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Objectives. This study evaluated the association of chronic child illness with paren-
tal employment among individuals who have had contact with the welfare system.

Methods. Parents of children with chronic illnesses were interviewed.
Results. Current and former welfare recipients and welfare applicants were more likely

than those with no contact with the welfare system to report that their children’s ill-
nesses adversely affected their employment. Logistic regression analyses showed that
current and former receipt of welfare, pending welfare application, and high rates of
child health care use were predictors of unemployment.

Conclusions. Welfare recipients and applicants with chronically ill children face sub-
stantial barriers to employment, including high child health care use rates and missed
work. The welfare reform reauthorization scheduled to occur later in 2002 should ad-
dress the implications of chronic child illness for parental employment. (Am J Public
Health. 2002;92:1453–1457)

cially given current proposals to increase the
work requirement.12

There has been no research since the im-
plementation of the welfare reform legisla-
tion that has specifically considered the asso-
ciation of clinically significant rates of
chronic child illness with particular employ-
ment outcomes among parents who have
had contact with the welfare system. In the
present study, we sought to fill this gap by
exploring the prevalence of employment bar-
riers among a cohort of families with chroni-
cally ill children.

METHODS

Study Sample
A detailed description of the study sample

and recruitment methods can be found in the
Romero et al. article elsewhere in this issue.13

In brief, the study involved an initial cross-
sectional investigation of 504 predominantly
low-income English- or Spanish-speaking par-
ents or primary caretakers of children aged 2
to 12 years with one of 7 chronic illnesses
(asthma, diabetes, sickle-cell anemia, epilepsy,
hemophilia, cerebral palsy, or cystic fibrosis).
Respondents were identified during 2001 at
clinical sites and welfare offices in San Anto-
nio, Tex.
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Trained interviewers approached all fami-
lies, determined eligibility, and administered a
structured survey in respondents’ preferred
language. The survey included original and
previously validated questions.14 Data were
collected on child health care use, illness
severity (including asthma severity as as-
sessed with the Rosier Asthma Functional
Severity Scale, described in detail elsewhere
in this issue15), welfare status, current and re-
cent employment, employment barriers, re-
ceipt of Supplemental Security Income, and
demographic characteristics.

High child health care use was defined as
3 or more emergency department visits or 2
or more hospitalizations in the previous 6
months. Welfare status was defined as current
(receiving TANF benefits at the time of enroll-
ment in the study), former (had received
TANF/AFDC benefits in the past), denied
(had applied for TANF/AFDC and been de-
nied benefits), pending (had pending applica-
tions), or no contact with the welfare system
(had never received TANF/AFDC).

Statistical Analysis
Bivariate analyses and multivariable logis-

tic regression analyses were performed to ex-
amine the association of welfare status with
child health status, health care use, employ-

The 1996 Personal Responsibility and Work
Opportunity Reconciliation Act significantly
changed welfare policy in the United States.
The stated intent of the legislation, com-
monly referred to as welfare reform, was to
decrease reliance on welfare and increase
the economic independence of poor families.
The legislation replaced the Aid to Families
with Dependent Children (AFDC) program
with the Temporary Assistance for Needy
Families (TANF) program, eliminated entitle-
ments to cash benefits, and imposed a 5-
year time limit for benefits, work require-
ments, and benefit reductions or
terminations for noncompliance with pro-
gram provisions.1

Parents of children with chronic conditions
are likely to experience difficulties complying
with these new requirements because their
children’s health needs require them to take
so much time away from work. Low-income
parents in general, and current and former
welfare recipients in particular, are more
likely to have low-wage jobs that do not pro-
vide vacation or sick leave that would allow
them to care for sick children.2–5 Welfare re-
cipients have been shown to cite child illness
as a barrier to employment.1,6–9

Anything that poses a barrier to sustained
parental employment, such as chronic child
illness, will undermine the intent of the wel-
fare legislation. The law has incompletely ad-
dressed the needs of families with chronically
ill children, however. Welfare agency screen-
ing for health barriers to employment is often
inadequate.10 In addition, welfare recipients
with chronically ill children are often un-
aware that work exemptions and time limit
extensions based on child illness are avail-
able.11 Because those targeted by the legisla-
tion are parents, understanding the implica-
tions of chronic child illness for parental
employment will be important when the legis-
lation is reauthorized later in 2002, espe-
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TABLE 1—Demographic Characteristics of Mothers of Chronically Ill Children, by Family Welfare Status

Total Current Former Denied Pending Nonrecipient
Characteristic (n = 504) (n = 63; 12.5%) (n = 120; 23.8%) (n = 53; 10.5%) (n = 42; 8.3%) (n = 226; 44.8%) P

Race/ethnicity, % < .001

Latino 62.2 62.3 45.0 78.8 53.7 69.2

Black, non-Hispanic 22.0 23.0 39.2 17.3 29.3 12.2

White, non-Hispanic 10.5 4.9 7.5 3.8 12.2 14.9

Other 5.3 9.8 8.3 0.0 4.9 3.6

Birthplace US, % 87.9 87.3 93.3 86.8 95.2 84.1 .07

English speaking, % 88.3 84.1 96.7 86.8 92.9 84.5 < .01

Married, % 35.6 17.5 20.0 28.3 14.3 54.7 < .001

Education < 12 y, % 35.2 54.0 26.7 37.7 40.5 32.9 < .01

Note. Current = currently receiving TANF; Former = received TANF/AFDC in the past; Denied = application for TANF/AFDC denied; Pending = TANF application pending; Nonrecipient = never received
TANF/AFDC. TANF = Temporary Assistance for Needy Families; AFDC = Aid to Families with Dependent Children.

TABLE 2—Limitations in Activity and High Health Care Use Among Chronically Ill Children,
by Family Welfare Status

Total Current Former Denied Pending Nonrecipient
Characteristic (n = 504) (n = 63; 12.5%) (n = 120; 23.8%) (n = 53; 10.5%) (n = 42; 8.3%) (n = 226; 44.8%) P

Diagnosis, % .001

Asthma 78.4 87.3 80.8 66.0 88.1 75.7

Diabetes 7.1 0.0 3.3 7.5 0.0 12.4

Seizure 6.3 4.8 7.5 7.5 9.5 5.3

Othera 8.1 7.9 8.3 18.9 2.4 6.6

Limitation in activity, % 62.5 71.4 65.0 75.5 69.0 54.4 .01

Emergency department visit within 6 mo, % 58.7 68.3 60.0 66.0 57.1 54.0 .22

High health care use,b % 21.8 31.7 27.5 17.0 19.0 17.7 .06

Missed school days, mean No. 7.7 13.7 6.1 9.2 8.5 6.6 .08

Note. Current = currently receiving TANF; Former = received TANF/AFDC in the past; Denied = application for TANF/AFDC denied; Pending = TANF application pending; Nonrecipient = never received
TANF/AFDC. TANF = Temporary Assistance for Needy Families; AFDC = Aid to Families with Dependent Children.
aSickle cell anemia, hemophilia, cerebral palsy, and cystic fibrosis.
b3 or more emergency department visits or 2 or more hospitalizations.

ment status, and employment issues. SAS
(version 8.02, SAS Institute Inc, Cary, NC)
and Epi Info (version 6.04, Centers for Dis-
ease Control and Prevention, Atlanta, Ga)
were used in conducting data analyses.

The primary outcome variables included
in the multivariate logistic regression models
were current parental unemployment (yes,
no) and work absence(s) in the previous 6
months because of child illness (yes, no). The
models controlled for race/ethnicity (non-
Hispanic White, non-Hispanic Black, His-
panic, other) and parental age, educational
level (less than high school, high school or
greater), marital status (married, unmarried),

and birthplace (United States, other). Multi-
variate analyses were performed to examine
the association of welfare status, child health
status, child health care use, and demo-
graphic variables with these 2 parental em-
ployment outcomes.

RESULTS

Demographic Characteristics
The majority of parents were Latino or

Black, reported that they had been born in
the United States, and were comfortable
speaking English (Table 1). Approximately
half of the respondents (55.2 %) had some

previous contact with the welfare system, and
23.8% were former welfare recipients. Race/
ethnicity, educational level, and marital status
differed significantly among the 5 welfare
groups. The majority of respondents (91.3%)
were mothers; 4.2% were fathers, and 3.4%
were grandparents.

Child Health Status and Health Care Use
As can be seen in Table 2, the most com-

mon chronic illness among this group of chil-
dren was asthma (a frequency of 78.4%).
Sixty-two percent of respondents reported
that their children’s health problems limited
their ability to take part in normal childhood
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TABLE 3—Employment Difficulties Among Parents of Chronically Ill Children, by Family Welfare Status

Total Current Former Denied Pending Nonrecipient
Characteristic (n = 504) (n = 63; 12.5%) (n = 120; 23.8%) (n = 53; 10.5%) (n = 42; 8.3%) (n = 226; 44.8%) P

Currently employed, % 42.3 17.5 47.5 52.8 19.0 48.2 < .001

Recently employed, % 36.5 42.9 42.5 32.1 61.9 27.9 < .001

Child health barrier,a % 74.3 70.6 81.7 87.8 80.6 66.1 < .01

Own health barrier,a % 43.9 51.0 47.0 51.0 61.1 34.9 < .01

Other family health barrier,a % 32.3 29.4 31.3 38.0 36.1 31.2 NS

Missed work because of child illness,b % 69.3 60.5 79.6 80.0 73.5 61.0 < .01

Missed child medical visit because of work inflexibility,b % 27.8 25.0 35.0 54.5 23.5 18.9 < .001

Note. Current = currently receiving TANF; Former = received TANF/AFDC in the past; Denied = application for TANF/AFDC denied; Pending = TANF application pending; Nonrecipient = never received
TANF/AFDC. TANF = Temporary Assistance for Needy Families; AFDC = Aid to Families with Dependent Children; NS = not significant.
aHealth problem made it difficult to find a job or caused job loss.
bIncludes only those with current or recent employment (total n = 397, current n = 38, former n = 108, denied n = 45, pending n = 34, nonrecipient n = 172).

physical activities such as sports, gym class,
and outside play. Current welfare recipients
and denied applicants were more likely than
those with no contact with the welfare system
to report that their children’s activities were
limited.

Almost 60% of children had been to the
emergency department, and the average
number of days of school or day care missed
because of illness in the past 6 months was
7.7. The children of current recipients and ap-
plicants had missed significantly more school
than had the children of those with no con-
tact with the welfare system. The children of
current and former recipients exhibited the
greatest proportions of high health care use.

Employment Issues
Rates of current and recent employment

varied significantly among the 5 welfare
groups (Table 3). Although the majority of re-
spondents (74.3 %) indicated that their chil-
dren’s health problems had made it difficult
to find or keep a job, the degree to which the
5 groups identified this barrier differed signif-
icantly, with former recipients and denied ap-
plicants having the highest rates. Respondents
also identified their own health and the
health of other family members as barriers,
but less frequently than they identified child
health barriers.

More than two thirds of respondents who
had worked in the previous 3 years (n=397)
indicated that they had missed days from
work because of their children’s illnesses
(Table 3). Former recipients and denied and

pending applicants had the highest rates of
work absences. More than 25% of respon-
dents reported that their children had missed
medical appointments because they were un-
able to arrange time away from work; the
rate for denied applicants was twice as high
as the overall rate.

Table 4 presents the results of regression
analyses examining the association of welfare

status and high rates of child health care use
with unemployment and missed work after
parental education, race/ethnicity, age, birth-
place, marital status, and receipt of Supple-
mental Security Income had been controlled.
Parents of children with high health care use
rates were more likely to be unemployed
(odds ratio [OR]=1.7; 95% confidence inter-
val [CI]=1.001, 2.9). High rates of child

TABLE 4—Association of Welfare Status and High Child Health Care Use With Parent
Unemployment and Missed Work

Adjusted Odds Ratio Adjusted Odds Ratio
(95% Confidence Interval) (95% Confidence Interval)
for Current Unemploymenta for Missed Work in Previous 6 monthsa,b

All children

Family welfare status

Nonrecipient (reference) 1.0 1.0

Current 4.3 (1.9, 9.7) 0.8 (0.4, 1.9)

Former 1.7 (0.96, 2.9) 2.3 (1.2, 4.2)

Denied 1.2 (0.6, 2.4) 2.7 (1.2, 6.4)

Pending 6.6 (2.6, 16.7) 1.6 (0.7, 3.9)

High child health care use 1.7 (1.001, 2.9) 1.0 (0.6, 1.8)

Children with asthma

Family welfare status

Nonrecipient (reference) 1.0 1.0

Current 5.5 (2.0, 15.0) 0.9 (0.4, 2.2)

Former 1.7 (0.9, 3.2) 3.6 (1.7, 7.5)

Denied 0.7 (0.3, 1.6) 3.6 (1.1, 12.1)

Pending 4.1 (1.5, 10.7) 2.5 (0.9, 7.3)

Rosier functional severity scale score 1.5 (0.8, 2.8) 4.6 (2.0, 10.3)

aAdjusted for parental education, race, parental age, country of birth, marital status, and receipt of Supplemental Security
Income.
bRespondents who had not worked in the previous 6 months were excluded from the analysis.
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health care use were not associated with par-
ents missing work, however.

Among the subgroup of parents of chil-
dren with asthma (n=367), former recipi-
ents (OR=3.6; 95% CI=1.7, 7.5) and de-
nied applicants (OR=3.6; 95% CI=1.1,
12.1) were significantly more likely to have
missed work because of child illness. A high
asthma severity score in children, as mea-
sured by the Rosier Asthma Functional
Severity Scale, was strongly associated with
work absences in parents (OR=4.6; 95%
CI=2.0, 10.3).

DISCUSSION

Welfare recipients and applicants with
chronically ill children face substantial barri-
ers to employment related to their children’s
illnesses. These barriers include high rates of
child health care use and missed work. De-
nied applicants had the highest rates of child
health barriers and work absences. We do not
know why these families were denied welfare,
so we cannot determine whether the rejec-
tions were related to the employment difficul-
ties described. Because most studies of wel-
fare recipients do not include separate data
on denied applicants, the experiences of this
group have rarely been explored.16–19 The as-
sociation of child illness with parental work
absences and unemployment seen in this
study is consistent with the findings of other
studies involving large national data sets.20,21

However, ours is the first study to link spe-
cific chronic childhood illnesses with parental
employment outcomes.

The present findings are particularly rele-
vant because parents receiving welfare are
more likely to have chronically ill children
than are other poor families.4,22,23 Because it
may be difficult for mothers of chronically ill
children to meet the current work require-
ments, not to mention the proposed in-
creased requirements, these women will be
more vulnerable to benefit terminations for
noncompliance.

Some states offer work exemptions and
time limit extensions on the basis of parental
or family member disability,24 but recent re-
search has shown that parental knowledge
and use of such provisions are limited.11

These exemptions are often based on such

strict criteria (e.g., Supplemental Security In-
come disability determination) that they
would not be available for many chronically
ill children. Nevertheless, these children often
have significant health needs requiring paren-
tal participation in their medical care. Such
families may also have difficulty completing
the transition from welfare to stable employ-
ment, which was the major goal of the wel-
fare reform legislation.

There are likely to be economic and health
consequences of the choices that parents of
chronically ill children make when they must
choose whether to miss work or miss their
children’s medical appointments, and a sub-
stantial proportion of our respondents indi-
cated that their children had missed medical
appointments because they were unable to
take time away from work. This finding is
consistent with national data suggesting that
low-income mothers in general, and former
welfare recipients in particular, lack sick or
vacation leave.2–4

The economic consequences of work ab-
sences could include lost wages or, if ab-
sences occur frequently, even a lost job. On
the other hand, when parents miss their chil-
dren’s medical appointments, continuity and
quality of care are undermined. For example,
children with asthma who miss their flu shot,
do not receive a peak flow meter or an
asthma care plan, or do not obtain a refill for
their inhaled steroids are at higher risk of in-
creased and preventable morbidity. Missed
appointments are likely to result in more re-
liance on emergency departments, which are
not usually organized to provide the multidis-
ciplinary approach that benefits chronically ill
children.

This study also highlights the importance
of child care for chronically ill children. Al-
though we did not collect data on the avail-
ability or cost of child care, the inadequate
supply of child care for current and former
TANF recipients has been well docu-
mented.25–27 The 1996 welfare legislation
provided additional funding for child care
subsidies, but many states have been unable
to provide these subsidies to all eligible fami-
lies.27,28 If the overall supply of child care is
inadequate, it is not likely that there will be a
sufficient supply of specialized child care set-
tings that can accommodate chronically ill

children by providing their medications and
monitoring their symptoms.

This study involved important methodolog-
ical limitations. First, the sample was recruited
in San Antonio, Tex, and so the findings are
not necessarily generalizable to other states.
Second, we relied on parental reports of child
health status and employment status. How-
ever, self-reports of such information are con-
sidered valid and are collected in numerous
national surveys.14

Finally, because of the cross-sectional de-
sign of the study, we cannot conclude that
there is a causal relationship between chronic
child illness and parental employment prob-
lems. Although we postulate that chronic
child illness adversely affects parental em-
ployment, it is possible that the association we
found resulted from some other cause. It is
also possible that illness severity is exacer-
bated by parents’ employment. Inflexible
work conditions can make it difficult for par-
ents to take their children for care, and many
parents have jobs that do not provide health
insurance. These factors, in combination,
could lead to an increase in illness severity
because children are not receiving the health
care they need.

Policymakers focusing on the 2002 reau-
thorization of the welfare legislation need to
consider that welfare recipients with chroni-
cally ill children will face challenges in com-
plying with work requirements and may
need additional assistance such as subsi-
dized child care in settings that accept
chronically ill children. Efforts should be
made to ensure that family resources are
not further strained by the unnecessary loss
of Medicaid and Food Stamp benefits, be-
cause data suggest that many eligible chil-
dren and families lose these benefits when
they leave welfare.16,29–31 State and federal
policymakers need to create reasonable em-
ployment and welfare policies for low-in-
come families with chronically ill children
that will help them achieve sustained em-
ployment and improved family well-being
without jeopardizing their children’s
health.
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