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Chapter 9
Child Well-Being among W-2 Families

Arthur Reynolds and Barbara Wolfe

In recent years, the well-being of the nation’s children has become a major focus of attention at
all levels of government. How changes in social policies and programs affect children is one of the most
important questions asked by both practitioners and researchers. This section explores a variety of
indicators of well-being of children who live in families participating in the W-2 Child Support
Demonstration Evaluation (CSDE).1 Three major questions are addressed:

1. How well are these children doing according to indicators of health and school performance
reported by the resident parent?

2. How well are these children doing in terms of parental and public resources devoted to them?
What is the frequency of several specific parenting practices? What is the extent of child support
received and of health insurance coverage?

3. What factors seem important in improving children’s well-being? Which child and family
background factors measured at Time 1 of the survey and intervening measures of inputs into
children’s well-being are associated with children’s health and school performance at Time 2?
Does the impact of these factors vary by children’s age? Does it vary after controlling for Time 1
indicators of health and education status?

To date, analyses of the impact of welfare reform on children has been limited (exceptions are
Moore et al., 2000, and Barth et al., 1999),2 a result in part of the limited information on children
available in administrative data. We are fortunate to have survey data that permit us to study a number of
dimensions of child well-being not usually available to the researcher, including parenting practices,
child health status, and child education performance. The two-wave survey of CSDE families serves as
the primary source of data for our analysis, augmented by administrative data. We use two dimensions of
child well-being as final outcomes: child health and child school performance. Whenever possible,
analyses were conducted separately among three age groups: 0 to 5, 6 to 12, and 13 and older. Child
health outcomes are based on parental reports of overall health status, routine dental visits, and whether
the child was uninsured for any part of 1999. Overall health status was coded as fair or poor versus
excellent, very good, or good. Indicators of school performance differed by the child’s age. For the
youngest children it is based on parents’ reports of whether they would change child care providers if all
care were free and whether the child feels safe and receives much individual attention in care. For
school-aged children, it is based on grade point average, school absences, and special education
placement. For adolescents, it is measured by whether or not the child was suspended or expelled from
school.
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3It is possible that these children are more likely to be covered by private insurance as more of their parents
work full-time and are covered by employer-based insurance. We explore this below.

4The sample reported in Tables II.9.1 and 2 contains children observed in both 1998 and 1999, the same
sample used in our multivariate analysis.

How welfare reform has affected children’s well-being is of concern in view of the changes in
the children’s lives that are likely to occur, such as less time with resident parents and more time in child
care, and a greater probability of being without health insurance owing to the increased effort required to
enroll in Medicaid.3 We view these changes as intervening factors that may affect the child outcomes we
examine. Intervening factors are whether or not the child has health insurance (measured both as a zero-
one indicator of whether or not the child was uninsured at some time during the year and as whether or
not the child had private coverage, had Medicaid coverage, and/or was uninsured at some point in the
year); whether or not the family received a subsidy for child care (for children up to age 10); the amount
of time the resident parent spends with the child (for children up to age 12, based on answers to questions
of frequency of reading to the child, going on outings with the child, and playing with the child); whether
or not the resident parent attends PTA meetings (for school-aged children); the dollar amount of child
support received; and the amount of contact with the nonresident parent.

Children’s Well-Being in Health and Education

Our outcome and intervening variables, showing children’s well-being on nine indicators across
five subgroups, are reported in Table II.9.1. We use data from the first survey, in 1999, reporting
circumstances in 1998 (Time 1). Where possible we compare these levels to national data.4 We next turn
to multivariate analysis, focusing on outcomes one year later, in the second wave of the survey (Time 2).
The multivariate analysis uses three models (based on probit or OLS regression analysis) for each of our
outcome variables: (1) a model with only exogenous variables, such as the child’s age, race and sex,
residence in Milwaukee, number of siblings, mother’s education, poverty status, whether the resident
parent works full-time or has work limitations, and an indicator of the experimental (vs. control-group)
status of the family; (2) a model in which we add the appropriate matched intervening variables; and (3) a
value-added model, in which we add the value of the matched dependent variable as of the first wave.
The value-added model takes into account unobserved family and child factors that we cannot measure
and which may influence the child outcome and be correlated with observed factors included in the
analysis. The family’s experimental status is included in all three models.

Variable means and descriptions are given in Appendix Tables II.9.1–4.

Health Status

Our first measure of children’s well-being is health status. Barth et al. (1999) note: “Children’s
health is a central consideration in the assessment of the implementation of welfare reform because these
reforms changed the relationships between employment, public assistance, and insurance of health care
services for poor families and children . . . These changes have the potential to impact access to health
care. In addition, welfare reform has the potential to change, positively or negatively, the family
environment where health behaviors and health decisions are carried out.”

As in Volume I, we employ a measure frequently used in the literature: self-report or parental
report of overall health status. We convert the 5-point scale of excellent, very good, good, fair, or poor
into two groups: fair or poor and all others. Overall we find that 11.1 percent of these children have



Table II.9.1
1998 Outcome Variables, Measured in 1999, by Category

Category

Fair or
Poor

Health

Dentist
Visit in
1998

Uninsured at
Some Point 

in 1998

Would
Switch

Child Care

Child Feels
Safe in

Child Care

Child Receives
Individual

Attention in
Child Care GPAa

Ten or More
Absences in Fall

Semester

Ever Received
Special

Education

Total 11.1% 72.4% 16.0% 39.3% 94.0% 90.5% 2.51 13.9% 20.9%

SE 0.007 0.014 0.008 0.015 0.007 0.009 0.044 0.012 0.014

N 1,983 911 1,972 1,031 982 980 532 844 902

Age

0–5 12.0% NA 15.5% 39.3% 94.0% 90.5% NA NA NA

SE 0.010 0.011 0.015 0.007 0.009

N 1,068 1,063 1,031 982 980

6–12 8.9% 75.5% 15.3% NA NA NA 2.64 12.6% 22.7%

SE 0.011 0.016 0.014 0.056 0.013 0.016

N 687 685 684 268 631 685

13 + 13.2% 63.3% 20.3% NA NA NA 2.38 17.6% 15.5%

SE 0.022 0.032 0.027 0.066 0.026 0.025

N 228 226 225 264 213 217

Context

Non-Milwaukee 9.0% 77.9% 16.8% 43.0% 93.4% 92.0% 2.48 9.5% 33.7%

SE 0.012 0.029 0.016 0.027 0.014 0.015 0.085 0.021 0.033

N 554 208 551 327 315 314 128 191 205

Milwaukee 11.7% 71.1% 15.7% 37.9% 94.2% 90.0% 2.51 14.9% 17.8%

SE 0.009 0.017 0.010 0.018 0.009 0.012 0.051 0.014 0.014

N 1,429 703 1,421 704 667 666 404 653 697



Table II.9.1, continued

Category

Fair or
Poor

Health

Dentist
Visit in
1998

Uninsured at
Some Point

in 1998

Would
Switch

Child Care

Child Feels
Safe in

Child Care

Child Receives
Individual

Attention in
Child Care GPAa

Ten or More
Absences in Fall

Semester

Ever Received
Special

Education

Race

White 10.0% 78.6% 15.1% 42.4% 91.3% 90.8% 2.59 11.2% 27.8%

SE 0.012 0.026 0.015 0.027 0.016 0.016 0.080 0.021 0.029

N 607 242 605 343 332 333 150 221 239

Nonwhite

SE 11.6% 70.2% 16.4% 38.0% 95.3% 90.4% 2.48 14.3% 18.9%

N 0.009 0.018 0.010 0.019 0.008 0.011 0.053 0.014 0.015

1,364 664 1,356 683 645 642 382 618 658

Gender

Female 9.5% 74.0% 15.3% 38.1% 93.8% 91.1% 2.69 13.2% 17.8%

SE 0.009 0.020 0.012 0.022 0.011 0.013 0.058 0.016 0.018

N 968 464 963 484 461 462 284 431 461

Male 12.6% 70.8% 16.7% 40.5% 94.1% 90.0% 2.31 14.6% 24.0%

SE 0.010 0.022 0.012 0.021 0.010 0.013 0.064 0.017 0.020

N 1,015 447 1,009 547 521 518 248 413 441

Income

> 100% poverty 9.1% 77.0% 17.0% 38.4% 93.7% 91.4% 2.55 11.1% 21.5%

SE 0.013 0.028 0.017 0.030 0.015 0.018 0.069 0.022 0.027

N 499 230 499 262 251 250 207 209 226

< 100% poverty 11.5% 70.9% 15.4% 39.9% 93.7% 89.7% 2.49 15.0% 20.7%

SE 0.009 0.018 0.010 0.018 0.009 0.015 0.057 0.014 0.016

N 1,403 650 1,394 722 690 690 325 610 648

Note: For variable means and descriptions, see Appendix Tables II.9.1–4. SE = standard error; N = number.
aInformation on GPA is available in 1999 only.
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5Care should be used in interpreting these differences, however, since the underlying reference period of the
questions differ: the CPS is based on the entire year, the CSDE on any time during the year. To the extent the
reported percentages accurately reflect these differing time periods, the children in Wisconsin are far better off.

reported poor or fair health, as shown in Table II.9.1. The overall proportion of U.S. children 18 and
under who had poor or fair health was 1.8 percent in 1998 (National Center for Health Statistics, 2000,
Table 58), indicating that the health status of these children is far worse than the national average. The
ratio of poor to nonpoor children in poor or fair health in the 1996 Medical Expenditure Panel Survey
(MEPS) was 2:7, indicating a substantial differentiation in terms of underlying health status associated
with poverty (Wolfe and Smeeding, 1999). Using the ratio in MEPS, we would predict that 5.5 percent of
the children in the CSDE sample would have reported poor or fair health; this is about half the actual
reported rate.

Looking at subgroups in our sample, we find that males are more likely to be in poor/fair health
than females (the difference is nearly one third), that children living in families whose income is below
the poverty line are somewhat more likely to be in poor or fair health than those with somewhat higher
income, and that children in the major urban city (Milwaukee) are more likely (by about 30 percent) to be
in poor or fair health than children living elsewhere in the state. In terms of age, older children are those
most likely to be in poor or fair health. Perhaps surprisingly, children aged 0–5 are more likely to be in
poor or fair health than those 6–12. This may reflect respiratory illnesses and other infectious diseases
common to children in child care rather than more fundamental health conditions. In Volume I we found
no significant differences in the proportion of the experimentals or controls who reported fair or poor
health. In the first survey, the proportion reporting fair or poor health was somewhat greater among
controls, but the differences are not statistically significant, even at the .10 level.

Our primary intervening health variables attempt to capture access to health care: whether or not
the child was without health insurance at some time in 1998 (Tables II.9.1 and 2), and whether or not the
child had private insurance or Medicaid at some point in 1998 (Table II.9.2). We find that 16 percent of
these children were uninsured at some point in the year. This proportion increases among children 13 or
older, but otherwise does not appear to differ substantially by race, gender, geographic location, and
family income. A comparison with national figures shows that this population of children is advantaged
relative to the national average: in the United States as a whole, 25.2 percent of all poor children 18 and
under were uninsured in 1998 (U.S. Bureau of the Census, 2000, p. 8).5

As reported in Volume I, we found no statistically significant differences in insurance status by
experimental versus control status of the parent and child. Also as noted there, the proportion of children
without coverage increased slightly over the 1998–1999 period, to 17 percent overall. This high
proportion is somewhat surprising, as most of these children would be eligible for Medicaid. Nationally,
the proportion of poor children without coverage declined over this same time period, from 25.2 to 23.3
percent (U.S. Bureau of the Census, 2000, p. 8).

We turn next to the proportion of this group of children who had Medicaid coverage at some
point in 1998, using data from administrative records. A very large proportion of these children (98
percent) were enrolled in Medicaid at some time during the year. This is above the national norm of 55
percent among poor children and 25 percent among children with family incomes of 100–199 percent of
the poverty line (Kaiser Family Foundation, 2000). There do not appear to be differences by any of the
subcategories.

The proportion of children with private coverage is about 15 percent, somewhat below the
national average of 17.5 percent in 1997 for poor children 18 and under, but well below the 42.5 percent 



Table II.9.2
1998 Intervening Variables Measured in 1999, by Category

Category

Average
Monthly
Parenting

Days

Attended
One or More

PTA
Meetings

Reads to
Child on a

Daily
Basisa

Some Face-
to-Face

Contact with
Father

Received
Child Care

Subsidy

Received
Any Child
Support

Avg. Child
Support

Received
per Child

Private Health
Insurance at

Some Point in
1998

Uninsured
at Some
Point in

1998

Medicaid
at Some
Point in

1998

Total 14.6 39.7% 49.8% 55.9% 82.2% 42.0% $734.90 14.8% 16.0% 98.9%

SE 0.199 0.016 0.012 0.011 0.012 0.011 28.90 0.008 0.008 0.002

N 1,742 904 1,617 1,980 1,067 1,951 841 1,976 1,972 1,982

Age

0–5 17.1 NA 49.8% 60.7% 82.1% 37.7% $770.60 13.9% 15.5% 99.4%

SE 0.236 0.015 0.015 0.012 0.015 42.70 0.011 0.011 0.002

N 1,059 1,067 1,064 1,067 1,050 402 1,064 1,063 1,067

6–12 10.8 39.7% 49.8% 53.6% NA 49.0% $666.19 15.6% 15.3% 98.5%

SE 0.296 0.018 0.021 0.019 0.019 4.22 0.014 0.014 0.005

N 683 686 550 688 674 340 684 684 686

13 + NA 39.6% NA 41.5% NA 40.1% $831.40 16.0% 20.3% 97.7%

SE 0.033 0.033 0.033 96.80 0.024 0.027 0.010

N 218 228 227 99 228 225 229

Context

Non-Milwaukee 16.0 23.7% 58.2% 55.8% 83.8% 56.4% $1,090.70 25.8% 16.8% 98.2%

SE 0.374 0.029 0.023 0.021 0.020 0.021 55.29 0.019 0.016 0.005

N 499 207 462 549 346 450 307 552 551 552

Milwaukee 14.1 44.0% 47.0% 56.0% 81.5% 37.3% $562.50 11.2% 15.7% 99.1%

SE 0.234 0.019 0.015 0.013 0.014 0.013 30.60 0.008 0.010 0.002

N 1,243 697 1,155 1,431 721 1,411 534 1,424 1,421 1,430



Table II.9.2, continued

Category

Average
Monthly
Parenting

Days

Attended
One or More

PTA
Meetings

Reads to
Child on a

Daily
Basisa

Some Face-
to-Face

Contact with
Father

Received
Child Care

Subsidy

Received
Any Child
Support

Avg. Child
Support

Received
per Child

Private Health
Insurance at

Some Point in
1998

Uninsured
at Some
Point in

1998

Medicaid
at Some
Point in

1998

Race

White 15.5 19.9% 61.1% 54.6% 85.6% 55.0% $1,095.80 22.9% 15.1% 98.5%

SE 0.359 0.025 0.022 0.020 0.018 0.020 53.60 0.017 0.015 0.005

N 547 240 508 606 364 594 331 604 605 605

Nonwhite 14.2 46.1% 45.2% 56.5% 80.8% 36.9% $527.10 11.6% 16.4% 99.0%

SE 0.238 0.019 0.015 0.013 0.015 0.013 29.70 0.009 0.010 0.003

N 1,186 659 1,100 1,365 696 1,345 504 1,361 1,356 1,365

Gender

Female 14.6 41.0% 50.7% 59.0% 83.4% 45.8% $731.40 16.4% 15.3% 98.8%

SE 0.284 0.023 0.018 0.016 0.017 0.016 39.00 0.012 0.012 0.003

N 846 462 776 964 500 954 441 965 963 967

Male 14.6 38.4% 48.9% 53.1% 81.1% 38.3% $738.88 13.2% 16.7% 98.9%

SE 0.279 0.023 0.017 0.016 0.016 0.015 43.18 0.011 0.012 0.003

N 896 442 841 1,016 567 997 400 1,011 1,009 1,015

Income

> 100% poverty 14.7 32.4% 50.4% 58.2% 88.4% 52.7% $995.90 31.1% 17.0% 97.2%

SE 0.401 0.031 0.025 0.022 0.019 0.022 55.17 0.021 0.017 0.007

N 439 226 409 499 270 491 267 498 499 498

< 100% poverty 14.4 42.2% 49.5% 55.6% 79.8% 38.6% $628.60 9.2% 15.4% 99.5%

SE 0.236 0.019 0.015 0.013 0.015 0.013 33.56 0.008 0.010 0.002

N 1,232 650 1,140 1,400 747 1,380 541 1,399 1,394 1,402
aIncludes only children age 6 to 10.
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6The proportion of children with private coverage in our sample is also far below the 34 percent among
children below 200 percent of the poverty line (Kaiser Family Foundation, 2000), whose income overlaps with some
of the children in our sample.

7National statistics are limited. Among tenth graders in 1992, 35 percent missed 5 or more days of school
during the first half of the year (National Center for Education Statistics, 1998, Table 153). Among adolescents in
our sample, 42 percent of resident parents reported in 1998 that youth missed 6 or more days in the fall semester. 

for children with family income of 100–149 percent of the poverty line (National Center for Health
Statistics, 2000, Table 128).6 Among our sample members, private coverage increases with age and is far
less likely in Milwaukee and among nonwhites. It is far more common among families with income
above the poverty line than those below, although a comparison of these percentages again provides
evidence that the children in our survey are less likely than their national peers to have private insurance
coverage. None of the patterns is particularly surprising. Nevertheless, the low rate of private coverage
indicates the small probability that children in these families will have private coverage even when their
parents join the full-time workforce.

A secondary indicator of health status is whether the child had at least one dental visit for routine
care in 1998 (Table II.9.1). Parents reported that 75 percent of children aged 6–12 had a routine dental
exam, compared to 63 percent among the adolescents. Nationally 63.5 percent of poor children aged
2–17 visited a dentist (National Center for Health Statistics, 2000, Table 80). The inclusion of younger
children in the national statistics makes it difficult to compare these percentages, but it is useful to note
that, nationally, poor children are considerably less likely to have a dental visit than are all children in the
same age group (a difference of ten percentage points in 1998).

Schooling Outcomes

Academic achievement is a critical factor for future success in the work place and at home. The
tie between welfare reform, child support, and schooling is not clear. If parents spend more (less) time
with their children, including reading to their child, this may have an impact on the child’s attitude
toward learning and hence school performance. If parents have more (less) financial resources, they may
invest more in educational materials for the child. If children spend more time in child care settings then,
depending on the quality of the setting relative to the home environment, they may receive more
preparation for school and have more positive expectations of schooling.

School performance is measured by parental reports of children’s grade-point average (GPA),
school absences (10 or more in fall semester), and placement in special education (Table II.9.1). School
grades were surveyed only in 1999. Although grades are good predictors of long-term school success,
they are imperfect measures of school performance, as grading practices are not uniform across
classrooms and schools and students have different course-taking experiences. Nationally, children’s
GPA as reported by parents is approximately 3.1 (National Center for Education Statistics, 1998, Table
25). Our sample has a lower GPA, 2.51. Girls tend to have slightly higher GPAs than boys (2.7 versus
2.3), and children aged 6–12 have slightly higher GPAs than the older children in the sample. There are
no real differences by race, geographic location, or family income. As reported in Volume I, we found
some evidence of a difference in mean GPA in favor of children living in experimental families.

Our second measure of school performance is school absence: whether the resident parent
reported that the child missed more than 10 days of school during the fall semester.7 We find that 14
percent of the school-age children reported such extensive absences, and that the proportion increases
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with age. It is higher among children living below the poverty line and children in Milwaukee, but race
and gender do not seem to differentiate the children more likely to be absent.

The final measure of school performance is special education placement: whether the resident
parent reported that the child received special education services. As in Volume I, we find evidence that
some subgroups of experimental children have a lower rate of special education. Nationally, 13 percent
of public school children up to age 21 received special education services in 1996–97 (National Center
for Education Statistics, 1998, Table 53). Our sample has substantially higher rates of special education
placement, 21 percent. Children living in Milwaukee are much less likely to be in special education, and
children who are white and female are somewhat less likely to be in special education. The proportion
does not appear to differ by family income. In general, rates of special education placement vary by
funding availability, diagnostic procedures, and school resources. Because Milwaukee schools have
fewer resources available per student, proportionally fewer students in need of services receive them.

For very young children, our school measure is not performance but aspects of child care. We
asked parents if they would change their child care arrangements if care were free. Nearly 40 percent of
these parents said they would switch care. The proportion does not differ substantially by subgroups,
though it is slightly higher for those not living in Milwaukee and among whites. Parents also were asked
if their young children felt safe in day care and if they received a lot of individual attention there. Ninety
four (94) percent of the parents reported their children felt safe and 90.5 percent reported they received
individual attention in care. There do not appear to be any differences in these proportions across
subgroups.

Parenting Practices and Child Support

Table II.9.2 shows the summary statistics for 10 intervening variables that may help predict
children’s health status and educational performance. Important among these are parental involvement
and parenting practices. Parental involvement is a multidimensional concept with both quantitative and
qualitative components. Although the survey was limited in the extent of information on parenting
practices, we measured several parent-child interactions that would be expected to promote children’s
health and education.

Because parental involvement is not well represented by a single item, our first measure of
parenting practices, average monthly days of positive parenting, is a composite variable that attempts to
measure the average number of days a month the resident parent spends with a child age 12 or younger. It
comprises a variety of measures that depend on the child’s age. It is coded as the average frequency of
parenting practices converted to the number of days per month between 0 and 30, with 15 being
approximately 3 or 4 times per week. One item is whether or not the child has regular outings with the
resident parent. As discussed in Volume I, most children spend time in outings with their resident parent
at least monthly, and this prevails across all subgroups. The proportion of resident parents who take their
children on outings less than once a month is typically under 10 percent. The item used for this variable
among children aged 0–5 is the amount of time the parent plays with the child. For children up to age 10,
we also include the number of days the resident parent reads to the child. Table II.9.2 reports that the
average number of days a parent spends in these positive parenting activities per month is 14.6 and that,
not surprisingly, it is higher for pre-school-age children (17) than for those aged 6–12 (just under 11).
There is little difference in reported time spent with the child by geographic location, race, gender, or
income.
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8Because the national survey asked if parents “attended a general school meeting” and the CSDE survey
asked if parents attended PTA meetings, this comparison should be interpreted cautiously.

9Nationally, for example, 71 percent of parents reported attending a parent-teacher conference, 66 percent
reported attending a class event, and 40 percent reported volunteering at school (National Center for Education
Statistics, 1998, Table 25).

The second measure of parenting practices is attendance at school PTA meetings during the
school year. Nationally, 76 percent of parents of children from preschool to grade 12 report attending a
general school meeting during the year (National Center for Education Statistics, 1998, Table 25).8 Our
sample has a substantially lower rate of PTA attendance, which is only one of several indicators of parent
participation in school.9

The third measure of parenting practices is whether the resident parent reads to the child every
day, coded one if the resident parent reported reading to the child on a daily basis and zero if less than
daily. Parent reading practices, especially during the child’s preschool years, are a key predictor of early
school achievement. In national surveys, 57 percent of parents of report reading to their pre-school-age
children every day (National Center for Education Statistics, 1998, Table 143). As described in Volume
I, the resident parents in our sample approached (and in some cases exceeded) this frequency of reading
only in 1999. The pattern is similar for families of pre-school-age children.

Other intervening variables in Table II.9.2 concern child support. The first is a simple dummy
variable that reports the proportion of these children for whom child support is paid. (Recall that as of
Wave One all of these families were potentially eligible for child support.) The second is the dollar
amount of child support received per month among families who did receive child support payments.
Less than half of the children had child support paid on their behalf (42 percent.). The proportion was
higher outside of Milwaukee and among whites. (It was also higher among the higher-income families,
but that may simply reflect receipt of child support.) The average monthly amount received (among
receivers) was about $735 per child per month. The amount differed substantially across subgroups: far
higher amounts were paid to white children ($1,096), those not in Milwaukee ($1,091), and among
nonpoor families. (Section 2 in this volume explores formal child support collections in greater detail.)

The final intervening measure is the child’s contact with the nonresident parent. Any face-to-face
contact during the last year was coded 1; no contact was coded 0. Although nonresident parental
involvement is explored in detail in Section 8, we include it here because it is an intervening variable. As
can be seen in Table II.9.2, more than half (56 percent) of these children have some face-to-face contact
with their nonresident parent. Not surprisingly, such contact is greater among younger children, but
otherwise few differences are seen in the probability of such contact.

Explanatory Models of Child Health and School Performance

To address the third research question, we investigate child and family factors that are associated
with Time 2 indicators of child health and school performance. As mentioned earlier, we estimate three
sequential models for each indicator and for each age group: (1) exogenous indicators of child and family
circumstances measured at Time 1, including sex and race of child, parent’s educational attainment,
poverty status, marital and employment status, and participation in the CSDE experiment; (2) intervening
variables, including parenting practices, child support, and health insurance coverage; and (3) a value-
added specification that includes the respective Time 1 outcome indicator. Given the volume of results
generated by this estimation procedure, our discussion highlights findings from models with intervening
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variables (specification 2) and the Time 1 outcome controls (value-added specification), emphasizing
those that have direct implications for policy. We first summarize the predictors of the intervening
variables.

Predictors of the Intervening Variables

Because we regarded parenting practices, insurance coverage, and child support payments as
intervening variables, we do not report their predictors in any detail, instead summarizing the most
notable among them, most of which are reported in Appendix Table II.9.5. All are based on multivariate
analysis, with the exogenous variables included as independent variables. The results are shown in
Tables II.9.3–5.

Taking all the exogenous variables into account, the single most important factor related to being
uninsured is having a resident parent who works full time. This variable is significant at the .0001 level,
and the positive sign conforms to national patterns—low-income children with working parents have a
high probability of being without insurance coverage. The pattern holds across all three age groups.
Older children whose mothers have a work limitation are less likely to be uninsured. This may reflect a
higher probability that the mother is on Medicaid. Children with more siblings and those aged 6–12 are
less likely to be uninsured than other children.

Older children are more likely than younger children to have private insurance coverage, which
would be consistent with higher Medicaid eligibility levels for younger children. Children living in
homes where the resident parent is (re)married are far more likely to have private coverage. This is likely
to be coverage gained through the employer of the stepparent. Children whose resident parent works full
time are also far more likely to have private coverage. In both cases this is likely to be employer-based
coverage. Children whose resident parent has more education are far more likely to have private coverage
than other children. Family income is positively associated with a higher probability of private coverage
for our sample of children, and children living in Milwaukee are far less likely to have private coverage
than children living elsewhere.

Consistent with eligibility levels for Medicaid coverage, younger children and children living
below or near the poverty line or are more likely to have Medicaid coverage than other children. Children
whose resident parent has a work limitation are more likely to have Medicaid coverage. Children whose
mothers are remarried are less likely to have coverage. This is consistent with the findings on private
coverage.

Appendix Table II.9.5 permits us to summarize findings regarding resident parents’ time spent
with the child and nonresident parents’ contact with the child, as follows. Resident parents spend less
time parenting older children. If resident parents are (re)married, they spend less time with the focal
child. Nonresident parents of children whose resident parents have more education are more likely to
spend time with their child. Nonresident parents are more likely to spend time with an only child, or with
the focal child in a family in which all children are theirs. Nonresident parents are more likely to spend
time with their child if the resident parent has a work limitation. Nonresident parents are more likely to
have contact with a child who lives in a family with income between the poverty line and 125 percent of
the poverty line. Nonresident parents have less contact with older children and children who live with a
stepparent.

Findings regarding reading to a child daily and PTA attendance can be summarized as follows
(Appendix Table II.9.5). Resident parents are more likely to read daily to younger children. Mothers with
a work limitation are more likely to read to their child on a daily basis. Resident parents who are
nonwhite are less likely to read to their child, but are more likely to attend at least one PTA meeting over 



Table II.9.3
Child Uninsured at Some Period in 1999, Children Aged 0–5 (N = 828)

Variable Exogenous Variables Value Added
Experimental Status -0.118 -0.155

(0.257) (0.158)
Child’s Age -0.089 -0.097

(0.049) (0.039)
Male Child 0.082 0.026

(0.436) (0.813)
Nonwhite Child -0.075 -0.136

(0.590) (0.351)
Mother Married 0.125 0.141

(0.651) (0.630)
Mother Has High School Diploma -0.037 0.097

(0.758) (0.444)
Mother Has Less than High School Diploma -0.037 0.042

(0.820) (0.808)
Mother Has a Work Limitation -0.071 -0.049

(0.636) (0.759)
Number of Siblings -0.066 -0.055

(0.267) (0.380)
Children Have Same Father or Only Child 0.011 -0.014

(0.925) (0.910)
Family Lives in Milwaukee -0.031 0.001

(0.820) (0.994)
Mother Works Full Time 0.353 0.307

(0.003) (0.012)
Total Family Income Less than 100% Poverty -0.195 -0.083

(0.347) (0.708)
Total Family Income between 100–125% Poverty -0.288 -0.161

(0.273) (0.561)
Total Family Income between 125–185% Poverty -0.410 -0.229

(0.092) (0.374)
Uninsured for Some Period in 1998 NA 1.150

(0.0001)

Notes: Tables II.9.3–19 report coefficients, with p-values in parentheses. Probability values of 0.05 or less are
shown in bold type. For explanation of the models, see text.



Table II.9.4
Child Uninsured at Some Period in 1999, Children Aged 6–12 (N = 717)

Variable Exogenous Variables Value Added
Experimental Status 0.076 0.045

(0.523) (0.707)
Child’s Age -0.003 -0.009

(0.922) (0.797)
Male Child 0.072 0.099

(0.542) (0.411)
Nonwhite Child -0.137 -0.143

(0.372) (0.358)
Mother Married -0.269 -0.388

(0.415) (0.253)
Mother Has High School Diploma 0.003 -0.019

(0.983) (0.891)
Mother Has Less than High School Diploma -0.056 -0.085

(0.738) (0.620)
Mother Has a Work Limitation 0.054 0.095

(0.707) (0.521)
Number of Siblings -0.187 -0.168

(0.001) (0.004)
One or More Siblings under Age 6 0.128 0.154

(0.386) (0.308)
Children Have Same Father or Only Child 0.075 0.096

(0.590) (0.494)
Family Lives in Milwaukee -0.090 -0.099

(0.588) (0.553)
Mother Works Full Time 0.664 0.630

(0.0001) (0.0001)
Total Family Income Less than 100% Poverty -0.088 -0.072

(0.736) (0.789)
Total Family Income between 100–125% Poverty 0.011 0.101

(0.972) (0.743)
Total Family Income between 125–185% Poverty -0.174 -0.160

(0.557) (0.598)
Uninsured for Some Period in 1998 NA 0.642

(0.0001)

Note:  Probability values of 0.05 or less are shown in bold type.



Table II.9.5
Child Uninsured at Some Period in 1999, Children Aged 13 and Older (N = 257)

Variable Exogenous Variables Value Added
Experimental Status 0.176 0.141

(0.371) (0.486)
Child’s Age 0.088 0.081

(0.197) (0.253)
Male Child 0.271 0.258

(0.184) (0.218)
Nonwhite Child -0.008 -0.160

(0.978) (0.607)
Mother Married 0.245 0.086

(0.625) (0.870)
Mother Has High School Diploma 0.089 0.111

(0.691) (0.630)
Mother Has Less than High School Diploma -0.023 -0.068

(0.937) (0.822)
Mother Has a Work Limitation -0.475 -0.508

(0.040) (0.034)
Number of Siblings 0.084 0.053

(0.367) (0.574)
One or More Siblings under Age 6 -0.452 -0.421

(0.190) (0.233)
Children Have Same Father or Only Child 0.216 0.167

(0.375) (0.508)
Family Lives in Milwaukee -0.285 -0.203

(0.353) (0.529)
Mother Works Full Time 0.540 0.523

(0.028) (0.038)
Total Family Income Less than 100% Poverty 0.097 0.044

(0.735) (0.882)
Uninsured for Some Period in 1998 NA 0.868

(0.0002)

Note:  Probability values of 0.05 or less are shown in bold type.
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the fall semester. Resident parents are more likely to attend at least one PTA meeting if their child is an
only child or all their children have the same nonresident parent. Compared to higher-income parents,
resident parents with family incomes 100–125 percent of the poverty line are less likely to attend a PTA
meeting, as are parents with a son.

It is important to keep in mind that the discussion above is based on multivariate analysis
including exogenous variables only.

Predictors of Health and Schooling Outcomes

The results of the three model specifications for the indicators of child health are shown in
Tables II.9.6–8.

Fair or Poor Health Status. Among children aged 0–5, the presence of a parental work limitation
was significantly (at the 5 percent level) associated with fair or poor health status at Time 2. Of the five
intervening variables (related to insurance coverage, parenting practices, and child support), private
insurance coverage and having no insurance were significant at the 5 percent level. The “explanation” for
the negative sign on uninsured is likely to be reverse causality—parents of children with poor or fair
health may be more likely to pay for health insurance (or take the time to enroll them in Medicaid).
Controlling for Time 1 health status in the value-added model provides insight, suggesting the reverse
causality hypothesis is correct: children with private health insurance at Time 1 were less likely to have
fair or poor health, but the uninsured variable is no longer significantly different from zero.

Among children 6 to 12 years of age, those from Milwaukee were more likely to have fair or
poor health. As expected, mothers with higher levels of education reported significantly lower rates of
fair or poor health status of their children (see Table II.9.7). The findings for our oldest age group (see
Table II.9.8) suggest that children whose mothers have a work limitation are slightly more likely to have
poor or fair health. None of the explanatory variables (except Time 1 health status) were significant in
the value-added model. The relatively small sample size of 250 may explain the lack of many significant
variables.

Routine Dental Visit in 1999. The predictors of the use of preventive dental care were assessed
for the two older age groups. As expected, mother’s educational attainment was positively associated
with visiting a dentist in 1999 among 6–12 year olds (see Table II.9.9). In the intervening-variable model,
positive parenting practices (average monthly parenting days) and the amount of child support received
were significantly associated with use of dental care. Children who were uninsured were less likely to
visit a dentist in 1999. In the value-added model, mother’s educational attainment, parenting practices,
and amount of child support were significantly associated with the use of dental care. Full-time
employment was negatively associated with use of dental care.

As shown in Table II.9.10, the pattern of predictors was similar for children aged 13 and older.
Parents’ educational attainment was associated with use of dental care, as was parenting practices, which
in this model is measured by parents’ attendance at one or more PTA meetings. In the intervening-
variables model, children with many siblings were less likely to have a routine dental visit.

Child Uninsured in 1999. We briefly summarize the findings on the uninsured here. The two
statistically significant variables for all three age groups were having a mother who works full-time and
being uninsured for some time in 1998. Both increase the probability that a child is uninsured. For
children 6–12, the results suggest that having more siblings is associated with a lower probability of
being uninsured. One reason for this could be that having a younger sibling increases the possibility that
the older children are also enrolled in Medicaid. The finding that children with mothers who work full 



Table II.9.6
Child Health Reported as Fair or Poor, Children Aged 0–5 (N = 826)

Variable
Exogenous
Variables

Intervening
Variables

Value
Added

Experimental Status 0.173 0.157 0.172
(0.180) (0.233) (0.272)

Child’s Age -0.027 -0.031 0.021
(0.618) (0.574) (0.743)

Male Child 0.245 0.248 0.191
(0.063) (0.065) (0.228)

Nonwhite Child -0.265 -0.228 -0.348
(0.127) (0.212) (0.111)

Mother Has High School Diploma -0.028 -0.070 0.030
(0.846) (0.642) (0.867)

Mother Has Less than High School Diploma 0.116 0.130 0.123
(0.553) (0.524) (0.621)

Mother Has a Work Limitation 0.478 0.511 0.427

(0.0023) (0.0015) (0.024)
Number of Siblings -0.023 -0.023 0.042

(0.735) (0.743) (0.614)
Children Have Same Father or Only Child 0.091 0.117 0.102

(0.537) (0.441) (0.566)
Family Lives in Milwaukee 0.278 0.246 0.251

(0.130) (0.203) (0.273)
Mother Works Full Time -0.111 -0.069 -0.270

(0.463) (0.661) (0.175)
Total Family Income Less than 100% Poverty 0.498 0.460 0.650

(0.160) (0.243) (0.229)
Total Family Income between 100–125% Poverty 0.214 0.159 0.014

(0.619) (0.734) (0.983)
Total Family Income between 125–185% Poverty 0.410 0.341 0.715

(0.297) (0.430) (0.219)
Uninsured for Some Period in 1998 NA -0.465 -0.244

(0.037) (0.334)
Private Health Insurance for Some Period in 1998 NA -0.825 -1.149

(0.008) (0.002)
Average Monthly Parenting Days NA -0.005 0.002

(0.541) (0.810)
Child Had Some Face-to-Face Contact with Father NA 0.060 0.018

(0.672) (0.914)
Amount of Child Support Received (x100) / Number of Children NA 0.014 0.018

(0.157) (0.127)
Child Health Reported as Fair or Poor in 1998 NA NA 1.902

(0.0001)

Note:  Probability values of 0.05 or less are shown in bold type.















CSDE Phase 1: Final Report, Volume II, Chapter 9 23

time are more likely to be uninsured suggests that our current set of programs are not working to provide
coverage for these children. This should be of particular concern, since policies at present are attempting
to encourage full-time work. Among children aged 13 and older, having mothers with a work limitation
was associated with lower rates of being uninsured, presumably because they receive Medicaid.

Tables II.9.11–19 show the coefficients for the different model specifications for each indicator
of school performance, by age.

Parent Would Change Child Care Arrangement. Among children aged 0 to 5, the main
exogenous predictor of whether the resident parent would like to change child care arrangement was
educational status: parents with a high school diploma or with postsecondary education were less likely
to want to switch child care providers (Table II.9.11). Of the intervening variables, higher average
monthly parenting days were associated with a lower desire to switch child care, as was children’s
contact with the nonresident father. The amount of child support received at Time 1 was not associated
with the parent’s interest in changing child care. For the value-added model, the Time 1 report of desire
to change care providers was significantly and positively associated with the Time 2 report of that desire,
although parent’s educational attainment remained a significant predictor. In this model, mothers who
were married were significantly less inclined to switch child care. In the value-added model, parents of
young children who had some face-to-face contact with the nonresident parent were only marginally less
likely to report a desire to switch care.

Child Feels Safe in Child Care and Child Receives a Lot of Individual Attention. These two
indicators (Tables II.9.12–13) consider the quality of child care. We found two consistent predictors of
feeling safe: participation in the CSDE experiment, and having a child care arrangement other than Head
Start or other center-based care. Concerning the amount of individual attention received in care, the
youngest children were most likely to receive a lot of attention, as were children in child care
arrangements other than Head Start or other center-based care. These two variables were significant in all
three models (see Table II.9.13). Because most children participate in Head Start as 4-year-olds, the latter
finding may reflect differences in age rather than in the child care setting itself. Moreover, in both the
intervening and value-added models, children who had some face-to-face contact with the nonresident
father were more likely to receive greater amounts of attention in child care.

Grade Point Average (GPA). As a major indicator of school performance, GPA was measured
through parental reports only at Time 2. Our analyses were therefore limited to two model specifications.
The first set of results, in Table II.9.14, is for children aged 10 to 12 and includes a sample size of 245.
Controlling for the exogenous variables measured at Time 1, none of the intervening variables—positive
parenting practices, attendance at school PTA meetings, insurance coverage, and child support
payments—were significantly associated with children’s GPA. Three exogenous variables were
significant predictors of GPA in both model specifications. Controlling for other model variables, boys
had lower average GPAs than girls (b = -.48, p < .0001), children from Milwaukee had higher average
GPAs than children from other parts of the state (b = .40, p = .018), and children with one or more
siblings under age 6 had higher average GPAs (b = .37; p = .011). As expected, poverty status was
negatively associated with GPA, but not significantly so.

Our results for adolescents (sample size of 232) in Table II.9.15 show that for the intervening-
variable model, parental educational attainment was associated with significantly higher average GPAs.
Relative to children whose parents did not graduate from high school, children whose parents completed
high school or obtained postsecondary education had GPAs that were on average more than one-third of
a point higher. Nonwhite children had significantly lower average GPAs than their white counterparts.











28 CSDE Phase 1: Final Report, Volume II, Chapter 9

Because the two age groups in the above analyses have relatively small samples, we also
estimated a model that included all children aged 10 and older (not shown on table). Of the exogenous
variables, children’s age and parental education were significantly associated with GPA. Younger
children had higher average GPAs, as did children whose parents had education beyond high school. The
latter group had, on average, GPAs one-quarter point higher than children whose parents did not
complete high school. The addition of the intervening variables of attendance at school PTA meetings,
contact with the nonresident parent, insurance coverage, child support received, and parental help with
homework did not change these findings. The coefficients for attendance at school PTA meetings and
help with homework were positive but did not approach significance.

School Absences (10 or more versus fewer). As a negative indicator of school performance, the
probit regression results in Table II.9.16 shows that among those 6–12 years old, children residing in
Milwaukee were more likely to be absent from school frequently, and minority children and girls were
less likely to be frequently absent at Time 2. Children having parents with education beyond high school
were less likely to be frequently absent, but only marginally so (p = .095). After the intervening variables
were included, children residing outside of Milwaukee (p = .001), minority children (p = .045), and those
with parents with education beyond high school (p = .046) were less likely to have frequent absences. Of
the intervening variables, the total amount of child support received at Time 1 was not significantly
associated with school absences. The parenting practices of attendance at school PTA meetings and
positive parenting days were not associated with frequent absences, though the coefficients were in the
expected direction.

In examining the results for adolescents (see Table II.9.17), we find that while none of the
intervening variables in Model 2 were significantly associated with school absences, parent’s educational
attainment (both high school graduation and beyond) and residence in Milwaukee were associated with
lower rates of frequent absences.

We also investigated the predictors of whether adolescents were expelled or suspended from
school (not on table). Youth for whom resident parents reported such action were coded 1, 0 otherwise.
In the model that includes intervening variables, youth from Milwaukee, youth of minority status, and
male youth were significantly more likely to be expelled or suspended. Alternatively, youths who had a
greater number of siblings were less likely to be expelled or suspended from school according to reports
of resident parents.

Special Education Placement. As shown in Table II.9.18, among school-age children the
exogenous variables associated with special education placement were residential location (Milwaukee
residents were less likely to receive these services), and sex of child (boys were more likely to receive
services). As discussed above, funding availability and school resources may have limited the prevalence
of special education placement in Milwaukee. Poverty and near-poverty status were not associated with
special education placement.

None of the intervening variables, including attendance at school PTA meetings and the
parenting index, were associated with special education placement. In the value-added model, aside from
Time 1 special education, none of the intervening and exogenous variables were associated with special
education placement. Notably, a diagnosis of learning or developmental disability by a doctor strongly
predicted receipt of special education. This is not surprising, given the close connection between these
two variables.

The results for adolescents (age 13 and over, Table II.9.19), show that children were less likely to
receive special education services if they were residents of Milwaukee, participants in the CSDE
experiment, and had a mother with a high school degree. The latter two variables were significant only at 
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the 10 percent level. The significance of these predictors disappeared when other variables were added.
In the value-added model, only the variable of doctor-reported learning disability was a significant
predictor of change in special education status between 1998 and 1999. The amount of child support
received and face-to-face contact with the father were marginally associated with a change in special
education.

Additional Analyses. We also conducted analyses for different subgroups and using different
model specifications (not shown on tables). For example, a similar pattern of findings occurred when the
sample was split into those living in Milwaukee County and those living outside of Milwaukee, though
sample sizes for those outside of Milwaukee were relatively small. We also explored additional model
variables. The number of school moves proved to be a significant predictor (in a negative direction) only
for the GPAs of adolescents. Reading to the child and going on outings yielded findings that were
consistent with those described above. They were not significantly associated with health and education
outcomes. Finally, we briefly explored those enrolled in a state program that began in 1999: BadgerCare,
Wisconsin’s version of the Children’s Health Insurance Program (CHIP). The unique aspect of
Wisconsin’s program is that parents as well as children are eligible. The results, reported in the last
column of Appendix Table II.9.5, show that children whose mothers worked full time and who were near
poor were more likely to enroll, suggesting that the program is meeting its targeted audience. On the
other hand, the negative results for nonwhite children and children in Milwaukee indicate a problem in
achieving targeted enrollment. The positive coefficient on mother’s education suggests that more
marketing and outreach to less-well-educated minorities in Milwaukee may be a way to increase
enrollment and reduce remaining disparities in coverage.

Discussion

In this section we have investigated three questions for children and families in the CSDE. Our
objective was to examine children’s health and educational status and explore factors that can enhance
children’s circumstances. The first question concerned children’s well-being. Findings indicated that
relative to children nationally, CSDE children have lower health status and school performance. With
regard to health, a sizable percentage of children had fair or poor health status, even though rates of being
uninsured were far lower than national rates. Children’s educational status was not very satisfactory
according to several indicators. Four in 10 families reported that they would switch child care if all forms
of care were free. The school performance of children as indicated by GPA, school absences, and receipt
of special education services also was for the most part below that of children nationally. Some
indicators were more positive: more than 9 in 10 parents reported that their young children felt safe and
received a lot of individual attention in child care, and nearly all children were insured for at least part of
the year.

The second research question addressed the status of children according to several intervening
factors that would be expected to promote health and education outcomes. These included the frequency
of positive parenting practices, the amount of child support received, and health insurance coverage.
Findings indicated that the status of children under these measures corresponded to what would be
expected for many low-income families: more than 4 in 5 families received a child care subsidy in 1998
and participated in Medicaid; and the frequency of positive parenting practices reported by resident
mothers was generally lower than that reported in national samples. For example, 2 in 5 parents reported
attending at least one school PTA meeting during the year, and one half read to their children every day.
PTA attendance was higher in Milwaukee than in other locations. Poverty status was associated with


