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Health Status and Health Care among Mexican American Children
Born to Unmarried Women
Abstract
Objectives. Research has extensively documented favorable birth outcomes in the Mexican
American population despite low socioeconomic status and poor prenatal care. Little is known,
however, about Mexican American children born to unmarried parents, despite comprising over
40 percent of all births in this population. We conduct a comparative analysis of Mexican
American children and children in other major race/ethnic groups at age three to investigate
whether Mexican Origin children maintain their initial health advantage in their early years.
Methods. We use data from the nationally-based Fragile Families Survey and regression analyses
to address our aims. Results. Findings show that compared to non-Hispanic white children,
Mexican Origin children have higher levels of poor health and overweight/obesity. At the same
time, they have lower rates of health insurance and fewer doctor visits. The greatest health care
disadvantages are found among children of Mexican immigrants. Conclusions. Among
unmarried families, the early health advantage of Mexican Origin children at birth runs the risk
of being compromised by the time they reach age three as a result of poor access to health care
and disadvantaged socioeconomic characteristics. Greater health insurance coverage for Mexican

American children and, in particular, children of immigrants is needed.



Health Status and Health Care among Mexican American Children
Born to Unmarried Women

Introduction

In spite of the relatively favorable birth outcomes among Mexican Americans in
comparison to other racial and ethnic groups (Frisbie, Forbes and Hummer, 1998; Reichman and
Kenny, 1998; Ventura et al., 2001: Table 25), a small but growing body of evidence indicates
that Mexican American children may experience higher rates of health problems and
developmental deficiencies during their early years (Flores et al., 2002; Guendelman, English
and Chavez, 1995; Padilla et al., 2002). Known as the epidemiologic paradox (Markides and
Coreil, 1986), the phenomenon of relatively favorable birth outcomes (in spite of disadvantaged
socioeconomic characteristics) among Mexican Americans has been extensively studied, but
research on this population has generally not been extended to early childhood outcomes
(although there are some key recent exceptions, reviewed below). Furthermore, none of this
research has focused on Mexican American children born to unmarried women, a group that may
be at greater risk for deteriorating health outcomes, despite the fact that over 40% of all births
among Mexican Americans occur among unmarried women (Martin et al., 2003: Table 14).

Thus, the main objective of this paper is to document Mexican American health and
health care outcomes in early childhood. Specifically, we conduct a comparative analysis of
Mexican American children and children in other major race/ethnic groups at age three drawn
from a national sample of births to unmarried women. We then present regression models that
take into account important distinctions between children who have unmarried cohabiting
parents and children who have unmarried non-cohabiting parents, both at the time of birth as

well as by the time the child turns three years old. We include socioeconomic factors to best



determine if the health and health status differences in question are, at least in part, brought about
by the sizable resource differentials across race/ethnic groups.
Review of Recent Literature

The key rationale for this work is succinctly summarized by Guendelman (1998: 282)
who, in a major review of Hispanic health, stated that: “a question remains whether the
protective factors available during pregnancy continue to sustain the health of Hispanic children
after they are born.” Indeed, one important explanation for the positive birth outcomes among
Mexican Americans involves strong family support systems (Guendelman, 1998). Qualitative
studies of Mexican American mothers (Sherraden and Barrera, 1995, 1996) have shown that
family support helps to attenuate the effects of living in poverty. Family support may also be
related to lower stress during pregnancy and better access to pregnancy-related information and
psychosocial health (Guendelman, 2000). Other research directly points to the importance of
parental relationships for positive birth outcomes among Hispanics; whether within a marital
union or not, cohabiting parental households were found to have lower risks of adverse birth
outcomes relative to non-cohabiting parent households (Albrecht, Miller and Clarke, 1994).

The role of family structure in creating a strong support system for the child has been
extensively analyzed. Overwhelming evidence has demonstrated that family structure has an
important impact on child health and health care outcomes (McLanahan, 1997). In summarizing
a large body of research on this topic, McLanahan (1997: 47) concluded that “growing up in a
non-intact family had negative consequences for children’s well-being across a broad range of
outcomes.” The Mexican American population has a relatively high level of non-marital
childbearing. Data from 2002 show that 42% of births to Mexican American women were non-

marital, which is well above the overall national figure of 34% (Martin et al., 2003: Table 14).



The high rates of nonmarital births in this population help define the key question that we wish
to address in this paper: how do children born to unmarried Mexican American women fare in
their early years in terms of health and health care outcomes? We conduct this analysis for a
national sample of Mexican American children, comparing them to non-Hispanic black and non-
Hispanic white children, in order to examine whether results differ across racial and ethnic
groups. We focus on Mexican American children, as opposed to all Hispanic children, because it
has been clearly demonstrated that there are substantial differences in health outcomes,
demographic characteristics, and social characteristics across Hispanic subgroups (Bean and
Tienda, 1987; Cho et al., 2004; Zsembik and Fennell, 2005). Due to small sample sizes in the
data set, we are unable to conduct separate analyses of children in other Hispanic subgroups.
Given the bi-directional association between health outcomes and access to health care,
we investigate each separately. We first look at health care. A number of studies in this area have
indicated that Mexican American children are more likely to be uninsured than children from
other race/ethnic groups and tend to have fewer physician visits when compared to children from
other race/ethnic groups (Flores et al., 1999; Guendelman, 1998; Halfon et al., 1997; Scott and
Ni, 2004; Solis et al., 1990). Most studies in the area, however, have not been able to separate
Mexican American children whose parents are foreign-born from children whose parents are
U.S.-born. Burgos et al. (2005) recently filled this gap by showing that second-generation
Mexican American children (i.e., children of immigrants) were, by far, the most likely subset of
Mexican American children to lack access to care and to under-utilize health care. Thus, it is
important to separate out children of immigrants from children of native-born women (e.g.,
Padilla et al., 2004), which we do in our regression analyses. The Burgos et al. (2005) study

included family structure as a covariate in their regression models, but did not specifically



examine children of unmarried parents.

We then examine health outcomes. Although some studies have concluded that the
overall health of Mexican American children is very similar to that of non-Hispanic white
children (Mendoza et al., 1991) or to socioeconomically-advantaged Cuban American children
(Angel and Worobey, 1991), others have pointed to specific health issues that may be less
favorable among Mexican Americans. Kimbro and her collaborators (2004) have recently shown
that young Hispanic children are about 1.9 times more likely to be overweight or obese in
comparison to non-Hispanic white or black children. Although this study did not break Hispanic
children out into their component ethnic sub-populations, these findings are consistent with
earlier reports for Mexican American children (Ogden et al., 2002). Furthermore, Guendelman
(1998) found that Mexican American mothers are much more likely than non-Hispanic white
mothers to report their children’s health as fair or poor. They are also more likely to report higher
levels of infectious diseases, higher risks of unintentional injuries, and higher risks of lead
exposure for their children. On the flip side, some studies have shown lower risks of asthma
among either Hispanic children (Boardman, Finch and Hummer, 2001) or among Mexican
American children (Guendelman, 1998) compared to non-Hispanic white children. Largely due
to data issues, relatively little of this work has separated out Mexican American children of
immigrants from Mexican American children of native-born women. In addition, despite their
generally higher risk, no work to date that we are aware of has focused on Mexican American
children born to unmarried parents. This paper attempts to fill this gap.

Data and Methods
We use data from the Fragile Families and Child Wellbeing Study, a large, nationally

based, longitudinal survey of unmarried parents conducted by researchers at Princeton and



Columbia Universities (see http://crcw.princeton.edu/fragilefamilies; Reichman et al., 2001). The

study follows a cohort of children born to unmarried parents from birth to age five, with the most
current available data being the child follow-up at age three.' Important for present purposes, the
data are unique in comparison to others that have been used to study Mexican American child
health and health care at the national level because they are longitudinal and provide a rich array
of family structure and socioeconomic variables. Baseline interviews (in hospitals, 1-2 days after
the time of the child’s birth) were conducted with 3,712 unmarried mothers in 20 cities across
the United States between 1998 and 2000. Our analysis includes data from 2,111 children whose
mothers were interviewed both at the time of birth and at the three-year follow-up, who were
singleton births, and whose mothers identified as either Mexican American, non-Hispanic white,
or non-Hispanic black. This includes 362 children born to Mexican Origin women, 347 to non-
Hispanic white women, and 1,402 to non-Hispanic black women. When weighted, the data are
representative of births that occurred to unmarried women in large (i.e., populations greater than
200,000) urban areas of the United States in the late 1990s. Like other recent studies using this
data set (e.g., Carlson, McLanahan and England, 2004; Reichman, Corman and Noonan 2004),
we do not use the weights because doing so would result in a loss of data from four of the 20
cities involved (Oakland, Newark, Detroit, and Milwaukee), which were not included in the
weighted representative sample.

The Fragile Families data are particularly suited for our study, as they include a diverse
array of health and health care outcomes among children at age three. The outcome measures
included at the 3-year follow-up are: (a) a maternal assessment of overall child health, divided
into optimal (excellent or very good) and sub-optimal (good, fair, and poor); (b) whether or not

the child has been diagnosed with asthma; (c) whether the child is considered to be



overweight/obese or not, which is based on actual measurements and weights of each child and
comparisons of the resulting body mass index values to Center for Disease Control and
Prevention definitions of overweight, obesity, and normal weight (Kuczmarski et al., 2002; also
see Kimbro, Brooks-Gunn and McLanahan, 2004) ; (d) whether or not the child experienced one
or more emergency room visits during the most recent year; (e) whether or not the child received
two or more physician visits for illness or accident during the previous year; and (f) the type of
health insurance coverage for the child — none, government, or private/HMO. We consider the
first three outcomes (maternal evaluation of health, asthma, and weight status) to be more
reflective of health itself and the latter three (emergency room visits, number of doctor visits and
type of insurance coverage) to be more indicative of access to care. However, we fully
acknowledge that such “health” and “health care” outcomes are correlated with one another (e.g.,
a diagnosis of asthma cannot be made without a visit to a health provider) and, thus, we try to
interpret the differentials we uncover taking into account the bigger picture presented by the six
outcomes.

The race/ethnic groups that we analyze here, based on maternal reports, are Mexican
American, non-Hispanic white, and non-Hispanic black; we designate non-Hispanic whites as the
reference category in our regression analyses because of their overall advantaged status in
American society. We include a dummy variable for maternal nativity to distinguish children
who were born to foreign-born or U.S.-born women; thus, the foreign-born dummy variable
largely serves as an indicator for second-generation Mexican American children, given that very
few black or white children had foreign-born mothers. We control for basic demographic
characteristics in our regression analyses: sex and age of the child and age of the mother. We also

include a dummy variable for low birth weight to control for health status at birth; thus, the early



childhood health and health care differences that emerge in our more complete regression models
are net of those that are associated with birth outcomes as measured by low weight.

As discussed above, we focus on two sets of factors that are associated with both
race/ethnicity and child health and health care outcomes, family structure and socioeconomic
status. Parental relationship status/change is measured as: (a) cohabiting at both the time of the
child’s birth and age three, which is the reference category; (b) cohabiting at child’s birth and
married at the age-three follow-up; (c) cohabiting at child’s birth and not cohabiting at age three;
(d) not cohabiting at child’s birth and cohabiting at age three; (e) not cohabiting at child’s birth
and married at age three; and (f) not cohabiting at either the time of the child’s birth or age three.
Differentiating unmarried cohabiting parents from unmarried non-cohabiting parents is an
important expansion in comparison to much of the literature in this area that only examines a
married-unmarried dichotomy. We also include two indicators for socioeconomic status:
household income (<$15,000, $15,001-30,000, 30,001+, and missing) and maternal education
(<12 years, 12 years, 13+ years). The most advantaged categories of these variables are
designated as the reference groups in our regression analyses.

In the results, we first present cross-tabular relationships between race/ethnicity and the
health and health care outcomes; similarly, we present cross-tabular results of race/ethnicity by
the predictor variables. The focus, of course, is on how Mexican American children vary from
their black and white counterparts. Our regression analysis then separately examines each of the
six health and health care outcome measures in question. We employ logistic regression to
estimate the relationship between race/ethnicity, our other predictor variables, and a set of
dichotomous health outcomes. For the health insurance outcome, which is broken into three

possible categories, we employ multinomial logistic regression (Powers and Xie, 1999). In all of
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the models we estimate, we control for state fixed-effects (not shown) because the children
within this data set are clustered within 15 states that have different policy environments that
may affect their health outcomes. STATA software is used to estimate all of the models.
Results

Descriptive Data. Table 1 shows distributions of sociodemographic characteristics and
health and health care outcomes for Mexican American children born to unmarried parents, as
well as for non-Hispanic blacks and whites, at three years of age. Because these percentages
reflect characteristics for children born to unmarried women, they tend to be less favorable than
what is exhibited in general nationally based population studies. Four sociodemographic features
stand out. First, as might be expected, the percentage of children born to a foreign-born mother is
the highest, by far, among Mexican Americans (39.5 percent), with only very small percentages
among white (1.7 percent) and black (2.4 percent) children. Second, the percentage of births that
are of low weight is very low among Mexican Americans (5.6%) — and also very similar to the
overall level of low birth weight among Mexican American children at the national level (Frisbie
and Song 2003). For white and black children, however, the percentage of low weight births is
much higher in this sample: 12.1 percent and 13.3 percent, respectively. Thus, the epidemiologic
paradox — at least for birth outcomes — seems to be magnified among this unmarried sample
compared to studies that have used national population data containing both unmarried and
married women (e.g., Frisbie et al. 1998; Frisbie and Song 2003).

Table 1 about here

Third, the relationship status of unmarried mothers varies dramatically by race/ethnicity.

Mexican American children were the most likely to be living with parents who are cohabiting at

both birth and at age three (28.5 percent), the most likely to be living with parents who were
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cohabiting at birth and then married at age three (17.4 percent), and the least likely to have
cohabiting parents at birth who were not living together at age three (17.7 percent). Moreover,
Mexican American children were most likely to experience the marriage of their parents by age
three when the parents were not living together at the time of the birth (4.7 percent). Together,
these figures suggest greater parental relationship stability for Mexican Americans in comparison
to whites and blacks among this national sample of children born to unmarried parents.

Fourth, there are sizable socioeconomic resource differentials by race/ethnicity. Although
this is expected when examining national data from both unmarried and married parents, it is
noteworthy because we are analyzing an exclusively unmarried birth sample. Maternal education
varies most considerably across groups, with far more Mexican Origin women having less than a
high school education (57.6 percent) compared to white women (31.1 percent) and black women
(36.1 percent). Household income also differs considerably, with the percentage of children who
live in households with an income of $15,000 or less highest among blacks, lowest among
whites, and in between for Mexican Americans. Regardless of these variations, clearly the data
confirm that children born to unmarried parents experience low socioeconomic status across all
race/ethnic groups.

Looking at the health and health care outcomes at the bottom of Table 1, a significantly
higher proportion of Mexican Origin mothers report less than optimal health (good, fair, or poor)
for their children than do non-Hispanic white or non-Hispanic black mothers. Indeed, 20.3
percent of Mexican Origin mothers report good, fair or poor health for their child, compared to
13.6 percent for non-Hispanic whites and 15.5 percent for non-Hispanic blacks. However,
overall health status reports may in part reflect language and interpretative differences across

groups that tend to lower the values for Mexican Americans, especially among immigrant
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respondents (Angel and Guarnaccia, 1989; Cho et al., 2004; Finch et al., 2002). Our regression
analysis below will shed further light on this by separating out the children of immigrants from
the children of U.S.-born women. Similarly, the health of Mexican American children is less
favorable than is that of white and black children, based on a measure of body weight (Kimbro,
Brooks-Gunn and McLanahan, 2004). Fully one-third of Mexican American children in this
sample are considered to be overweight or obese at age three compared to about a quarter of
black children and white children. On the other hand, children born to Mexican Origin women
look more favorable when examining reports of asthma. The rates of asthma among Mexican
American children (16.1 percent) falls somewhere between that of white children (13.9 percent)
and black children (25.1 percent).

In terms of health care outcomes, Table 1 shows that 13.0 percent of Mexican Origin
mothers report having neither public nor private health insurance for their child, compared to
12.1 percent and 6.9 percent for non-Hispanic whites and blacks, respectively. Although
Mexican American children were less likely to be covered by private insurance (21.0 percent)
than non-Hispanic white children (29.4 percent), black children were the least likely to be
covered by private insurance (17.9 percent). As expected in a sample of unmarried mothers, all
three groups have high levels of public insurance coverage. However, the level for Mexican
American children (66.0 percent) is much lower than it is among black children (75.3 percent) —
helping to result in an overall higher uninsured level among the Mexican American population.
Mexican American children (36.1 percent) were also far less likely than white children (48.7
percent) to have had two or more doctor visits in the past year, although the level for black
children (32.9 percent) was somewhat lower than for Mexican American children. Mexican

Americans also have the lowest percentage of children who made an ER visit in the past year
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(28.3 percent). Overall, the descriptive results for health care outcomes clearly show less access
and utilization for Mexican American children compared to white children.

Regression Analyses. Table 2a examines race/ethnic differences in child health status at
age three. Looking at the overall maternal reports of child health, Model 1 indicates that children
of Mexican American women are not statistically different than white children, net of child and
maternal demographic characteristics. The odds ratio for maternal nativity, however, indicates
that children of foreign-born mothers have 57 percent higher odds of less than optimal child
health compared to children of U.S.-born women. Such a difference is consistent with earlier
reports of overall adult health among the Mexican Origin population, especially among
immigrants, being worse than whites, possibly because of interpretive, language, and cultural
differences in the way that such questions are asked and answered (Angel and Guarnaccia, 1989;
Cho et al., 2004; Finch et al., 2002). Thus, substantial caution is warranted in interpreting the
overall differences between children of immigrant and native-born women as indisputable
evidence of poorer child health among children of Mexican immigrants. As an important aside,
note that the children whose parents were not living together at age three (i.e., those in either the
“cohabiting-other” category or those in the “other-other” category) were the most likely to be
reported to be in less than optimal overall health.

Table 2a about here

The next set of columns in Table 2a focus on reported diagnosis of childhood asthma.
Although black children of unmarried parents experience a level of asthma about twice that of
their white counterparts (Boardman, Finch and Hummer, 2001), there are no statistically
significant differences between the reported levels for Mexican American children and whites.

What is striking is the significantly lower level of reported asthma for children of foreign-born
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women compared to children of native-born women, with odds ratios for Models 1 and 2 ranging
between 0.53 and 0.54. Although suggestive of significantly lower levels of asthma among
children of immigrants, this finding should also be interpreted with caution because of the
overall lower access to health care experienced by this group, as we will show in our analysis of
health insurance (Table 2b below). It is important to point out the significantly higher levels of
asthma experienced by children who are in the “other-other” relationship change category. This
could indicate that this subset of children born to unmarried parents, which is not small in size
(i.e., between 25 and 50 percent — depending on race/ethnic group — of all the children in our
data set), is living in the highest risk environments for asthma.

The final set of columns in Table 2a report on race/ethnic differences in
overweight/obesity. Mexican American children display about 60 percent higher odds than white
children, net of the complete set of variables included in the models. Children of foreign-born
women do not differ from children of U.S.-born women, suggesting that the higher level of
overweight/obesity among Mexican American children is found among children with U.S.-born
parents. Seemingly, then, based on our analyses, both the asthma and weight status outcomes are
far more favorable for Mexican American children whose mothers are foreign-born compared to
Mexican American children whose mothers are U.S.-born. Although this was not found to be
true with the overall health status variable, the cultural-language factors involved in answering
that item make it much more suspect than the other two, more objective, health outcomes.

Table 2b about here

Table 2b shows the results of regression analyses of health care as a function of the same

set of variables used to predict health outcomes. The first set of columns shows differences in the

odds of having at least one emergency room visit in the past year. We find that Mexican
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American children do not vary in comparison to white children. Further, the nativity differential
— while leaning in the direction that favors children of foreign-born women — is non-significant
throughout. The greatest difference in terms of emergency room visits throughout each of the
models is between black and white children.

The next set of columns examine differences in children receiving 2+ doctor visits in the
past year. Both children of foreign-born women and black children exhibit much lower odds than
children of U.S.-born women and white children, respectively, on this indicator. Simply put,
children of immigrant women and black children are seeing physicians less often than children of
native-born women and white children.

Finally, Table 2b reports results from multinomial logistic regression models that
examined race/ethnic differences in type of health insurance coverage among this national
sample of children born to unmarried women. The results reveal very large differences based on
race, ethnicity and mothers’ nativity. Model 1 indicates that both Mexican American and black
children born to unmarried parents are far more likely than are white children to rely on public
insurance. By including nativity, Model 1 also shows that reliance on public coverage is also
much higher among children of immigrant mothers in comparison to children of native-born
mothers. Moreover, children of immigrant mothers experience over three times the odds of
complete non-coverage compared to children of native-born mothers — a difference that is
weakened somewhat, but not fully, with the inclusion of the socioeconomic variables and
relationship status variables in Model 2. Thus, despite the fact that children of immigrant women
in our data set are, themselves, born in the U.S. and citizens of the U.S. based on the way that the
sample was drawn in U.S. hospitals, these children are by far the most likely to be completely

uninsured.
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Beyond the very important nativity difference in insurance coverage, the heavier reliance
on public coverage for Mexican American children compared to white children is fully
accounted for with the inclusion of socioeconomic characteristics and relationship status
variables in Model 2. Indeed, socioeconomic differences in insurance coverage are substantial
across both the household income and maternal education variables included here. In terms of
relationship status, the key finding is that children who have parents who are cohabiting at the
time of the child’s birth and later marry are the least likely to rely on public insurance and the
least likely to be completely uninsured. Thus, parental marriage is associated with a much higher
level of private/HMO coverage among children.

Conclusion

This paper set out to document and assess health and health care among an understudied
population—Mexican American children born to unmarried parents. Although much research
has documented the relatively advantaged birth outcomes of Mexican American infants given
their socioeconomic disadvantage (Frisbie, Forbes and Hummer, 1998; Reichman and Kenny,
1998; Ventura et al., 2001: Table 25), some research suggests that child health among this
population may worsen with time vis-a-vis non-Hispanic whites due to a variety of social risk
factors (Flores et al., 2002; Guendelman, English and Chavez, 1995; Padilla et al., 2002). One
such factor is parental relationship status, which is especially relevant to child health given prior
research underscoring the protective role of family support on health outcomes among children
in the United States (McLanahan, 1997). However, little is known about the health and health
care of Mexican American children born to unmarried parents (Martin et al., 2003).

Our findings provide evidence that, among children born to unmarried parents, the early

health advantage of Mexican American infants runs the risk of being compromised by the time
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the children reach age three. Mexican American children born to unmarried parents differ in
significant ways from white and black children born to unmarried parents, and among Mexican
American children, health outcomes differ by generation. Mexican American children of U.S.-
born parents are far more likely to be overweight or obese at age three than their black, white or
second-generation counterparts, but they do not differ significantly from white children in terms
of the overall health report, asthma diagnosis, emergency room visits, doctor’s visits or health
insurance coverage when accounting for differences in socio-demographic characteristics.
Children of Mexican-born parents, on the other hand, show worse overall health reports (which
can be potentially misleading —see Angel and Guarnaccia, 1989; Cho et al., 2004; and Finch et
al., 2002) and similar levels of overweight to white children. The main difference for children of
immigrants is that they appear to be far less likely to have health insurance coverage. Indeed,
they have significantly lower levels of doctor-diagnosed asthma, are far less likely to have gone
to the doctor two or more times in the past year and are three times more likely than white three-
year-olds to have no health insurance.

Descriptive results in our study reveal substantial racial/ethnic differentials in family
resources among children born to unmarried parents. They account for all (in the case of children
of U.S.-born mothers) or part (in the case of children of Mexican-born mothers) of the difference
in health insurance coverage between Mexican American children and white children. Although
they do not explain away the racial/ethnic difference in other health outcomes of the three-year-
olds, it raises the question of whether the socio-economic disadvantage of the Mexican
Americans could translate into poor health outcome in the long run, particularly through the lack

of access to health care.
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On the other hand, among those born to unmarried parents, Mexican American children
are the most likely to live with parents who are married or cohabitating at age three. And
consistent with previous studies, our regression analyses show more favorable health outcomes
for children who live in an intact family at year three—namely, with parents who are married or
cohabiting. In light of these results, we expect that family support will play a positive role in the
health outcomes of Mexican Americans across time, even for children who were born into an
unmarried household, although the extent to which these protective factors will attenuate the
disadvantage in socio-economic resources has yet to be studied.

Our analysis has several limitations, including a smaller overall sample size for each
race/ethnic group than would be ideal and some loss to follow-up over time. Nevertheless, the
data set provides an important opportunity to follow the health trajectory of Mexican American
children across time due to its longitudinal design. Our analysis would also benefit from a more
complete set of health measures to help distinguish between health status and access to care.

Indeed, our conclusions reflect the incomplete picture that our outcomes allow us to draw
of child health and health care access, as many of our outcomes reflect both health status and
access to care. However, among this sample of children born to unmarried parents, Mexican
American children born to U.S.-born mothers do not maintain a clear health advantage relative to
whites, despite their very low rate of low birth weight. Indeed, the high level of overweight and
obesity among third-generation-plus Mexican American children suggests potential long-term
health risks (Must et al. 1999; Muntner et al. 2004; Nead et al. 2004).

For children born to Mexican-born parents, the story is less about health outcomes than it
is about access to care. With timely policy intervention, it may be possible to maintain the

healthy beginnings of Mexican American children. The obvious policy implication of our work
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is that of needed health insurance coverage for children of immigrants. These children are U.S.
citizens by virtue of their birth in the United States, yet they are much more likely than children
with native-born parents to be left out of the health care system (Weil and Feingold, 2002). The
health consequences over time of their exclusion from the health care system are yet to be

uncovered but could prove potentially devastating.
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Endnotes

1. The Fragile Families Data Set also includes a small sample of births to married women as
well. When broken down by race/ethnicity and nativity, this sub-sample was too small to support
a comparison analysis of health and health care outcomes among children born to married

women.
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Table 1. Percentage Distributions of Socio-demographic Characteristics, Child
Health Outcomes, and Health Care Outcomes by Maternal Race/Ethnicity

Mexican | White Black Chi-Square
Socio-demographic Characteristics

% Mother Foreign-born 39.5 1.7 2.4 528.1 ***
% Mother under 25 at birth 64.6 65.1 65.6 0.1

% Infant Low Birth Weight 5.6 12.1 13.3 16.6 ***
Child Mean Age (in months)

at Year 3 39.2 38.3 38.4

% Child Female 50.1 47.8 46.1 2.0

Parents relationship change:
birth to age 3

% Cohabiting to cohabiting 28.5 23.7 13.5 528.1 ***
% Cohabiting to married 17.4 15.9 5.0
% Cohabiting to other 17.7 22.3 20.9
% Other to cohabiting 6.1 6.7 8.2
% Other to married 4.7 2.6 2.6
% Other to other 25.7 28.9 49.8
Household Income at age 3
% $15,000 or less 37.6 28.0 46.9 70.7 ***
% $15,001 to $30,000 30.9 32.0 25.6
% Over $30,000 11.6 7.5 10.8
% Missing 19.9 32.6 16.7
Mother's Education
% Less than high school 57.6 311 36.1 72.0 ***
% High school or equivalent 22.2 35.5 37.5
% Some college or higher 20.2 33.4 26.3

Mother's Health Evaluation of Child
% Good/Fair/Poor

(vs. Exc/V Good) at Age 3 20.3 13.6 15.5 6.7 **
% Doctor Diagnosed Asthma at Age 3 16.1 13.9 25.1 28.5 ***
% Child overweight or obese at Age 3 33.2 23.1 25.8 37.9 ***
% One or more ER visits in last year 28.3 31.7 39.2 17.9***
% 2 or more doctor's visits in last year 36.1 48.7 32.9 30.2 ***
Child's health insurance at age 3

% Private 21.0 29.4 17.9 48.4 ***

% Public 66.0 58.5 75.3

% None/Other 13.0 12.1 6.9
N 362 347 1402
Percent of total 17.1% 16.4% 66.4%

Source: Fragile Families and Child Wellbeing Study
* significant at .10; ** significant at .05; *** significant at .01



‘[s19)0e1q] UI BB SB|qeueA Jojolipald Jo) sauobaled aousIaey g
"S)09y)e 9)e}s paxl 0} [04JUOD S|Bpow ||V "L

%1 1 Juedylubls ., ‘%G je Jueoylubls ,, ‘%0l je jueoyubls ,
Apnis Buieqjiem piiyQ pue saljiwe ojibeid :92in0g

L€ ¥4 L€ ¥4 LE ¥4 wopaay jo sealbeg
Y¥S ¥€02C €.G°6€02C 10°9€02 2 ¥S02C (STAVAIA? 6G°9.L/1 pooyie| 6o,z-
6291 6291 890°C 890°C 090°C 090°C suonenesqo
96°0 A" €0l jusjeninba o jooyos ybiH
3 6Z°L xx 8V'L jooyos ybiy uey} sso
[snjd abajjoo awos] uoneanpa s,13YjoN
[y 86°0 8.°0 Buissiy
Gl 96°0 88°0 000°0€$-100°G1$
66°0 Q0’L 98°0 00051$=>
[000‘0£$<] @wodu| pjoyssnoH
160 xxx 0971 *x C9'L Jayjo-1ayl0
18°0 1.0 40" psuiew-IsylQ
¢L0 L1 evl Bunigeyoo-1oy10
¥6°0 oC’lL = 091 Jayjo-bunigeyo)
vl oL’'L 1€71 pauiew-bunigeyo)
[Buniqeyos-buniqgeyos] abueys diysuone|ay
L0°L l xxx 8G9 xxx 09°L xx 8€7L % LE71 [e1eway] ajew xas pjiyo
«x G0'L = V0L 66°0 00°L 1670 86°0 (sypuow uj snonuuod) Mmainidul Je abe pliyo
« 79°0 « €9°0 «x 8V'L wxx €G°1 «|GE'L « 0V’ [sweib +0052] 3uB1am yuiq moj juejul
60°L 8071 L1 8Ll 98°0 G6°0 GZ uey] sso
[+g2] wa1q piiyo e abe saayijopn
¥6°0 ¥6°0 = 790 =« €970 % G971 « 1S°L [wog ‘s°n] uitog-uBiaioy dayjon
c0’L 96°0 «xx 181 *xx|C0°C 66°0 oL’L 3oe|g oluedsiH-UoN
= 0971 Mpicn" Gzl [4°" ov'lL cs’L ulbuQ ueoixa
[831ym oluedsiH-uou] A}101UY}d/9ka S 490N
Z ISPON | ISPOIN Z ISPON LISPON Z ISPON | ISPOIN
asaqoAyblamianQ ewyisy Hoday yjjeaH s, 12yjoN

sopsuajoeieyd diydeibowapoldos pue A1d1uyla/jased s,Jayjow

Aq Aisaqoybiamiano 1o ewyjise pasoubeip-10300p ‘uodau yjjeay wnuwpdo-ueyl-ssa| e bunoipaid sonel sppQ ez ajqel



‘[s19)0e1q] Ul BJB SB|qeueA JoloIpald 1o} sauobaled aousIaey g
"S]09)e 8)e)s paxy Joj |0JJuUoD S[epow ||V ‘L

LO" 1e jueoyiubis ,,, ‘GO e ueoyubis ,, ‘0L° 1e jueoyiubis ,
Apnis Buieqiiom piiyd pue sajjiwe ajibelH :92inog

29 29 zy zvy Le Iz Le Lz wopaalj Jo saalbaQ
GE'8€92 GE'8€92 85'9/0€  8G°9.0€ LL'S6SZ 289092 126292 €.°1€92 pooyiex| 6o,z
2.0'C 20T 2.0 2.0'C 2902 290°2 2902 2902 SUONEAIBSAO
ov'L onx 1071 €6°0 LLL |00yos ybiH
onx VGE s 89T €8°0 90°L looyas ybiy uey) ssaT

[snjd abajjoo awos]
uol}eonpa s, 1ayjonN

% €S0 xxx 9€°0 660 c0’') Buissiy
860 xx €G7L 660 60°} 000°0€$-100°GL$
xxx|C8'V »x ¥8'G 98°0 6L°1 00051 $=>
[000°0€$<] @wodu| pjoyasnoy

1270 oc'L 60°} ac’h J8yjo-Jaylo
190 1.0 €2’ ge’lL psuliew-isyio
60°L 980 680 1 Bunigeyoo-ivyio
»x0G°0 €6°0 2o’ 6L°1 Jayjo-Buiniqeyon
xxx 8€°0 A4 % EV'L 60°}L paLuew-buniqeyod

[Bunigeyoo-6uniqeyoo]
abueys diysuone|ay

180 060 26°0 160 90'L 90’1 ¥0°L ¥0°L [a1eway] ajew xas pj1yo
« GO +x G6°0 «x 8071 1670 xxx G6°0 xxx G6°0 wxx 7670 wxx 76°0 (syuow) mainiaul je abe pliyo
080 00°L 160 €Tl AN Ll 06°0 Z26'0 ueisb +005Z] 3ubBram yuiq moj jueyu|
660 « LEL el wex GL7L 16°0 180 80°L oL'L Gz uey) ssen
[+52] yliq je abe saayjon
wxx 76°C «x 202 xxx €€°C wx €0°C wxx LYV°0 wxx 970 6.0 110 [uiog 's°N] ui0g-ubiaioy sayjon
190 « 171 €6°0 wx 91T xxx 6G°0 wxx 9G°0 « €1 w CV') 3oeig HN
990 60°L ¥0'L wx 19°L 1.0 ¥.°0 90'L 60°L uibuQ ueodixsN
[@31ym HNI M1o1uyyajaoes s aayjo

Z 1I9poIN Z 1I9poN L 1I9POIN L I9PON Z 1I9poN L 1I9POIN Z 1I9poIN L I9PON

Jayjo/euoN  olignd Jayjo/euoN  olignd
abesanon aosueinsuj yjeaH Ss.pliyd S}ISIA S,10)00(Q S}HSIA ¥3

sonsuajoeleyd slydeibowapoldos pue A IdIUuy3e
Jooel s dayjow Aq abelanod aosueInsul Yjjeay pue S}ISIA S,10}00p 2J0W 10 OM] ‘S}ISIA Y3 alow 1o auo Bunoipaid sones sppo "qg a2|gel

8¢



29



	04-05-12-cover.pdf
	PRC Working Paper Series
	No. 04-05-12


