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Introduction: Families living with low incomes experience a higher risk of material hardships
associated with poor health. To understand the potentially protective role of hardship-free
households, the authors examined associations between the absence of material hardships
among families with low incomes and child health and healthcare utilization and caregiver
health outcomes.

Methods: Researchers interviewed a sentinel sample of caregivers of publicly insured children aged
<4 years in hospital settings in 5 U.S. cities (2012—2017). Exposure to material hardships (food
insecurity, housing instability, healthcare hardship, and energy insecurity) was categorized as 0, 1,
or >2 hardships. Outcome measures included child health (overall and oral health), anthropomet-
rics, developmental risk, lifetime hospitalizations, composite well-child measure, caregiver health,
and depressive symptoms. Multivariable logistic regression models examined the associations
between hardships and child and caregiver health.

Results: Among 16,320 families, 41.0% experienced 0 hardships, 28.2% experienced 1 hardship,
and 30.8% experienced >2 hardships. After covariate control, children from hardship-free house-
holds experienced lower adjusted odds of lifetime hospitalizations, fair/poor health, fair/poor oral
health, developmental risk, and higher odds of wellness than children from household that experi-
enced >2 hardships, and caregivers had lower odds of fair/poor health and depressive symptoms.
Children and their caregivers from households with 1 hardship showed lower adjusted odds of life-
time hospitalizations, fair/poor health, fair/poor oral health, and higher odds of wellness than those
from household that experienced >2 hardships, and caregivers had lower odds of fair/poor health
and depressive symptoms.
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Conclusions: Living without material hardships may contribute to positive physical and develop-
mental/behavioral health among children and caregivers. Findings support the importance of poli-
cies to decrease material hardships among families with low incomes.

AJPM Focus 2026;5(1):100422. © 2025 The Author(s). Published by Elsevier Inc. This is an open access article
under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

INTRODUCTION

Many families in the U.S. living with low incomes strug-
gle to afford basic needs. Trade offs among basic needs
to manage the household budget increase the risk of
experiencing material hardships,' including food insecu-
rity, housing instability, energy insecurity, and health-
care hardship. Although poverty increases the risk for
hardships, material hardships can be experienced by
families across income levels, particularly in contexts
where costs for basic needs such as housing and health
care are high.” Each material hardship has been individ-
ually associated with adverse outcomes among families,
including impaired caregiver physical and mental health
and children’s poor health and developmental risk.”°
Driven by a lack of financial resources, material hard-
ships are interrelated and are often experienced simulta-
neously, compounding the potential health risks posed
to children and their families.” Experiencing 1 or more
material hardships may be particularly detrimental dur-
ing the first years of life, which represent a critical period
for growth and development that builds foundations for
life-long physical health and development.” Hardships
in early childhood increase the risk for lower educational
attainment and employment throughout life and across
generations, impacting earnings, financial stability, and
physical and mental health and well-being.” "'

Research into materials hardships has been domi-
nated by a deficits-based approach that focuses on iden-
tifying hardships. In contrast, a strengths-based
approach would focus on households with low incomes
who are not experiencing hardships (i.e., hardship-free
households). Such a focus would identify and build on
strengths within households and community services.
Being hardship free may provide families with the stabil-
ity and resources necessary for optimal child and care-
giver health.

The authors sought to investigate associations
between the absence of material hardships among fami-
lies with low incomes and child health and healthcare
utilization and caregiver health outcomes. This study
explored the associations between the number of hard-
ships—0 hardships (hardship free), 1 hardship, or >2
hardships—and their association with child and care-
giver health outcomes. The authors hypothesized that

children and caregivers in families that experience 0 or 1
hardship would have better health and child healthcare
utilization than families experiencing multiple hard-
ships.

METHODS

Study Sample

Children’s HealthWatch is an ongoing repeat cross-sec-
tional research study conducted in medical centers in
5 U.S. cities: Baltimore, Maryland; Boston, Massachu-
setts; Little Rock, Arkansas; Minneapolis, Minnesota;
and Philadelphia, Pennsylvania. This sentinel surveil-
lance study is designed to monitor the impacts of eco-
nomic conditions and public policies on the health and
well-being of young children and families with low
incomes seeking care in safety-net hospitals, which serve
higher proportions of low-income and publicly insured
patients. Each site obtained IRB approval before study
initiation, renewed annually. Between January 1, 2012,
and June 30, 2017, caregivers of young children
were approached when seeking care for their children in
primary care sites (Maryland and Minnesota) and emer-
gency departments (Maryland, Pennsylvania, Massachu-
setts, and Arkansas), forming a sentinel sample
(systematically collected sample from specific clinical
sites that serves as an indicator of conditions in the
broader population of interest, although not nationally
representative).'” Eligibility criteria included caregivers
and their children aged <48 months; state residency; flu-
ency in English, Spanish, or (in Minneapolis only)
Somali; and living with and having knowledge of the
child’s health and household."” Research assistants did
not approach caregivers of critically ill or injured chil-
dren, nor did they interview families for a child with a
previous interview within the past 6 months. Of 19,750
households recruited, the authors excluded households
with children receiving Supplemental Security Income
(n=686), a marker of severe special healthcare needs that
might confound relationships between hardship and
health outcomes, and households with private insurance
(n=2,744), a proxy for higher SES.'*!° The final sample
comprised 16,320 households with young children
(Figure 1).
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Assessed for eligibility
Jan 1, 2012 - June 30, 2017

(n=24,363)

Ineligible

(n=2,865)

11.8% of potential respondents

Eligible
(n=21,498)

88.2% of potential respondents

Refusals and incomplete interviews

(n=1,748)

8.1% of eligible respondents

Completed interviews

(n=19,750)

91.9% of eligifle respondents

Excluded (n=3,430)

e Caregivers with Private Health Insurance (n=2,744)
e Children Receiving SSI (n=686)

Analytic sample

n=16,320

Figure 1. Sample selection diagram.

Measures

The survey included sociodemographic questions about
caregivers’ self-reported marital status (married/part-
nered versus single/divorced/widowed), nativity (coun-
try of origin: U.S. born [including Puerto Rico and U.S.
territories] versus immigrant); educational attainment
(less than high school, high school, technical school, col-
lege/master’s); employment status (yes/no); child/care-
giver age; breastfeeding history (yes/no); low birth
weight (<2,500 g) of child (yes/no); number of children
in the household; home ownership (yes/no); and house-
hold participation in government-funded nutrition,
housing, energy, and cash assistance programs within
the past year (yes/no for each). Using questions from the
U.S. Census asking separately about Latino/Hispanic
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heritage and race, caregivers reported the race and eth-
nicity of birth mothers. The authors combined responses
into the following categories: Latina, all races; Black,
non-Latina; White, non-Latina; and other/multiple
races, non-Latina. The other/multiple races, non-Latina
group was comprised of caregivers identifying as multi-
ple races or groups too small in this sample to analyze
independently (Asian, Native American). Child’s age
and sex assigned at birth were obtained from medical
records.

Four measures of material hardship were assessed to
create a composite hardship variable. Household and
child food security status was assessed using the 18-item
U.S. Household Food Security Survey Module (the vali-
dated federal standard measure for assessing food
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security status).'® The U.S. Household Food Security
Survey Module includes 10 adult-specific and 8 child-
specific questions that address food security over the
past year. Households were classified into 2 mutually
exclusive categories: food secure if <2 questions were
endorsed using the 18-item scale and food insecure if >3
adult-specific questions were endorsed. In addition,
households were classified as food insecure among chil-
dren if >2 or more of the 8 child-specific questions were
endorsed.

Housing instability was indicated by caregivers’
report of 1 or more of the following: (1) being behind
on rent or mortgage in the past year, (2) 2 or more
moves in the past year, and/or (3) homelessness in
the child’s lifetime.” This measure has been validated
in prior Children’s HealthWatch studies and has
been adapted for use in national surveys, including
the National Survey of Children’s Health."” Home-
lessness was defined by the endorsement of living in
a shelter, motel, temporary or transitional living situ-
ation, or scattered-site housing or having no steady
place to sleep at night.

Household energy insecurity was indicated by care-
givers’ report of 1 or more of the following in the past
year because of an inability to pay: (1) threatened utility
shut-off, (2) actual utility shut-off, (3) 1 or more days
without heating or cooling, and/or (4) use of a cooking
stove to heat the home.” This measure was developed
and validated by Children’s HealthWatch and has been
associated with adverse health outcomes.”

Healthcare hardship was indicated by caregivers’
reports of 1 or both of the following: (1) forgoing health
care, the young child or other household members expe-
rienced unmet needs for healthcare services, including
prescriptions, medical and/or dental care due to the
inability to afford care,'® and (2) health cost sacrifices,
indicated by difficulties affording other basic needs
because of household out-of-pocket  medical
spending.'”** Components of this measure have been
used in national surveys, including the National Health
Interview Survey, and have been validated in prior stud-
ies examining healthcare trade-offs.”'

These 4 hardship measures (food insecurity, housing
instability, energy insecurity, and healthcare hardship)
formed a composite variable by summing the number of
hardships experienced. Prior research has demonstrated
compounding negative effects of multiple hardships
on health outcomes beyond experiencing a single
hardship.”** To further consider whether experiencing 1
hardship differed from experiencing multiple hardships,
the authors categorized household hardships, the inde-
pendent variable, into 3 groups—O0, 1, or >2 hardships
—and used >2 hardships as the reference.

Caregiver self-reported outcomes included current
health status, using a validated single-item question
from the 1988—1994 National Health and Nutrition
Examination Survey,”” which has been shown to predict
healthcare utilization and mortality,”* and maternal
depressive symptoms using the Kemper scale, a validated
3-question screen for detecting maternal depressive
symptoms among female caregivers.”” Analyses of
depressive symptoms were limited to female caregivers;
all caregivers were included in analyses of other out-
comes. Children’s outcomes were reported on 1 index
child aged <48 months and included caregivers’ report
of the number of hospitalizations, excluding birth (none
vs >1), current child health status (excellent/good versus
fair/poor), and current child oral health status (excel-
lent/good versus fair/poor) using validated items from
National Health and Nutrition Examination Survey for
children (ages 4—48 months only for oral health) that
have been shown to predict healthcare utilization.*
Developmental risk was measured using the validated
Parents’ Evaluation of Developmental Status for children
aged 4—48 months, which detects risk of developmental
concerns.”” Children’s weight and height were collected
from the medical record on the day of their interview
and used to classify children as being at risk for obesity
(weight for age >90th percentile), being of healthy
weight (weight for age between 5th and 90th percentile),
or being at risk for underweight (weight for age <5th
percentile or weight for height/length <10th percentile),
following the Centers for Disease Control and Preven-
tion growth charts.”® Finally, a composite variable for
well child was calculated using no lifetime hospitaliza-
tions, excellent health status, no developmental risk, and
healthy weight. These outcome measures provide a com-
prehensive assessment of health status across physical
health, developmental risk, and mental health and have
been linked to social determinants of health.”

Statistical Analysis

Descriptive statistics were used to examine baseline
characteristics for the study sample overall and stratified
by hardship status. Statistical methods included chi-
square testing for categorical data and independent sam-
ples t-tests for continuous data. Outcomes were analyzed
using separate adjusted logistic regression models for
each outcome, controlling for the same set of covariates
in all models. Potential dependencies among outcomes
were assessed, and correlation coefficients were <0.40.
Covariates were selected on the basis of prior literature
identifying them as potential confounders of the rela-
tionship between material hardship and health out-
comes. These included study site, race/ethnicity,
nativity, marital status, employment, education,
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caregiver age, homeownership (a marker of wealth that
may affect hardship experience independently of current
income), breastfeeding history (associated with both
socioeconomic factors and child health outcomes), low
birth weight of the child, number of children in the
household, and the child’s age. Variance inflation factor
analysis was performed for all models as a measure of
potential multicollinearity. All models with the exposure
and covariates had a variance inflation factor between 1
and 5, which was considered acceptable. Consistent with
sentinel surveillance methods, these data were analyzed
without sampling weights because analytic goals cen-
tered on families with low incomes rather than estimat-
ing population estimates. Analyses were performed
using 2-sided tests and a significance level of p<0.05,
with SAS software (Version 9.4; SAS Institute, Inc, Cary,
NC).

RESULTS

Table 1 describes the characteristics of the study partici-
pants overall and stratified by hardship experience. Of
the 16,320 households with young children, the child’s
mean age was 16.6 (SD=£13.4) months. Most caregivers
were born in the U.S., self-identified as non-Hispanic
Black, and had at least a high-school diploma. Care-
givers’ mean age was 27 (SD=%6) years, and 92% were
birth mothers (n=15,014).

To understand the resources available to families in
the study sample, the authors examined participation in
public assistance programs. Overall, the rates of partici-
pation were 77.5% for the Special Supplemental Nutri-
tion Program for Women, Infants, and Children (WIC);
66.6% for the Supplemental Nutrition Assistance Pro-
gram (SNAP); 21.5% for the Low-Income Home Energy
Assistance Program; 23.3% for Temporary Assistance
for Needy Families (TANF); and 18.9% for subsidized
housing.

Figure 2 and Table 2 describe the adjusted associa-
tions between hardships and caregiver and child health
outcomes. Overall, the authors observed a gradient effect
across hardship levels for most outcomes, with hard-
ship-free status conferring the strongest protective asso-
ciation, followed by experiencing 1 hardship, compared
with experiencing multiple hardships. This pattern was
particularly pronounced for caregiver outcomes and
some child health and healthcare utilization outcomes,
including hospitalizations and overall health status.
Children in households with 0 hardships had lower
adjusted odds of lifetime hospitalizations (AOR=0.79;
95% CI=0.72, 0.86), fair or poor health (AOR=0.60; 95%
CI=0.53, 0.69), fair or poor oral health (AOR=0.55; 95%
CI=0.46, 0.68), and developmental risk (AOR=0.76; 95%
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CI=0.65, 0.88) and higher adjusted odds of being well
(AOR=1.23; 95% CI=1.12, 1.35) than children in house-
holds with >2 hardships. At risk of obesity and under-
weight findings were not significant. Caregivers in
households with 0 hardships had lower adjusted odds of
fair or poor health (AOR=0.37; 95% CI=0.33, 0.40) and
of having a positive screen for maternal depressive
symptoms (AOR=0.21; 95% CI=0.19, 0.23) than care-
givers in households with >2 hardships.

Children in households with 1 hardship had lower
adjusted odds of lifetime hospitalizations (AOR=0.89;
95% CI=0.81, 0.98), fair or poor health (AOR=0.83; 95%
CI=0.73, 0.95) and fair or poor oral health (AOR=0.77;
95% CI=0.63, 0.93) and higher adjusted odds of being
well (AOR=1.11; 95% CI=1.00, 1.22) than children in
households with >2 hardships (Table 2). Caregivers in
households with 1 hardship had lower adjusted odds of
fair or poor health (AOR=0.58; 95% CI=0.53, 0.64) and
female caregiver depressive symptoms (AOR=0.47; 95%
CI=0.43, 0.52) than caregivers in households with >2
hardships. Odds of developmental risk, risk of being
underweight, and risk of developing obesity were not
statistically significant between households with 1 and
>2 hardships.

To examine whether participation in public assistance
programs influences the relationship between material
hardships and health outcomes, the authors conducted
supplementary analyses controlling for participation in
safety-net programs. The results (Table 3) demonstrate
substantial consistency with the primary findings.

DISCUSSION

This study examined caregiver and child health out-
comes associated with the absence of material hardships
versus multiple material hardships among families with
publicly insured young children, an indicator of low
income, high risk of hardships, and poor health out-
comes.”” After controlling for demographic and perina-
tal variables, the authors found better health and
healthcare utilization outcomes among caregivers and
young children in hardship-free households than among
families experiencing multiple hardships, consistent
with the authors’ hypothesis. The authors also found
better health outcomes among caregivers and children
in families experiencing 1 material hardship than in
families experiencing multiple hardships. The findings
demonstrate a gradient effect across hardship levels for
most outcomes, particularly for caregiver health and
depressive symptoms, with hardship-free households
conferring the strongest protective association, followed
by experiencing 1 hardship, compared with experiencing
multiple hardships.
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Table 1. Characteristics of Sample by Number of Material Hardships (January 1, 2012, to June 30, 2017).

Variable Response Overall 0 Hardships 1 Hardship >2 Hardships p-value
Sample N=16,320 6,692 (41.0%) 4,603 (28.2%) 5,025 (30.8%)
Site Baltimore 3,404 (20.9%) 1,598 (23.9%) 905 (19.7%) 901 (17.9%) EIESE
Boston 3,608 (22.1%) 1,114 (16.6%) 967 (21.0%) 1,527 (30.4%)
Little Rock 3,057 (18.7%) 1,131 (16.9%) 966 (21.0%) 960 (19.1%)
Minneapolis 2,216 (13.6%) 1,116 (16.7%) 702 (15.3%) 398 (7.9%)
Philadelphia 4,035 (24.7%) 1,733 (25.9%) 1,063 (23.1%) 1,239 (24.7%)
Caregiver nativity ~ U.S. born (versus 12,187 (74.9%) 5,089 (76.2%) 3,451 (75.3%) 3,647 (72.7%) Bk
immigrant)
Immigrant 4,091 (25.1%) 1,587 (23.8%) 1,132 (24.7%) 1,372 (27.3%)
Caregiver race/ Latina/Hispanic 5,566 (34.5%) 2,236 (33.8%) 1,612 (35.4%) 1,718 (34.5%) ol
ethnicit)
’ Black | non-Hispanic 7,977 (49.4%) 3,395 (51.3%) 2,163 (47.5%) 2,419 (48.6%)
White | non-Hispanic 2,043 (12.6%) 781 (11.8%) 621 (13.6%) 641 (12.9%)
Other 566 (3.5%) 204 (3.1%) 159 (3.5%) 203 (4.1%)
Marital status Married/Pprtnered 4,963 (30.4%) 1,967 (29.4%) 1,430 (31.1%) 1,566 (31.2%)
Caregiver Never/some high 4,176 (25.6%) 1,679 (25.1%) 1,232 (26.8%) 1,265 (25.2%) B
education school
High school 6,381 (39.2%) 2,817 (42.2%) 1,809 (39.3%) 1,755 (35.0%)
Technical school/ 5,741 (35.2%) 2,186 (32.7%) 1,557 (33.9%) 1,998 (39.8%)
college graduate/
master’'s
Caregiver age n Mean (SD) 16,056 27.1 (5.9) 6,554 26.3(5.8) 4527 27.2(5.9) 4,97528.1(5.9) Bk
Median (25th, 75th) 26.0 (23, 31) 25.0 (22, 30) 26.0 (23, 31) 27.0 (24, 32)
Caregiver Yes 7,039 (43.2%) 2,936 (44.0%) 1,956 (42.6%) 2,147 (42.8%)
employment
Depressive Positive screen 3,493 (22.5%) 691 (10.9%) 961 (22.0%) 1,841 (38.5%) FRE
symptoms®
Homeowner Yes 1,743 (10.7%) 767 (11.5%) 501 (10.9%) 475 (9.5%) E3LY
Breastfeeding Yes 10718 (65.9%) 4,260 (63.9%) 2981 (65.0%) 3,477 (69.4%) il
histor:
Childr};n in n Mean (SD) 16,260 2.3 (1.3) 6,661 2.3 (1.3) 4,586 2.3 (1.3) 5,013 2.4 (1.3) S
household Median (25th, 75th) 2.0(1, 3) 2.0(1, 3) 2.0(1, 3) 2.0(1, 3)
Child age in n Mean (SD) 16,320 16.6 (13.4) 6,692 15.1(13.0) 4,603 16.8(13.4) 5,02518.3(13.5) **x*
months Median (25th, 75th) 13.2 (5, 26) 11.6 (4, 23) 13.6 (5, 26) 15.4 (7, 29)
Low birthweight <2,500 g) 2,058 (12.9%) 861 (13.2%) 600 (13.4%) 597 (12.2%)
WIC Yes 12,589 (77.5%) 5,171 (77.7%) 3,560 (77.8%) 3,858 (77.1%)
SNAP Yes 10,805 (66.6%) 4,162 (62.8%) 3,074 (67.2%) 3,569 (71.3%) ek
LIHEAP Yes 2,779 (17.6%) 843 (13.0%) 779 (17.5%) 1,157 (23.7%) HAK
TANF Yes 3,763 (23.3%) 1,416 (21.4%) 1,063 (23.3%) 1,284 (25.7%) EFEHE
Current subsidized Yes 3,081 (18.9%) 1,056 (15.8%) 920 (20.0%) 1,105 (22.0%) Hkk
housin
Numbegr of n Mean (SD) 16,320 1.1 (1.2) 6,692 0.0 (0.0) 4603 1.0 (0.0) 5,025 2.6 (0.7) e
hardships Median (25th, 75th) 1.0 (0, 2) 0.0 (0, 0) 1.0 (4, 1) 2.0(2,3)
Housing instability Yes 4,275 (27.7%) 0 (0.0%) 953 (22.1%) 3,322 (69.7%) Bl
Household food Yes 4,457 (27.3%) 0 (0.0%) 1,112 (24.2%) 3,345 (66.5%) R
insecurity
Child food Yes 2,078 (12.7%) 0 (0.0%) 431 (9.4%) 1,647 (32.8%) Bl
insecurity
Energy insecurity ~ Yes 3,633 (22.5%) 0 (0.0%) 851 (18.7%) 2,782 (55.8%) EIEHEY
Healthcare Yes 5,248 (32.2%) 0 (0.0%) 1,675 (36.4%) 3,573 (71.1%) Bk
hardship

Source: Children’sHealthWatch Data, 2012—2017.
Note: Asterisks indicate statistical significance (**p<0.01 and ***p<0.001).

LIHEAP, Low Income Home Energy Assistance Program; SNAP, Supplemental Nutrition Assistance Program; TANF, Temporary Assistance for Needy

Families; WIC, Special Supplemental Nutrition Program for Women, Infants, and Children.
2Asked of female caregivers only.
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Adjusted associations between hardships and caregiver and child health outcomes

1.1

1
g
g 94 &
I .89
o
P 08 83
o
o
o]
o
2 0.6
Z 58
<
0.4 47
0.2 I
0 . e

" (p=20.05) Lifetime Child Health | AURISKIOT 1 ot Risic of Being WellCnig | Caregiver Healtn | Fosiive Screen
=* (p==0.0001) Hospitalizations = Status Fair/Poor DeIZ\ys Underweight Status Fair/Poor Symrp)noms

m>2 hardships 1 1 1 1 1

1 hardship 0.89 * 083 % 0.94 0.97 1.1 * sk 0.47 s
m 0 hardships 0.79  sx 0.6 k% 0.76 * 1.11 123wk *¥ 0.21  **

Figure 2. Adjusted associations between hardships and caregiver and child health outcomes.

Hardship-free households continue to experience
many of the conditions associated with poverty. Despite
the protection associated with hardship-free households,
children and caregivers have many health risks that
could jeopardize their subsequent health and wellness. A
challenge for the future is to identify the strengths and

supports that protect families with limited resources
from material hardships.”

The more pronounced magnitude of effect for care-
giver outcomes than for child outcomes suggests that
caregivers may serve as buffers for their children, priori-
tizing children’s needs over their own when resources

Table 2. Adjusted Associations Between Hardships and Caregiver and Child Health Outcomes.

n=6,692 (41.0%)

n=4,603 (28.2%)

n=5,025 (30.8%)

Outcomes 0 hardships (95% Cl) 1 hardship (95% Cl) >2 hardships
Child health outcomes
Lifetime hospitalizations 0.79 (0.72, 0.86) *** 0.89 (0.81, 0.98) * 1.00
Child health status fair/poor 0.60 (0.53, 0.69) *** 0.83 (0.73, 0.95) * 1.00
At risk for developmental delays 0.76 (0.65, 0.88) ** 0.94 (0.81, 1.10) 1.00
At risk of being underweight” 1.11 (0.98, 1.25) 0.97 (0.85, 1.11) 1.00
Obesity” 1.00 (0.90, 1.12) 0.98 (0.88,1.11) 1.00
Well child® 1.23 (1.12, 1.35) *** 1.11 (1.00, 1.22) * 1.00
Child oral health status fair/poor® 0.55 (0.46, 0.68) *** 0.77 (0.63, 0.93) ** 1.00
Caregiver health outcomes
Caregiver health status fair/poor 0.37 (0.33, 0.40) *** 0.58 (0.53, 0.64) *** 1.00
Positive screen for depressive symptoms® 0.21 (0.19, 0.23) *** 0.47 (0.43, 0.52) *** 1.00

Source: Children’s HealthWatch Data, 2012—2017.

Note: Boldfaces indicate statistical significance (*p<0.05, **p<0.01, and ***p<0.001).

Adjusted models control for site, caregiver nativity, race/ethnicity, marital status, employment, education, age, homeownership, breastfeeding his-
tory, number of children in the household, child low birth weight, and age.

aWeight for age <5th% or weight for height <10™%.

PWeight for age >90"%.

®Composite variable incorporates child hospitalizations, health status, developmental risk, and anthropometry.

9Sample n=12,705 because this question is not asked for children aged <4 months.

®Asked of female caregivers only.
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Table 3. Adjusted Associations Between Hardships and Caregiver and Child Health Outcomes, Including Adjustment for

Public Program Participation.

Outcomes

n=6,692 (41.0%)
0 hardships (95% CI)

n=4,603 (28.2%)
1 hardship (95% CI)

n=5,025 (30.8%)
>2 hardships (ref)

Child health outcomes
Lifetime hospitalizations (yes/no)
Child health status fair/poor
At risk for developmental delays
At risk of being underweight®
Obesity”
Well child®
Child Oral Health Status Fair/Poor®
Caregijver health outcomes
Caregiver health status fair/poor
Positive screen for depressive symptoms®

0.79 (0.72, 0.87) ***
0.60 (0.53, 0.69) ***
0.76 (0.65, 0.89) **
1.09 (0.96, 1.23)
1.01(0.91, 1.13)
1.23 (1.13, 1.35) ***
0.57 (0.46, 0.69) ***

0.37 (0.34, 0.41) ***
0.21 (0.19, 0.24) ***

0.90 (0.81, 0.99) * 1.00
0.84 (0.73, 0.96) * 1.00
0.95 (0.81, 1.10) 1.00
0.98 (0.85, 1.12) 1.00
0.99 (0.88, 1.11) 1.00
1.11 (1.00, 1.22) * 1.00
0.78 (0.64, 0.95) ** 1.00
0.59 (0.54, 0.65) *** 1.00
0.47 (0.43, 0.52) *** 1.00

Source: Children’s HealthWatch Data, 2012—2017.

Note: Boldfaces indicate statistical significance (*p<0.05, **p<0.01, and ***p<0.001).

Adjusted models control for site, WIC participation, SNAP participation, TANF participation, subsidized housing, caregiver nativity, race/ethnicity, mar-
ital status, employment, education, age, homeownership, breastfeeding history, number of children in the household, child low birth weight, and age.
SNAP, Supplemental Nutrition Assistance Program; TANF, Temporary Assistance for Needy Families; WIC, Special Supplemental Nutrition Program for

Women, Infants, and Children.
SWeight for age <5th% or weight for height <10th%.
PWeight for age >90th%.

“Composite variable incorporates child hospitalizations, health status, developmental risk, and anthropometry.
93ample n=12,705 because this question is not asked for children aged <4 months.

®Asked of female caregivers only.

are scarce. This buffering effect has been observed in
prior studies of food insecurity, where adults often
reduce their own intake before restricting children’s
food.” The significant associations observed for the
well-child composite variable, which incorporates multi-
ple individual health indicators, suggest that hardship-
free status may have a broad protective effect across
multiple domains of child health and development
rather than being limited to specific outcomes.

Children in families with 0 hardships or 1 hardship
were less likely to experience hospitalizations and risk
for developmental delay and were more likely to be in
good health, have good oral health, and be considered a
well child than children in families with >2 hardships.
Similarly, caregivers with 0 hardships or 1 hardship were
at lower risk of fair/poor health and depressive symp-
toms. Findings related to child health and hospitaliza-
tions and caregiver health and depressive symptoms are
suggestive of a dose—response relationship in the
increasing odds of poor outcomes from no hardships to
1 hardship.

The authors did not observe significant associations
between hardship status and anthropometric outcomes
(underweight and obesity). Associations between food
security in the U.S. and young children’s underweight
and obesity have been inconsistent.'** One explanation
for the null association with anthropometric outcomes
may be that growth is influenced by longer-term pro-
cesses that are less sensitive to current hardship status

than outcomes such as health status and healthcare utili-
zation.

Study findings reinforce the importance of investing
in evidence-based policies and practices that prevent
and alleviate hardship and thus promote health equity
among families with low incomes. The proportion of
caregivers participating in SNAP, TANF, and subsidized
housing differed by <9% between the hardship-free
group and the group experiencing >2 hardships, with no
difference in WIC participation. The supplementary
analysis examining the role of public assistance program
participation (Table 3) provides important insights into
the mechanisms underlying the relationship between
material hardships and health outcomes. The consis-
tency of findings when controlling for WIC, SNAP,
TANF, and subsidized housing participation suggests
that current safety-net programs—although important
for family welfare, given prior research demonstrating
significant reductions in a variety of material hardships
related to participation in SNAP, WIC, subsidized hous-
ing, TANF, and Low-Income Home Energy Assistance
Program—do not fully mediate the health impacts of
material hardships.

Among families with >2 hardships, needs may have
surpassed the resources that benefits could provide, thus
the inability to alleviate the health of children and care-
givers at risk. Many public programs are insufficiently
funded and do not reach all families in need owing to
structural barriers, policies that exclude families with

www.ajpmfocus.org
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immigrant members, stigma, and a lack of adequate
funding."”*" Pediatric providers have opportunities to
advocate for increased program services and coverage
and to screen patient families for social needs and offer
referrals to programs and supports.””*’ Ideally, these
referrals are made with warm hand-offs and reliably
effective resources available on the other end of the con-
nection.** This study’s findings also highlight how oral
health is associated with material hardships; ensuring
access to basic needs as well as comprehensive oral
health care could improve the overall physical and oral
health of children.”

A critical issue driving the presence of material hard-
ships is a fundamental lack of adequate income to sup-
port families. Policies that provide unrestricted cash
transfers have been shown to be effective in addressing
material hardship and improving short- and long-term
health outcomes. The Child Tax Credit (CTC) and
Earned-Income Tax Credit are evidence-based cash
transfers associated with health benefits. These tax cred-
its have been shown to lift families with children—par-
ticularly families of color—above the poverty line and
alleviate or prevent the experience of multiple hardships
by providing the opportunity to spend money in ways
that best fit their needs."” "’ Research demonstrates
additional positive health and antipoverty effects of
temporary changes to the Earned-Income Tax Credit
and CTC and direct cash assistance provided through
the American Rescue Plan Act.’’ Prioritizing policies
that respond to experiences of material hardship by
boosting family resources and expanding benefits to
reach more families could alleviate adverse health
consequences.”’ However, cash transfers such as the
CTC or guaranteed income are most effective when
provided in addition to—not instead of—public assis-
tance programs.’”

Limitations

This study’s strengths include a large geographically and
racially and ethnically diverse sample of urban families
with young, publicly insured children. Limitations
include the cross-sectional design, allowing associations
but not causal interpretations nor direction of effect.
Although the authors hypothesized that family members
in hardship-free households would have better health
and child healthcare utilization than families experienc-
ing multiple hardships, the authors cannot rule out
reverse causation: that families with poor child or care-
giver health have increased hardship through increased
healthcare expenses or less ability to participate in
employment and to access public support programs.
Thus, bidirectional relationships should be examined in
future research.”” This study uses a sentinel sample from

February 2026

safety-net hospitals, which is not nationally representa-
tive. The findings may not generalize to populations
with higher SES or those in countries with different
healthcare and social welfare systems. However, the mul-
tisite sample strengthens the external validity of the find-
ings in the context of low-income families with young
children in urban settings. Multiple measures were self-
reported by caregivers, increasing the possibility of self-
report bias. However, the use of standardized instru-
ments, systematic data collection, and trained inter-
viewers reduces the likelihood of bias. Furthermore,
parent-reported health status measures have been vali-
dated as reliable predictors of healthcare utilization and
future health outcomes in multiple studies.”*”> Study
data predate the coronavirus disease 2019 (COVID-19)
pandemic but may provide a stable baseline, allowing
clear analysis of long-term trends without the potentially
anomalous social disruptions and behavioral changes
introduced by the pandemic.

Although this study focuses on 4 common material
hardships, families may have experienced additional
hardships that were not measured and included in this
analysis. The approach of examining hardships as a
composite measure has both strengths and limitations.
Although it allows the understanding of the cumulative
burden of multiple hardships, it may obscure nuanced
relationships between specific types of hardships and
particular health outcomes. Authors’ prior research has
examined interactions between specific types of hard-
ships and their differential relations with various health
domains, complementing the broader understanding
provided by this composite approach.”>'*'**"

CONCLUSIONS

Living in a household free of 4 prevalent material hard-
ships may protect health for young children and their
caregivers. Households with publicly insured young chil-
dren who are hardship free were significantly less likely
to have negative child and caregiver health outcomes
than families with >2 hardships. Study findings comple-
ment existing deficits-based research by demonstrating
the potential protective nature of hardship-free status
and a gradient effect across hardship levels. This evi-
dence supports multifaceted approaches to hardship pre-
vention rather than only targeted interventions for
families with multiple hardships. Further research to
understand strengths in hardship-free households is
important. In addition, a deeper understanding of the
impact of programs and services in preventing and alle-
viating hardships and strategies to eliminate or reduce
hardships across multiple domains through public poli-
cies, programs, and investments in the material well-
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being of families with young children may advance
health equity for families with low incomes.
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