
This article appeared in a journal published by Elsevier. The attached
copy is furnished to the author for internal non-commercial research
and education use, including for instruction at the authors institution

and sharing with colleagues.

Other uses, including reproduction and distribution, or selling or
licensing copies, or posting to personal, institutional or third party

websites are prohibited.

In most cases authors are permitted to post their version of the
article (e.g. in Word or Tex form) to their personal website or
institutional repository. Authors requiring further information

regarding Elsevier’s archiving and manuscript policies are
encouraged to visit:

http://www.elsevier.com/copyright

http://www.elsevier.com/copyright


Author's personal copy

Early childhood economic disadvantage and the health of Hispanic children

Kammi K. Schmeer*

The Ohio State University, Department of Sociology, 238 Townshend Hall, 1885 Neil Avenue, Columbus, OH 43210-1222, United States

a r t i c l e i n f o

Article history:
Available online 28 June 2012

Keywords:
Poverty
Fragile families
Child health
Immigrant health
Hispanic paradox
U.S.A

a b s t r a c t

This research provides a longitudinal view of early childhood economic deprivation and its associations
with health among young Hispanic children born in the United States. Of additional interest is whether
economic deprivation is associated with child health similarly across all Hispanic children or whether
associations differ by maternal nativity or country of origin. Fragile Families and Child Wellbeing data
and multinomial logistic regression are used to estimate the effects of total years in poverty, material
hardship, and lack of health insurance on Hispanic children’s health status at age 5 and change in health
status between ages 1 and 5. Results show that multiple measures of early childhood economic depri-
vation have additive negative associations with Hispanic child health, and that living more years in
poverty is associated with declining health status among young Hispanic children. Interaction effects
indicate that early childhood poverty has stronger associations with lower age 5 health status and
declining health between ages 1 and 5 for children with foreign-born Hispanic mothers than for those
with native-born Hispanic mothers. No differences were found in the associations between economic
deprivation and child health by maternal country of origin. These results suggest an important role of
economic resources for protecting Hispanic child health, and that poor Hispanic children with immigrant
mothers may be at particularly high risk of developing health problems as they move out of infancy and
into early childhood.

� 2012 Elsevier Ltd. All rights reserved.

Introduction

Currently, 23% of U.S. children are Hispanic and by 2050 the
Hispanic child population is expected to equal the white child
population (Federal Interagency Forum on Child and Family
Statistics, 2010). Children in our largest ethnic minority group are
also some of the most disadvantaged in the country. Recent
statistics indicate that Hispanic children are more likely thanwhite
or African American children to have poor physical and oral health
status and have higher risks of obesity and asthma (U.S.
Department of Health and Human Services, 2009). The childhood
health disadvantage of Hispanics emerges following their apparent
health advantage during infancy, when Hispanic infants have lower
mortality (Hummer, Powers, Pullum, Gossman, & Frisbie, 2007),
higher birth weight, and aremore likely to be breastfed than infants
in other racial/ethnic groups (U.S. Department of Health and
Human Services, 2009).

Economic deprivation may play a key role in the emerging
health disadvantage of Hispanic children. Hispanics (along with
African Americans) are more likely to live at less than 50% of the
poverty line than other racial groups (Woolf, Johnson, & Geiger,

2006). When immigrant status is considered, Hispanic children
with foreign-born parents are least likely to have health insurance
(Hamilton, Hummer, You, & Padilla, 2006), are more at risk for
hunger (Kersey, Geppert, & Cutts, 2007), and are more likely to live
in poverty than those with U.S.-born parents. Of further concern is
the lack of social support (including government services) and
undocumented status of many immigrant parents, which may limit
their ability to protect their children’s health during difficult
economic periods.

However, research to date has focused on the immigrant health
advantage among Hispanics, suggesting that childrenwith foreign-
born Hispanic parents (and parents with less time in the U.S.) may
have fewer health risks than those with U.S.-born Hispanic parents.
Three main explanations have been positive for the Hispanic
immigrant health paradox: (1) that immigrants are selectively
healthier than their U.S. counterparts (i.e., the healthiest individ-
uals migrate); (2) that there is selective reporting or out migration
of the least healthy Hispanics (a data quality issue); and, (3) that
immigrants’ cultural norms and behaviors protect their health, but
this effect decreases with time in the U.S. (an acculturation argu-
ment) (Franzini, Ribble, & Keddie, 2001). Although there has been
some support for each proposition, the cultural perspective is often
the main theory behind differences in foreign-born and U.S.-born
Hispanic mothers’ birth outcomes and infant health (Hunt,
Schneider, & Comer, 2004). This theory suggests that Hispanic
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cultural norms of strong social and familial ties andmaternal health
behaviors, protect the health of Hispanic infants and children.
Hispanic mothers born in the U.S., although sharing the Latino
heritage, may be less connected to these cultural protective factors
than Hispanic mothers born in Latin America. Further, the accul-
turation perspective suggests that the longer mothers (and their
children) live in the U.S. and are exposed to U.S. norms and
behaviors, the higher the risk of losing protective and gaining risky
behaviors with implications for worsening health status (Abraido-
Lanza, Chao, & Florez, 2005; Clark & Hofsess, 1998).

Empirical studies supporting these ideas have found that
foreign-born Hispanic mothers have healthier behaviors (less
prenatal smoking, higher birth weight, longer breastfeeding, and
more immunizations) and provide better diets for their children
(Flores & Brotanek, 2005; Lora, Giraud, Davy, & Driskell, 2006;
Mazur, Marquis, & Jensen, 2003) despite their low socioeconomic
position. Accounting for potential data quality issues debated in
past research (Palloni & Morenoff, 2001), there is evidence that
infants born to Hispanic (particularly Mexican) mothers have lower
mortality rates in the first few weeks after birth (when return
migration is unlikely) than those born to non-Hispanic white
mothers and U.S.-born Mexican mothers (Hummer et al., 2007).
Selective return migration may account for some of these noted
health differentials, particularly in periods of the life course beyond
infancy and in relation to findings of negative acculturation over
time (Ceballos & Palloni, 2010).

The Hispanic health paradox among children has been less
studied than among infants. One recent study found that five-year
old children with foreign-born Mexican mothers did not have
significantly different health than children with non-Hispanic
white mothers (Padilla, Hamilton, & Hummer, 2009). Another
study indicated that immigrant childrenwith foreign-bornmothers
had worse heath status than those with U.S.-born mothers, net of
other factors (Chilton et al., 2009). The most recent evidence sug-
gested that differences in the prevalence of poor child health
conditions by child immigrant generation depended on the health
condition studied (Hamilton, Cardoso, Hummer, & Padilla, 2011).
Thus, although Hispanic health research posits that Hispanic chil-
dren born to immigrant mothers may have a health advantage in
infancy over those with U.S.-born Hispanic mothers, the limited
research to date suggests that this advantage may be less prevalent
as children move beyond infancy.

In addition to being limited by a focus on infants, the Hispanic
health literature has been criticized for the lack of direct attention
to the impact of socioeconomic status (SES) and other structural
factors on child health (Hunt et al., 2004). Increased risk of poor
health as children age may be explained by the negative accultur-
ation process, but to do so requires taking into account the
economic experiences of immigrant families over time. Further,
although SES measures are used as controls in models of Hispanic
health, there has been little work aimed at understanding how
economic deprivation may affect the health of Hispanic children
differently for those with foreign-born and U.S.-born mothers.

To address these gaps in the literature, this study assesses how
economic deprivation in the first 5 years of life is associated with
Hispanic children’s health status at age 5 and change in health
status between ages 1 and 5. Importantly, this study includes
measures of material deprivation and access to health insurance, in
addition to poverty status, to provide a more complete assessment
of the types of economic deprivation that may impact Hispanic
child well-being (Aber, Bennett, Conley, & Li, 1997). Of particular
interest in this study is how mother’s nativity moderates these
effects. If children’s health is protected from their low structural
position in immigrant compared with native U.S. Hispanic families
(due to cultural factors or selectivity), we would expect to see less

of an impact of economic deprivation on the health of childrenwith
foreign-born compared with U.S.-born Hispanic mothers. If,
however, Hispanic children’s health cannot be buffered from the
higher levels of stress and related disadvantages in immigrant
families by cultural advantages, economic deprivation may have
stronger negative effects on the health of Hispanic children with
foreign-born mothers compared to those with U.S.-born mothers.

These are important research questions to address to provide
a better understanding of the social determinants of child health in
a large and diverse ethnic group in the U.S. The findings also inform
broader research on child health among immigrants, and may
motivate further research in other settings where immigrant child
health develops within social and immigrant policy contexts
distinct from those in the U.S.

Methods

Data and sample

The study data come from the Fragile Families and Child Well-
being Study, a longitudinal study of almost 5000 children born in
large U.S. cities in 1998e2000. Since the study uses publically-
available and de-identified data it was exempt from ethics board
review. Data were collected through in-person interviews with
mothers in the hospital immediately after the focal children’s birth,
and through telephone interviews when the childrenwere 1, 3, and
5 years old (see Reichman, Teitler, Garfinkel, &McLanahan, 2001 for
a detailed discussion). The study sample consists of children born to
Hispanic mothers (n ¼ 1342), of which 258 were missing age 5
health status and 353 were missing either age 1 or age 5 health
status (needed for the change models). An additional 285 cases
were missing independent variables. Neither age 1 nor age 5 child
health status differed significantly between those with missing
data and those with full independent variable data. To avoid
dropping these additional cases due missing independent variable
information, I use multiple imputation (Allison, 2008). The results
did not differ between models run with imputed and non-imputed
data.

The final analytical sample is 1084 for the age 5 models and 989
for the change between age 1 and age 5 models. Of the initial
baseline sample of children born to Hispanic mothers, those
excluded from the sample due to missing health data were more
likely to be poor at birth and were more likely to have foreign-born
mothers. There was no difference in health at birth (low birth
weight) between those who left the survey and those who
remained. Children with foreign-born mothers who attritted
between age 1 and age 5 (n ¼ 95) had a slightly higher mean age 1
health status (higher ¼ worse health) than those who remained in
the sample through age 5 (therewas no difference for childrenwith
U.S.-born mothers). This suggests a possible underestimation of the
level of poor health among children with foreign-born Hispanic
mothers, although the difference was small (mean 1.98 vs 1.81) and
just reached significance at p < 0.04. There was no statistical
difference between the missing cases and the analytical sample by
mother’s country of origin (Mexican vs. non-Mexican).

Key measures

The dependent variable utilized in this study is maternal-rated
child health (MRCH) status. This measure is comparable to the
self-rated health measure asked of adults, which has been used
across multiple social and health surveys as a reliable measure of
overall health linked with mortality and multiple diseases (DeSalvo
et al, 2006; Idler & Benyamini, 1997; Idler & Kasl, 1995). MRCH has
been utilized extensively in social science and health research, and
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has been found to be associated with other indicators of child
health, including prior diagnosis of health conditions, chronic
health problems, low birth weight, and child injuries (Crandall,
Sridharan, & Schermer, 2010; Sparks, 2009; Stein, Siegel, &
Bauman, 2010).

TomeasureMRCH (at child ages 1 and 5), the child’s mother was
asked: “Overall, how would you rate your child’s health? Excellent,
very good, good, fair or poor?” Due to the few cases reported as fair
or poor (n ¼ 28), the final child health variable was collapsed into
three categories (1 ¼ excellent, 2 ¼ very good, and 3 ¼ good/fair/
poor). The first dependent variable is this three-category measure
at age 5, and a second dependent variable measures change in child
health status between ages 1 and 5. For use in the analysis, I
categorize the change variable to compare children whose health
worsened or improved with those who had the same health status
in both waves (the reference group). Most of the stable group was
either stable excellent or stable very good health, with only 63
children in the stable good/fair/poor health category. Separating
out the small stable good/fair/poor health group did not change the
results. Models using the change dependent variable allow for
assessing how economic deprivation is associated with declining
health status during this critical developmental period. They also
reduce concerns about translational differences in the child health
reports between immigrant and native Hispanic mothers (Viruell-
Fuentes, Morenoff, Williams, & House, 2011) because the models
predict change in health status within the same child across two
waves.

Because research suggests that multiple types of economic
deprivation andmeasures at multiple time points should be used to
better capture household economic status and its associations with
child health and development (Aber et al., 1997), I employ several
longitudinal measures of economic deprivation. For each survey
wave, I defined economic deprivation as follows: poverty as
household income below the national poverty line; food hardship
as receiving free food in the past year due to lack of resources;
housing hardship as moving in with others, being evicted, living in
a shelter, or not paying the full mortgage/rent in the past year;
utilities hardship as not paying a bill, borrowing money from
a friend to pay a bill, having the telephone shut off, or having the
gas/electric shut off in the past year; and, lacking health insurance
as the mother reporting not having health insurance for herself or
her child at the time of the survey. I then sum the total waves that
a household experienced these conditions to produce the following
early childhood economic deprivation variables: total waves in
poverty (assessed birth-age 5), total waves received free food; total
waves experiencing a housing hardship; total waves experiencing
a utilities hardship (with hardships assessed at ages 1e5); and total
waves lacking health insurance (assessed birth-age 5). Because
recent research suggests various aspects of hardship fit better as
distinct components rather than as an overall measure (Heflin,
Sandberg, & Rafail, 2009), I utilized separate measures of food,
housing, and utilities hardship in the analytical models.

To assess maternal nativity and country of origin, I created two
dummy variables: whether the mother was born in the U.S. versus
foreign-born; and, whether the mother was born in Mexico or
another Latin American country (i.e. non-Mexican origin). Although
Puerto Rico is part of the U.S., I coded mothers born in Puerto Rico
as foreign-born due to the immigrant-like challenges faced by
those migrating from Puerto Rico to mainland U.S. Initial models
showed that Hispanic child health did not differ among foreign-
born mothers by the number of years the mother had been in the
U.S. Thus, the main nativity variable used in the final models is U.S.-
born vs. foreign-born. For maternal nativity and maternal country
of origin, I assess both the main effects and the interaction effects
with economic deprivation variables.

Statistical methods

I use multivariate, multinomial logistic regression models
(programmed and run in STATA) to assess the associations between
household economic deprivation and children’s health status. The
first model includes only poverty, with subsequent models adding
the hardship and insurance measures. Although multicollinearity
can be a problem, the poverty, free food and insurance variables
were correlated at r ¼ 0.4 or less. The highest correlations were
between the housing and utilities hardship measures (r ¼ 0.53);
however, entering them into the models separately did not change
the results.

In an effort to reduce biases due to unobserved differences that
may account for the associations between economic deprivation
and child health, I include the following control variables in the
models: child characteristics (gender, age, low birth weight, living
with the mother full-time), maternal characteristics (age at child’s
birth, self-rated health, depression, prenatal health behaviors,
education, religiosity, work status), father’s race, and household
characteristics (family structure, live-in grandparent, number of
children at birth and age 5). Two important control variables are
highlighted here: low birth weight and maternal self-rated health.
Controlling for low birth weight ensures that the association of
economic deprivationwith early childhood health is assessed net of
prenatal differences. Maternal self-rated health at baseline is
included to reduce the confounding effects of maternal health and
to control for differences (translational and cultural) in how
mothers rate their children’s health.

The statistics and model results shown are unweighted; thus,
the descriptive statistics are not representative of Hispanic children
in urban areas. However, the coefficients and standard errors in the
regression models should not be affected by non-weighting, since
the models control for characteristics of the mothers that were
used in creating the weights (Winship & Radbill, 1994), namely:
family structure, maternal race (all Hispanic in this sample),
maternal age, and SES (Carlson, 2008). This approach has been
followed in other recent studies using the Fragile Families data
(Bzostek & Beck, 2011; Harknett & Hartnett, 2011; Hohmann-
Marriott & Amato, 2008). As also recommended in the literature, I
calculate robust standard errors (Winship & Radbill, 1994).

I present the results as relative risk ratios (exponentiated coef-
ficients), which represent the average increased risk of being in
a given child health category compared to the reference group for
each additional year economic deprivation is experienced. I model
both the main effects of the deprivation measures and their inter-
actions with the maternal nativity and country-of-origin variables
to assess whether economic deprivation has a distinct effect on
children of foreign-born vs. U.S.-born andMexican vs. non-Mexican
mothers. Because of the diversity within this Hispanic sample,
maternal nativity and country of origin variables were not highly
correlated (r ¼ 0.03) and could be entered in the model together to
distinguish nativity from country-of-origin effects. In all models,
ratios greater than one indicate positive associations, while ratios
below one indicate negative associations. I assessed statistical
significance of the main and interaction effects through two-tailed
tests of p < 0.05.

Results

The sample descriptive statistics are presented in Table 1 for
Hispanic children with valid age 5 health data. Of the sample
mothers, 40% were born in a Latin American country (the other 60%
were U.S. born), and 60% were of Mexican heritage (with a similar
percentage of Mexicans being foreign-born and U.S.-born). Addi-
tionally, most sample fathers (84%) were Hispanic, and 60% were
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U.S. born. Father’s nativity is not included in the analysis because it
is too highly correlated with maternal nativity (r ¼ 0.7). However,
inclusion of the variable in themodels did not change the economic
deprivation or interaction results. Reflecting the low socioeconomic

status of this sample almost 50% of Hispanic mothers had less than
a high school degree, and 31% of the children were born to single
mothers. Low birth weight, an indicator of poor health at birth,
occurred in 6% of the children, which is similar to the Hispanic
national average in 1998e2000 (U.S. Department of Health and
Human Services, 2009). Indicators of maternal health illustrated
that only 24% of mothers rated their health as excellent at the time
of the birth, and 14% reported symptoms of depression when the
child was 1 year old (Table 1).

Table 2 shows the distribution of maternal-rated child health
(MRCH) status at age 5 and change in MRCH between ages 1 and 5
for the full sample and by maternal nativity and country of origin.
Childrenwith Hispanic immigrant mothers were significantly more
likely to have good/fair/poor MRCH at age 5 and to be declining in
health status between ages 1 and 5 compared to childrenwith U.S.-
born Hispanic mothers. Children with Mexican-origin mothers did
not differ significantly in age 5MRCH from thosewith non-Mexican
mothers, but were less likely to be declining in health status
between ages 1 and 5 than children with non-Mexican mothers
(Table 2).

Table 2 also indicates the extent of economic deprivation in this
sample of Hispanic children. On average, the sample children lived
in poverty two of the four years when poverty was assessed, and
almost 40% lived in poverty three or more times between birth
and age 5. Children with foreign-born and Mexican mothers
experienced over 2 years of poverty, on average, significantly more
than children with U.S.-born and non-Mexican mothers. Children
with foreign-born or Mexican mothers were also more likely to
live below the poverty line during multiple years (three or four
times).

In terms of material hardship, approximately 21% of the full
sample received free food, 13% experienced housing hardship two
or more times, and 33% experienced utilities hardship two or more
times between ages 1 and 5. Unlike experiencing poverty, Hispanic
children with U.S.-born mothers experienced more housing and
utility hardships than those with foreign-born mothers. Lack of
health insurance, an important hardship that may have more direct
implications for children’s health, occurred more often among

Table 2
Health and economic deprivation among children born to Hispanic mothers by nativity and Hispanic origin. Fragile families data.

All Hispanic (N ¼ 1084) Mother’s nativity Mother’s country of origin

Foreign-born
(n ¼ 456)

U.S.-born
(n ¼ 628)

Mexican
(n ¼ 632)

Non-Mexican
(n ¼ 452)

MRCH status at age 5
% in excellent health 57 47 64 59 54
% in very good health 27 25 28 24 30
% in good/fair/poor health 16 28 8 17 16

Change in MRCH status age 1e5
% declined in health 21 24 19 19 24
% improved in health 22 24 20 24 20
% stable good/fair/poor health 6 13 2 7 5
% stable very good/excellent health 51 39 59 50 51

Early childhood economic deprivationa

Mean waves below poverty line (0e4) 1.91 2.14 1.73 2.04 1.73
% sample below poverty line 3þ waves 37 45 32 40 33

Mean waves received free food (0e3) 0.27 0.25 0.30 0.28 0.27
% sample ever received free food 21 18 23 22 20

Mean waves housing insecure (0e3) 0.53 0.42 0.61 0.52 0.55
% sample housing insecure 2 þ waves 13 9 16 12 14

Mean waves utilities insecure (0e3) 1.07 0.84 1.24 1.08 1.07
% sample utilities insecure 2þ waves 33 25 39 33 33

Mean waves no health insurance (0e4) 1.15 1.52 0.93 1.34 0.95
% sample no health insurance 2þ waves 34 47 26 39 28

Data not weighted.
a Continuous variable means statistically different (p < 0.05) between foreign and U.S.-born Hispanic mothers except free food. Means statistically different between

Mexican and non-Mexican origin mothers only for waves uninsured and waves in poverty.

Table 1
Sample descriptives of children born to Hispanic mothers. Fragile families data.
N ¼ 1084.

Variablesa % or medianb Std. dev. Min Max

Child characteristics
Male 51%
Age in months 62 3.17 58 72
Low birth weight 6%
Lives with mother full-time 98%

Maternal nativity & country of origin
Mother U.S.-born (vs. foreign-born) 59%
Mother Mexican-origin (vs. non-Mexican) 60%

Other maternal characteristics
Age at child’s birth 23 5.80 15 43
Self-rated excellent health statusc 24%
Depressed (at child age 1) 14%
Less than high school degree 48%
Has high school degree 27%
Some college education 21%
College graduate 4%
Working (at child age 1) 47%
Religious 40%

Father’s race
Hispanic 84%
Black 8%
White 6%
Other race 2%

Household composition
Number other children in household 1 1.25 0 6
Grandparent in household 26%
Mother married to biological father 23%
Mother cohabiting with biological father 46%
Mother single 31%

Data not weighted.
a Variables assessed at birth unless otherwise noted.
b Median, std. dev. and min/max provided for continuous variables; % of

sample ¼ 1 for dummy variables.
c Ref: very good, good, fair, or poor self-rated maternal health.
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children with foreign-born and Mexican mothers than among
children whose mothers were U.S.-born or non-Mexican (Table 2).

Table 3 provides the results from the regression models esti-
mating the associations between economic deprivation and child
health at age 5. The results are presented as relative risk ratios
(exponentiated coefficients) and the reference group for all models
is children in excellent health at age 5. All control variables are
included in these models, but not reported for brevity.

Model 1, Table 3 shows the negative impact of cumulative
poverty on Hispanic child health at age 5: each year lived in poverty
increases the risk of being in very good health by 17% and good/fair/
poor health by 33% compared with excellent health, holding
constant socio-demographic characteristics and maternal behav-
iors. Model 2 further illustrates that various measures of material
hardship are associated with worse Hispanic child health. Food
hardship increased the risk of good/fair/poor compared with
excellent child health by 57%, while each year of utility hardship
increased the risk of very good compared with excellent child
health by 26%. Each year without health insurance increased the
risk of good/fair/poor health compared with excellent health by
24%. Comparing Models 1 and 2, it is evident that some of the effect
of poverty works through these hardships: the relative risk ratio for
poverty declined from 1.17 to 1.14 for very good health status and
from 1.33 to 1.23 for good/fair/poor health status when the hard-
ship measures were included (Table 3).

Table 3 also shows that maternal nativity (foreign-born vs. U.S.-
born) is not associatedwith child health status when controlling for
economic deprivation, other socio-demographic factors and
maternal behaviors (Models 1 and 2). Maternal country of origin
does have a significant effect, where children born to non-Mexican
mothers have a 74% lower risk of being in the worst (good/fair/
poor) health category at age 5 than children with Mexican mothers
(Model 2, Table 3).

Models 3 and 4 add the poverty*maternal nativity and poverty*-
maternal country of origin interaction effects to the base models. Of
the economic deprivation measures, only poverty had a significant
interaction with maternal nativity or country of origin, thus the
other interaction effects tested were not included in the final
models. Model 3 indicates the significant moderating effect of
maternal nativity on the association between poverty and good/
fair/poor child health status. In this model, the coefficient on
poverty represents the association between poverty and child
health when maternal nativity equals zero (i.e., the effect for chil-
dren with foreign-born mothers). The 1.50 significant risk ratio
indicates that each year living in poverty increases the risk of being
in good/fair/poor health compared with excellent health by 50% for
children with foreign-born mothers. Although poverty also
increases the risk of children being in very good compared with
excellent health by 25% among childrenwith foreign-bornmothers,
the interaction effect is not significant when comparing these two
health categories. When the interaction effect is added to the main
effect of poverty (not shown in the table), the result indicates that
the association of poverty with MRCH for U.S.-born Hispanic chil-
dren is small and insignificant for both very good (RRR ¼ 1.09) and
good/fair/poor (RRR ¼ 0.95) health status.

Adding the poverty*mother non-Mexican interaction term in
Model 4 does not change the poverty*mother U.S.-born interaction
effect, but does alter the poverty effect. The main effect of poverty
in Model 4 indicates the effect of poverty on child health for those
with foreign-born, Mexican mothers (i.e., when both maternal
nativity and maternal country of origin equal zero). Although the
effect on good/fair/poor health is larger than in Model 3 (1.66
compared to 1.50), the poverty*mother non-Mexican interaction
effect is insignificant, indicating no significant difference in the
association between poverty and child health by maternal countyTa
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of origin (Model 4, Table 3). Further modeling indicated that the
poverty*mother non-Mexican interaction term was not statistically
significant even when poverty*mother U.S.-born was not included.

Table 4 presents the findings from similar models predicting
change in MRCH between ages 1 and 5. The two columns in each
model provide comparisons between declining and improving
health status with the reference group (stable health between ages
1 and 5). Model 1 shows that increasing poverty is associated with
an increased risk of worsening health status (28% higher risk)
compared to remaining stable. However, experiencing less poverty
did not have a significant effect on improving health status (insig-
nificant RRR for poverty in Model 1, column 2). Model 2 shows
similar results when the hardship measures are included, and that
none of the hardship effects are significantly associated with
changes inMRCH over time. Neithermaternal nativity normaternal
country of origin are associated with changes in MRCH between
ages 1 and 5 (Models 1 & 2, Table 4).

When the poverty*maternal nativity interaction effect is
included (Model 3, Table 4), the results show that the association
between poverty and declining child health is smaller for children
with U.S.-born than foreign-born Hispanic mothers. Themain effect
of poverty in this interacted model represents the effect of poverty
on children with foreign-born mothers, for whom each year living
in poverty increases the risk of being in declining compared with
stable health by 58%. Model 3 further indicates that maternal
country of origin does not moderate the association between
poverty and changes in child health, which is consistent with the
results from the age 5 health status models.

In terms of the main effects of maternal nativity and country of
origin on change in child health, across all models maternal nativity
is not associated with declining or improving child health. When
the poverty*mother U.S.-born interaction effect is included, however,
the maternal country of origin effect becomes significant. Model 3
shows that childrenwith non-Mexicanmothers are 44%more likely
than children with Mexican mothers to be declining rather than
stable in health status. Model 5 further shows that when pover-
ty*mother non-Mexican is included, the non-Mexican mother effect
becomes larger. In Model 5 themother non-Mexican RRR represents
the association between mother non-Mexican and child health for
the non-poor (those with total poverty¼ 0). The RRR for themother
non-Mexican effect in the change models is somewhat contradic-
tory to the cross-sectional results that suggested childrenwith non-
Mexican mothers had a lower risk of being in good/fair/poor health
than those with Mexican mothers. It may be that the decline in
health status between ages 1 and 5 occurring in this group ismainly
from excellent to very good health rather than a decline into the
worst health category (good/fair/poor).

Discussion

Hispanic children represent one of the fastest growing, most
economically-vulnerable populations in the U.S. However, we know
little about how early life economic deprivation impacts the health
of these children, or whether the effects are similar across key
subgroups within the Hispanic population. To address this gap in
our understanding of Hispanic child health in the U.S., this study
utilized longitudinal measures of poverty, material hardship and
health insurance to assess how economic deprivation in the first 5
years of life was associated with maternal-rated child health
(MRCH) at age 5 and change in health status between ages 1 and 5
among Hispanic children. The moderating roles of maternal
nativity and country of origin were considered to assess potential
differences in the effects of economic deprivation on MRCH among
Hispanic children with foreign-born vs. U.S.-born and Mexican vs.
non-Mexican Hispanic mothers.Ta

b
le

4
Re

la
ti
ve

ri
sk

ra
ti
os

of
Ch

an
ge

in
H
is
p
an

ic
ch

ild
h
ea

lt
h
st
at
u
s
ag

e
1
to

5
an

d
H
ou

se
h
ol
d
ec
on

om
ic

d
ep

ri
va

ti
on

bi
rt
h
to

ag
e
5.

Fr
ag

ile
fa
m
ili
es

D
at
a.

N
¼

98
9.

V
ar
ia
bl
es

R
ef
er
en

ce
gr
ou

p
fo
r
al
l
m
od

el
s
¼

ch
ild

re
n
w
h
o
d
id

n
ot

ch
an

ge
h
ea

lt
h
st
at
u
s
be

tw
ee

n
ag

es
1
an

d
5

M
od

el
1

M
od

el
2

M
od

el
3

M
od

el
4

D
ec
lin

ed
Im

p
ro
ve

d
D
ec
lin

ed
Im

p
ro
ve

d
D
ec
lin

ed
Im

p
ro
ve

d
D
ec
lin

ed
Im

p
ro
ve

d

Ec
on

om
ic

de
pr
iv
at
io
n

Po
ve

rt
y

1.
28

**
(1
.1
1e

1.
47

)
1.
10

(0
.9
5e

1.
28

)
1.
24

**
(1
.0
7e

1.
44

)
1.
11

(0
.9
5e

1.
30

)
1.
58

**
(1
.2
7e

1.
97

)
1.
15

(0
.9
3e

1.
44

)
1.
75

**
(1
.3
5e

2.
27

)
1.
08

(0
.8
4e

1.
38

)
Po

ve
rt
y*
M
ot
h
er

U
.S
.-
bo

rn
0.
67

**
(0
.5
2e

0.
87

)
0.
95

(0
.7
4e

1.
22

)
0.
67

**
(0
.5
2e

0.
86

)
0.
96

(0
.7
5e

1.
23

)
Po

ve
rt
y*
M
ot
h
er

N
on

-M
ex

ic
an

0.
82

(0
.6
3e

1.
07

)
1.
18

(0
.9
1e

1.
52

)
R
ec
ei
ve

d
fr
ee

fo
od

1.
01

(0
.7
5e

1.
35

)
0.
85

(0
.6
0e

1.
20

)
1.
01

(0
.7
5e

1.
36

)
0.
85

(0
.6
1e

1.
20

)
1.
00

(0
.7
4e

1.
34

)
0.
87

(0
.6
2e

1.
22

)
U
ti
lit
y
h
ar
d
sh

ip
1.
09

(0
.9
0e

1.
32

)
1.
04

(0
.8
5e

1.
27

)
1.
10

(0
.9
0e

1.
33

)
1.
04

(0
.8
5e

1.
28

)
1.
09

(0
.9
0e

1.
33

)
1.
04

(0
.8
5e

1.
28

)
H
ou

si
n
g
h
ar
d
sh

ip
1.
07

(0
.8
4e

1.
37

)
1.
05

(0
.8
2e

1.
36

)
1.
07

(0
.8
4e

1.
37

)
1.
05

(0
.8
2e

1.
36

)
1.
07

(0
.8
4e

1.
37

)
1.
05

(0
.8
2e

1.
36

)
N
o
h
ea

lt
h
in
su

ra
n
ce

1.
05

(0
.8
9e

1.
22

)
0.
94

(0
.8
0e

1.
09

)
1.
03

(0
.8
7e

1.
20

)
0.
94

(0
.8
0e

1.
09

)
1.
01

(0
.8
6e

1.
19

)
0.
95

(0
.8
1e

1.
11

)
M
at
er
na

ln
at
iv
it
y
&

co
un

tr
y
of

or
ig
in

U
.S
.-
bo

rn
(r
ef
:
fo
re
ig
n
-b
or
n
)

0.
76

(0
.5
1e

1.
15

)
0.
71

(0
.4
8e

1.
05

)
0.
76

(0
.5
1e

1.
15

)
0.
69

(0
.4
7e

1.
02

)
1.
74

(0
.8
9e

3.
40

)
0.
74

(0
.4
0e

1.
37

)
1.
8
(0
.9
2e

3.
51

)
0.
73

(0
.3
9e

1.
35

)
N
on

-M
ex

ic
an

(r
ef
:
M
ex

ic
an

or
ig
in
)

1.
37

(0
.9
6e

1.
95

)
0.
84

(0
.5
9e

1.
20

)
1.
39

(0
.9
7e

1.
98

)
0.
82

(0
.5
7e

1.
18

)
1.
44

*
(1
.0
1e

2.
06

)
0.
83

(0
.5
8e

1.
19

)
2.
16

*
(1
.1
4e

4.
11

)
0.
60

(0
.3
2e

1.
11

)
Lo

g
lik

el
ih
oo

d
�9

19
�9

16
�9

12
�9

09

C
on

fi
d
en

ce
in
te
rv
al
s
in

p
ar
en

th
es
es
.*
*p

<
0.
01

,*
p
<

0.
05

.V
.G
.¼

ve
ry

go
od

h
ea

lt
h
st
at
u
s;

G
/F
/P

¼
go

od
/f
ai
r/
p
oo

r
h
ea

lt
h
st
at
u
s.

R
es
u
lt
s
n
ot

w
ei
gh

te
d
.R

ob
u
st

st
an

d
ar
d
er
ro
rs

ca
lc
u
la
te
d
.V

ar
ia
bl
es

lis
te
d
in

Ta
bl
e
1
in
cl
u
d
ed

as
co

n
tr
ol
s.

M
at
er
n
al

p
re
n
at
al

h
ea

lt
h
be

h
av

io
rs
;
an

d
,m

ot
h
er
’s
w
or
k
st
at
u
s,
sm

ok
in
g,

an
d
h
ou

se
h
ol
d
co

m
p
os
it
io
n
at

ch
ild

’s
ag

e
5
al
so

in
cl
u
d
ed

as
co

n
tr
ol
s.

K.K. Schmeer / Social Science & Medicine 75 (2012) 1523e15301528



Author's personal copy

Consistent with prior research on poverty and child health
among all children in the U.S. (Brooks-Gunn & Duncan, 1997; Case,
Lubotsky, & Paxson, 2002; Victorino & Gauthier, 2009), the findings
illustrated that economic hardship is an important predictor of
Hispanic child health. Total waves of poverty was associated with
worse MRCH at age 5 and with declining health status between
ages 1 and 5. Receiving free food, experiencing utilities hardships,
and lacking health insurance were also associated with worse
MRCH at age 5, independent of poverty. However, none of these
hardship measures were associated with changes in child health
between ages 1 and 5.

Importantly, the effects of poverty were moderated by maternal
nativity, but not country of origin. The significant interaction effect
between poverty and maternal nativity illustrated that the age 5
health association with poverty was significant only for children
with foreign-born Hispanic mothers. The health change models
further indicated that poverty increased the risk of declining health
status only among children with foreign-born Hispanic mothers.
Poverty had no associationwith MRCH (or change in MRCH) among
those with U.S.-born mothers. The lack of significant maternal
country of origin interaction effects suggested that the effects of
poverty and material hardship on MRCH were similar for Hispanic
children with Mexican and non-Mexican mothers.

Due to the Fragile Families design, these findings are limited in
generalizability to urban and relatively disadvantaged Hispanic
children born in the U.S. Small sample size is an issue, particularly
when estimating the interaction models. Further, these results
should be considered associations rather than causal relationships,
since unobserved confounders are not accounted for in the models.
Of particular concern is that systematic and unobserved biases in
mothers’ reporting of child health may have not been fully
accounted for here. However, these concerns have been lessened by
controlling for mothers’ self-rated health, a consideration of change
in health status within children, and by focusing only on Hispanics
rather than comparing Hispanics to other racial groups. Further,
maternal nativity was unrelated to MRCH in the multivariate
models, suggesting that differences due to reporting/translation
were likely accounted for by the control variables.

A final concern is the potential selectivity of the sample, where
children with immigrant mothers were more likely to be lost to
follow up by age 5 than those with U.S.-born mothers; and, that
those childrenwith foreign-bornmothers lost to follow up between
ages 1 and 5 were less healthy than the children with foreign-born
mothers who remained in the sample. If a strong health advantage
were found for children with foreign-born mothers (which was not
the case) this may have been explained by the selectively healthier
immigrant group who remained in this study. The loss of less
healthy immigrant children suggests that this study may under-
estimate health disadvantage among children with foreign-born
Hispanic mothers.

Notwithstanding these limitations, this research is an important
contribution to our understanding of the risks to Hispanic children’s
well-being and the origins of health disadvantages in this large and
vulnerable group in the U.S. Early childhood is an important period
to study since the largest challenges to ensuring healthy develop-
ment among Hispanic children may occur during this period, when
children are no longer protected by breastfeeding, are mobile and
more susceptible to household risks, and require more economic
resources (food, clothing, medicine, and other health inputs) for
care. Early childhood is also a critical developmental period when
poor health may have a lasting effects on later health and socio-
economic status (Case, Fertig, & Paxson, 2005; Palloni, 2006). Thus,
addressing early childhood health issues in poor families (and
particularly those with immigrant parents) may be key to breaking
the intergenerational cycle of poverty.

This research also informs the ongoing debate about the
potential Hispanic child health paradox in the U.S. Contrary towhat
has been found among infants, the results here suggest that
maternal nativity has no significant effect on the health of Hispanic
children in early childhood. However, economic deprivation (over
multiple years and across various measures), was found to be
a strong predictor of Hispanic child health. This suggests the
importance of structural rather than cultural factors as determi-
nants of Hispanic child health. Further, the stronger association
between poverty and health among children with foreign-born
mothers illustrates the higher risk that living in poverty presents
to children with Hispanic immigrant mothers compared to those
with Hispanic U.S.-born mothers. Material hardship and lack of
health insurance in early childhood, however, operated with equal
risk for poor health outcomes among the young Hispanic children
in this urban sample.

Subsequent research should build on these findings to further
assess how other types of household resources may affect Hispanic
child health and consider othermeasures of health status, as well as
the impact of economic deprivation on child health in other
immigrant groups. It is also important to study economic depri-
vation and child health outside of the U.S., where social and
immigration policies are distinct. A recent review in Australia
highlighted the multiple structural disadvantages faced by children
in immigrant families (Katz & Redmond, 2010), but it is not clear
whether the implications for child health would be similar in that
setting. Further, although European research has found negative
psychological adaption among immigrant youth, little is known
about economic deprivation and physical health among children in
immigrant families across different European countries (Sam,
Vedder, Liebkind, Neto, & Virta, 2008; van Geel & Vedder, 2011).

Important policy conclusions can be drawn from this study as
well. The independent effects found for poverty, food insecurity,
utilities insecurity, and lack of health insurance suggest that these
are distinct disadvantages impacting Hispanic children’s health,
and that improving Hispanic child health is likely to require policies
that address each of these factors. It is particularly troubling that
the health of Hispanic children with foreign-born mothers may be
more negatively affected by poverty because these children are
more likely to experience long-term and more severe poverty than
those from other racial/ethnic groups in the U.S. Social policy efforts
aimed at reducing poverty and improving poor children’s well-
being may be in vane if immigrant policies limit disadvantaged
immigrant families’ access to social and financial support. More
attention should be paid to alleviating poverty and protecting child
health in vulnerable immigrant groups in the U.S. and elsewhere.
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