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Abstract 

We use Fragile Families and Child Wellbeing data to estimate the effects of poor infant health, 

pre-pregnancy health conditions of the mother, and the father’s health status on health insurance 

status of urban, mostly unmarried, mothers and their one-year-old children. We examine why a 

good share of mothers and children in this vulnerable population become uninsured within a year 

after an insured birth, focusing on the effects of child, maternal, and paternal health. We 

separately examine mothers who had private insurance and those who had public insurance at the 

time of the birth. The results provide important information about how health of family members 

affects health insurance—an important family resource, particularly for those with little financial 

buffer. 
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Introduction 

Most women have health insurance when they give birth. In the recent Fragile Families 

and Child Wellbeing birth cohort survey of urban (mostly unmarried) parents, only 1 percent of 

births were not covered by public or private health insurance. One year later, however, about 12 

percent of the focal children and approximately 29 percent of the mothers were uninsured.  

Insurance coverage is a family resource that can affect access to health care for all family 

members. There is a large literature on the effects of insurance status on health services 

utilization and health outcomes (e.g. Hadley 2002; Kasper et al. 2002; Ayanian et al. 2000; 

Newacheck et al. 1998; Currie and Gruber 1996; Busch and Duchovny 2005; Olson, Tang and 

Newacheck 2005; Aiken et al. 2004; Levy and Meltzer 2001). That literature generally finds that 

insured persons have better access to care, are more likely to get needed care, and have better 

health outcomes than those without coverage.  

Within families, individuals’ health insurance eligibility and utilization of health care are 

often interdependent. For example, expanded Medicaid coverage for mothers increases the 

likelihood that their children are enrolled in Medicaid (Dubay and Kenney 2003; Aizer & 

Grogger 2003), and there is evidence that a mother’s utilization of health care affects utilization 

of pediatric care, regardless of insurance status (Hanson 1998).   

Conversely, health can affect insurance status, though the expected direction of the effect 

is ambiguous and the mechanism depends on whether the insurance is obtained from private or 

public sources. In the private market, individuals face the cost of coverage directly, either 

because they pay for the coverage themselves in the individual insurance market or because they 

experience a wage reduction when coverage is obtained through an employer. The extent of the 

cost-sharing by the employer will determine whether the individual considers having the 
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insurance a net benefit and whether he or she decides to purchase the insurance (unless the 

employer requires the individual to participate in the health plan unless otherwise insured). If 

premiums are correlated with individuals’ (or families’) health risk, those in poor health may be 

less likely to obtain insurance or to maintain insured status if their premiums become too high 

relative to their income. On the other hand, if premiums are community rated, individuals (or 

families) in good health will be less likely to obtain insurance because premiums will be high 

relative to their risk and income (Bundorf, Herring, and Pauly 2005). Further complicating the 

situation is that health can affect employment status or even the choice of employer. 

The expected direction of the effect of poor health of family members on mothers’and 

children’s health insurance status in the public insurance market is also ambiguous. A severe 

health problem of the mother may result in disability, thus making her eligible for Medicaid. 

Poor health of a family member may cause a parent to lose employment or confront large 

medical expenses, pushing household income low enough for a mother and her children to 

qualify for public health insurance, or it may motivate low-income parents to seek or maintain 

public insurance for that individual or other family members. Alternatively, poor health of any 

family member may make it logistically difficult for a low-income mother to apply for or 

maintain public health insurance for herself or her children.1

We use the longitudinal Fragile Families and Child Wellbeing data to estimate the effects 

of poor infant health, pre-pregnancy health conditions of the mother, and the father’s health 

status on health insurance status of urban, mostly unmarried, mothers and their one-year-old 

                                                 
1 In previous research using the FFCWB data, we found that having an unhealthy infant increased the probability 
that the parents were not living together (married or cohabiting) (Reichman, Corman, and Noonan 2004), decreased 
the probability that both the mother (Corman, Noonan, and Reichman 2005) and father (Noonan, Reichman, and 
Corman 2005) were employed, and increased the probability that the mother received welfare (Reichman, Corman, 
and Noonan forthcoming) 12-18 months after the birth. For reasons discussed above, these consequences could 
translate into positive or negative effects on health insurance of the mothers and children. 
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children. We examine why a good share of mothers and children in this vulnerable population 

become uninsured so soon after an insured birth, focusing on the effects of child, maternal, and 

paternal health. We separately examine mothers who had private insurance and those who had 

public insurance at the time of the birth. The results provide important information about how 

health affects health insurance—an important family resource, particularly for those with little 

financial buffer.  

 

Background  

Much previous research has examined correlates of health insurance coverage or health 

insurance status. In a review of three different surveys about adult insurance coverage2, Schoen 

and DesRoches (2000) found that low income increases the likelihood of being uninsured; the 

uninsured are disproportionately from the lowest income levels, African American, Hispanic, 

and unmarried; and health status is unrelated to health insurance coverage.  

Holahan, Dubay, and Kenney (2003) examined insurance coverage of children using the 

2000 Current Population Survey. Like Schoen and DesRoches, they found that children with low 

household income are more likely than children with higher household income to lack insurance 

coverage and that Hispanics are also much less likely than non-Hispanics to have coverage. In 

addition, those whose parents are not employed or are non-native non-citizens are 

disproportionately represented among uninsured children.  

The above studies are valuable because they provide snapshots of typically uninsured 

adults and children. However, to better understand the mechanisms underlying insurance status it 

is useful to examine changes in individuals’ health insurance status over time. Because private 

                                                 
2 RWJ Foundation 1996-1997 Community Tracking Survey, 1995-1997 Kaiser Commonwealth State Low Income 
Surveys, and the Kaiser Commonwealth 1997 National Survey of Health Insurance.  
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insurance coverage is primarily linked to employment status while public insurance coverage is 

primarily linked to eligibility requirements, we expect that the factors affecting insurance loss 

among mothers and their young children differ by whether the mother had public or private 

insurance at the time of her child’s birth. For example, increased income could lead to loss of 

eligibility for public health insurance. On the other hand, increased income may result from a 

shift from part-time to full-time employment and decrease the likelihood of being uninsured. 

Studies that pool together individuals with both types of coverage at an initial period may lose 

important information concerning what causes insurance loss. Below we review studies that 

examine insurance loss separately by whether individuals started out with public and private 

coverage. 

 

Public Insurance Loss 

 A handful of studies, all using cross-sectional data, have examined correlates of insurance 

loss for individuals who at one point in time received public health insurance. Sommers (2005), 

using data from Current Population Survey 2001-2004 to examine characteristics of children 

who lose public insurance, found that children who are older, Latino, in better health, and 

without other family members enrolled in public insurance were more likely than those without 

without these characteristics to become uninsured. Aiken, Freed, and Davis (2004), using 1999 

National Survey of America’s Families (NSAF) data to look at insurance loss for children, found 

that children whose guardian (usually the mother) was not married were more likely than those 

with married parents, and that Hispanic children are much more likely than non-Hispanic 

children, to have lost public insurance coverage. Haley and Kenney (2003), also using NSAF 

data, examined health insurance loss among Medicaid-eligible children and found that children 
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with less-educated parents, who are Hispanic, or have an activity-limiting condition are more 

likely than children without these characteristics to experience a spell of being uninsured. 

 Spillman (2000), also using data from the 1997 NSAF, found that very poor adults (those 

below100% of the poverty line) and unmarried parents are more likely to have gaps in insurance 

coverage than higher-income adults and married parents. Additionally, they found that adults 

living in households with no full-time workers and those in fair or poor health are more likely 

than adults living in households with employed adults and those in good health to have gaps in 

insurance. These associations were not examined in a multivariate context. 

 

Private Insurance Loss  

Kasper et al. (2000) found, in an examination of the Kaiser Survey of Family Health 

Experiences data from 1995-1997, that those who had health conditions requiring frequent 

medical care and those with lower incomes were disproportionately represented among those that 

had lost private insurance compared to those who retained private coverage. Baker et al. (2002), 

examining data from late-middle age respondents to the Health and Retirement Survey (1992-

1994), found that those who lost private coverage were more likely to be female, nonwhite, 

unmarried, poor and have less education compared to those who maintained their private 

coverage. 

 

Health Status on Health Insurance Status  

  A number of studies have examined the effects of a child’s or parent’s health on health 

insurance status or loss, and they have produced mixed evidence. Sommers (2005) found that 

children in better health were more likely than those with poor health to drop out of Medicaid or 
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the State Children’s Health Insurance program (SCHIP) and to become uninsured. Similarly, 

Haley and Kenney (2003) found that Medicaid-eligible children with functional limitations are 

less likely than those without limitations to experience a gap in insurance coverage. However, 

they found that the parent’s self-report of the child’s health status was not associated with the 

child’s insurance loss. Shenkman et al. (2002) using data for all children enrolled in Florida’s 

Healthy Kids program during a one-month period, found that children with at least one special 

health care need and those with a mental health diagnosis were less likely than physically and 

mentally healthy children to disenroll from the state’s SCHIP program. The results from these 

three studies are consistent in that they find children in poor health are more likely than those in 

good health to maintain insured status.  

However, studies that have focused on populations of children, rather than insured 

children, have found positive associations between poor child health and insurance gaps or lack 

of insurance. Olson et al. (2005), using data from the National Health Interview survey (2000- 

2001), compared children that spent part of a year uninsured to those who were continuously 

insured (either public or private) and found that children with insurance gaps were more likely to 

be in fair or poor health. Aiken et al. (2004) found that continuously uninsured children were 

more likely than those with at least sporadic health insurance coverage to be in fair or poor 

health. Finally, Satchell and Pati (2005), who examined a sample of vulnerable children (children 

with chronic health conditions, racial/ethnic minorities or children living in poverty), found no 

significant differences in the proportions of healthy and unhealthy children that experienced 

health insurance gaps. 

Fewer studies have examined the effects of adult health on health insurance status. 

Bundorf, Herring, and Pauly (2005) found a positive relationship between health risk and 
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coverage for those in the private insurance market in their analysis of 1996-2002 Medical 

Expenditure Panel Survey data. Blumberg and Nichols (2001) use the 1997 National Health 

Interview Survey to analyze the characteristics of workers who decline employers’ offers of 

health insurance to become uninsured and found that these workers were in poorer mental health 

than those who took up employer coverage. Their results for physical health measures were 

mixed- those that declined coverage had worse self-reported health, were more likely to report 

having asthma or migraines, but less likely to report diabetes. Schoen and DesRoches (2000) 

found that those who lost coverage for a relatively brief period were just as likely as those who 

were continuously insured to be in fair or poor health. Likewise, Baker et al. (2002) found no 

differences in self-reported health status between adults that maintained private health insurance 

coverage and those that lost it. These results suggest that the effect of health status on loss of 

coverage may be different for children than for adults.  

With the exception of Satchel and Pati (2005) and Shenkman et al. (2002), all the above 

studies used self-reported measures of health. There is evidence that individuals tend to under-

report their health conditions (e.g. Goldman et al. 2002; Zhu et al. 1999), including cancer 

history (Desai et al. 2001). If the degree of underreporting is consistent across different 

conditions, it may not be that problematic. However, studies have found that the extent of 

underreporting varies by condition.3 Furthermore, none of the studies included health measures 

for family members other than the focal person. Such an omission ignores the interdependency 

of family members, which is particularly important for children since adults make decisions on 

their behalf. For example, the ability of a mother to obtain and maintain health coverage for her 

                                                 
3 For example, Goldman et al. found that the underreporting of hypertension is considerable (nearly half that have 
the condition do not report it), while the underreporting of diabetes is less substantial, and Zhu et al. found varying 
degrees of discrepancies when comparing self-reported data to medical records for men who were asked about 
different conditions related to the urogenital tract.  
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child may be a function of her own physical and mental health. The child’s health may also 

affect the mother’s insurance status—particularly when public insurance is involved, as there 

may be economies of scale in the enrollment process. 

In this study, we estimate the probability of health insurance loss among a population-

based sample of mothers and their one-year-old children. We examine the effect of the child’s 

health endowment, the mother’s health status, and the father’s health status on the probability of 

insurance loss for both the mother and the child. We conduct separate analyses for mothers who 

were covered by public and private insurance at the time of the birth. The health status measures 

are drawn primarily from medical records, reducing the potential for measurement error that may 

accompany self-reported measures. Loss of insurance will be modeled as a function of child’s 

health at birth, the mother’s pre-pregnancy physical and mental health, father’s baseline physical 

and mental health, socioeconomic characteristics of the mother and the father, the relationship 

status and living arrangement of the parents, and neighborhood-level poverty. We will also 

include state fixed effects to control for insurance markets, labor markets, and policy 

environments.  

As indicated earlier, health problems could either increase or decrease the likelihood of 

loss of insurance for mothers and their children. If they decrease the probability of health 

insurance loss, it would provide evidence that the public safety net system is working. If they 

increase the probability of insurance loss, it would point to needed public policy changes, as 

coverage disruptions can result in the loss or delay of necessary care that in turn could lead to 

unnecessary illness, hospitalization, or even death. The costs associated with these adverse 

events may exacerbate financial hardship, trapping families in poverty and reducing their 

chances of upward mobility.  

 10



Data 

 We use data from a recent national birth cohort survey that have been linked to medical 

records of mother respondents and their babies. The Fragile Families and Child Wellbeing 

(FFCWB) survey follows a cohort of parents and their newborn children in 20 large U.S. cities 

(in 15 states). The study was designed to provide information about the conditions and 

capabilities of new (mostly unwed) parents; the nature, determinants, and trajectories of their 

relationships; and the long-term consequences for parents and children of welfare reform and 

other policies. The survey data are rich in sociodemographic characteristics of both mothers and 

fathers, and include information on parents’ relationships and living arrangements. 

The FFCWB study randomly sampled births in 75 hospitals between 1998 and 2000. By 

design, approximately three quarters of the interviewed mothers were unmarried. Face-to-face 

interviews were conducted with 4898 mothers while they were still in the hospital after giving 

birth. The infants’ fathers were also interviewed, shortly thereafter in the hospital or at another 

location. 4  Baseline response rates were 86 percent among eligible mothers and 78 percent 

among eligible fathers (fathers were eligible if the infant’s mother completed an interview). 

Additional data have been collected from the hospital medical records (from the birth) for a sub-

sample of 2994 births in 17 cities (in 13 states). Measures of census tract-level poverty were 

linked to the data using the mothers’ baseline addresses. Follow-up interviews were conducted 

over the telephone with mothers when the child was one year old; 89 percent of the mothers who 

completed baseline interviews were re-interviewed when their children were between 12 and 18 

months old. We use data on the 2,400 non-multiple births that have complete information on all 

                                                 
4 Additional background on the research design of the Fragile Families and Child Wellbeing study is available in 
Reichman et al. (2001). 
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main analysis variables from the mother’s baseline and one year follow-up surveys, medical 

records, and address files. 

The Fragile Families data linked with the medical records data are well suited for 

analyzing the effects of child, maternal, and paternal health on insurance loss of mothers and 

children because they represent a population that is vulnerable to experiencing lapses in health 

insurance (about two-thirds of the births were covered by public insurance), were collected as 

part of a longitudinal birth cohort study, and include: (1) detailed data on the child’s health from 

birth; (2) detailed data on the mother’s physical and mental health; (3) data on the father’s 

physical and mental health; (4) information about insurance status at the time of the birth and at 

the time of the one year follow-up interview; (5) measures of socioeconomic status (e.g., 

education, neighborhood poverty) of both fathers and mothers; (6) data on the fathers regardless 

of whether they lived with their children; and (7) detailed information on the parents’ 

relationship status, living arrangements, and other children (together and with other partners) at 

the time of the birth.  

 

Descriptive Analysis 

 Below we describe the measures we use in our analyses, present summary statistics, and 

point out many salient characteristics of the sample. Unless indicated otherwise, all covariates 

are measured at baseline. In general, we use mother reports for information about the mother and 

father reports for information about the father. However, in cases where father data are missing, 

we use mother reports about the father if these are available. We restrict our sample to non-

multiple births that were covered by health insurance for which there were no missing data on 

any of the main analysis variables. 
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Health insurance 

Health insurance status and type of insurance, for the mother as well as the child, were 

reported by the mother at both the baseline and follow-up interview. A small number (39) of 

mothers were excluded from the analysis because they did not have health insurance at baseline. 

The handful of mothers who reported that they had both public and private health insurance at 

baseline (8) are included in analyses of both publicly and privately insured mothers. 

Table 1 shows the joint nature of insurance coverage for the mothers’ and their focal 

child. Of the 705 mothers who lost insurance, nearly 37 percent of their children lost coverage as 

well. For the 1,695 mothers who had insurance both at baseline and in the follow-up survey, 

nearly 98 percent of their children had coverage at each of those points in time. 

Characteristics of the sample by mothers’ baseline health insurance type (public or 

private) are presented in Table 2. Over one third (37%) of mothers who were covered by public 

insurance at baseline were uninsured at the time of the follow-up interview and 15 percent of 

their infants had no health insurance at that time. In contrast, fourteen percent of the mothers 

with private insurance at the time of the birth and 9 percent of their infants had no insurance 

coverage 12 - 18 months later.  

 

Measures of health 

In most previous studies, child and maternal health were ascertained through survey 

questions to mothers. We construct three different measures of poor child health that draw on 

information from the medical records and surveys and assess the robustness of our results to the 

choice of measure. For the mothers, we rely primarily on information from the medical records, 

but use baseline self-reported health status in certain analyses.  
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The first measure of poor child health (severe infant health condition), coded from the 

medical records and one-year maternal reports of child disability, is whether the infant had a 

severe abnormal condition at birth and/or was very low birth weight (<1500 grams). The coding 

of the abnormal conditions was conducted by an outside pediatric consultant who was directed to 

code a case as having poor child health if the child had a condition that is severe, chronic, 

unlikely caused by maternal prenatal behavior, and in the case of one-year maternal reports, 

likely present at birth. Our goal was to capture conditions that are for the most part random (e.g., 

Down Syndrome, congenital heart malformations), given that the pregnancy resulted in a live 

birth. Approximately 3 percent of the children in sample were coded as having a severe infant 

health condition as we have defined it (Table 2).  

The second measure of poor child health is low birth weight (< 2500 grams). Birth weight 

was obtained from the medical records. Of mothers with public insurance at baseline, 12 percent 

had low birth weight infants. In contrast, only 6 percent of infants born to mothers with private 

insurance were low birth weight. This measure is readily obtained from maternal reports or 

medical records,5 but is not very specific because few moderately low birth weight children (the 

majority of low birth weight children) have severe health problems (Reichman 2005). The 

advantage of this measure is that it conforms to the standard definition of low birth weight and is 

comparable across studies. 

Our third measure is a direct, but broad, measure of infant health—whether the infant had 

a severe or moderately severe abnormal condition. These children may or may not have poor 

long-term prognoses and the links to maternal prenatal behavior are weak or unclear. We call this 

measure any infant health condition. Again, the coding was conducted by an outside pediatric 

consultant who systematically reviewed the medical record data on infant conditions, as well as 
                                                 
5 The correlation of birth weights from the two sources in the FFCWB data is .98. 
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data from the one-year interviews on physical disabilities of the child, to determine conditions 

that were likely present at birth that may not have been detected during the initial hospitalization. 

About 20 percent of the children in the sample were coded as having any infant health condition 

(21% of the publicly insured group, 20% of the privately insured group). Finally, in 

supplemental analyses we use the mother’s report of the child’s health at the one-year follow-up 

survey (good, fair, or poor, compared to excellent or very good). Among children with public 

insurance, 15 percent were reported as having less than very good health, compared to 9 percent 

of children with private insurance. 

From information in the mothers’ medical records, we construct three measures of 

maternal health conditions prior to the pregnancy: (1) lung disease (acute or chronic lung disease 

or asthma), (2) other pre-existing physical health conditions (cardiac disease, chronic diabetes, 

hypertension, or liver disease), and (3) pre-existing diagnosed mental illness. The mother was 

coded as having a pre-existing mental illness if there was any documentation of a diagnosed 

DSM-IV mental disorder (e.g., depression, anxiety, bipolar disorder, schizophrenia, anorexia, 

suicidality, and mental retardation) in her chart.6 In a supplemental analysis, we instead use 

mothers’ self-reported health (good, fair, or poor, compared to excellent or very good) from the 

baseline survey. Mothers with public insurance at baseline were much more likely than mothers 

with private insurance to have health conditions that pre-dated the birth. The difference is most 

striking for mental illness—twice as many mothers with public insurance (12%) had history of 

diagnosed mental illness as mothers whose births were covered by private insurance (6%). In 

supplemental analyses, we included whether the mother received first trimester care (from the 

medical records), included whether the mother had a previous low birth weight, small for 
                                                 
 
6 Substance abuse disorders were not included in this measure. 
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gestational age, or preterm delivery (from the medical records), or restricted the sample to first 

births (from the baseline survey). Publicly insured mothers were much less likely to have 

received first trimester prenatal care (51%, compared to 70%) and much more likely to have a 

previous adverse birth outcome (10%, compared to 6%). The proportions that were first births 

were 35 percent among the publicly insured mothers and 42 percent of the privately insured 

mothers (not shown in table). 

For the health status of the father, we rely solely on survey data. We include the father’s 

self-reported health (good, fair, or poor, compared to excellent or very good) from the baseline 

survey, as well as his score from the Center for Epidemiologic Studies Depression Scale (CES-

D), which was included in the fathers’ baseline interview. The CES-D scale ranges from 0 (low 

risk for depression) to 7 (high risk for depression). These are the only analysis variables for 

which we relied solely on father reports. To avoid sample loss due to missing data, we included a 

dummy variable indicating that the father did not complete a baseline interview. The prevalence 

of self-reported poor health status and mean depression scores were higher for fathers having 

children with mothers on public insurance than for those having children with mothers whose 

births were covered by private insurance.  

 

Covariates 

We include several covariates that may be related to both health and health insurance 

status. These include whether the focal child is male (roughly 50-50)7 and whether the father had 

insurance from his last employer (41% for the publicly insured mothers, versus 70% for the 

privately insured mothers). We also include detailed information on family structure. We go 

                                                 
7 Recent studies (for example, Dahl and Moretti 2004) indicate that fathers of sons tend to have stronger 
commitments to their families than fathers of daughters. 
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beyond whether the father was present in the mother’s household to characterize the parents’ 

relationship at the time of the birth; we consider whether the parents were married, cohabiting, or 

neither married or cohabiting. Among mothers with public insurance at baseline, 89 percent of 

the parents were unmarried and almost half (47%) of those who were unmarried parents lived 

with the child’s father at baseline. Among mothers with private insurance at baseline, only half 

(52 %) were unmarried and more than half (58%) of those unmarried parents lived the child’s 

father.  

We include whether the mother and father had any older children together, whether the 

mother had any children with another partner at the time of the baseline, and whether the father 

had at least one child with another partner at the time of the mother’s one year follow-up 

interview.8 Overall, multiple partner fertility is much higher in the public insurance group than in 

the private insurance group. We also include whether the father visited the mother and baby in 

the hospital (78% for the publicly insured group, compared to 92% for the privately insured 

group) and whether the mother knew the father at least 12 months prior to conception of the 

focal child (81% versus 92%).  

We include the mother’s age, race/ethnicity, education, and whether she worked within 

the two-year period preceding the child’s birth, as well as her number of previous pregnancies 

(whether they resulted in live births or not, and including both spontaneous and induced 

abortions), which was obtained from the mother’s medical record. Mothers with public insurance 

at baseline were younger, less educated, and more likely to be black or Hispanic than mothers 

with privately insured births. 

                                                 
8 Data limitations make it impossible to ascertain whether the father had any children with another partner at the 
time of the baseline.  
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 We include detailed information on the father, whether or not he lived in the household at 

the time of the birth. We include the father’s age (expressed as the number of years the father’s 

age exceeded the mother’s age), whether the father was a different race/ethnicity than the 

mother, whether the father had fewer years of education than the mother, whether the father had 

served in the military, and whether he was employed at the time of the birth. The fathers in the 

public insurance group were less likely to have served in the military and to have been employed 

at baseline than those in the private insurance group. 

As a proxy for household income, we include the percentage of households in the 

mother’s census tract with income under the poverty line (21% for the publicly insured group, 

compared to 13% for the privately insured group).9 Because of the strong associations found in 

past studies between nativity and health insurance status, we include whether the mother (but not 

the father) is an immigrant and whether both parents are immigrants (compared to whether the 

father only or neither parent is an immigrant). There are no differences across groups in nativity 

status. Finally, for reasons stated earlier, all models include state fixed effects. 

 

Modeling Strategy 

 We are interested in estimating the effect of a child’s poor health, the mother’s poor 

health, and the health status of the father on insurance loss of both the mother and her child. We 

use probit models to estimate the following equation, separately for mothers and children:  

 

Insurance Loss = f (child’s health, mother’s health, father’s health, other child characteristics,                          

parent relationship status, other mother and father characteristics, state fixed effects, μ)  

                                                 
9 In this sample, there is an average of 1.65 births per census tract, with 65 percent of the 1453 tracts containing only 
one birth. 
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The estimation of this model is straightforward, assuming that health is truly random 

(exogenous). It is possible, however, that there are non-random components of health (reflected 

in μ) that are correlated with unobserved determinants of insurance loss. If that is the case, health 

would be endogenous and the estimated effects of child, mother, and father health on insurance 

loss would be biased. In theory, one could use instrumental variables estimation to address the 

endogeneity. However, in this case, the probability of finding valid identifiers for health status 

(i.e., measures that are strongly related to health status but affect health insurance only through 

health) is extremely low. We address the potential endogeneity issue by: (1) using longitudinal 

data, which helps in establishing the temporal ordering of events (our measures of maternal and 

child health status and most covariates precede the change in insurance status); (2) attempting to 

measure child health conditions that are exogenous; and (3) using rich data and including 

numerous measures that are associated with both health and health insurance, as well as state 

fixed effects. Finally, we assess the robustness of our results to a number of different model 

specifications.  

   

Multivariate Results 

The results from probit models of insurance loss are presented in Tables 3 (for children) 

and 4 (for mothers). In each cell of results, the probit coefficient appears on top, the marginal 

effect is in brackets, and the standard error, which is corrected for state clustering of observations 

using the Huber-White method, is in parentheses. 
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Children’s Insurance Loss 

Regardless which measure of poor child health is used, there is no significant association 

between poor child health and loss of insurance among children whose mothers had public 

insurance at the time of the birth.10 In contrast, previous studies have found that for children 

enrolled in public insurance, poor child health decreases the likelihood of insurance gaps 

(Sommers 2005, Haley and Kenney 2003, Schenkman et al. 2002). The inconsistency may 

reflect the ages of children studied, the measures of health used, or the policy context. All three 

previous studies used samples of children ages 0 to 18. Sommers and Haley & Kenney used 

maternal reports of children’s health. Schenkman et al. used documented child health conditions 

of children in one state—Florida. For privately insured births, the only measure of child health 

that is significantly associated with insurance loss is our broadest—any infant health condition. 

There are strong associations between parental health and children’s insurance loss. For 

publicly insured births, a maternal lung condition reduces the likelihood of insurance loss for the 

child by 7 percentage points, while a pre-existing diagnosed mental illness increases the 

probability of loss by 9 percentage points. The latter finding is consistent with past research 

indicating that women who report a mental health problem are more likely to perceive barriers to 

enrolling in Medicaid (Stuber and Bradley 2005). For publicly insured births, children of fathers 

with higher depression scores have lower rates of insurance loss, all else equal. Finally, for 

privately insured births, the only significant effect of parental health is for the father-reported 

suboptimal health at baseline—poor self-reported health increases the likelihood that the child 

becomes uninsured by 5 to 6 percentage points. There is no association between the father’s self-

reported health status and the child’s loss of insurance for births that were publicly insured. 

                                                 
10 Sample sizes precluded estimating models with severe infant health condition for those who had private insurance 
at baseline. 
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The covariate estimates are very robust to the measure of poor child health that is used. 

The effects, generally, are more pronounced for those with private insurance at baseline than for 

those who had public insurance. The father having had health insurance through his last 

employer reduces the probability that a privately insured child will lose insurance, as do the 

parents having other children together and the mother having attended college. For publicly 

insured births, the father having served in the military decreases the risk that the child will lose 

insurance coverage. If the father has a low level of education relative to the mother, the risk of 

insurance loss increases by 4-5 percentage points. Regardless of the type of insurance at birth, 

both parents being immigrants is a strong and consistent positive predictor of the child being 

uninsured at age 1. 

 

Mothers’ Insurance Loss 

Many of the patterns for mother’s insurance loss are similar to those for child’s insurance 

loss. However, there are some notable differences and, overall, there are more significant 

associations for mother’s than for child’s loss of insurance.  

 As was the case for children’s insurance loss, we find that the health of the child is not 

significantly associated with a loss of health insurance for the mother. However, the mother’s 

own health has strong effects for mothers on public insurance at baseline. Publicly insured 

mothers with lung disease are 6 percentage points less likely to lose insurance coverage than 

those without lung disease, all else equal, and mothers with a history of mental illness are 8-9 

percentage points more likely than those without a history of mental illness to lose insurance 

coverage. For privately insured births, if the father reported suboptimal health at baseline, the 

mother was significantly more likely to lose health insurance coverage, and neither the mother’s 
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nor the child’s health status is associated with the child’s health insurance status at age 1. These 

results are very similar to what we found for children’s health insurance loss. However, the 

father’s depression score, which significantly decreased the likelihood of insurance loss among 

children whose births were covered by Medicaid, and any infant health condition, which 

significantly decreased the risk of insurance loss among privately insured children, are not 

associated with insurance loss among mothers. 

The father having had insurance through his last employer reduces the likelihood that 

privately insured mothers lose coverage, as does the parents having been married at baseline 

(versus cohabiting). Multiple partner fertility (the mother having had children with other fathers 

or the father having had children with other mothers) is strongly and negatively associated with 

insurance loss among mothers who were publicly insured for the birth. Publicly insured mothers 

who are high school graduates are less likely to lose insurance than those with less than a high 

school education, and regardless of insurance status at the time of the birth, being a college 

graduate reduces the risk of becoming uninsured. Among publicly insured mothers, the father 

being older than the mother and the father being less educated than the mother are risk factors for 

insurance loss, and the poorer her census tract, the less likely that the mother loses insurance. 

Finally, immigration status and Hispanic ethnicity are strongly associated with health insurance 

status of mothers who had publicly insured births. Consistent with prior findings, mothers who 

are immigrants (Angel, Frias, and Hill 2005) and mothers who are Hispanic (Holahan, Dubay, 

and Kenney 2003, Schoen and DesRoches 2000) are at increased risk of becoming uninsured. 

The risk of becoming uninsured is particularly high for immigrant mothers when the father is 

also an immigrant—both parents being immigrants increases the likelihood of losing public 

insurance by 23 percentage points. 
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Auxiliary Analyses 

We estimated a number of supplemental models to assess the robustness of our results to 

alternative sources of reports and explore competing explanations.11

 

Measures based on alternative sources of reports 

We estimated models that include the mother’s report of the child’s health (good, fair, or 

poor compared to excellent or very good) from the one-year follow-up survey instead of the 

other child health measures, and her self-report of her own general health status at baseline 

(good, fair, or poor compared to excellent or very good). We found that maternal reports of child 

health are not associated with insurance loss of mothers but that they decrease the likelihood of 

insurance loss among children who are initially on public insurance (8 percentage points). This 

result for children is consistent with findings from previous studies that used maternal reports of 

children’s health status (Sommers 2005, Haley and Kenney 2003), suggesting that perceptions of 

poor child health, rather than actual child health conditions, lead to publicly insured children’s 

continued coverage. Self-reported maternal health does not significantly influence insurance loss 

for children or mothers regardless of baseline insurance status. 

 

Competing explanations 

 One limitation of our data is that we have little information on the health of the mother’s 

other children. We address this limitation in two ways—by estimating models that control for 

whether the mother had a previous adverse birth outcome (low birth weight, small for gestational 

age or preterm delivery) and by estimating models for a sub-sample of first births. We found that 

for publicly insured births, the mother having had a previous adverse birth outcome reduced the 
                                                 
11 The results from supplementary analyses are not shown, but are available upon request. 
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likelihood that the mother or child became uninsured (mothers were 6-7 percentage points less 

likely and children were 4-5 percentage points less likely to lose coverage). There were no 

significant effects for those covered by private insurance. For women with no older children 

(first births), having a pre-existing physical health condition other than lung disease significantly 

decreased the likelihood becoming uninsured among those with publicly insured births, but 

maternal mental illness was not associated with insurance loss for mothers having first births, 

either publicly or privately insured. Children with any infant health condition are significantly 

more likely to lose insurance coverage for both publicly and privately insured. The other results 

were very similar to those for the full sample. 

 It is possible that insurance status prior to the pregnancy or during the prenatal period 

affects both health (mother or child) and subsequent insurance status. To address this possibility, 

we estimated a set of models that included whether the mother received first trimester prenatal 

care. We found that including first trimester care in the models did not change any of the 

estimated effects of health on the mother’s or child’s loss of insurance. Additionally, first 

trimester care was negatively associated with insurance loss— by about 6 percentage points 

among privately insured children and mothers and by about 4 percentage points among publicly 

insured children. There was no association for publicly insured mothers. 

 

Conclusion 

We found that in the Fragile Families and Child Wellbeing birth cohort study of urban, 

mostly unmarried parents and their children, virtually all births were covered by health 

insurance, but that a substantial number of the mothers and children did not have any health 

insurance one year later. We examined why this was the case, even after the SCHIP legislation of 
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1997 dramatically reduced the number and rates of uninsured children in the U.S. We focused on 

the potential roles of the child’s, the mother’s, and the father’s health status. We found that there 

are complicated interdependencies between health and insurance status within the mother-father-

child triad. 

We found that child health is not associated with insurance loss of mothers or their 

children. Although previous research cited earlier has shown that poor child health decreases the 

labor supply of both mothers and fathers and that it increases the likelihood that the parents do 

not live together, we found that these effects do not translate into an increased probability that 

children and their mothers, even among those with private insurance, lose health insurance. That 

is, the family turbulence caused by the shock of poor child health does not result in the child or 

mother becoming uninsured.  

In contrast, there are strong associations between parents’ health and children’s insurance 

loss. Among publicly insured children, those whose mothers have physical health conditions are 

less likely to become uninsured than those whose mothers are healthy. Their mothers are also 

less likely to lose health insurance. However, maternal mental illness increases the likelihood 

that both the mother and the child become uninsured by age 1. These results indicate that while 

mothers in poor physical health are able to maintain the coverage they need and to keep their 

children insured, there is a gap in the public safety net for mothers with mental illness and their 

children. Indeed, past research has found that mothers with depression have a difficult time 

managing their young children’s medical care (Minkovitz et al. 2005). The same may be true for 

mothers with other mental illnesses. Our results indicate that mothers with mental illness also 

have difficulty maintaining their own insured status. Since the relevant information is available 

in mothers’ medical records, the hospital of delivery would be a convenient checkpoint for 
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educating mothers with diagnosed mental illnesses about the availability and importance of 

postnatal health insurance coverage for both themselves and their children. 

Fathers’ health also affects their children’s health insurance coverage. Privately insured 

children whose fathers are in poor physical health are more likely than those whose fathers are in 

good health to become uninsured by age 1, as are the mothers. This result suggests the need for 

subsidies that enable men in poor health to afford health insurance for themselves and their 

dependents.  

The covariate estimates underscore that health insurance status is very much a family 

affair. For example, insurance loss among publicly insured mothers is strongly related to both 

parents’ low levels of human capital, and both parents being immigrants (but not only the mother 

being an immigrant) is a risk factor for the child being uninsured at age 1, regardless of health 

insurance type at the time of the birth.  

We conclude with a caveat. Despite our rich longitudinal data and multiple strategies for 

minimizing endogeneity, it is possible that the associations we uncovered do not represent causal 

effects. Regardless of this limitation, however, this study has produced include important policy-

relevant facts about the determinants of health insurance status in the post-PRWORA post-

SCHIP era and the interdependencies of family members’ health and insurance status.  
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Table 1: Loss of Health Insurance Between Baseline and One Year Followup 
  Child 
Mother No Yes Total 
 No 1,658 37 1,695 
     
 Yes 445 260 705 
     
 Total 2,103 297 2,400 
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Table 2:  Sample Characteristics (proportions, unless indicated otherwise) 
  Public Insurance at Baseline Private Insurance at Baseline 
Lost Health Insurance 
 Mother .37 .14 
 Child .15 .09 
    
Child Characteristics 
 Severe Infant Health Condition .04 .03 
 Low Birth Weight .12 .06 
 Any Infant Health Condition .21 .20 
 Male Child .51 .54 
 Suboptimal Health (mother report at 1 year) .15 .09 
    
Mother’s Health 
 Lung Condition .14 .10 
 Other Physical Health Problem .08 .07 
 Disposed Mental Illness .12 .06 
 Self-Reported Suboptimal Health .39 .26 
    
Father’s Health & Health Insurance 
 Self-Reported Suboptimal Health .26 .20 
 Depression score (CES-D), mean 1.31 

(1.22) 
1.11 

(1.12) 
 Had Health Insurance from Last Employer .41 .70 
    
Family Structure 
 Married or Cohabiting at Baseline* .11 .48 
 Cohabiting  .42 .30 
 Not Cohabiting .47 .22 
 Knew Father at Least 12 Months .81 .92 
 Parents Have Other Children Together .29 .36 
 Mother has Children with Other Partner .42 .23 
 Father has Children with Other Partner .38 .26 
 Father Visited in Hospital .78 .92 
    
Mother’s Other Characteristics 
 Age, mean 23.53 

(5.33) 
27.37 
(6.30) 

 Age Squared 582.24 
(285.92) 

788.63 
(359.48) 

 Less Than High School* .45 .15 
 High School Graduate .33 .27 
 Some College But Not Graduate .20 .33 
 College Graduate .02 .25 
 Worked in Past 2 years .78 .87 
 Non-Hispanic White* .14 .33 
 Non-Hispanic Black .53 .38 

Continued on next page
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 Table 1 (cont’d)   
  Public Insurance at Baseline Private Insurance at Baseline 
    
Mother’s Other Characteristics (cont’d)   
 Hispanic .30 .24 
 Other Race/Ethnicity .03 .05 
 Number of Previous Pregnancies, mean .76 .73 
 Previous Adverse Birth Outcome .10 .06 
 First Trimester Prenatal Care .51 .70 
    
Father’s Other Characteristics 
 Age Difference in Years (Father Minus 

Mother), mean 
2.77 

(5.24) 
2.19 

(4.66) 
 Different Race/Ethnicity Than Mother .14 .16 
 Less Educated Than Mother .24 .33 
 Served in the Military .07 .12 
 Employed at Baseline .72 .86 
 Did Not Complete Baseline Interview  .20 .11 
    
Other Characteristics    
 % Below Poverty in Mother’s Census Tract, 

mean 
.21 

(.13) 
.13 

(.11) 
 Mother (but not father) is Immigrant .05 .05 
 Both Parents are Immigrants .10 .10 
 Only Father or Neither Parent is an 

Immigrant* 
.85 .85 

 N 1602 806 
    

Notes: Standard Deviations in parentheses. 
*Reference category in regression analyses. 
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Table 3:  Child’s Loss of Insurance 
 Child Had Public Insurance at 

Baseline 
Child Had Private Insurance at 

Baseline 
 Coefficient 

(Standard Deviation) 
[Marginal Effect] 

Coefficient 
(Standard Deviation) 

[Marginal Effect] 
Severe Infant Health 
Condition 

-.01 
(.22) 
[-.00] 

   
N/Aa

  

       
Low Birth Weight  .19 

(.14) 
[.04] 

  -.48 
(.34) 
[-.04] 

 

       
Any Infant Health Condition   .05 

(.08) 
[.01] 

  -.46*** 
(.14) 
[-.04] 

       
Male Child -.17** 

(.08) 
[-.03] 

-.17** 
(.08) 
[-.03] 

-.17** 
(.08) 
[-.03] 

.12 
(.16) 
[.01] 

.12 
(.15) 
[.01] 

.14 
(.16) 
[.01] 

       
Maternal Lung Condition -.38** 

(.16) 
[-.07] 

-.38** 
(.17) 
[-.07] 

-.38** 
(.17) 
[-.07] 

-.03 
(.18) 
[-.00] 

-.05 
(.20) 
[-.00] 

-.09 
(.19) 
[-.01] 

       
Other Maternal Physical 
Health Problem 

-.16 
(.21) 
[-.03] 

-.16 
(.21) 
[-.03] 

-.16 
(.21) 
[-.03] 

-.12 
(.26) 
[-.01] 

-.07 
(.28) 
[-.01] 

-.05 
(.26) 
[-.01] 

       
Maternal History of Mental 
Illness 

.37*** 
(.09) 
[.09] 

.36*** 
(.09) 
[.08] 

.37*** 
(.09) 
[.09] 

-.00 
(.18) 
[-.00] 

.02 
(.19) 
[.00] 

-.01 
(.20) 
[-.00] 

       
Father’s Self-Reported 
Suboptimal Health 

-.13 
(.10) 
[-.03] 

-.12 
(.10) 
[-.02] 

-.13 
(.10) 
[-.03] 

.42*** 
(.15) 
[.06] 

.40*** 
(.14) 
[.05] 

.40*** 
(.15) 
[.05] 

       
Father’s Depression score 
(CES-D) 

-.05** 
(.02) 
[-.01] 

-.05** 
(.02) 
[-.01] 

-.05** 
(.02) 
[-.01] 

-.02 
(.04) 
[-.00] 

-.01 
(.04) 
[-.00] 

-.01 
(.05) 
[-.00] 

       
Father had Health Insurance 
from Last Employer 

-.09 
(.09) 
[-.02] 

-.09 
(.09) 
[-.02] 

-.09 
(.09) 
[-.02] 

-.48** 
(.21) 
[-.07] 

-.44** 
(.21) 
[-.06] 

-.45** 
(.21) 
[-.06] 

       
Cohabiting at Baseline  -.01 

(.11) 
[-.00] 

-.01 
(.11) 
[-.00] 

-.01 
(.11) 
[-.00] 

.25 
(.19) 
[.03] 

.24 
(.19) 
[.03] 

.25 
(.19) 
[.03] 

Continued on next page
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Table 3 (cont’d) 
 Child Had Public Insurance at 

Baseline 
Child Had Private Insurance at 

Baseline 
 Coefficient 

(Standard Deviation) 
[Marginal Effect] 

Coefficient 
(Standard Deviation) 

[Marginal Effect] 
       
Not Cohabiting -.06 

(.12) 
[-.01] 

-.07 
(.12) 
[-.01] 

-.06 
(.12) 
[-.01] 

.02 
(.31) 
[.00] 

.00 
(.32) 
[.00] 

.06 
(.32) 
[.01] 

       
Mother Knew Father at Least 
12 Months 

-.05 
(.08) 

 [-.01] 

-.05 
(.08) 
[-.01] 

-.05 
(.08) 
[-.01] 

-.27 
(.18) 
[-.04] 

-.28 
(.18) 
[-.04] 

-.23 
(.19) 
[-.03] 

       
Parents Have Other Children 
Together 

-.07 
(.10) 
[-.01] 

-.07 
(.10) 
[-.01] 

-.07 
(.10) 
[-.01] 

-.25* 
(.14) 
[-.03] 

-.23* 
(.13) 
[-.02] 

-.24* 
(.13) 
[-.02] 

       
Mother has Children with 
Other Partner 

.03 
(.14) 
[.01] 

.03 
(.14) 
[.01] 

.03 
(.14) 
[.01] 

-.24 
(.20) 
[-.03] 

-.21 
(.20) 
[-.02] 

-.22 
(.18) 
[-.02] 

       
Father has Children with 
Other Partner 

-.13 
(.08) 
[-.03] 

-.13 
(.08) 
[-.03] 

-.13 
(.08) 
[-.03] 

.08 
(.18) 
[.01] 

.10 
(.18) 
[.01] 

.09 
(.18) 
[.01] 

       
Father Visited in Hospital .01 

(.15) 
[.00] 

.01 
(.15) 
[.00] 

.01 
(.15) 
[.00] 

-.01 
(.32) 
[-.00] 

.04 
(.31) 
[.00] 

.04 
(.30) 
[.00] 

       
Mother’s Age -.04 

(.06) 
[-.01] 

-.04 
(.06) 
[-.01] 

-.04 
(.06) 
[-.01] 

.01 
(.13) 
[.00] 

.00 
(.13) 
[.00] 

.00 
(.13) 
[.00] 

       
Mother’s Age Squared .00 

(.00) 
[.00] 

.00 
(.00) 
[.00] 

.00 
(.00) 
[.00] 

.00 
(.00) 
[.00] 

.00 
(.00) 
[.00] 

.00 
(.00) 
[.00] 

       
Mother is High School 
Graduate 

-.09 
(.10) 
[-.02] 

-.09 
(.10) 
[-.02] 

-.09 
(.10) 
[-.02] 

-.11 
(.29) 
[-.01] 

-.11 
(.29) 
[-.01] 

-.15 
(.28) 
[-.02] 

       
Mother has Some College But 
Not Graduate 

-.03 
(.15) 
[-.01] 

-.02 
(.16) 
[-.00] 

-.03 
(.15) 
[-.01] 

-.53* 
(.29) 
[-.05] 

-.53* 
(.29) 
[-.05] 

-.53* 
(.28) 
[-.05] 

Continued on next page
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Table 3 (cont’d)       
 Child Had Public Insurance at 

Baseline 
Child Had Private Insurance at 

Baseline 
 Coefficient 

(Standard Deviation) 
[Marginal Effect] 

Coefficient 
(Standard Deviation) 

[Marginal Effect] 
       
Mother is College Graduate .12 

(.26) 
[.03] 

.13 
(.26) 
[.03] 

.12 
(.26) 
[.03] 

-.71* 
(.36) 
[-.06] 

-.70* 
(.36) 
[-.06] 

-.72** 
(.36) 
[-.06] 

       
Mother Worked in Past 2 
Years 

-.02 
(.12) 
[-.00] 

-.02 
(.12) 
[-.00] 

-.02 
(.12) 
[-.00] 

-.07 
(.19) 
[-.01] 

-.04 
(.20) 
[-.01] 

-.04 
(.20) 
[-.00] 

       
Mother Non-Hispanic Black .02 

(.11) 
[.00] 

.02 
(.10) 
[.00] 

.02 
(.11) 
[.00] 

-.14 
(.23) 
[-.02] 

-.15 
(.22) 
[-.02] 

-.16 
(.22) 
[-.02] 

       
Mother Hispanic .08 

(.11) 
[.02] 

.09 
(.10) 
[.02] 

.08 
(.11) 
[.02] 

-.16 
(.21) 
[-.02] 

-.14 
(.22) 
[-.02] 

-.15 
(.21) 
[-.01] 

       
Mother Other Race/Ethnicity -.19 

(.36) 
[-.04] 

-.18 
(.37) 
[-.03] 

-.19 
(.37) 
[-.03] 

.08 
(.25) 
[.01] 

.10 
(.22) 
[.01] 

.14 
(.25) 
[.02] 

       
Number of Previous 
Pregnancies 

-.08 
(.12) 
[-.02] 

-.08 
(.12) 
[-.02] 

-.08 
(.12) 
[-.02] 

-.23 
(.20) 
[-.03] 

-.23 
(.19) 
[-.03] 

-.21 
(.20) 
[-.02] 

       
Age Difference in Years 
(Father Minus Mother) 

.00 
(.01) 
[.00] 

.00 
(.01) 
[.00] 

.00 
(.01) 
[.00] 

-.02 
(.01) 
[-.00] 

-.02 
(.02) 
[-.00] 

-.02 
(.02) 
[-.00] 

       
Father Different 
Race/Ethnicity Than Mother 

.11 
(.10) 
[.02] 

.12 
(.10) 
[.03] 

.11 
(.10) 
[.02] 

.23 
(.23) 
[.03] 

.19 
(.24) 
[.02] 

.22 
(.24) 
[.03] 

       
Father Less Educated Than 
Mother 

.20* 
(.12) 
[.04] 

.20 
(.12) 
[.04] 

.21* 
(.12) 
[.05] 

.25 
(.20) 
[.03] 

.26 
(.20) 
[.03] 

.25 
(.21) 
[.03] 

       
Father Served in Military -.28* 

(.17) 
[-.05] 

-.28* 
(.17) 
[-.05] 

-.28* 
(.17) 
[-.05] 

-.35 
(.25) 
[-.03] 

-.37 
(.24) 
[-.03] 

-.37 
(.24) 
[-.03] 

Continued on next page
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Table 3 (cont’d)   
 Child Had Public Insurance at 

Baseline 
Child Had Private Insurance at 

Baseline 
 Coefficient 

(Standard Deviation) 
[Marginal Effect] 

Coefficient 
(Standard Deviation) 

[Marginal Effect] 
       
Father Employed at Baseline  -.02 

(.09) 
[-.00] 

-.02 
(.09) 
[-.00] 

-.02 
(.09) 
[-.00] 

.04 
(.24) 
[.00] 

.01 
(.22) 
[.00] 

.01 
(.23) 
[.00] 

       
 
Father Did Not Complete 
Baseline Interview  

 
-.15 
(.11) 
[-.03] 

 
-.15 
(.11) 
[-.03] 

 
-.15 
(.11) 
[-.03] 

 
-.14 
(.28) 
[-.01] 

 
-.10 
(.29) 
[-.01] 

 
-.15 
(.28) 
[-.02] 

       
% Below Poverty in Mother’s 
Census Tract 

-.41 
(.29) 
[-.08] 

-.41 
(.30) 
[-.08] 

-.41 
(.30) 
[-.08] 

.19 
(.81) 
[.02] 

.10 
(.82) 
[.01] 

.15 
(.81) 
[.02] 

       
Mother (but not father) is 
Immigrant 

.16 
(.18) 
[.04] 

.17 
(.18) 
[.04] 

.17 
(.18) 
[.04] 

.15 
(.48) 
[.02] 

.19 
(.50) 
[.02] 

.17 
(.50) 
[.02] 

       
Both Parents are Immigrants .22** 

(.09) 
[.05] 

.23** 
(.09) 
[.05] 

.22** 
(.10) 
[.05] 

.33 
(.20) 
[.05] 

.35* 
(.19) 
[.05] 

.34* 
(.20) 
[.05] 

       
Nb 1593 1593 1593 775 798 798 
       
Pseudo R2 .08 .08 .08 .15 .15 .16 
*** significant at 1% level; ** significant at 5% level; * significant at 10% level 
a Sample sizes precluded estimating models with severe infant health condition for those who had private insurance 
at baseline. 
b Ten observations were lost due to perfect collinearity of predictor variables.  
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Table 4:  Mother’s Loss of Insurance 
 Mother Had Public Insurance at 

Baseline 
Mother Had Private Insurance 

at Baseline 
 Coefficient 

(Standard Deviation) 
[Marginal Effect] 

Coefficient 
(Standard Deviation) 

[Marginal Effect] 
       
Severe Infant Health 
Condition 

-.01 
(.18) 
[-.00] 

  -.44 
(.36) 
[-.06] 

  

       
Low Birth Weight  .12 

(.09) 
[.05] 

  -.15 
(.21) 
[-.02] 

 

       
Any Infant Health Condition   .02 

(.08) 
[.01] 

  .01 
(.09) 
[.00] 

       
Male Child -.09 

(.07) 
[-.03] 

-.09 
(.07) 
[-.03] 

-.09 
(.07) 
[-.04] 

.18* 
(.10) 
[.03] 

.18* 
(.10) 
[.03] 

.18* 
(.10) 
[.03] 

       
Maternal Lung Condition -.16* 

(.09) 
[-.06] 

-.16* 
(.09) 
[-.06] 

-.16* 
(.09) 
[-.06] 

.13 
(.16) 
[.03] 

.13 
(.15) 
[.03] 

.12 
(.15) 
[.02] 

       
Other Maternal Physical 
Health Problem 

-.19 
(.15) 
[-.07] 

-.19 
(.15) 
[-.07] 

-.19 
(.15) 
[-.07] 

.01 
(.23) 
[.00] 

.01 
(.23) 
[.00] 

-.00 
(.23) 
[-.00] 

       
Maternal History of Mental 
Illness 

.23** 
(.10) 
[.09] 

.22** 
(.10) 
[.08] 

.23** 
(.10) 
[.09] 

-.18 
(.32) 
[-.03] 

-.17 
(.32) 
[-.03] 

-.17 
(.32) 
[-.03] 

       
Father’s Self-Reported 
Suboptimal Health 

.01 
(.09) 
[.00] 

.02 
(.09) 
[.01] 

.01 
(.09) 
[.00] 

.29*** 
(.11) 
[.06] 

.28*** 
(.11) 
[.06] 

.28*** 
(.11) 
[.06] 

       
Father’s Depression score 
(CES-D) 

-.01 
(.01) 
[-.00] 

-.01 
(.01) 
[-.00] 

-.01 
(.01) 
[-.00] 

-.01 
(.05) 
[-.00] 

-.01 
(.05) 
[-.00] 

-.01 
(.05) 
[-.00] 

       
Father had Health Insurance 
from Last Employer 

-.10 
(.06) 
[-.04] 

-.10* 
(.06) 
[-.04] 

-.10* 
(.06) 
[-.04] 

-.40*** 
(.15) 
[-.08] 

-.39*** 
(.14) 
[-.08] 

-.40*** 
(.15) 
[-.08] 

       
Cohabiting at Baseline .12 

(.14) 
[.04] 

.12 
(.14) 
[.04] 

.12 
(.14) 
[.04] 

.43** 
(.20) 
[.09] 

.43** 
(.20) 
[.09] 

.43** 
(.20) 
[.09] 

Continued on next page
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Table 4 (cont’d)       
 Mother Had Public Insurance at 

Baseline 
Mother Had Private Insurance 

at Baseline 
 Coefficient 

(Standard Deviation) 
[Marginal Effect] 

Coefficient 
(Standard Deviation) 

[Marginal Effect] 
       
Not Cohabiting .03 

(.16) 
[.01] 

.03 
(.16) 
[.01] 

.03 
(.16) 
[.01] 

.11 
(.29) 
[.02] 

.11 
(.29) 
[.02] 

.11 
(.29) 
[.02] 

       
Mother Knew Father at Least 
12 Months 

-.03 
(.08) 
[-.01] 

-.02 
(.08) 
[-.01] 

-.03 
(.08) 
[-.01] 

.19 
(.19) 
[.03] 

.19 
(.19) 
[.03] 

.18 
(.19) 
[.03] 

       
Parents Have Other Children 
Together 

-.05 
(.08) 
[-.02] 

-.05 
(.08) 
[-.02] 

-.05 
(.08) 
[-.02] 

-.16 
(.20) 
[-.03] 

-.16 
(.20) 
[-.03] 

-.16 
(.20) 
[-.03] 

       
Mother has Children with 
Other Partner 

-.16* 
(.08) 
[-.06] 

-.16* 
(.09) 
[-.06] 

-.16* 
(.09) 
[-.06] 

-.15 
(.27) 
[-.03] 

-.15 
(.27) 
[-.03] 

-.15 
(.27) 
[-.03] 

       
Father has Children with 
Other Partner 

-.13* 
(.07) 
[-.05] 

-.14* 
(.07) 
[-.05] 

-.13* 
(.08) 
[-.05] 

-.08 
(.16) 
[-.01] 

-.07 
(.16) 
[-.01] 

-.07 
(.16) 
[-.01] 

       
Father Visited in Hospital .12 

(.10) 
[.04] 

.12 
(.10) 
[.04] 

.12 
(.10) 
[.04] 

.07 
(.24) 
[.01] 

.07 
(.24) 
[.01] 

.07 
(.24) 
[.01] 

       
Mother’s Age .04 

(.05) 
[.02] 

.04 
(.05) 
[.02] 

.04 
(.05) 
[.02] 

-.04 
(.14) 
[-.01] 

-.04 
(.14) 
[-.01] 

-.04 
(.14) 
[-.00] 

       
Mother’s Age Squared -.00 

(.00) 
[-.00] 

-.00 
(.00) 
[-.00] 

-.00 
(.00) 
[-.00] 

.00 
(.00) 
[.00] 

.00 
(.00) 
[.00] 

.00 
(.00) 
[.00] 

       
Mother is High School 
Graduate 

-.17** 
(.08) 
[-.06] 

-.17** 
(.08) 
[-.06] 

-.17** 
(.08) 
[-.06] 

-.02 
(.22) 
[-.00] 

-.02 
(.23) 
[-.00] 

-.01 
(.23) 
[-.00] 

       
Mother has Some College But 
Not Graduate 

-.07 
(.13) 
[-.03] 

-.07 
(.13) 
[-.02] 

-.07 
(.13) 
[-.03] 

-.37 
(.26) 
[-.06] 

-.36 
(.26) 
[-.06] 

-.36 
(.26) 
[-.06] 

       
Mother is College Graduate -.80*** 

(.28) 
[-.24] 

-.79*** 
(.28) 
[-.23] 

-.80*** 
(.28) 
[-.24] 

-.63** 
(.25) 
[-.09] 

-.63** 
(.25) 
[-.09] 

-.62** 
(.25) 
[-.09] 

Continued on next page
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Table 4 (cont’d)       
 Mother Had Public Insurance at 

Baseline 
Mother Had Private Insurance 

at Baseline 
 Coefficient 

(Standard Deviation) 
[Marginal Effect] 

Coefficient 
(Standard Deviation) 

[Marginal Effect] 
       
Mother Worked in Past 2 
years 

.07 
(.10) 
[.03] 

.08 
(.10) 
[.03] 

.07 
(.10) 
[.03] 

-.12 
(.18) 
[-.02] 

-.12 
(.18) 
[-.02] 

-.13 
(.19) 
[-.02] 

       
Mother Non-Hispanic Black -.11 

(.10) 
[-.04] 

-.11 
(.10) 
[-.04] 

-.10 
(.10) 
[-.04] 

-.16 
(.15) 
[-.03] 

-.17 
(.15) 
[-.03] 

-.17 
(.15) 
[-.03] 

       
Mother Hispanic .28** 

(.13) 
[.11] 

.28** 
(.13) 
[.11] 

.28** 
(.13) 
[.11] 

.27 
(.19) 
[.05] 

.27 
(.19) 
[.05] 

.26 
(.19) 
[.05] 

       
Mother Other Race/Ethnicity -.25 

(.20) 
[-.09] 

-.24 
(.20) 
[-.09] 

-.25 
(.20) 
[-.09] 

-.36 
(.31) 
[-.05] 

-.36 
(.30) 
[-.05] 

-.39 
(.31) 
[-.06] 

       
Number of Previous 
Pregnancies 

-.07 
(.08) 
[-.03] 

-.07 
(.09) 
[-.03] 

-.07 
(.09) 
[-.03] 

.11 
(.16) 
[.02] 

.10 
(.16) 
[.02] 

.11 
(.16) 
[.02] 

       
Age Difference in Years 
(Father Minus Mother) 

.01* 
(.01) 
[.01] 

.01* 
(.01) 
[.00] 

.01* 
(.01) 
[.00] 

-.01 
(.01) 
[-.00] 

-.02 
(.01) 
[-.00] 

-.01 
(.01) 
[-.00] 

       
Father Different 
Race/Ethnicity Than Mother 

-.00 
(.07) 
[-.00] 

.00 
(.07) 
[.00] 

-.00 
(.07) 
[-.00] 

.09 
(.18) 
[.02] 

.08 
(.19) 
[.01] 

.08 
(.19) 
[.02] 

       
Father Less Educated Than 
Mother 

.18** 
(.08) 
[.07] 

.17** 
(.08) 
[.07] 

.18** 
(.08) 
[.07] 

.28 
(.21) 
[.05] 

.28 
(.21) 
[.05] 

.27 
(.21) 
[.05] 

       
Father Served in Military -.08 

(.17) 
[-.03] 

-.08 
(.16) 
[-.03] 

-.08 
(.16) 
[-.03] 

.09 
(.15) 
[.02] 

.09 
(.15) 
[.02] 

.08 
(.15) 
[.02] 

       
Father Employed at Baseline  .02 

(.07) 
[.01] 

.02 
(.07) 
[.01] 

.02 
(.07) 
[.01] 

-.17 
(.16) 
[-.03] 

-.18 
(.16) 
[-.03] 

-.17 
(.16) 
[-.03] 

       
Father Did Not Complete 
Baseline Interview  

-.09 
(.12) 
[-.03] 

-.08 
(.12) 
[-.03] 

-.09 
(.12) 
[-.03] 

-.08 
(.22) 
[-.01] 

-.08 
(.22) 
[-.01] 

-.09 
(.22) 
[-.02] 

Continued on next page
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Table 4 (cont’d)       
 Mother Had Public Insurance at 

Baseline 
Mother Had Private Insurance 

at Baseline 
 Coefficient 

(Standard Deviation) 
[Marginal Effect] 

Coefficient 
(Standard Deviation) 

[Marginal Effect 
       
% Below Poverty in Mother’s 
Census Tract 

-.53** 
(.25) 
[-.20] 

-.53** 
(.24) 
[-.20] 

-.53** 
(.24) 
[-.20] 

.85* 
(.48) 
[.15] 

.84* 
(.47) 
[.15] 

.85* 
(.48) 
[.15] 

       
Mother (but not father) is 
Immigrant 

.40** 
(.19) 
[.15] 

.40** 
(.19) 
[.16] 

.40** 
(.18) 
[.16] 

.29 
(.37) 
[.06] 

.31 
(.36) 
[.07] 

.31 
(.36) 
[.07] 

       
Both Parents are Immigrants .58** 

(.24) 
[.23] 

.59** 
(.24) 
[.23] 

.58** 
(.24) 
[.23] 

.24 
(.23) 
[.05] 

.26 
(.23) 
[.05] 

.26 
(.23) 
[.05] 

       
N 1602 1602 1602 801 801 801 
       
Pseudo R2 .12 .12 .12 .16 .16 .15 
*** significant at 1% level; ** significant at 5% level; * significant at 10% level 
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