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BACKGROUND: Six million US children are uninsured, despite two-thirds being eligible for

abstract

Medicaid/Children’s Health Insurance Program (CHIP), and minority children are at
especially high risk. The most effective way to insure uninsured children, however, is
unclear.
METHODS: We conducted a randomized trial of the effects of parent mentors (PMs) on

insuring uninsured minority children. PMs were experienced parents with ≥1 Medicaid/
CHIP-covered child who received 2 days of training, then assisted families for 1 year with
insurance applications, retaining coverage, medical homes, and social needs; controls
received traditional Medicaid/CHIP outreach. The primary outcome was obtaining
insurance 1 year post-enrollment.
RESULTS: We enrolled 237 participants (114 controls; 123 in PM group). PMs were more

effective (P< .05 for all comparisons) than traditional methods in insuring children (95% vs
68%), and achieving faster coverage (median = 62 vs 140 days), high parental satisfaction
(84% vs 62%), and coverage renewal (85% vs 60%). PM children were less likely to have no
primary care provider (15% vs 39%), problems getting specialty care (11% vs 46%), unmet
preventive (4% vs 22%) or dental (18% vs 31%) care needs, dissatisfaction with doctors
(6% vs 16%), and needed additional income for medical expenses (6% vs 13%). Two years
post-PM cessation, more PM children were insured (100% vs 76%). PMs cost $53.05 per
child per month, but saved $6045.22 per child insured per year.
CONCLUSIONS: PMs are more effective than traditional Medicaid/CHIP methods in insuring
uninsured minority children, improving health care access, and achieving parental
satisfaction, but are inexpensive and highly cost-effective.
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WHAT’S KNOWN ON THIS SUBJECT: Six million US
children are uninsured, despite two-thirds being
Medicaid/CHIP eligible; minority children are at high
risk. Few trials have evaluated interventions to insure
uninsured children, and none has assessed the
effectiveness of parent mentors in insuring uninsured
minority children.
WHAT THIS STUDY ADDS: Parent mentors are more
effective and faster than traditional methods in
insuring uninsured minority children, renewing
coverage, improving health care and dental access,
reducing unmet needs, and achieving parental
satisfaction, but are inexpensive and highly costeffective, saving $6045 per child.
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Over 5.9 million American children
(8%) lack health insurance.1 Among
uninsured US children, 62% to 72%
(3.7–4.3 million) are eligible for
but not enrolled in Medicaid or the
Children’s Health Insurance Program
(CHIP).2–5 For uninsured, low-income
children (with family incomes <200%
of federal poverty threshold), 84%
are eligible for but not enrolled in
Medicaid/CHIP.6
Racial/ethnic disparities exist in
insurance coverage for US children.
Compared with an uninsured rate
of 5% for white children, 12% of
Latino, 8% of African-American,
and 8% of Asian/Pacific Islander
children are uninsured.1 Latino
and African-American children
comprise 57% of uninsured children,
although constituting only 42% of US
children.7
Although millions of US children
continue to be uninsured, not enough
is known about the most effective
interventions for insuring uninsured
children. Parent mentors (PMs) are
a special category of community
health workers for children in which
parents who have children with
particular health conditions/risks
leverage their relevant experience,
along with additional training, to
assist, counsel, and support other
parents of children with the same
health conditions/risks. Although
PMs have been found to be effective
in improving outcomes for minority
asthmatic children,8 they have not
been evaluated as an intervention
to insure uninsured children. We
therefore conducted a randomized
controlled trial (RCT) of the effects of
PMs on insuring uninsured minority
children.

METHODS
Trial Design
The Kids’ Health Insurance by
Educating Lots of Parents (Kids’
HELP) RCT was conducted from
June 2011 to April 2015 in Dallas
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County, TX, communities with high
proportions of uninsured minority
and low-income children. The study
design/rationale are described in
detail elsewhere.9
Informed written consent was
obtained in English or Spanish
from primary caregivers by using
protocols approved by the UT
Southwestern Institutional Review
Board.

Recruitment
Eligibility criteria included the
primary caregiver had ≥1 child 0
to 18 years old who lacked health
insurance but was Medicaid/CHIP
eligible (only 1 child/family was
enrolled, to avoid clustering in
analyses), and the primary caregiver
self-identified the child as Latino/
Hispanic or African-American.
Using information from caregivers,
researchers verified children’s
Medicaid/CHIP eligibility, based on
Texas criteria.10
Participants were recruited from
Dallas communities with the highest
proportions of low-income, minority
families with uninsured children.11
Bilingual researchers recruited
participants at 97 community sites,
including supermarkets, department
stores, Goodwill stores, restaurants,
libraries, community centers, food
banks, health fairs, YMCAs, churches,
schools, community clinics, daycare establishments, laundromats,
apartment complexes, homeless
shelters, and Special Supplemental
Nutrition Program for Women,
Infants, and Children centers.
Participants received honoraria of
$50 at enrollment, $5 for monthly
follow-ups, and $10 for 6- and
12-month surveys.

PM referrals (see https://
vimeo.com/158953073). Interviews were
conducted to identify optimal candidates,
characterized by reliability, timeliness,
persistence, and desire to help families with
uninsured children. From 31 candidates
interviewed, 15 PMs were chosen. PMs
received monthly stipends for each family
mentored. PMs and intervention participants
were matched by race/ethnicity and zip
code (whenever possible). Latino families
were matched with fluently bilingual Latino
PMs.
PMs participated in 2-day training sessions
(see: https://vimeo.com/159295525). Session
content was based on training provided
to community case managers
in the research team’s previous successful
RCT,12 and addressed
9 topics: Why health insurance is
so important for US children; the Kids’ HELP
trial; being a successful PM; PM
responsibilities; Medicaid and CHIP
programs; Medicaid/CHIP application
process; next steps after obtaining
Medicaid/CHIP; importance of medical
homes and taking an active role in pediatric
care; and study paperwork. Training session
content was detailed in the PM’s manual
(available in English and Spanish), which
PMs carried in the field. Post-training,
overall test scores (0–100 scale)
significantly increased, from a mean = 62
(range: 39–82) to 88 (67–100; P < .01), and
wrong answers decreased (mean reduction
= 8; P < .01). Significant improvements
occurred in 6 of 9 topics, and 100% of PMs
reported being very satisfied (86%) or
satisfied (14%) with the training. Full details
on the manual and training session
outcomes are available elsewhere.13
PMs performed the following functions for
intervention-group children and families: (1)
education about insurance programs and
application processes; (2) education/
assistance regarding Medicaid/

Intervention
PMs were parents with ≥1 child
covered by Medicaid/CHIP for ≥1
year. PMs were recruited from June
2011 to August 2013 at a hospitalbased Resident Continuity Clinic,
charter school, and via established
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CHIP eligibility; (3) completing
insurance applications together
with caregivers and submission
assistance; (4) expediting coverage
decisions by early, frequent contact
with Medicaid/CHIP representatives;
(5) advocating for families by liaising
between families and Medicaid/
CHIP programs; (6) contacting
Medicaid/CHIP representatives to
remedy situations in which children
incorrectly were deemed ineligible
or had insurance inappropriately
discontinued; (7) assistance with
renewal application completion/
submission; and (8) teaching
caregivers how to renew Medicaid/
CHIP or reapply after losing coverage.
PMs followed up to 10 families at
a time. Data document high levels
of PM engagement with families,
with means of 19.8 home visits and
161.4 phone/e-mail/text-message
contacts/family. Complete details
on PM functions are available
elsewhere.9,13

participants in a 1:1 ratio to the
intervention or control group.
Randomization was performed by
using permuted blocks stratified by
child race/ethnicity.

Control Group

Secondary outcomes were evaluated
for all children (whether or not
they obtained insurance) by using
validated questions derived from
national, state, and regional surveys
and previously published work,12,15–27
and included health status, healthrelated quality of life, health care
access, unmet medical and dental
needs, use of health services, outof-pocket costs, parental ratings of
quality of the child’s health care,
parental satisfaction with care, family
financial burden, and missed school
and work days because of the child’s
illness. Outcomes and survey items
are described in detail elsewhere.9

Controls received no intervention,
given access to standard-of-care
outreach/enrollment by Texas
Medicaid/CHIP. The Texas Health
and Human Services Commission
(HHSC), which oversees Texas
Medicaid/CHIP, launched a 2006–
2007 outreach/education campaign
to raise families’ CHIP/Medicaid
awareness and “…emphasize the
importance of health insurance and
regular preventive care, explain
how to apply for coverage and
encourage families to complete the
renewal process on time to avoid
gaps in coverage for their children.”14
This campaign included bilingual
radio, television, and newspaper
advertisements; bus and bus-bench
messages; Web sites with application
links and order forms/materials for
community-based organizations; and
daycare-center outreach.14

Randomization
Computer-generated randomization
was performed to allocate eligible
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assessed 12 months post-enrollment.
For participants agreeing to longterm follow-up after completing
the 12-month follow-up, we
administered questionnaires every 3
months for up to 2 years.

Outcomes
The primary outcome was the
child obtaining health insurance.
Parents initially reported when
children obtained coverage, with
verification by parents providing
copies or photos of insurance
cards or HHSC letters documenting
coverage and the effective date. HHSC
provided second verifications for all
participants. Other insurance-related
outcomes included the number
of days from study enrollment
to obtaining insurance, sporadic
coverage (obtained but then lost
insurance), insurance renewal,
insurance coverage 1 and 2 years
post-intervention cessation, and
parental satisfaction with the process
of obtaining coverage.

Data Collection
Outcomes were monitored by
a researcher blinded to group
allocation. The primary outcome
and other insurance-related
outcomes were assessed monthly;
other outcomes were evaluated 6
and 12 months post-enrollment,
except parental satisfaction with
the coverage process, which was

Analysis
The sample size was calculated
by using a power of 80% to detect
an intergroup difference of 20
percentage points in children’s
insurance rates, at an α = 0.05.
Accounting for up to 40% attrition,
at least 216 participants (108 in
each group) needed to be enrolled.
Intention-to-treat intergroup
comparisons were performed by
using the Wilcoxon test, Pearson’s χ2
test, analysis of variance, stepwise
multivariable logistic regression with
generalized estimating equations,
and an adjusted cumulative incidence
curve; all tests were 2-sided. The
trial’s clinicaltrials.gov identifier is
NCT01264718.

Cost-Effectiveness Analysis
The cost-effectiveness analysis (CEA)
used methodological principles
detailed by the US Public Health
Services Panel on Cost-Effectiveness
in Health and Medicine.28,29 Cost
items monitored and evaluated
included direct health care costs,
health insurance enrollment fees,
intervention costs, and indirect costs.
Direct health care costs were
calculated by using monthly parental
reports (given access to medical
records from multiple facilities was
not feasible) of out-of-pocket costs
and health services use in the past
month, consistent with validated
methods used in a recent CEA.30
Costs of health services (including
emergency department [ED] visits,
hospitalizations, and ICU stays) were
derived from mean Texas Medicaid/
CHIP reimbursements for specific
services in the year of receipt.
Insurance enrollment fees were
assessed by collecting information
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and withdrawals, 123 PM-group
participants and 114 controls
comprised the final evaluable
populations. These groups had
similar characteristics (Table 1),
except gender, for which adjustments
were made in multivariable analyses.
The median child age was 7 years
old; approximately two-thirds of
participants were Latino and onethird were African-American. The
median annual family income was
approximately $21 000, and children
had been uninsured for a median of 7
months.

Primary Outcome

FIGURE 1
Enrollment, randomization, and follow-up. aIncluding had no child, child > 18 years old, did not reside
in target community, and family income above qualifying threshold for Medicaid/CHIP. bIncluding not
interested, took information without further follow-up, legal custody issues, and language barrier.

actual self-reported wage rates were
used.

about coverage obtained and any
associated enrollment fee.
Intervention costs were calculated by
summing all intervention program
costs, including PM payments,
supplies, honoraria, and travel. PMs
maintained detailed activity and time
logs, permitting assessment of both
total time spent per family and per
activity.
Indirect costs included missed
parental work days and parental time
costs while seeking health insurance.
Parents reported time spent seeking
insurance information, completing
paperwork, and calling/visiting state
offices or private insurers. Time costs
were converted to dollars by using
wage rates. For employed parents,

4

The incremental cost-effectiveness
ratio (ICER) was calculated by
using standard methods28,29: the
difference in total costs between the
intervention group and controls was
divided by the intergroup difference
in the proportion of insured children.

RESULTS
Participants
A total of 329 participants were
randomly assigned to the PM
intervention (N = 172) or control
group (N = 157; Fig 1). After
exclusions for subsequent Medicaid/
CHIP ineligibility, losses to follow-up,

At 1-year follow-up, the PM group
was more likely than controls to
obtain health insurance, at 95%
vs 68% (P < .001; Table 2). After
adjustment, the PM group had
1.30 times the relative risk (95%
confidence interval [CI]: 1.21–1.32)
and 2.93 times the odds (95% CI:
2.14–4.00) of controls of obtaining
insurance. An adjusted incidence
curve revealed a marked intergroup
difference in coverage emerging
by the 100th day of follow-up and
sustained over the 1-year follow-up
period (Fig 2).

Secondary Outcomes
The PM group obtained insurance
quicker (median = 62 vs 140 days; P
< .001) than controls, and was more
likely to renew coverage (Table 2)
and be insured both 1 year and 2
years after intervention cessation. PM
group caregivers were more likely to
be very satisfied with the process of
trying to obtain children’s insurance,
and less likely to be dissatisfied or
very dissatisfied. The PM group was
less likely to have no primary care
provider (PCP), no usual source of
preventive care, different sources of
sick and preventive care, to never/
sometimes get immediate care
from the PCP, and to have problems
getting specialist care. PM children
were less likely to delay/not obtain
needed health care, and to not
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TABLE 1 Baseline Characteristics of Participants
Characteristica
Selected sociodemographic characteristics
Median child age (IQR), y
Female child gender, n (%)b
Child race/ethnicity, n (%)c
Latino
African-American
Mean caregiver age, y
Female caregiver gender, n (%)
Primary caregiver’s relationship to child, n (%)
Biological mother
Biological father
Other
Caregiver not high-school graduate
Caregiver unemployed
Primary caregiver born in US
Primary caregiver US citizen
Median annual combined family income (IQR)
Median months child uninsured (IQR)
Health status and health-related quality of life
Child’s health status not excellent or very good, n (%)c
PedsQL total score
Access to care and unmet needs, n (%)
Child has no PCP
Child has no usual source of preventive care
Child has no usual source of sick care
Different source of sick care and preventive care
Never/sometimes gets immediate care from PCP
Has problems getting care from specialistsd
Delayed or did not get needed health care in past year
Did not receive all needed preventive care in past year
Did not receive all needed acute care in past year
Did not receive all needed dental care in past year
Did not receive all needed prescription medications in past year
Use of health services and out-of-pocket costse
Doctor visits in past year
Out-of-pocket cost per doctor visit
Preventive-care visits in past year
Out-of-pocket cost per preventive-care visit
Sick visits in past year
Out-of-pocket cost per sick visit
ED visits in past year
Out-of-pocket cost per ED visit
Hospitalizations in past year
Out-of-pocket cost per hospitalization
Quality of caref
Quality rating of child’s well-child care
Quality rating of child’s PCP
Quality rating of child’s acute care
Quality rating of child’s specialty care
Parental satisfaction with care, n (%)
Doctor never/sometimes takes time to understand child’s speciﬁc needs
Doctor never/sometimes respects you are expert on your child
Doctor never/sometimes understands how you prefer to raise child
Doctor did not spend enough time with child
Did not ask all questions I wanted to ask
Would not recommend child’s health care provider to friends
Family ﬁnancial burden and missed school and work days due to child’s illness, n (%)
Need additional income to cover child’s medical expenses
Child’s health caused ﬁnancial problems for family
Family cut down on work hours to obtain health care for child
Median no. of missed school days in past year (IQR)
Median no. of missed work days in past year due to child’s illness (IQR)
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Control Group (N = 114)

PM Group (N = 123)

7 (4–12)
47 (41)

7 (3–10)
72 (58)

75 (66)
39 (34)
37.5 ± 10.9
110 (96)

80 (65)
43 (35)
35.7 ± 9.4
117 (95)

101 (89)
3 (3)
10 (9)
36 (32)
82 (72)
51 (45)
59 (52)
$21 300 ($13 100–$29 000)
8 (3–24)

114 (93)
5 (4)
4 (3)
49 (40)
97 (79)
63 (51)
64 (52)
$20 800 ($14 000–$30 000)
6 (4–12)

50 (44)
89.7 ± 11.6

43 (35)
88.3 ± 14.6

75 (66)
52 (46)
20 (18)
65 (57)
13 (27)
12 (46)
85 (75)
44 (54)
43 (81)
57 (63)
15 (24)

75 (61)
43 (35)
21 (17)
62 (50)
9 (16)
7 (41)
85 (69)
44 (50)
62 (82)
60 (59)
9 (13)

3.2 ± 0.4
$161.31 ± 71.3
1.0 ± 0.1
$64.32 ± 26.8
1.7 ± 0.3
$201.39 ± 99.7
1.0 ± 0.3
$351.19 ± 194.4
0.2 ± 0.1
$1500 ± 1250

3.0 ± 0.2
$121.90 ± 27.7
0.9 ± 0.1
$29.11 ± 7.8
1.6 ± 0.2
$188.84 ± 61.2
0.7 ± 0.1
$499.58 ± 163.3
0.1 ± 0.1
$633 ± 535.20

8.2 ± 2.1
8.7 ± 2.2
8.7 ± 2.2
8.6 ± 0.5

8.5 ± 1.9
9.1 ± 1.6
8.6 ± 2.0
7.7 ± 4.0

25 (22)
17 (15)
34 (30)
17 (15)
16 (17)
32 (28)

27 (22)
20 (16)
34 (28)
19 (16)
14 (14)
23 (19)

51 (45)
40 (35)
26 (23)
2 (1–5)
0 (0–1)

51 (42)
44 (36)
25 (21)
2 (1–5)
0 (0–2)
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TABLE 1 Continued
Characteristica
Median caregiver wage loss due to missed work days to care for sick child (IQR)
Median other costs related to taking care of sick child (IQR)

Control Group (N = 114)
$155 ($75–$276)
$70 ($20–$200)

PM Group (N = 123)
$208 ($100–$324)
$45 ($25–$87.50)

IQR, interquartile range; PedsQL, Pediatric Quality of Life Inventory Version 4.0 Generic Core Scales.
baseline characteristics, except where noted.
a Plus-minus values are means ± SD, except where noted. There were no signiﬁcant intergroup differences in
b P = .02.
c By caregiver report.
d Among those who reported that their child needed specialty care.
e Plus-minus values are means ± SE.
f By caregiver report, using a scale of 0 to 10, in which 0 = worst possible rating and 10 = best possible rating.

receive needed preventive, acute, or
dental care.

intergroup cost differences. Overall
costs were $454 647 for controls
and $291 426 for PM-group children.
ICERs revealed the PM intervention
saved $6045.22 per child insured per
year and $4185.15 for each percent
increase in children obtaining
insurance per year (Table 3).

The mean number of preventive
care visits was higher for PM than
control children (Table 2). Mean
out-of-pocket costs were lower for
PM children for doctor visits and
sick visits. PM-group parents rated
the quality of their children’s wellchild care higher, and were less
likely to report dissatisfaction with
their child’s health care for several
measures: the doctor never/only
sometimes takes time to understand
the child’s specific needs, respects
you are the expert on your child, and
understands how you prefer to raise
your child, and the parent would not
recommend the child’s health care
provider to friends.

DISCUSSION

Costs/CEA
The mean monthly cost (±SD) per
participant of the PM intervention
was $53.05 ± 10.41. The most
expensive item was PM stipends
($33.20 [±3.50]), followed by
program personnel ($15.60 [±9.10],
to identify/recruit uninsured
children), PM travel ($2.13 [±1.42]),
supplies ($1.07 [±0.35]), PM training
sessions ($0.70 [±0.20]), and
PM-program personnel meetings
($0.35 [±0.02]).
Controls had higher total costs
than the PM group for ED visits,
hospitalizations, ICU stays, and wage
loss/other costs of caring for sick
children (Table 3). Most subjects
(98% in each group) experienced at
least 1 of these events, but no specific
event/condition accounted for

6

In the Kids’ HELP trial, the PM
intervention was more effective than
traditional outreach/enrollment
in insuring uninsured minority
children, resulting in 95% of children
obtaining insurance, versus 68%
of controls. The PM intervention
also insured children faster, and
was more effective in renewing
coverage, improving access to
medical and dental care, reducing
out-of-pocket costs, achieving
parental satisfaction and quality
of care, and sustaining insurance
after intervention cessation. This is
the first RCT, to our knowledge, to
evaluate the effectiveness of PMs
in insuring uninsured children.
Two systematic reviews31,32
revealed only one previous RCT
(by our team) of an intervention to
insure uninsured children, which
revealed that community-based case
managers were more effective than
traditional outreach/enrollment in
insuring uninsured Latino children.
This RCT, in contrast to Kids’ HELP,
used case managers, focused only
on Latinos, and did not examine
health, health care outcomes, or
cost-effectiveness.12

PMs were relatively inexpensive,
at $53.05 per child per month, and
saved $6045.22 per year per child
insured. The relatively low mean
monthly costs of approximately
$33 for PM stipends and $16 for
personnel to screen, identify,
and assign uninsured children
to PMs indicate that the costs of
implementing Kids’ HELP on a larger
scale would be reasonable. The
relatively low overall cost of $53
per month for Kids’ HELP may also
be attractive to hospitals and health
systems, given that the higher rate
of insuring previously uninsured
children in Kids’ HELP has the
potential to translate into Medicaid/
CHIP revenue for ED visits and
hospitalizations, rather than writeoffs of charity-care losses.
One could hypothesize that cost
savings might have accrued for Kids’
HELP children via greater access
to early, timely outpatient care and
medical homes, thereby potentially
reducing the number, duration, and
severity of preventable illnesses
and concomitant sick visits, ED
visits, and hospitalizations, but
further research would be needed
to confirm this. Although the cost
findings are suggestive, given that
additional research is needed on the
effectiveness of the intervention in
other settings and populations, the
study results would seem to indicate
that implementing PM interventions
in health plans, state Medicaid and
CHIP programs, or nationally might
potentially result in considerable cost
savings. For example, hypothesizing
PM interventions might have a
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TABLE 2 Study Outcomes at 1-Year Follow-Up and for Long-Term Insurance Coverage
Outcomea
Primary outcome: child obtained health insurance, n (%)
Adjusted relative risk (95% CI)b
Adjusted odds ratio (95% CI)b
Median number of days to obtaining insurance (IQR)
Sporadic insurance coverage, n (%)c
Renewed insurance, n (%)d
Health-insurance coverage 1 y after cessation of PM intervention, n (%)e
Health-insurance coverage 2 y after cessation of PM intervention, n (%)f
Parental satisfaction with process of trying to obtain health insurance for child, n (%)
Very satisﬁed
Satisﬁed
Uncertain
Dissatisﬁed
Very dissatisﬁed
Health status and health-related quality of life
Health status not excellent/very good, n (%)g
PedsQL total score
Access to health care, n (%)
Child has no PCP
Child has no usual source of preventive care
Child has no usual source of sick care
Different source of sick care and preventive care
Never/sometimes gets immediate care from PCP
Has problems getting care from specialistsh
Delayed or did not get needed health care in past year
Did not receive all needed preventive care in past year
Did not receive all needed acute care in past year
Did not receive all needed dental care in past year
Did not receive all needed prescription medications in past year
Use of health services and out-of-pocket costsi
Doctor visits in past year
Out-of-pocket cost per doctor visit
Preventive-care visits in past year
Out-of-pocket cost per preventive-care visit
Sick visits in past year
Out-of-pocket cost per sick visit
ED visits in past year
Out-of-pocket cost per ED visit
Hospitalizations in past year
Out-of-pocket cost per hospitalization
Quality of carej
Quality rating of child’s well-child care
Quality rating of child’s PCP
Quality rating of child’s acute care
Quality rating of child’s specialty care
Parental satisfaction with care, n (%)
Doctor never/sometimes takes time to understand child’s speciﬁc needs
Doctor never/sometimes respects you are expert on your child
Doctor never/sometimes understands how you prefer to raise child
Doctor did not spend enough time with child
Did not ask all questions I wanted to ask
Would not recommend child’s health care provider to friends
Family ﬁnancial burden and missed school and work days due to child’s illness, n (%)
Need additional income to cover child’s medical expenses
Child’s health caused ﬁnancial problems for family
Family cut down on work hours to obtain health care for child
Median caregiver wage loss due to missed work days to care for sick child (IQR)
Median other costs related to taking care of sick child (IQR)
Median number of missed school days in past year (IQR)
Median number of missed work days in past year due to child’s illness (IQR)

Control Group (n = 114)

PM Group (n = 123)

P

78 (68)
Referent
Referent
140 (61–236)
39 (34)
42 (60)
62 (76)
32 (76)

117 (95)
1.30 (1.21–1.32)
2.93 (2.14–4.00)
62 (33–112)
32 (26)
80 (85)
73 (95)
39 (100)

<.001
<.001
<.001
<.001
.21
<.001
<.001
<.001
<.001

28 (25)
45 (40)
17 (15)
10 (9)
13 (12)

69 (57)
33 (27)
12 (10)
5 (4)
2 (2)

41 (36)
94.3 ± 9.3

31 (25)
94.0 ± 9.7

.07
.84

45 (40)
8 (7)
8 (7)
31 (27)
5 (19)
6 (46)
29 (25)
16 (22)
5 (20)
27 (31)
2 (4)

19 (16)
1 (1)
3 (2)
19 (16)
0 (0)
2 (11)
16 (13)
4 (4)
1 (3)
18 (18)
1 (2)

<.001
.013
.09
.03
.03
.03
.02
<.001
.04
.03
.42

2.6 ± 0.3
$37.24 ± 7.5
0.9 ± 0.1
$27.49 ± 9.0
1.6 ± 0.3
$42.74 ± 9.4
0.34 ± 0.1
$94.04 ± 92.5
0.03 ± 0.02
$25.00 ± 22.5

2.9 ± 0.3
$32.87 ± 24.0
1.3 ± 0.1
$4.63 ± 1.5
1.4 ± 0.2
$9.38 ± 3.1
0.33 ± 0.1
$80.74 ± 33.0
0.02 ± 0.03
$0 ± 0

.24
<.001
.01
.09
.64
<.001
.59
.22
.35
.25

8.6 ± 1.5
9.0 ± 1.7
8.8 ± 1.6
8.1 ± 2.5

8.9 ± 1.4
9.2 ± 1.3
9.2 ± 1.2
8.8 ± 1.7

.03
.55
.07
.22

27 (24)
26 (23)
42 (37)
12 (11)
9 (8)
18 (16)

15 (12)
13 (11)
31 (25)
11 (9)
6 (5)
7 (6)

.02
.01
.04
.68
.34
.01

15 (13)
16 (14)
9 (8)
$200 ($135–300)
$324 ($30–600)
2.0 (0–3)
0 (0–0)

7 (6)
9 (7)
6 (5)
$240 ($125–408)
$150 ($80–1344)
2.0 (0–4)
0 (0–0)

.04
.09
.34
.18
.58
.83
.65

IQR, interquartile range; PedsQL, Pediatric Quality of Life Inventory Version 4.0 Generic Core Scales.
combined income below the federal poverty threshold.
CHIP in Texas require annual renewal).
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TABLE 2 Continued
control group and 77 in the PM group could be evaluated and were assessed for health-insurance coverage.
the control group and 39 in the PM group could be evaluated and were assessed for health-insurance coverage.
a Plus-minus values are means ± SD, except where indicated.
b Adjusted for child gender and age, citizenship and employment status of primary caregiver, and an annual
c Child was insured but then lost health insurance at some point during the 1-y follow-up interval.
d Among children covered by Medicaid who were required to renew coverage after 6 mo (children covered by
e At the 2-y follow-up assessment, 1 y after cessation of the PM intervention, when a total of 82 children in the
f At the 3-y follow-up assessment, 2 y after cessation of the PM intervention, when a total of 42 children in
g By caregiver report.
h Among those who reported that their child needed specialty care.
i Plus-minus values are means ± SE.
j By caregiver report, using a scale of 0 to 10, in which 0 = worst possible rating and 10 = best possible rating.

but not enrolled in Medicaid/CHIP2–5]
× 0.57 [proportion of uninsured
Latino or African-American children7]
× $6045.22 [savings per child insured
by Kids’ HELP] × 0.95 [proportion
of PM group children obtaining
insurance]). Conditionally assuming
that PMs could also potentially be
effective for uninsured children of all
races/ethnicities, similar calculations
suggest that national implementation
of PM interventions to insure all
Medicaid/CHIP-eligible uninsured
children might possibly save $21.2 to
$24.7 billion.

FIGURE 2
Adjusted incidence curve of insurance coverage for study participants. Covariates adjusted for
include child’s age and gender, parental citizenship and employment, and family income.

TABLE 3 Analysis of Costs and Cost Effectiveness of PM Intervention
Itema
PM stipends—total cost
PM travel and supplies—total cost
PM training sessions and meetings—total cost
Program coordinator salary—total cost
ED visitsa—total cost
Hospitalizationsb—total cost
ICU staysc—total cost
Wage loss and other costs related to taking care of sick
childd—total cost
Total for all costs
ICER per child insurede
ICER per each percent increase in children insurede

Control Group

PM Group

—
—
—
—
$62 730
$81 234
$277 094
$33 589

$53 838
$5195
$1411.61
$25 350
$60 885
$58 431
$74 742
$12 985

$454 647
—
—

$291 426
–$6045.22
–$4185.15

Intervention parents (98.4%) experienced a total of 75 missed work days due to their child’s illness. —, N/A.
a N = 39 ED visits for controls and 40 for the intervention group.
b N = 2 hospitalizations for controls and 2 for the intervention group.
c N = 4 ICU stays for controls and 1 for the intervention group.
d N = 112 control parents (98.2%) experienced a total of 83.5 missed work days due to their child’s illness; N = 121
e A negative value represents cost savings per year.

similar efficacy when implemented
on a larger scale and in other regions,
national implementation of Kids’

8

HELP could possibly save $12.1 to
$14.1 billion (3 700 000–4 300 000
[uninsured US children eligible for

PMs were more effective in
improving access to primary, dental,
and specialty care; reducing unmet
needs; achieving parental satisfaction
with care; and sustaining long-term
coverage. We hypothesize that these
benefits resulted from PM training
specifically emphasizing educating
parents on the importance of medical
homes, how to obtain children’s
dental and specialty care, taking an
active role in pediatric care, and how
to maintain and renew Medicaid/
CHIP.
PMs resulted in lower out-ofpocket costs for doctor and sick
visits, higher well-child care
quality ratings, and higher levels of
parental satisfaction and respect
from children’s physicians. We
hypothesize these benefits accrued
from a combination of PM children
being more likely to have medical
homes (evidenced by their greater
likelihood of having a PCP, usual
source of preventive care, and same
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source of sick and preventive care)
and the ability to get immediate care
from the PCP, along with PM training
emphasizing educating parents on
the importance of medical homes
and taking an active role in pediatric
care. Higher out-of-pocket costs
for control parents may also have
occurred because their children were
less likely to be insured, thereby
requiring parents to pay larger outof-pocket shares for doctor and sick
visits for their uninsured children.
Certain study limitations should
be noted. This trial was conducted
in urban populations of Latinos
and African-Americans in Texas,
so findings may not necessarily
generalize to non-urban populations
or other regions or racial/ethnic
groups. Parental-reported service use
was not verified via health records,
although research documents high
correlations between parental
reports and health records.30 Some
cost differences were driven by
high costs of ICU care, and only
4 controls and 1 PM group child
had ICU admissions, so caution in
interpretation is warranted. The
study protocol may have resulted
in control children attaining higher
rates of insurance coverage than
in the general population in nonresearch settings, as monthly
contacts by research staff to assess
outcomes may have regularly
prompted parents to seek insurance
for their children.

The results suggest several potential
implications for policy and practice.
First, the largely passive mechanisms
of traditional Medicaid/CHIP
outreach and enrollment (such as
media and public transportation
advertisements and posting tollfree telephone numbers) appear
to be less effective than a PM
intervention that is interactive,
provides social support, connects
parents of uninsured children with
other parents who successfully
insured their own children and come
from the same neighborhoods and
similar racial/ethnic backgrounds,
and includes PM training on
providing assistance with obtaining
pediatric care and addressing social
determinants of health. Second,
evidence suggests that PMs result in
multiple benefits, including insuring
more uninsured children, reducing
families’ out-of-pocket costs of care,
employing parents seeking work,
increasing earnings in low-income
minority communities, and saving
money. Third, PMs and analogous
peer mentors for adults might
prove to be highly cost-effective
interventions for reducing or
eliminating insurance disparities and
insuring all Americans.

coverage; improving access to
primary, dental, and specialty care;
reducing unmet needs and out-ofpocket costs; achieving parental
satisfaction and care quality; and
sustaining long-term coverage. The
PM intervention was inexpensive,
and saved $6045.22 per insured
child. These findings suggest that
PMs and analogous peer mentors for
adults might prove to be highly costeffective interventions for reducing
or eliminating insurance disparities
and insuring all Americans.
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