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and Health Care Use Among Children
With Special Health Care Needs
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Objective: To determine whether parent-reported qual-
ity of primary care was associated with subsequent health
care use for children with special health care needs.

Design: Secondary analysis of prospectively collected
data.

Setting: The 2004-2005 and 2005-2006 Medical Ex-
penditure Panel Survey panels.

Participants: A total of 1591 children with special health
care needs.

Main Exposures: Composite measures for family cen-
teredness of care, timeliness of care, and realized access
derived from the Consumer Assessment of Healthcare Pro-
viders and Systems survey.

Main Outcome Measures: Rates of parent-reported
emergency department visits (nonurgent and urgent) and
hospitalizations. Only encounters occurring after comple-
tion of the Consumer Assessment of Healthcare Provid-
ers and Systems survey were assessed. Weighted multi-
variate Poisson regression analyses, yielding incident rate
ratios, were used for analysis.

Results:Oftheparentsofthe1591childrenincluded,68.3%
ratedfamilycenteredness,51.5%ratedtimeliness,and80.4%
ratedrealizedaccessashighquality.Low-quality familycen-
terednesswasassociatedwithhigher rates (incident rate ra-
tio,2.24;95%confidence interval, 1.32-3.80)ofnonurgent
emergency department visits compared with correspond-
ing rates associated with high-quality family centeredness.
Therewerenoassociationsbetweenquality-of-caredomains
and rates of urgent emergency department visits. For pri-
vatelyinsuredchildren, low-qualityfamilycenterednesswas
associated with higher rates (incident rate ratio, 3.87; 95%
confidence interval, 1.23-12.13) of hospitalizations com-
paredwithcorrespondingratesassociatedwithhigh-quality
family-centeredcare.Forpublicly insuredchildren,nosig-
nificant associations were found.

Conclusions: Parent-reported, low-quality family cen-
teredness was associated with higher rates of subse-
quent nonurgent emergency department visits and hos-
pitalizations among children with special health care
needs. These findings highlight family-centered care as
a critical area for primary care intervention to reduce po-
tentially preventable health care use.
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C HILDREN WITH SPECIAL

health care needs
(CSHCN) represent a
high-cost and resource-
intensive subgroup of chil-

dren.1-5 They are defined as those who have
orwhoareat risk forhavingachronicphysi-
cal,developmental,behavioral,oremotional
condition and who also require health and
related services of a type or amount beyond
that required by children generally.6 The
prevalenceofCSHCNhasquadrupledinthe
past4decades,nowcomprising12%to16%
of the pediatric population.7-9 The increase
in CSHCN is largely due to shifts in defini-
tionsfromchildrenwith“disability/functional
limits” tochildrenwithongoingconditions
needingorusingatypeoramountofservices
beyond that required of children generally.
Medical care for CSHCN has a substantial
effectonthehealthcaresystem,whethermea-
sured in terms of health care use or medical

expenditures. Children with special health
care needs have 4 times the number of hos-
pitalizations and twice the number of phy-
sicianvisitscomparedwiththoseof thegen-
eralpediatricpopulation.4 In2000, thisvul-
nerable subgroupofchildrenaccounted for
approximately 42% of total medical expen-
ditures for US children.10

Improvingthequalityofprimarycarehas
been increasingly advocated as a strategy to
reducepreventablehealthcareuse,especially
among CSHCN.11-16 In this population, use
ofhigh-acuity services, including theemer-
gencydepartment(ED)andinpatientwards,
mayrepresent inadequateprimarycare.Re-
ceipt of care in such environments can be
problematic forCSHCN.Childrenwithspe-
cialhealthcareneedsmaybecaredforbystaff
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unfamiliarwith their extensivehistories anddiverseneeds,
and exposures to pathogens from other sick children may
precipitate serious illness.17 High-quality primary care has
the potential to limit such interactions with the health care
system.Althoughmultiplestudieshavedocumentedhealth
careuseandmedicalexpendituresassociatedwithCSHCN,
many have been limited by cross-sectional data, and rela-
tively few have assessed the impact of high-quality primary
care on patterns of health care use.1,2,4,18,19

The Institute of Medicine’s landmark document, Cross-
ing the Quality Chasm, identified 6 quality-of-care do-
mains (safety, effectiveness, patient or family centered-
ness, timeliness, efficiency, and equity) fundamental to
improvement in care.20 Increasing efforts have been di-
rected toward assessment of quality-of-care domains
through survey instruments. One such survey, the Con-
sumer Assessment of Healthcare Providers and Systems
(CAHPS), provides a valid measure of parent-reported qual-
ity of care for children, including CSHCN.21 The CAHPS
survey addresses family centeredness, timeliness, and as-
pects of effectiveness of care within primary care. Begin-
ning in 2000, the Agency for Healthcare Research and Qual-
ity has included selected CAHPS questions in the Medical
Expenditure Panel Survey (MEPS), thus providing a popu-
lation-based point of reference for quality care.

The objective of this study was to determine the as-
sociation between parent-reported quality of primary care
in specific domains and subsequent health care use. We
hypothesized that low-quality primary care, in the do-
mains of family centeredness, timeliness, and realized ac-
cess, would be associated with higher rates of subse-
quent pediatric ED visits and hospitalizations.

METHODS

STUDY DESIGN AND SOURCE OF DATA

This was a secondary analysis of prospectively collected data
for the cohort of CSHCN (�17 years of age) in the 2004 to 2005
(panel 9) and the 2005 to 2006 (panel 10) MEPS. This is a na-
tionally representative survey of the US civilian noninstitu-
tionalized population conducted annually by the Agency for
Healthcare Research and Quality.22 The MEPS consists of 3 in-
terrelated surveys: the Household Component, the Medical Pro-
vider Component, and the Insurance Component. It collects
data on health care use, expenditures, and insurance cover-
age. The MEPS uses an overlapping panel design in which data
are collected through a preliminary contact followed by 5 com-
puter-assisted, in-person interviews (rounds) during a 2-year
period to collect household data, including demographic char-
acteristics, perceived health status, insurance status, and health
care use. The CAHPS questions are asked in the second round
of interviews, allowing analysis of parent-reported quality of
care and subsequent health care use within the database. For
this study, we combined the Longitudinal Weight Files and ED
Visit Files from the Household Component of panels 9 and 10.

STUDY POPULATION

All children who were screened as having a special health care
need were eligible. The screening instrument used in MEPS is the
CSHCN Screener. Although the full CSHCN definition includes
an “at-risk” group, MEPS uses an identification method that does
not feature this component of the definition. It identifies chil-

dren who have a medical, behavioral, or other health condition
that has lasted or is expected to last 1 year or longer, and it re-
ports 1 or more of the following consequences of the condition:
(1) using or needing more medical care, mental health services,
or education services than other children of the same age; (2) using
or needing prescription medication; (3) having limitations in their
ability to do the things that most children of the same age do;
(4) using or needing special therapies, such as physical, occupa-
tional, or speech therapy; or (5) using or needing emotional, de-
velopmental, or behavioral treatment or counseling.23

In accordance with a previous study,24 we used a pattern of
qualifying responses to the health consequences screening cri-
teria to identify 4 mutually exclusive groups of CSHCN that
represent varying levels of health status and complexity of health
care needs: (1) CSHCN identified by current need for or use
of prescription medication to manage an ongoing medical, be-
havioral, or other chronic health condition criteria and who
qualified on no other CSHCN Screener criterion (“Rx meds
only”); (2) CSHCN who qualified on 1 or more of 3 screening
criteria for elevated service needs or use but who did not qualify
on prescription medications or functional limitation (“el-
evated services only”); (3) CSHCN qualifying on the prescrip-
tion medication screening criterion and 1 or more of the 3 cri-
teria for elevated service use but not on functional limitation
(“Rx meds/elevated services”); and (4) CSHCN qualifying on
the functional limitation criterion, alone or in combination with
any other screening criteria (“functional limitations”).

OUTCOME MEASURES

The primary outcome measures were rates of parent-reported ED
visits and hospitalizations. The urgency of the ED visit was de-
terminedbyparent-reported resourcesusedduring thevisit.This
method of assigning urgency was used previously in large data-
base studies.25-27 Consistent with prior studies,25 any visit that re-
sulted in laboratorywork, a radiograph, anelectrocardiogram,an
electroencephalogram, or admission to the hospital was defined
as urgent; all other encounters were classified as nonurgent. The
data for all encounters were recorded, and only those occurring
after the completion date of the CAHPS survey (ie, subsequent
to the assessment of quality of primary care) were included in the
analysis. This corresponded to a 12-month follow-up period.

HEALTH CARE QUALITY DOMAIN
WITHIN CAHPS

The quality of primary care received by the child was mea-
sured by the CAHPS questions within the MEPS. The 9 quality-
of-care questions were grouped into composite scores for the
3 quality domains of family centeredness of care, timeliness of
care, and realized access to care. The composite scores and ques-
tion groupings were developed by the Agency for Healthcare
Research and Quality. We scored the composites according to
a previously published algorithm.27,28 The composite scores for
each child were obtained by averaging the individually an-
swered questions that comprise the quality-of-care compos-
ites, with higher scores corresponding to higher quality. The
individual questions constituting each composite and their Likert
scales are listed in Table 1. As in previous studies, we di-
chotomized composite scores (high quality vs low quality), given
the limited range of possible values.27,28 Within the family-
centeredness quality domain, the family is recognized as the
principal caregiver and plays a central role in decision mak-
ing. The family centeredness composite, scored on a 4-point Likert
scale, was dichotomized, with a score higher than 3.5 indicat-
ing the highest-quality care and a score of 3.5 or less indicat-
ing lower-quality care. Timeliness refers to systematic reduc-
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tions in wait times and potentially harmful delays. Similar to
family centeredness, the timeliness composite was scored such
that a score higher than 3.5 indicated the highest-quality care
and a score of 3.5 or less indicated lower-quality care. Realized
access refers to a component of effectiveness that addresses
whether families perceive problems in obtaining necessary care
or referrals.29 Questions were scored on a 3-point Likert scale.
Scores were dichotomized as 3 vs less than 3.

PATIENT/FAMILY CHARACTERISTICS

Variables extracted from the MEPS data set included age (0-3
years, 4-12 years, or 13-17 years), sex, race/ethnicity, primary
language (English vs other), and parent-reported child health
status. Socioeconomic indicators included family income ex-
pressed as a percentage of the federal poverty level, health in-
surance, and the highest level of parental education.

This study was reviewed by the Baylor College of Medicine
institutional review board, which determined it to be exempt
from the need for its approval.

STATISTICAL ANALYSIS

Two separate longitudinal panels (2004-2005 and 2005-2006)
of CSHCN were combined for the study. Analyses were weighted
to account for oversampling within the MEPS design method-
ology and to yield national estimates for civilian noninstitution-
alized children in the United States. Weights were provided by
the Agency for Healthcare Research and Quality. Standard er-
rors and test statistics were derived using STATA, version 10 for
Unix (StataCorp LP, College Station, Texas), which takes into
account the complex sample design of the survey.

Generalized Poisson regression analyses were used to as-
sess associations between each quality-of-care composite in-
dividually and the number of subsequent encounters for ED
visits and hospitalizations. Poisson regression was used be-
cause all outcome variables were counts. Results are reported
as incidence rate ratios (IRRs) for the number of encounters
per child. An IRR less than 1 indicates that lower quality care
is associated with more encounters per child if P� .05. Each
quality-of-care domain was analyzed in bivariate and multi-
variate, generalized, Poisson regression analyses with each mea-
sure of use. Determination of the Cronbach � was used to mea-
sure the intercorrelations among the questions composing each
of the quality-of-care composites. If the Cronbach � values
among the individual questions of a composite were low (�0.6),
then the individual questions were used in analysis rather than
the composite measure. All patient/family and socioeconomic
covariates were entered into multivariate models. Variables were
dichotomized if effects were similar across strata. Stratified analy-
ses were completed because of interactions between insurance
type and quality-of-care composites.

RESULTS

DEMOGRAPHIC CHARACTERISTICS

The demographic characteristics of the children are shown
in Table 2. There were 1591 children eligible for the
study. According to CSHCN subgroups, those in the Rx
meds–only category composed the largest subgroup
(41.3%) in the sample. Children ages 4 to 17 accounted
for 85.3% of the CSHCN population. Two-thirds of
CSHCN were non-Hispanic white, and English was the
primary language in the homes of 94.2% of the chil-

dren. More than 97% of children were insured, either pub-
licly or privately. Two-thirds of the children were rated
as having excellent or very good health status.

QUALITY-OF-CARE COMPOSITES

Analysis of parent-reported quality-of-care domains
showed that 68.3% of parents rated the family centered-
ness of their child’s primary care as high quality, 51.5%
reported timeliness as high quality, and 80.4% reported
realized access as high quality. Less than 30% of parents
reported that their children received high-quality care in
all 3 quality-of-care domains. Determination of Cron-
bach � values was conducted for all composites. For both
family-centered care and realized access, the Cronbach
� values among individual questions were all higher than
0.6. For timeliness of care, the Cronbach � values among
individual questions were all less than 0.3. Therefore, the
individual questions for timeliness were used in subse-
quent analyses rather than the composite.

ED USE

Analysis of ED use showed that 285 children (17.9%) had
a total of 392 ED encounters. The number of ED visits
ranged from 1 visit for 214 children to 8 visits for 1 child.
The percentages of nonurgent and urgent visits were
48.0% and 52.0%, respectively. In multivariate analysis
of nonurgent ED use (Table 3), low-quality family cen-
teredness was associated with a higher rate of subse-
quent encounters compared with the corresponding rate
for high-quality family centeredness (IRR, 2.24; 95% con-
fidence interval [CI], 1.32-3.80). Of the individual ques-
tions for timeliness, only 1 question was associated with
nonurgent ED visits. Children who were not able to con-
sistently get an appointment for an injury or illness as
soon as they wanted (ie, never/sometimes/often able) had
higher rates of nonurgent ED visits (IRR, 1.59; 95% CI,

Table 1. Individual Questions Constituting the
Quality-of-Care Composites in the Consumer Assessment
of Healthcare Providers and Systemsa

Quality-of-Care Composite

Family centeredness
How often provider explained things so you understood
How often provider showed respect for what you had to say
How often provider spent enough time with you
How often provider listened carefully to you

Timeliness
How often you got an appointment for injury or illness as soon as

you wanted
How often you got a routine appointment as soon as you wanted
How often you were able to get help by telephone

Realized access
How big a problem it was to get care you or a doctor thought was

necessary
How big a problem it was to get a referral to a specialist

aHighest quality was indicated by a composite score greater than 3.5 on
the 4-point scale for family centeredness and timeliness (where 1 indicated
never; 2, sometimes; 3, often; and 4, always) and a score of 3 on the 3-point
scale for realized access (where 1 indicated a big problem; 2, somewhat of a
problem; and 3, not a problem).
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1.07-2.36) compared with the corresponding rates for
those who were (ie, always able). There were no asso-
ciations between quality-of-care domains and subse-
quent urgent ED visits.

In addition to quality-of-care composites, the CSHCN
subgroup was also associated with ED use. Compared with
the Rx meds–only group, those with Rx meds/elevated
services use had a higher rate of nonurgent ED visits
(IRR, 2.67; 95% CI, 1.52-4.68). Those in the functional
limitations category had a higher rate of nonurgent vis-
its (IRR, 2.08; 95% CI, 1.11-3.88) compared with the Rx

meds–only group. No associations were found between
CSHCN subgroup and urgent ED visits.

Of the sociodemographic variables, only young age (0-3
years) was associated with a higher rate of nonurgent ED
visits (IRR, 2.80; 95% CI, 1.42-5.53) and urgent ED vis-
its (IRR, 2.34; 95% CI, 1.06-5.18). Health status rated as
good/fair/poor was associated with an increased rate of
urgent ED encounters (IRR, 2.53; 95% CI, 1.51-4.23).
None of the other child/family characteristics showed as-
sociations with ED use.

HOSPITALIZATIONS

Sixty-nine children (4.3%) were hospitalized for a total
of 89 admissions. The number of hospital admissions
ranged from 1 hospitalization for 59 children to 10 hos-
pitalizations for 1 child. Because of significant interac-
tions between quality-of-care domains and insurance type
for the inpatient hospitalization outcome, the analysis was
stratified according to insurance type (Table 4). Analy-
sis of privately insured children showed that low-
quality family centeredness was associated with more
hospitalizations (IRR, 3.87; 95% CI, 1.23-12.13). Low-
quality realized access was also associated with more hos-

Table 2. Characteristics of the Study Population for CSHCN

Characteristic Percentage of Populationa

Age, y
0-3 14.7
4-12 57.9
13-17 27.4

Sex
Male 57.4
Female 42.6

Race/ethnicity
White 65.9
Hispanic 12.7
Black 16.0
Asian 1.5
Other 3.8

Insurance
Private 63.6
Public 33.5
None 2.8

Income
High 29.2
Middle 31.3
Low 14.4
Near poor 4.7
Poor 20.4

CSHCN subgroup
Rx meds only 41.3
Elevated services only 17.6
Rx meds/elevated services 20.4
Functional limitation 20.7

Parental educational level
High school or less 61.3
More than high school 38.7

Health status
Excellent/very good 65.4
Good/fair/poor 34.6

Language spoken at home
English 94.2
Spanish 4.5
Other 1.3

Quality-of-care composite
Family centeredness

�3.5 31.7
�3.5 68.3

Timeliness
�3.5 48.5
�3.5 51.5

Realized access
�3.0 19.6
3.0 80.4

Abbreviations: CSHCN, children with special health care needs; Rx meds,
prescription medications.

aPercentages were derived from weighting to yield national estimates from
the sample of 1591 children.

Table 3. Association Between Parent-Reported Low Quality
of Care and Urgent and Nonurgent ED Visitsa

Quality-of-Care
Composite

ED Visits, IRR (95% Cl)

Urgent Nonurgent

Family centeredness 0.72 (0.43-1.19) 2.24 (1.32-3.80)
Timeliness 1.35 (0.87-2.10) 1.59 (1.07-2.36)b

Realized access 1.39 (0.81-2.37) 0.78 (0.46-1.33)

Abbreviations: CI, confidence interval; ED, emergency department;
IRR, incident rate ratio.

aA multivariate, generalized Poisson regression analysis adjusted for age,
sex, race/ethnicity, income, type of children with special health care needs,
reported health status, parental educational level, and language in which the
interview was performed.

bSignificant relationship refers to how often the patient got an
appointment for injury or illness as soon as he or she wanted.

Table 4. Associations Between Parent-Reported Low Quality
of Care and Hospitalizations, Stratified by Insurance Typea

Insurance Type,
Quality-of-Care Composite IRR (95% CI)

Private
Family centeredness 3.87 (1.23-12.13)
Timelinessb . . .
Realized access 3.45 (1.30-9.19)

Public
Family centeredness 1.37 (0.62-3.03)
Timelinessb . . .
Realized access 0.40 (0.12-1.33)

Abbreviations: CI, confidence interval; IRR, incident rate ratio.
aA generalized Poisson regression analysis adjusted for age, sex,

race/ethnicity, income, type of children with special health care needs,
parental educational level, health status, and language spoken at home was
performed.

bNo significant relationships were found between individual timeliness
questions and hospitalizations.
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pitalizations (IRR, 3.45; 95% CI, 1.30-9.19). In con-
trast, none of the quality domains were associated with
hospitalizations for publicly insured children. Of the so-
ciodemographic variables, only young age (0-3 years) was
associated with a higher rate of hospitalizations.

COMMENT

In this study, parent-reported low-quality primary care
was associated with higher rates of nonurgent ED visits
and hospitalizations for CSHCN. Low-quality family cen-
teredness was associated with a higher rate of nonur-
gent ED visits. For children with private insurance, low-
quality family centeredness and low-quality realized access
were most strongly associated with higher rates of hos-
pitalizations. Overall, these results provide new under-
standing on the relationships between the quality of pri-
mary care and high-acuity health care use among a
vulnerable group of children.

As demonstrated in this study, family-centered care
and realized access are critical components of primary
care for CSHCN as they relate to nonurgent ED encoun-
ters and/or hospitalizations. If parents of CSHCN do not
feel a partnership with their primary care physician, they
may have more nonurgent ED visits and hospitaliza-
tions. Family-centered care has also been demonstrated
to be an important element in parents’ satisfaction with
care, reported ease of using health care services, and health
disparities among CSHCN.30,31 In the case of realized ac-
cess, if CSHCN do not have access to their primary care
physician or referrals to subspecialty care, they may be
more vulnerable to exacerbations of their chronic dis-
ease, which leads to hospitalizations.

In our study, low-quality family-centered care was as-
sociated with an increased rate of nonurgent ED visits,
whereas it showed no associations with urgent ED vis-
its. In 2 prior studies of the general pediatric popula-
tion,27,28 high-quality family centeredness was associ-
ated with fewer nonurgent ED visits. However, there were
no associations between quality-of-care domains and ur-
gent ED visits. These findings support our results. Chil-
dren with special health care needs have greater levels
of illness and may be anticipated to have more urgent ED
visits. Although some visits may be preventable, others
are not, especially those occurring at off hours. These ur-
gent visits may not be able to wait for the primary care
office to open. Family-centered primary care may not be
able to affect this subset of ED visits. However, family-
centered primary care may be able to reduce the num-
ber of nonurgent ED visits secondary to ambulatory care–
sensitive conditions.

Because there were poor intercorrelations among the
questions composing the timeliness-of-care composite, we
conducted our analyses with the individual questions rather
than the composite. Children who were not able to con-
sistently get an appointment for an injury or illness had
higher rates of nonurgent ED visits. These findings indi-
cate that if CSHCN receive timely care from their primary
care providers for injuries or illnesses, they will be less likely
to seek ED care for nonurgent conditions. Prior studies from
the literature show inconsistent findings on the relation-

ship between timeliness of primary care and subsequent
nonurgent ED visits. In a study also using MEPS data,28 no
relationship was found between timeliness and nonur-
gent ED visits. In another study using state Medicaid data,27

high-quality timeliness of primary care was associated with
an 18% lower nonurgent ED visit rate.

Our findings raise critical issues regarding the study
of CSHCN and the quality of primary care. One issue is
whether an integrated health care delivery model of pri-
mary care improves health care quality and relevant health
outcomes, such as use of medical services. National ini-
tiatives increasingly focus on the medical home for
CSHCN.32 The American Academy of Pediatrics cur-
rently defines a medical home as care that is accessible,
continuous, comprehensive, family centered, coordi-
nated, compassionate, and culturally effective.33 Com-
ponents of the American Academy of Pediatrics medical
home overlap with the Institute of Medicine quality-of-
care domains and the CAHPS questions regarding qual-
ity of care for children.

A systematic review of the evidence for the medical
home for CSHCN showed that family centeredness, ef-
fectiveness, and timeliness were all important to improv-
ing health outcomes.13 Children with special health care
needs in primary care practices with higher scores on a
medical home index have lower rates of hospitaliza-
tions.34 Those with a medical home have lower odds of
ED use and experience a reduction in racial/ethnic dis-
parities in ED use.19 By using longitudinal data, with qual-
ity of care assessed prior to service use, the present study
allows for more causal inferences about subsequent use.
Studies of the general pediatric population have also
shown that quality-of-care components affect subse-
quent health care use.27,28 This emerging literature pro-
vides further evidence that an integrated health care de-
livery model that addresses quality-of-care domains has
the potential to improve care for CSHCN.

Our study provides continuing evidence that differen-
tiating the heterogeneous group of CSHCN by the com-
plexity of the child’s health care needs has important re-
search and policy implications. A previous study
demonstrated that CSHCN with differing medical needs
had distinct patterns of health care use, expenditures, and
family burden.24 Specifically, CSHCN in the Rx meds/
elevated services and functional limitations groups had the
highest ED use. Using the same methodology to develop
subgroups of CSHCN, we generated similar findings with
these 2 groups having the highest rates of nonurgent ED
visits. These results suggest that different subgroups of
CSHCN may require different interventions to improve
quality of care and to reduce unnecessary ED use.

Our study also had several limitations. First, we used
an average score to determine our quality-of-care com-
posites. Other studies have used “all-or-nothing” algo-
rithms to score composites. However, our methodology
is supported by previous research.27,28 Second, parental
report is potentially subject to recall bias. However, par-
ent report tools, such as those in MEPS, undergo rigor-
ous assessment to mitigate such bias. Third, the classi-
fication of urgency of ED visits was based on the resources
used during the ED visit. Therefore, some visits might
have been misclassified. This may be especially true for
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CSHCN if ED physicians inappropriately order more in-
terventions on the basis of the underlying chronic con-
dition rather than the actual urgency of the visit. Fourth,
the results regarding hospitalizations are derived from a
small number of occurrences. Poisson regression is ap-
propriate for such analysis of rare events. However, these
results should still be interpreted with caution.

In conclusion, low-quality family centeredness was as-
sociated with a higher rate of nonurgent ED visits. Low-
quality familycenterednessand low-quality realizedaccess
wereassociatedwithhigher ratesofhospitalizationsamong
CSHCN,althoughnotuniformlyacrosspayer types.These
findings highlight areas for improvement and intervention
inhealthcaredeliveryforCSHCN.Furtherstudiesareneeded
to assess the relationship between timeliness of care and
health care use, given conflicting results between the cur-
rent study and the existing literature.
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