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Objective: Stimulant medications, such
as methylphenidate and amphetamines,
are commonly prescribed to treat atten-
tion deficit hyperactivity disorder. Stimu-
lant use increased fourfold from 1987
(0.6%) to 1996 (2.4%) among subjects 18-
year-old and younger in the U.S. The aim
of this study was to determine whether
pediatric use of stimulants continued to
rise during the period 1997–2002.

Method: The Medical Expenditure Panel
Survey (MEPS) database for the years
1997–2001 was analyzed. The MEPS is a
yearly survey of a nationally representa-
tive sample of civilian, noninstitutional-
ized U.S. households, conducted by the
U.S. Agency for Health Care Research and
Quality. Previously reported estimates
from the 1996 MEPS and the 1987 Na-
tional Medical Expenditure Survey, the
predecessor to MEPS, were also replicated
to compare recent trends to changes be-
tween 1987 and 1996.

Results: The prevalence use of stimu-
lants among subjects under 19 years of
age was 2.7% (95% C.I. 2.3–3.1) in 1997
and 2.9% (95% C.I. 2.5–3.3) in 2002, with
no statistically significant change during
these 6 years. Likewise, when pooling
data across years and comparing the rate
in 1997–1998 (2.8%) with the rate in
2001–2002 (3.0%), no statistically signifi-
cant changes emerged. Use was highest
among 6–12 year olds (4.8% in 2002), as
compared with 3.2% among 13–19 year
olds and 0.3% among children under 6.
An estimated 2.2 million (95% C.I. 1.9–2.6)
children received stimulant medication in
2002 as compared to 2.0 million (95% C.I.
1.7–2.3) in 1997.

Conclusions: The steep increase in the
utilization of stimulants among children
18 years and younger that occurred
over the 1987–1996 period attenuated
in the following years through 2002,
and has remained stable among very
young children.

(Am J Psychiatry 2006; 163:579–585)

Stimulant medications, such as methylphenidate and

amphetamines, have been used to treat children (here de-

fined as subjects of 18 years of age or younger) with symp-

toms of attention deficit hyperactivity disorder (ADHD)

for more than 30 years (1). Because stimulants are drugs of

potential abuse and ADHD remains a descriptive syn-

drome without diagnostic biological markers, controversy

continues to plague the use of these medications drugs,

especially for preschool-age children (2, 3). A steep in-

crease in the utilization of these drugs during the period

from the late 1980s to the mid-1990s has been docu-

mented by analyses of both health insurance databases

and national surveys (4, 5). Use of stimulants increased

from 0.6% in 1987 to 2.4% in 1996 among U.S. children,

which was a fourfold increase during this 10-year period

(4). Stimulant utilization is known to vary considerably by

gender, age, race/ethnicity, and geographical area, with a

rate more than twofold higher in boys than in girls, and

highest between 6 and 14 years of age, among whites, and

in the U.S. South and Midwest (4–6). Geographical varia-

tion makes it difficult to estimate national use from local

databases.

The point prevalence of ADHD is generally estimated
around 4%–5% of the child population, although higher
rates have been recently reported (7–9). Both underpre-
scribing and overprescribing of stimulants have been de-
scribed (10–12). There are indications that, at least in
some communities, a substantial portion of children re-
ceiving stimulants may not meet full criteria for ADHD
(11). These reports, together with the increase in stimulant
use, also among preschool-age children, have raised con-
cern about the extent and appropriateness of this phar-
macological treatment of childhood behavioral problems.

It is unknown whether the utilization rate of stimulant
medications has continued to increase in the late 1990s
and early 2000s. During this period, further evidence of
the effectiveness of these medications for children with
ADHD was published and new long-acting formulations
of methylphenidate were developed, which might have
fostered use (13, 14). On the other hand, estimates of use
based on a commercially insured sample suggest that the
utilization rate among 5- to 14-year-old children was sim-
ilar in 1999 (4.2%) to that reported for 1996 (4.1%) in an-
other study (4, 6). However, comparisons across different
databases are difficult to interpret, and no estimates of the
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national rate of utilization for the years after 1999 have
been reported.

The purpose of the present study was to determine if the
use of stimulant medication among children (i.e., subjects
under 19 years of age) in the U.S. during the period 1996/
1997–2002 continued to increase as had been previously
reported during the 10 years up to 1996.

Method

Data Sources

The data are drawn from the 1997 through 2002 years of the
Medical Expenditure Panel Survey (MEPS). The MEPS is a nation-
ally representative household survey of health care use and costs,
conducted by the Agency for Health Care Research and Quality
(AHRQ), in conjunction with the National Center on Health Sta-
tistics (NCHS). The MEPS uses an overlapping panel design, com-
bining two panels to produce estimates for each calendar year
(with the exception of 1996 when the survey began). Households
for each panel were interviewed five times over a 2-year period.
The sample for each panel was drawn from the sample of all
households responding to the National Health Interview Survey
in the year prior to the panel start date in MEPS. Overall response
rates for the 1997 through 2002 MEPS were 66.4% (1997), 67.9%
(1998), 64.3% (1999), 65.8% (2000), 66.3% (2001), and 64.7%
(2002). Our analytic sample includes all children under the age of
19 in each year. Final sample sizes were respectively 10,285
(1997); 7,282 (1998); 7,235 (1999); 7,286 (2000); 9,710 (2001); and

11,713 (2002). The larger sample sizes of children in 1997 and
2002 reflect the greater number of households surveyed in those
years. The MEPS sample is poststratified to the Current Popula-
tion Survey, and is representative of the civilian noninstitutional-
ized population in each year.

Data on prescription drug use in the MEPS was collected both
directly from households and from a pharmacy follow-back sur-
vey. Stimulant use was identified through a combination of NDC
codes and branded and generic medication names, as provided
on the MEPS public use prescription drug files for the years 1997–
2002. We define stimulants to include the following compounds
in various formulations: methylphenidate, dexmethylphenidate,
pemoline, amphetamine, and dextroamphetamine. Dexmeth-
ylphenidate, a reformulation of methylphenidate, received FDA
approval in November 2001, but there was little reported usage in
2001 or 2002. Additional details on the household and pharmacy
data collections are available on the public use data files and in a
detailed methodology report produced by AHRQ (15).

We also replicate previously reported estimates on stimulant
use for the population under age 19 using data from the 1996
MEPS and the 1987 National Medical Expenditure Survey
(NMES), the predecessor to MEPS, in order to compare more re-
cent trends (1997–2002) to previously reported trends between
1987 and 1996/1997 (4).

Data Analysis

We report national estimates of the annual use of stimulants
for the U.S. civilian, noninstitutionalized population of children
18 years old and younger for calendar years 1997 through 2002 us-
ing MEPS, our replicated estimates of calendar year 1996 from

TABLE 1. Distribution of Population Characteristics, 1997 and 2002a

Variable

Percentage Distribution 1997–2002 Difference

1997 2002

z p% CI % CI
Age (years)

0–5 31 30–33 30 29–31 1.34 0.18
6–12 37 36–39 37 36–38 0.31 0.75
13–18 31 30–33 33 31–34 1.60 0.11

Sex
Male 51 50–52 51 50–52 0.11 0.91
Female 49 49–50 49 49–50 0.11 0.91

Race/ethnicity (mutually exclusive categories)
White 65 62–67 60 58–62 2.88 0.004
Black 16 14–17 16 14–17 0.10 0.92
Hispanic 15 13–17 18 17–20 3.00 0.003
Other 4 3–5 6 5–7 1.77 <0.08

Family incomeb

Poor/near poor (<125%) 25 23–27 22 21–24 2.10 <0.04
Low/middle (125–400%) 50 48–52 50 49–52 0.08 0.94
High income (>400%) 25 23–26 27 26–29 2.47 <0.02

Region
Northeast 18 16–20 18 16–20 0.06 0.95
Midwest 24 21–26 22 20–25 0.90 0.37
South 34 32–37 35 33–38 0.64 0.52
West 24 21–26 24 21–27 0.26 0.80

Urban
Non-MSA 20 17–22 18 16–19 1.62 0.11
MSA 80 78–82 82 80–84 1.62 0.11

Insurance
Any private 69 67–71 66 64–67 1.72 0.09
Public only 20 18–21 26 25–28 2.71 0.007
Uninsured 11 10–12 8 7–9 5.81 <0.001

Columbia Impairment Scale score (ages 5–17)
Not impaired (<16) 87 86–89 87 86–88 0.96 0.34
Impaired (≤16) 13 11–14 12 11–13 0.96 0.34

a Author’s calculations from the Medical Expenditure Panel Survey 1997–2002
b Relative to federal poverty line.
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MEPS, and replicated estimates for 1987 use from NMES. We also
report changes between 1997 and 2002 for the following popula-
tion subgroups: age, sex, race/ethnicity, family income relative to
the federal poverty line, census region, Metropolitan Statistical
(MSAs) areas versus non-MSAs, health insurance coverage, and
impairment as measured by the Columbia Impairment Scale (16).
We use 1997 instead of 1996 as the beginning time point for these
subgroup analyses because the larger sample sizes in 1997 pro-
vide greater power to detect differences. Table 1 provides the dis-
tribution of these subgroups across the population aged 18 and
under in 1997 and 2002.

MEPS sampling weights, which adjust for the complex sample
design and nonresponse, are used throughout in the analyses. We
use standard Z-score tests, computed with these weights and ac-
counting for the complex sample design and correlation across
individuals, to assess changes in stimulant use between 1997 and
2002, as well as differences between population subgroups in
each year. We also tested whether the average annual increase in
the decade between 1987 and 1997 was the same as the average
annual increase between the 5-year period between 1997 and
2002, accounting for the design of the NMES and MEPS surveys.

Logistical regression analysis was used to further examine the
sociodemographic correlates of stimulant use among children
age 5–17 for whom the Columbia Impairment Scale measure was
available, pooling the years 2000 through 2002 to increase power
to detect differences.

We have 90% power to detect an average 0.20 percentage point
change per year over a 5-year period at the .05 level. This is a
smaller average increase than was observed between 1987 and
1997 (0.26 percentage points). To increase statistical power fur-
ther, we performed statistical tests for changes in stimulant use
rates by pooling data for consecutive years.

All statistical analyses and tests were performed using Stata
version 8.2 (Stata Corporation, College Station, Tex.)

Results

The estimated prevalence of stimulant medication use
for the years 1997–2002 is presented in Table 2. The utiliza-
tion rate for all age groups was 2.7% (95% C.I. 2.3–3.1) in
1997 and 2.9% (95% C.I. 2.5–3.3) in 2002, with no statisti-
cally significant changes during this 5-year period. The
2002 rate corresponds to an estimate of 2.2 million (95%

C.I. 1.9–2.9) users in 2002. Use was highest among 6–12
year olds (4.8% in 2002), followed by the 13–18-year-old
group (3.2%), while use among children under 6 years was
0.3%. No statistically significant increase in the prevalence
of use was detected for any of the three age groups be-
tween 1997 and 2002.

Additional tests pooling 1997 and 1998 (2.8% across all
age groups) and comparing these years to 2001 and 2002
(3.0%) also showed no statistically significant change over
time. However, there were some statistically significant
changes when using 1996 as the base year instead of 1997.
The overall rate of use of 2.4% in 1996 increased to the
2001–2002 combined rate of 3.0% (p=0.064). There was
also a statistically significant increase in use among 13–18
years olds from 2.3% in 1996 to 3.5% for 2001/2002 com-
bined.

The estimated prevalence for use of stimulant medica-
tion for the 5 years between 1997 and 2002 was compared
to estimates for the decade between 1987 and 1997 (with
only the year 1996 available between 1987 and 1997) in
Figure 1. The average annual increase in the estimated use
in the 5 years between 1997 and 2002 was 0.05 children per
100, but this increase was not statistically significant from
zero (p=0.47). In contrast, the average annual increase in
the prevalence of stimulant use for the decade between
1987 and 1997 was 0.21 children per 100 (p<0.001). The
change in trend in the average annual increase between
1987 and 1997 and 1997–2002 is statistically significant (p=
0.04).

The use of stimulant medications was higher in males
(4.0% in 2001) than in females (1.7%), and in white (3.6%)
than in black (2.2%) or Hispanic (1.4%) children (Table 3).
There was an increase in use among black children from
1997 to 2002 (1.2% in 1997 versus 2.2% in 2002, p=0.09).
Family income, type of health insurance, and living in ur-
ban setting did not moderate the rate of use. Subjects
without insurance had lower utilization (0.9% in 2002)

FIGURE 1. Trends in Prevalence of Stimulant Use in the U.S. Population 18 Years and Younger 1987-2002a

a Authors’ calculations from the 1987 National Medical Expenditure Survey and the Medical Expenditure Panel Survey (MEPS) 1996–2002.

5.0

4.0

3.0

2.0

1.0

0.0
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003

N
u

m
b

e
r 

o
f 

U
se

rs
 p

e
r 

1
0

0
 P

o
p

u
la

ti
o

n

Year

0–5
6–12
13–18
0–18



582 Am J Psychiatry 163:4, April 2006

STIMULANTS AND CHILDREN

ajp.psychiatryonline.org

TABLE 2. Trends in Stimulant Use in the U.S Population Age 18 Years and Younger, 1997–2002

Groups

Stimulate Use

1997 1998 1999 2000
N % N % N % N %

Number of users (millions) 2.0 1.7–2.3 2.2 1.8–2.6 2.1 1.7–2.6 2.1 1.6–2.7
0–5 0.1 1.0–1.5 0.1 0.0–0.2 0.1 0.0–0.1 0.1 0.0–0.1
6–12 1.2 1.0–1.5 1.4 1.0–1.7 1.4 1.0–1.7 1.3 0.9–1.6
13–18 0.7 0.5–0.9 0.7 0.5–0.9 0.7 0.5–0.9 0.8 0.5–1.1

Total population (millions) 75.6 76.5 76.7 76.7
0–5 23.8 23.8 23.9 24.1
6–12 28.3 28.4 29.3 28.5
13–18 23.5 24.4 23.5 24.0

Sample size 10,285 7,282 7,235 7,286
0–5 3,081 2,116 2,158 2,221
6–12 4,008 2,844 2,872 2,851
13–18 3,196 2,322 2,205 2,214

% CI % CI % CI % CI

Percent with use (%) 2.7 2.3–3.1 2.8 2.3–3.3 2.8 2.3–3.3 2.8 2.3–3.3
0–5 0.4 0.1–0.6 0.4 0.1–0.7 0.3 0.1–0.5 0.3 0.0–0.5
6–12 4.4 3.6–5.2 4.8 3.7–5.9 4.7 3.6–5.8 4.4 3.5–5.3
13–18 2.9 2.2–3.7 2.9 2.0–3.8 2.9 2.1–3.7 3.4 2.4–4.4

a z for 1996–2002 difference is 1.72 (p<0.09).
b z for 1996–2002 difference is 1.81 (p<0.08).

TABLE 3. Stimulant Use by Selected Population Characteristics, 1997 and 2002

Variable

Percent With Use 1997–2002 Difference

1997 2002

z p% CI % CI
Age (years)

0–5 0.4 0.1–0.6 0.3 0.0–0.6 0.49 0.63
6–12 4.4 3.6–5.2 4.8 3.9–5.6 0.60 0.55
13–18 2.9 2.2–3.7 3.2 2.6–3.9 0.58 0.56

Sex
Male 4.1 3.4–4.7 4.0 3.4–4.7 0.10 0.92
Female 1.2 0.8–1.6 1.7 1.3–2.2 1.72 <0.09

Race/Ethnicity (mutually exclusive categories)
White 3.5 3.0–4.1 3.6 3.0–4.2 0.19 0.85
Black 1.2 0.6–1.7 2.2 1.2–3.2 1.71 0.09
Hispanic 1.1 0.6–1.6 1.4 0.9–2.0 0.91 0.36
Other 0.7 0.0–1.5 1.7 0.0–3.2 1.21 0.23

Family incomea

Poor/near poor (<125%) 2.2 1.5–2.9 2.6 1.8–3.4 0.73 0.46
Low/middle (125–400%) 2.7 2.1–3.3 3.2 2.5–3.8 1.12 0.26
High income (>400%) 3.2 2.4–4.0 2.7 1.9–3.4 0.85 0.40

Region
Northeast 1.6 1.0–2.3 2.7 1.6–3.9 1.65 0.10
Midwest 3.0 2.0–3.9 3.0 2.0–4.0 0.07 0.95
South 3.4 2.6–4.1 3.4 2.7–4.1 0.01 0.10
West 2.2 1.4–2.9 2.2 1.3–3.1 0.09 0.93

Urban
Non-MSA 3.1 2.0–4.1 3.2 2.3–4.0 0.17 0.86
MSA 2.6 2.2–3.0 2.9 2.4–3.6 0.76 0.45

Insurance
Any Private 2.8 2.3–3.3 3.0 2.5–3.5 0.43 0.67
Public Only 2.9 2.0–3.8 3.3 2.5–4.2 0.66 0.51
Uninsured 1.4 0.5–2.3 0.9 0.0–1.7 0.86 0.39

Columbia Impairment Scale score (ages 5–17)
Not impaired (<16) 2.4 1.9–2.8 2.7 2.3–3.2 1.03 0.30
Impaired (≥16) 13.5 10.5–16.5 13.9 11.0–16.6 0.18 0.86

a Relative to federal poverty line. 
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than children with either public (3.3%, p<0.001) or private
health insurance coverage (3.0%, p<0.001).

Use of stimulants was much higher among children who
were reported to have functional impairment (13.9% in
2001) than among those deemed to be not impaired (2.7%,
p<0.001). Results from logistic regression analysis pooling
the years 2001 and 2002 confirmed these results (Table 4).

Differences among geographical regions were not statis-
tically significant in 2002 with the exception of the higher
utilization in the South (3.4%) compared with the West
(2.2%, p=0.05). Differences among regions were more pro-
nounced in 1997 (Table 3), with the Northeast (1.6%) and
West (2.2%) having lower utilization than the Midwest
(3.0%) and South (3.4%). Treatment rates in 2002 re-
mained the same in the Midwest (3.0%), South (3.4%), and
West (2.2%). However, utilization increased markedly in
the Northeast from 1.6% in 1997 to 2.7% in 2002 (p=0.101).
This increase in utilization in the Northeast becomes sta-
tistically significant at the 0.05 level (p=0.025), when pool-
ing the years 1996–1998 (1.8%, 1.6%, and 2.1% respec-
tively) and comparing to the years 2000–2002 (2.9%, 3.4%
and 3.0%, respectively). The logistic regression results (Ta-
ble 4) show that the Northeast continued to have lower
utilization than the South (OR=1.38, p=0.073) in 2000–
2002 but higher utilization than the West (OR=0.66, p=
0.078). The West (p<0.001) and Midwest (p=0.01) also had
lower utilization compared to the South.

Discussion

These data, which are based on the survey of a nation-
ally representative sample, suggest that the steep rate of
increase in utilization of stimulant medication among

children attenuated during the 5-year period between
1997 and 2002. Utilization remained highest among chil-
dren 6 to 12 years of age (4.8%, 95% C.I. 3.9–5.6, in 2002), a
rate that had remained, however, stable since 1998 (4.8%,
95% C.I. 3.7–5.9).

The use among children under 6 years of age remained
stable at 0.3% in 2002 as compared with 0.4% in 1997. A
previous report, based on regional health insurance data-
bases, of a 1.7-fold to 3.1-fold increase in stimulant utiliza-
tion rate in preschoolers from 1991 through 1995 raised
much concern of a rapidly escalating use in young chil-
dren (5). The 1997–2002 data indicate that, nationwide, a
further increase in this age group has not occurred. This
finding is also consistent with a recent report that phar-
macological treatment of preschoolers with behavioral
disturbances is rather uncommon (18).

There was a trend toward increased utilization among
black children, whose use went from 1.2% (0.6–1.7) in 1997
to 2.2% (1.2–3.2) in 2002, suggesting that the well known
discrepancy in stimulant medication use across racial/
ethnic groups has been attenuating. No difference in use
was found between privately and publicly insured chil-
dren, thus confirming that the treatment approach to
ADHD does not vary based on insurance type. Not unex-
pectedly, however, uninsured children had a substantially
lower utilization than insured children.

The level of functional impairment was measured on
the Columbia Impairment Scale. Children with functional
impairment had much higher use (mean 13.9% in 2002)
than nonimpaired children (2.9%). Because unimpaired
children are more prevalent in the general population, it is
estimated that 45% (37–53% 95% C.I) of the use in 1997

Stimulant Use 1997–2002 Difference

2001 2002
N % N % z p

2.4 2.0–2.8 2.2 1.9–2.6 0.88 0.38a

0.1 0.0–0.1 0.1 0.0–0.1 0.53 0.60
1.3 1.1–1.6 1.4 1.1–1.6 0.67 0.51
0.9 0.7–1.2 0.8 0.6–1.0 0.94 0.35

77.0 77.0
23.7 23.3
28.5 28.6
24.8 25.1

9,710 11,713
2,924 3,455
3,733 4,498
3,053 3,760

% CI % CI z p

3.1 2.6–3.5 2.9 2.5–3.3 0.73 0.47
0.4 0.1–0.6 0.3 0.0–0.6 0.49 0.63
4.7 3.9–5.5 4.8 3.9–5.6 0.60 0.55
3.8 2.9–4.7 3.2 2.6–3.9 0.58 0.56b
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and 40% (33–48%, 95% C.I.) in 2002 was accounted for by
children with reported functional impairment, leaving
most of the use by children without reported functional
impairment. This finding is difficult to interpret because
we could not determine from the database how many cur-
rently unimpaired children were functionally impaired
before starting stimulant treatment. Thus, many of the
children reported as without functional impairment may
be children who have responded to the medication and
thus be unimpaired at the time of the survey.

Consistent with previous reports, predictors of stimu-
lant use included being male, being white, being under 13
years of age, being insured, being functionally impaired,
and living in the South (Table 4). These data indicate that,
overall, the pattern of utilization has not substantially
changed over the years. The comparison between use in
1997 and 2002, however, shows a trend for increased utili-
zation in girls and in black children (Table 3), thus suggest-
ing that some of these differences may be attenuating.

There are several limitations in this study. The MEPS
data do not contain clinical information for deriving valid
determinations of a diagnosis of ADHD. Thus, these data
cannot address the issue of whether stimulants are over-
or underprescribed. The estimated utilization of 2.9%
(95% C.I. 2.5–3.3) is well within the limit of the estimated

4%–5% point prevalence of ADHD in the general popula-
tion, but we cannot determine how many users had a valid
case of ADHD. Self-report surveys such as the MEPS rely
on the responders’ ability and willingness to accurately re-
call information. Recall and reporting biases could result
in under reporting and consequently underestimating
use. Yet, the validity of the MEPS data is supported by their
consistency with data on drug expenditures from other
sources (19, 20). For example, the estimated 1999 use of
stimulants among children 6–12 years of age based on
MEPS data are consistent with that derived from a private
national insurance claim database (6).

Finally, while MEPS is a large national survey, it lacks
power to detect small increases over time. Thus, stimulant
use may have been increasing slightly over the period 1997 to
2002, but we cannot say for sure. However, there is enough
statistical power to rule out larger increases in this period.

In conclusion, these data suggest that the increase in the
utilization of stimulant medications among children 18
years and younger that occurred over the 1987–1996 pe-
riod has attenuated during the following years 1997–2002.

Received Jan. 5, 2005; revision received May 31, 2005; accepted Sept.
19, 2005. From the Division of Social and Economic Research, Center
for Financing, Access, and Cost Trends, Agency for Health Care Re-
search and Quality, 540 Gaither Rd., Rockville, M.D.; Division of Services

TABLE 4. Logistic Regression Analysis of Stimulant Use Among 5–17 Year Olds

Variable Odds Ratio

95% CI

pLower Upper
Age

5–12 (omitted)
13–17 0.78 0.63 0.95 0.02

Sex
 Male 2.69 2.12 3.41 <0.001
 Female (omitted)

Race/ethnicity (mutually exclusive categories)
 White (omitted)
 Black 0.49 0.35 0.68 <0.001
 Hispanic 0.48 0.33 0.69 <0.001
 Other 0.53 0.21 1.35 0.19

Family incomea

 Poor/near poor (<125%)
 Low/middle (125–400%) 0.77 0.53 1.12 0.19
 High income(>400%) 0.91 0.69 1.20 0.17

Region
 Northeast (omitted)
 Midwest 0.92 0.63 1.36 0.68
 South 1.38 0.97 1.97 0.08
 West 0.66 0.42 1.05 0.08

Urban
 non-MSA (omitted)
 MSA 1.09 0.77 1.54 0.64

Insurance
 Any private 2.49 1.50 4.13 <0.001
 Public only 3.28 1.96 5.50 <0.001
Uninsured (omitted)

Columbia Impairment Scale (ages 5–17)
 Not impaired (CIS< 16)
 Impaired (CIS>=16) 5.48 4.27 7.04 <0.001

Year
 2000 (omitted)
 2001 1.06 0.85 1.33 0.60
 2002 1.04 0.82 1.33 0.74

a Relative to federal poverty line.
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