement than having no coverage, 

different types of insurance such as private, public, employer, or other plans may have 

even greater differing effects on education.  The effects of these different types of 

insurance on a child�s school engagement are what have been analyzed.   

Two different types of regressions were used for this study, both OLS and 

Logit.  Although the data lent itself to easy analysis with OLS estimates, and allowed 
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for a more detailed breakdown of the dependent variable (scale of school engagement), 

additional logit models were run in order to account for the non-linear nature of the 

data.  Both models were statistically significant. 

 
DATA  

The data set used for this study is the 2002 Focal Child data set of the National 

Survey of American Families (NSAF).  The survey is conducted by the Urban Institute 

every five years, and contains data on over 70, 000 families nationwide.  The data 

acquired from this survey are available to the public and readily able to be manipulated 

for analytical purposes.  This data set is a sub-set of the larger family samples, of only 

those with children.  It contains health and education information on 34,332 children 

from thirteen different states.  Only 22,064 of those observations were used in these 

models, however, since this study was only looking at children who were of schooling 

age, those between the ages of six and seventeen.    

In the data set there are several variables that measure the school engagement 

of children.  One variable was created from several of those variables to form the 

UENG variable in this model, which is in scale form.  "This scale is used to assess the 

degree to which focal children ages 6 to 17 are engaged in school. MKAs (Most 

Knowledgeable Adults) are asked how often the child cares about doing well in school 

(CINTSC), only works on schoolwork when forced to (CWRKSC), does just enough 
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schoolwork to get by (CGETBY), and always does homework (CHMWK). The 

response categories included all of the time (1), most of the time (2), some of the time 

(3), and none of the time (4). Responses to questions about how often the child only 

works on schoolwork when forced to and does just enough schoolwork to get by were 

reverse coded. Responses were then totaled, creating a scale score ranging from 4 to 

16. A higher score indicates greater school engagement. Scores for respondents who 

answered three out of the four questions were standardized to the 16-point scale.  

Scores for respondents answering less than three questions were coded as missing" 

(NSAF codebook).  Using this variable as the dependent variable, an OLS model can 

be run to test the hypothesis.  There is another variable in this data set that used the 

same scale scores for school engagement as UENG but narrowed the categories of 

performance into two groups, negative and positive school engagement.  A logit model 

was run using this dummy variable to account for the non-linearity of the data.  

However, using UENG as the dependent variable seems to provide more information 

as to degree of performance affected by the independent variables, which is why both 

models were used. 
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The first model tested was the following, where the baseline category is simply 

non-white females: 

School Engagement = β0 + β1Age + β2 Male + β3Race + β4Faminc + β5Pardeg + 

β6BHLTHN + β7Currcov + β12UNINSMO + β13FDOCT + β14FEMER + u 

 
The second model tested, with a reference group of non-white females who are 

currently uninsured: 

School Engagement = β0 + β1Age + β2 Male + β3Race + β4Faminc + β5Pardeg + 

β6BHLTHN + β7UCUREMP + β8UCURMEDC + β9Covpub + β10Covpvt + β11Covoth 

+ β12UNINSMO + β13FDOCT + β14FEMER + u 

 
In the third OLS model �usual source of care� indicator variables were added to see if 

type of care had any additional explanatory power on the extent of children�s school 

engagement.  The variables added included source dummies for doctor's office 

(including an HMO), hospital emergency room, clinic or hospital outpatient 

department, naturalopath/herbal approach, family member/friend in medical 

profession, dial-in or over phone service, non-hospital emergency room, and other 

(including pharmacy/pharmacist).  The reference category for this model is non-white 

females, who are currently uninsured, in poor health and who currently have "no usual 

place of care".  

Definitions of betas and variable categories stated thus far are defined below. 
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Variable Variable Description Variable Definition Expected Value 
Age Age Age of the child (between 6-17) Uncertain 
Male Gender =1 if Male, =0 if Female Uncertain 
White Race =1 if White, =0 if non-white Negative 
Faminc Family income per 

household 
=1 if income < 50% FPL, =2 if 
< 100% FPL, =3 if < 150% 
FPL, =4 if < 200%  FPL , =5 if 
< 300%  FPL , =6 if > 300%  
FPL 

Positive 

Pardeg Parent�s degree of education The highest educational degree 
obtained by parent or MKA 

Positive 

Bhlthn Child�s health status Current health status of child in 
question on 1-5 scale, 1 being 
�Excellent Health� and 5 being 
�Poor Health� 

Positive 

Currcov Current coverage status =1 if currently has health 
coverage 

Positive 

Covemp Employer Sponsored Ins =1 if the child's current health 
insurance coverage is part of a 
parent/guardian employer plan 

Uncertain 

Covmedc Medicare = 1 if the child's current health 
insurance coverage is partially 
provided by Medicare 

Uncertain 

Covpub Public Insurance 
(Medicaid/SCHIP) 

= 1 if the child's current health 
insurance coverage is 
Medicaid, SCHIP, or some 
other state program  

Uncertain 

Covpvt Private = 1 if the child's current health 
insurance coverage is private 

Uncertain 

Covoth Other/Miscellaneous = 1 if the child's current health 
insurance coverage is 
CHAMP/VA, some other 
military program, or some 
miscellaneous type of insurance 

Uncertain 

Uninsmo Gaps in insurance coverage Measures any gaps in coverage 
over the past 12 months 

Negative 

Fdoct Doctor visits Number of doctor visits in 
previous year  

Positive 

Femer Emergency room (ER) visits Number of emergency room 
visits in previous year 

Negative 

Table 1: Variable Terms and Definitions
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DESCRIPTIVE STATISTICS 

The sample is made up of a 81.2% white population.  Slightly more than half of 

the children in the sample are male (51%), and 54% live in a household whose income 

is less than 300% the federal poverty level (FPL).  No dominant age range was 

apparent; each year between the ages of 6 and 17 makes up 8.3% of the total sample on 

average.  Concerning health insurance coverage, the majority of the children in the 

sample are currently covered by employer sponsored insurance (ESI) 64.9%, while the 

least used type of insurance is Medicare coverage, making up just less than 1% of the 

sample, followed closely by �other� types of coverage.  Of these children, 87.12% had 

no coverage gaps.  Yet, the next largest group (with 5.6%) is those who were uninsured 

for the entire year prior to taking this survey.  About 80% of the sample had either 

'Good' or 'Excellent' health status, and 65.7% reported a doctor's office as their usual 

source of care, despite that nearly a quarter of the sample had not had a doctor's visit 

within the past twelve months.  Nearly 38% of the children�s parents had a high school 

diploma as their highest educational degree received, which constituted the majority of 

the sample.  The next most common level of education among the parents was a 

bachelor�s degree (17.5%) followed by an associate degree (10.4%). 

Additionally, a series of cross-tabulations were run in order to see the 

distribution of �health status� in coordination with other variables in order to gain a 

more comprehensive perspective that cannot be extracted from the regression results 
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alone.  The first question relevant to examine is the relationship between a child�s 

health status and the type of insurance coverage they have.   

 

Table 2: Cross-tabulation of health status and different insurance types 

Child�s 
Health 
Status 

% Sample 
ESI 

Coverage 

% Sample 
Medicare 

% Sample 
Public 

Insurance 

% Sample 
Private 

Insurance 

% Sample 
Other 

Coverage 

% Sample 
Uninsured 

Excellent 57.53 27.83 38.44 62.96 56.65 39.92 
Very 
Good 29.34 22.64 30.33 25.54 23.19 27.37 

Good 10.23 32.55 20.73 9.61 17.87 23.05 
Fair 2.55 11.79 8.98 1.64 1.52 8.54 
Poor 0.35 5.19 1.53 0.25 0.76 1.13 

   N=22,064 

 

In this table we see that children with private health insurance report an 

overwhelming majority of �excellent� health status (nearly 63% of that population).  

Likewise, more than half of the children covered by an ESI also reported �excellent� 

health, as did those with �other� coverage.  Tying this in with the data of family income 

and health status distribution, along with those of family income and insurance 

coverage, these results are consistent with those distributions as well.   

Alternately, children with some type of Medicare coverage have the lowest rate 

of �excellent� health, reporting only 27.8% with that status.  Instead, the majority of 

kids in this group were rated as having only �good� health; the only group whose 

majority of children were not in the highest health category, along with having the 
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highest proportion of children in �fair� or �poor� health.  Even uninsured children had 

better health status at every level reported for them than this group did.   

The portion of the sample with some form of public insurance, reported 

children mostly in �excellent� health.  However, it is interesting to look at the overall 

distribution of health status in this insurance category because it is more evenly spread, 

unlike the kids with private or ESI insurance, of which the vast majority is in 

�excellent� health.   Instead only 38.4% of this group reported the highest health status, 

along with more comparable numbers in the next two levels of health status as well.  

Below are additional tables, provided to give an overview of other more 

specific sample distributions as well.    

 

Table 3: Distribution of Insurance Coverage among Sample Participants 

Type of Insurance Frequency Percent of Sample 

Employer Sponsored 
Insurance 14,325 64.92 

Medicare 212 0.96 
Public Insurance 
(Medicaid/SCHIP) 4501 20.40 

Private Insurance 791 3.59 
Other/Miscellaneous 263 1.19 
No Insurance 1944 8.81 
N=22,064 
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Table 4: Cross-tabulation of Family Income and Health Status 

Family 
Income (% 

FPL) 
Excellent Very Good Good Fair Poor 

<50%  41.38 26.08 20.04 10.24 2.26 
<100%  36.02 29.39 22.48 10.75 1.37 
<150%  41.44 28.96 20.76 7.70 1.14 
<200%  44.59 30.72 17.45 6.07 1.17 
<300%  50.73 30.46 14.27 3.86 0.67 
>300%  60.55 28.35 8.99 1.85 0.26 

     N=22,064 

 

    Table 5: Cross-tabulation of Family Income and Different Insurance Types 

Family 
Income  

(% FPL) 

% Sample 
ESI 

Coverage 

% Sample 
Medicare 

% Sample 
Public 

Insurance 

% Sample 
Private 

Insurance 

% Sample 
Other 

Coverage 

% Sample 
Uninsured

<50%  1.05 18.87 12.51 3.29 6.08 6.79 
<100%  2.39 22.64 23.62 5.82 6.08 15.38 
<150%  5.26 23.58 23.86 8.34 10.27 19.91 
<200%  8.87 13.21 16.15 9.23 13.69 17.95 
<300%  20.66 14.15 15.37 18.58 22.43 20.88 
>300%  61.77 7.55 8.49 54.74 41.44 19.08 

    N=22,064 

 

FINDINGS 

The results of the regressions were as follows in the table below.  An important 

factor to keep in mind is that �child�s health status� was ranked on a scale from 1 to 5, 

one being the best (�excellent health�) status and five being the worst (�poor health�).  

Therefore, its negative coefficient actually implies a positive correlation with the 

dependent variable. 
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Table 6: OLS Regression Results 

     N=22,064 *significant at the .10 level, **significant at the .05 level, ***significant at the .01 level 

Variable Model 1 Model 2 Model 3 
Age -0.087*** 

(0.005) 
-0.088*** 
(0.005) 

-0.087*** 
(0.005) 

Gender (male) -1.167*** 
(0.035) 

-1.166*** 
(0.035) 

-1.167*** 
(0.035) 

Race (white) 0.064 
(0.047) 

0.031 
(0.047) 

0.027 
(0.047) 

Family income 0.856*** 
(0.013) 

0.048*** 
(0.015) 

0.045*** 
(0.015) 

Parent�s degree of education 0.143*** 
(0.011) 

0.133*** 
(0.011) 

0.132*** 
(0.011) 

Child�s health status -0.456*** 
(0.021) 

-0.446*** 
(0.021) 

-0.443*** 
(0.021) 

Current coverage status -0.172* 
(0.105) 

-- -- 

Type of insurance coverage    
     Employer Sponsored Ins -- -0.026 

(0.108) 
-0.046 
(0.108) 

     Medicare -- -0.648*** 
(0.206) 

-0.655*** 
(0.206) 

     Public Insurance 
     (Medicaid/SCHIP) 

-- -0.316*** 
(0.108) 

-0.335*** 
(0.108) 

     Private -- 0.158 
(0.139) 

0.149 
(0.139) 

     Other/Miscellaneous -- -0.209 
(0.192) 

-0.221 
(0.192) 

Gaps in insurance coverage -0.022** 
(0.009) 

-0.018* 
(0.010) 

-0.014 
(0.010) 

Number of doctor visits in 
previous year 

0.020*** 
(0.008) 

0.022*** 
(0.005) 

0.020*** 
(0.007) 

Number of emergency room 
visits in previous year 

-0.149*** 
(0.024) 

-0.139*** 
(0.024) 

-0.138*** 
(0.024) 

Usual source of care    
     Doctor�s office -- -- 0.255*** 

(0.083) 
     Emergency room (ER) -- -- 0.107 

(0.196) 
     Clinic/Hospital    
     outpatient departments 

-- -- 0.246*** 
(0.085) 

     Naturalopath/herbal  
     approach 

-- -- -0.758 
(0.975) 

     Family Friend -- -- 0.411 
(0.816) 

     Phone (medical hotline)  -- -- 1.355 
(2.569) 

     Non-hospital ER -- -- -0.143 
(0.566) 

     Other -- -- -0.036 
(0.036) 
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As expected, family income, parent�s degree of education, and health status all 

show strong positive correlations with school engagement.  These results are consistent 

with those of past studies that have analyzed relationships between each of those 

variables and education outcomes.   

Race, which usually has a negative correlation with school performance, 

resulted in being statistically insignificant in this study.  A reason for this may be 

because more than 80% of the population in the sample is white.  Therefore, little 

distinction is able to be made across racial categories.   

Coverage gaps show a negative association with school engagement (only in 

the first two models), indicating that for each additional month that a child did not have 

health insurance coverage, their engagement in school decreased by 2.2%.  This may 

seem like a small decrease per month that one goes uncovered, but when considering 

that un-enrollment in public and private insurances usually lasts 6 months or more 

before children can be eligible for coverage again, the decrease in engagement has the 

potential to be 12% or more for each child.   

Doctor and emergency room visits seem to have expected values as well, 

showing a strong positive relationship between doctor visits and school engagement 

and a strong negative relationship between emergency room visits and school 

engagement.  This seems appropriate because doctor visits, more than being associated 

with sick children needing to be seen for treatment, are linked to receiving regular or 
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preventative care.  Doctor visits thus imply consistent care at a familiar place of service 

that help maintain a child�s health status rather than rectify it.  The opposite is true of 

emergency room visits.  If a child goes to the emergency room it is usually because of 

some trauma to the body which often results in mental or emotional trauma as well, 

depending on the severity of the medical condition for which they are submitted.  

Therefore, the occurrence of emergency room visits is understandably negatively 

related to school engagement, since such treatment has the potential to leave children 

unable to complete school work at their normal levels.   

Looking now at the models that contain separate insurance coverage, of the 

different types of insurance by which children can be covered, only Medicare and other 

types of public coverage are statistically significant in these models.  Holding the other 

variables constant, Medicare coverage seems to be negatively related to school 

engagement, showing that white male children with Medicare coverage have a 64.8% 

lower engagement per level of applied school work compared to uninsured non-white 

females.  Public coverage is also negatively related, displaying a 31.6% lower score 

per scale unit for school engagement among white males compared to uninsured non-

white females.    

Model 3 is the only model containing �source of care� variables.  Out of the 

eight variables of this kind added to the model only two had statistically significant 

results, doctor�s office and clinic/hospital outpatient departments.  Both have strong 
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positive correlations with the dependent variable.  Holding all other variables constant, 

this indicates that each additional visit to either a doctor�s office or clinical setting 

results in a 25% increase in school engagement among children. 

 

DISCUSSION 

As it stands now, there is much controversy surrounding the issue of health 

insurance coverage in the United States.  In addition to the findings outlined in the 

introduction of this paper, there are other concerns regarding children�s access to care 

as well.  One is that there are many children in this country who actually are eligible 

for State Children's Health Insurance Program (SCHIP) coverage but who are not 

enrolled.  A study conducted by the Robert Wood Johnson Foundation pointed out that 

parents in 6 out of every 10 families with eligible youths for SCHIP were unaware of 

their eligibility, and that once aware, 8 out of 10 parents said �they would be very or 

extremely likely to enroll� their children in the program (RWJF, 2001).  In other cases 

more specific to adults, research has shown that sub-populations of the working 

uninsured require different approaches to health insurance enrollment because too 

many remain un-enrolled.  Taking such concerns into account, it was hoped that by 

testing which types of health insurance provide the best education outcomes for 
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children, it may be possible to focus on the development of those specific programs or 

plans.  In this way, government spending on such issues could be streamlined, 

increasing the overall efficiency of trying to providing coverage for more people.  This 

would become a situation of spending tax dollars where they will have the greatest 

benefit to society as well as individuals living better and healthier lives.   

Unfortunately, the results of this study do not let us draw any such conclusions.  

Instead, what is found is that health insurance has little or no effect on education 

outcomes for children, and the effect it does have is a negative one.   

 

INTERPRETATION OF PUBLIC HEALTH INSURANCE VARIABLE 

Controlling for all the other variables, the effects of both Medicare and public 

insurance program on school engagement is negative.  One reason for this might have 

been that the OLS model did not sufficiently fit the data, and that the logit results may 

have had a different fit and thus a different result.  Unfortunately, however, the logit 

results are essentially the same as those of the OLS regression.  Those results can be 

seen in the table below.     
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Table 7: Logit Regression Results 
Model 1 

Insurance dummy only 
Model 2 

Separate insurance types included Variable Coefficient 
(standard error) Odds Ratio Coefficient 

(standard error) Odds Ratio 

Age -0.057*** 
(0.004) 

0.943 -0.060*** 
(0.004) 

0.942 

Gender (male) -0.763*** 
(0.035) 

0.466 -0.763*** 
(0.035) 

0.466 

Race (white) 0.048 
(0.038) 

1.049 0.028 
(0.038) 

1.028 

Family income 0.071*** 
(0.011) 

1.073 0.048*** 
(0.012) 

1.050 

Parent�s degree of 
education 

0.107*** 
(0.009) 

1.113 0.101*** 
(0.009) 

1.106 

Child�s health status -0.315*** 
(0.017) 

0.730 -0.309*** 
(0.017) 

0.734 

Current coverage 
status 

-0.064 
(0.084) 

0.938 -- -- 

Type of insurance 
coverage 

    

     Employer 
Sponsored   
     Insurance (ESI) 

-- -- 0.021 
(0.087) 

1.021 

     Medicare -- -- -0.373** 
(0.173) 

0.689 

     Public Insurance 
     (Medicaid/SCHIP) 

-- -- -0.151* 
(0.087) 

0.860 

     Private -- -- 0.145 
(0.113) 

1.155 

     
Other/Miscellaneous 

-- -- -0.062 
(0.154) 

0.940 

Gaps in insurance 
coverage 

-0.014* 
(0.008) 

0.986 -0.012 
(0.008) 

0.989 

Number of doctor 
visits in previous year 

0.015** 
(0.006) 

1.015 0.016*** 
(0.006) 

1.017 

Number of ER visits 
in previous year 

-0.010*** 
(0.019) 

0.914 -0.084*** 
(0.019) 

0.920 
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Overall, the results from the logit regressions are similar to those of the OLS 

regressions.  The main differences being the statistical significance of the insurance 

dummy and the �coverage gaps� variable in model one.  Both are statistically 

significant in the OLS regressions, while neither is significant in these models.  

Looking at the effects of different types of insurance, however, these results also show 

a negative correlation between Medicare and public insurance, and school engagement.  

Interpreting the odds ratios ones see that children with Medicare coverage are .37 times 

as likely to have a lower engagement in school as children who are uninsured.  

Similarly, children with Medicaid/SCHIP or some other state program health insurance 

are .15 times as likely to have decreased engagement rates in school compared to 

uninsured children. 

In this regression only the values of Medicare and other public insurance 

coverage are statistically significant while the �current coverage� variable (measuring 

simply whether a child has health insurance coverage or not) is not, suggesting that the 

presence of coverage in and of itself has no significant impact on school engagement.  

Because children are generally healthy individuals more often than not, it is not 

altogether surprising that the presence of insurance coverage has little impact on their 

overall health.  The instance where it would make any difference is when children are 

sick, because only then can the true effects of insurance coverage, and how they result 

in healthy outcomes, be measured.  As shown by the RAND Health Insurance 
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Experiment, �vulnerable populations such as infants and children on the fringes of 

Medicaid eligibility or low-income individuals have the most to gain from more 

[health insurance] resources, and do appear to benefit from them� (Levy and Meltzer 

2001, Brook 1983).  This association between health insurance and health is therefore 

founded, and was later given more credence after several more studies were done 

confirming the same (Levy and Meltzer 2001).  A related study notes that low-income 

children with public coverage were more likely to have a usual source of care 

compared to low-income children with private coverage (AcademyHealth, 2003), 

suggesting that it may have a greater likelihood of providing more consistent care 

related to improved or stable health.  Since the results of the models done for this study 

show a strong positive correlation between health and education, and since these past 

studies establish a positive correlation between health coverage and health outcomes, 

one would think that as a result of improving health status it would follow that health 

insurance would also have a positive effect on school engagement.  However, 

according to this study that is not the case, producing somewhat surprising results.   

 

POSSIBLE EXPLANATIONS FOR NEGATIVE RESULTS 

One possible explanation may be unobservable effects of parental influence on 

their children�s work ethic that is causing the negative correlation between this public 

health insurance and school engagement.  Lower income families usually have greater 
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need to make use of public health insurance programs than more better off families.  It 

is also known that some workers in low-income households �work down�, meaning 

that they consciously work fewer hours, in order to achieve an income that is low 

enough to qualify them or their dependents for public assistance (Eissa 2005, Schone 

2006).  These types of actions make impressions on young children, and such examples 

of decreased work ethic from their parent or guardian � people they look up to as role 

models � might be translating themselves into the child�s own approach to school 

work, creating a negative effect on their academic engagement.  In this situation it 

would not be aspects of the type of health insurance itself that is causing the negative 

correlation, but the consequential behaviors that arise from acquiring this type of 

insurance.  

Another explanation is that these results reflect the little effect these specific 

types of health insurance have on improving a child�s access to medical care.  Due to 

the nature of Medicaid/SCHIP plans and their inherently low reimbursement rates to 

hospitals and health care professionals alike, it is difficult to find facilities that accept 

patients with such coverage.  Very few private physicians are willing to take on the 

volume of care demanded with such a low return to them, causing a barrier to health 

access for children with this coverage (Currie and Fahr 2005).  Twenty percent of U.S. 

pediatricians refuse to see Medicaid patients at all, and 40% limit the number of 

Medicaid patients in their practices (Currie and Fahr 2005), and these numbers 
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continue to grow.  Even children without health insurance, whose parents might be 

able to pay for their doctor visits out-of-pocket would have an easier time of finding a 

place of care.  The undesired consequence that arises is that these children go without 

the consistent care with which this type of insurance program was designed to provide 

them.  They are then at risk for health problems to occur which would reflect 

themselves in poorer educational outcomes, as these models imply. 

Furthermore, when we consider that the majority of parents (about 75% in this 

sample) who have Medicare coverage for their children also acquire other public 

insurance as a supplement for it (Mitchell 2006), we can presume it is because they 

have less than ideal health conditions � in most cases severe disabilities � requiring 

additional coverage to aid either the physical or financial burdens that their low health 

status potentially creates.  These less than healthy children naturally have a greater 

tendency to perform at lower levels in school for a variety of reasons.  Depending on 

whether they have mild mental or severe physical conditions, their troubles can range 

from difficulty to concentrate for long periods of time, to debilitating diseases that 

prevent them from being able to fully participate in class or properly complete 

homework assignments.  Being the case, the negative coefficient on the Medicare 

variable seems to indicate that the care children receive through its coverage is 

insufficient to mitigate their health outcomes to the point where any positive effects are 

reflected in their school performance; accurately resulting in the negative school 
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engagement connected to Medicare coverage.  To be fair to public health insurance in 

such circumstances, kids in this situation are usually so severely ill or disabled that any 

coverage or access to care, via private insurance or otherwise, would probably be 

unable to offset the effects of their poor health status on their educational performance.  

In order to properly assess this concept, a study measuring education outcomes would 

have to be done on a sample comprised only of disabled and chronically ill children, 

with an equal distribution of the different types of health insurance in which they can 

be enrolled.  This would be a very interesting and beneficial area of future research. 

 

LIMITATIONS OF THE STUDY 

If the above explanations seem insufficient to account for the results in the 

models, one can look at the limitations discussed below to determine whether they are 

what may be creating inaccurate outcomes.   

    

Self-Reporting Bias 

Since parents or �most knowledgeable adults (MKAs)� were responding on 

behalf of the youths being inquired about, there is likely a degree of reporting bias 

among the results.  It is often the case that parents paint a more positive picture of their 

children than is actually true, and this can be so when talking about their academic, 
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athletic, or even social abilities.  These adults might have painted their child's academic 

motivation or health status and care to be higher than it actually is.  The reason for this 

could be one of several, including embarrassment to report lower scores, or simple 

ignorance of their children's school performance or health information.  If this is the 

case, then the results of such variables may be biased upward in the model.  Therefore, 

reporting a better health status or level of school engagement may have skewed the 

data towards more positive outcomes.  However, motivation for doing so when taking 

this survey is rather low, so the chance that it biased the results to such a degree as to 

make the outcomes less accurate is unlikely but perhaps worth keeping in mind.   

 

Endogeneity  

Endogeneity of family income with health insurance is likely a factor in these 

models.  Since family income is directly associated with occupation, and since a 

parent�s occupation is what most often determines the type of health insurance 

available to one�s child, it holds that the unobserved effects of family income could be 

obscuring the results of the health insurance effects on school engagement.  The only 

instrument variable I could think to include in the models to offset this problem was 

that of parental involvement in child school activities.  Often shown to be the one 

aspect that most affects a child�s school performance, the interest a parent takes in their 

child�s educational development is usually independent from (not directly affected by) 
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family income and happens to have a very strong positive association with a child's 

school engagement.  Unfortunately, the two indicators for this factor in the data set was 

only collected for children between the ages of 1 and 5, which are the age groups not 

included in the sub-sample for this study.  They were thus unable to be used in the 

models.  From previous research it is clear that parent involvement is one of the factors 

that accounts for a large portion of explanatory effects on a child�s school engagement 

(Cotton, et al. 1982).  If data for that information could be gathered, it would be 

beneficial to add in future regressions to see the extent of explanatory power they 

actually have, as well as to correct for the endogenous aspect that exists between 

family income and health insurance coverage.   

 

Unobserved Effects 

Other variables unavailable for inclusion in this study�s models are those of 

child care, information on teacher or school quality, and parent health.  All have been 

shown to have strong positive associations with children�s school engagement; being 

unable to include them among the variables in these models runs the risk of having 

upwardly biased results.  They would also likely have a substantial amount of 

explanatory power in the model but, the extent of which cannot be measured in their 

absence.   
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CONCLUSION 

To summarize, the results of this study shows that children with Medicare, 

Medicaid/SHIP, or other public health insurance coverage, fair worse in their school 

engagement compared to uninsured children when controlling for several factors.  A 

variety of reasons were given as to why this might be the case.  In light of them, 

suggestions for policy makers might include looking into increasing the reimbursement 

levels of Medicaid, and other state health insurance programs, in order to give 

physicians less incentive to turn these patients away, denying them from beneficial 

preventative care.  Another suggestion would be to increase the minimum standard of 

care among public health insurance recipients in order to offset their ensuing health 

outcomes to a degree where we would not see negative effects in their school 

engagement as a result.   

Although changes have been taking place in public health insurance programs, 

such as the recent expansions in eligibility under SCHIP, and have resulted in 

improved coverage and access to care for some children (Davidoff et al. 2005), other 

changes could yet do more for them.  Targeted investments in the programs, such as 

the ones mentioned above, might do more children�s well-being and consequently 

improve their current educational experience and outcome.  The problem with 

expanding these public programs is the increased costs that accompany it.  Between 

fiscal year 1992 and 2004, for instance, federal and state Medicaid spending soared 
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from $119.6 billion to $295.9 billion -- a nearly 150% increase (Kaiser Foundation 

2006).  These rising costs reflect, in part, general trends and problems in the U.S. 

health care system (Reindhardt 2004), but it is a factor that cannot be ignored when 

considering to expand coverage even to a most deserving population of children.  This 

is especially the case if the children being enrolled are chronically ill or disabled 

because such patients require long-term care, which is among the most expensive type 

of medical care available today (Bovbjerg et al.).  Any changes in the coverage will 

have to accounted for by some means, and it is unclear whether the funds for it should 

come from the federal government, the states, or taxpayers.   

When considering these costs, it would do well for policy makers to keep in 

mind the additional benefit these children will be receiving in terms of their 

educational gains.  Such improvement leads to higher productivity on their part once 

they reach adulthood and the working world, enabling them to be stronger assets to 

society.  It is possible that those later benefits outweigh the initial monetary costs, and 

that giving these children every opportunity to reap them, will result in society�s favor.   
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