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Abstract 
 
Using data from the 2007–2009 Annual Social and Economic (ASEC) supplement of the Current 
Population Surveys (CPS), this study explores the relationship between poverty and the health of children 
from various racial/ethnic minority and immigrant families in the Midwest. Findings show that: 

(1) Racial/ethnic minority children experience poorer health than Non-Hispanic White children; 
(2) Increased poverty among children predicts poorer children’s health; and 
(3) Immigrant children have poorer health than natives, and second-generation immigrant 

children have poorer health than first- and third-generation immigrant children. 
This study demonstrates the health disadvantages of Midwestern children from racial/ethnic minority 
families faced by poverty. The gap in children’s health between Non-Hispanic White and minority 
children persists even after accounting for the effects of immigrant status, poverty, family structure, 
parental education, health insurance coverage, and metropolitan/nonmetropolitan residence. Improving 
the economic well-being of all racial/ethnic minority and immigrant families would improve children’s 
health. 
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Poverty and Health of Children from 
Racial/Ethnic Minority and Immigrant Families in the Midwest 

 

 

I. Introduction 
 

For U.S. children under 18 years, the poverty 
rate and the number living in poverty increased 
from 18% (13.3 million) in 2007 to 19% (14.1 
million) in 2008 (DeNava-Walt, Proctor, and 
Smith 2009). Importantly, children experience 
different poverty depending on their racial/ethnic 
backgrounds, immigrant status, and metropolitan/ 
nonmetropolitan residence and region. According 
to the U.S. Census, the overall poverty rate and the 
number in poverty in the Midwest increased to 
12.4% (8.1 million) in 2008, up from 11.1% (7.2 
million) in 2007 (DeNava-Walt et al. 2009). In 
2008, about 2.7 million children in the Midwest 
(16.8%) lived below the official poverty line. The 
poverty rate for Non-Hispanic White children was 
lower than other racial groups—about 11.4%. The 
highest poverty rate among children was among 
Native American children, about 41%. The poverty 
rate for African American children was 39.4%, 
26.3% for Latino children, and 12.4% for Asian 
children. Additionally, children living in nonmet-
ropolitan areas experience more poverty than those 
in metropolitan areas. Children in principal cities 
of metropolitan areas also tend to experience more 
poverty than those living outside principal cities in 
metropolitan areas. 

A large number of studies have shown the 
harmful influence of poverty on child health and 
development. Poverty has been linked to numerous 
negative outcomes for children, including poor 
physical health (e.g., physical growth problems, 
low birth weight, child mortality, lead poisoning, 
and short hospital stays); educational achievement 
(e.g., grade repetition, dropping out of high school, 
learning disabilities, and low cognitive develop-
ment); emotional and behavioral problems and 
depression; and other consequences, such as 
teenage out-of-wedlock birth, child abuse and 
neglect, and violent crime (Aber et al. 1997; 
Brooks-Gunn and Duncan 1997; Duncan and 
Brooks-Gunn 1997, 2000; Duncan, Brooks-Gunn, 
and Klebanov 1994; Lichter 1997; Malat, Oh, and 
Hamilton 2005; McLeod and Shanahan 1996; 
Petterson and Albers 2001). 

The main objective of this study is to determine 
the main, relative, and combined influences of 
poverty, race/ethnicity, and immigrant/generation 
status on children’s health in the Midwest. This 

study addresses three main research questions: (1) 
What is the influence of poverty on children’s 
health? (2) What are the influences of race/ethni-
city and immigrant/generation status on children’s 
health? (3) To what extent does poverty account 
for racial/ethnic and immigrant/generation status 
gaps in children’s health? 
 

II. Competing Explanations 
 
A. Socioeconomic Status/Poverty and 
Children’s Health 

 
Numerous studies (e.g., Lynch and Kaplan 

2000; Robert and House 2000) have found that 
individuals at higher socioeconomic status (SES) 
levels do better on most measures of health status 
than their lower SES counterparts. For children, 
various studies have also found that poverty neg-
atively influences their health and development, 
including increased neonatal and post-neonatal 
mortality rates, greater risk of injuries resulting 
from accidents or physical abuse/neglect, higher 
risk for asthma and lower respiratory illness, 
higher blood lead levels, lower developmental 
scores in a range of tests over the life course stages 
(Aber et al. 1997), and child mental health or 
behavioral problems (McLeod and Nonnemaker 
2000; McLeod and Shanahan 1996). 

The pathways through which SES affects 
individuals’ health include exposure to both health-
damaging conditions and health-protecting 
resources (Adler and Rehkopf 2008). Some expo-
sures have direct effects on health, while others 
influence psychosocial and behavioral factors 
related to disease and death, including cognition 
and emotion (e.g., depression, hopelessness, 
hostility, and lack of control) and behavior (e.g., 
use of cigarettes, alcohol, and other substances) 
(Adler and Rehkopf 2008). Health-damaging 
exposures include early life conditions, inadequate 
nutrition, poor housing, exposure to lead and other 
toxins, inadequate health care, unsafe working 
conditions, uncontrollable stressors, social exclu-
sion, and discrimination (Adler and Rehkopf 2008; 
Williams and Collins 1995). For children, the 
mechanisms through which SES, in this case 
poverty, affects child health and development 
include the quality of a child’s home environment, 
the quality of care received outside the home, 



 

 

family economic pressure or hardship, parents’ 
health and parent-child interactions, and the neigh-
borhoods in which poor families reside (Aber et al. 
1997; Brooks-Gunn and Duncan 1997; Duncan and 
Brooks-Gunn 1997, 2000; Guo and Harris 2000). 

Disadvantaged environments (e.g., poor homes 
or economically disadvantaged neighborhoods) 
expose individuals to greater uncertainty, conflict, 
and threats for which there are often inadequate 
resources to respond effectively. These experiences 
accumulate to create chronic stress among indi-
viduals subjected to prolonged exposure to such 
conditions (Adler and Rehkopf 2008). Poor people 
are especially disadvantaged with respect to 
healthy lifestyles, as they are more likely to engage 
in, for instance, greater cigarette consumption, 
unhealthier eating and drinking practices, and 
lower levels of participation in exercise across 
adulthood (Cockerham 2005; Snead and 
Cockerham 2002; Wickrama et al. 1999). In 
contrast, the upper and middle classes tend to 
adopt healthier lifestyles by engaging in leisure-
time sports and exercise, healthier diets, moderate 
drinking, little smoking, more physical checkups 
by their physicians, and greater opportunities for 
rest, relaxation, and coping with stress (Cockerham 
2005; Robert and House 2000; Snead and 
Cockerham 2002). 
 
B. Race/Ethnicity and Children’s Health 

 
Similar to SES, race and ethnicity continue to 

be remarkably strong determinants of variations in 
health status (Williams and Collins 1995). Race/ 
ethnicity is a socially constructed category and by 
itself may not influence health. Instead, other 
factors, such as segregation, racism, discrimina-
tion, and lack of better opportunities, create social 
and spatial contexts that may expose individuals to 
poor health conditions. Health outcomes usually 
have multiple causes that can be either direct or 
indirect and are often interrelated and interactive 
(Kaplan and Bennett 2003; Williams 1997). Both 
race/ethnicity and social class influence health 
through complex pathways (Geronimus 2000; 
Kaplan and Bennett 2003; Krieger 2000; Williams 
1997, 2002; Williams and Collins 2001). There-
fore, to understand the widening gaps in health 
status, one has to look at the combined and 
separate effects of SES and race/ethnicity on 
health. Although SES often accounts for a large 

part of racial/ethnic differences in health, racial/ 
ethnic differences in health persist (Adler and 
Rehkopf 2008; Kayitsinga and Martinez 2008). 
Therefore, it is expected that racial/ethnic minority 
children will experience poorer physical health. 
 
C. Immigrant/Generation Status and Children’s 
Health 

 
Much of the previous health-studies research 

conducted with immigrants consistently found that 
acculturation is detrimental to health. For instance, 
newly arrived immigrants exhibit better health than 
similar natives, and immigrants’ health advantage 
deteriorates with increasing duration in the U.S. 
and greater levels of acculturation (Cho et al. 2004; 
Hummer et al. 2007; Landale, Oropesa, and 
Gorman 2000). The basic premise of those studies 
is that culturally based behaviors change over time 
and deteriorate as a result of acculturation (Ebin et 
al. 2001; Hummer et al. 1999; Landale et al. 1999; 
Rumbaut 1997). The prevailing hypothesis is that 
the longer immigrants stay in the U.S. the greater 
the likelihood of losing their traditional lifestyle, 
which buffers against unhealthful behaviors. 

One of the mechanisms through which accul-
turation impinges on health status is acculturation 
stress (e.g., perceived discrimination, language 
conflict, and legal status stress) (Finch, Frank, and 
Vega 2004). Finch et al. (2004) found that the 
amount of time spent in the U.S., the level of 
English usage, and the intensity of acculturation 
stresses that one reports are all related to declines 
in health, and that acculturation stress has more 
deleterious effects on self-reported health (both 
physical and mental) among the more highly 
acculturated (Finch et al. 2004). Increased risk of 
health decline among immigrants with time in the 
U.S. is increasingly linked to other factors, such as 
poverty, low levels of financial and human capital, 
limited opportunities, and discrimination (Finch, 
Kolody, and Vega 2000; Landale et al. 1999). 

A large amount of research exists on the epide-
miologic paradox for health outcomes associated 
with acculturation among Latinos in the U.S. (e.g., 
Franzini, Ribble, and Keddie 2001; Hummer et al. 
2007; Landale et al. 2000; Smith and Bradshaw 
2006). In general, first-generation immigrants have 
better health despite lower SES than the native 
population, but that relative advantage declines 
with length of residence in the U.S. (Gordon-



 

 

Larsen et al. 2003; Harker 2001; Harris 1999). 
Immigrant children, according to Harris (1999), 
adopt over time American behavioral norms for 
health status and risk. Harris (1999) also argues 
that reinforcement of native ethnic group values 
and norms can slow the acculturation process. For 
instance, Gordon-Larsen et al. (2003) found that, 
without the beneficial pattern of acculturation 
factors (e.g., language spoken at home and propor-
tion of foreign-born neighbors), diet, and physical 
activity, first-generation Hispanic adolescents have 
higher overweight prevalence. Van Hook and 
Baker (2010) found that boys whose parents were 
raised outside the U.S. weighed more and gained 
weight faster than any other group. However, they 
also found that within this group, sons of low 
English-proficient parents gained weight more 
slowly than sons of English-proficient parents, 
indicating that two dimensions of low accultura-
tion—foreign place of socialization and social 
isolation—affect children’s weight gain in opposite 
directions and are more important for boys than 
girls (Van Hook and Baker 2010). 
 

III. Research Hypotheses 
 

Racial/ethnic minority and immigrant differ-
ences in poverty are hypothesized to explain 
corresponding differences in children’s health on 
top of the other child and family characteristics. 
Specifically, increased poverty among children of 
all racial/ethnic groups will predict poorer physical 
health for those children. Further, given that Latino 
—especially Mexican American—and African 
American children are more likely to be in poverty 
than their Non-Hispanic White counterparts, it is 
expected that the more difficult economic condi-
tions faced by poor Latino, African American, and 
Asian families lead to poorer physical health 
among their children compared to Non-Hispanic 
White children with equivalent poverty levels. 
Furthermore, given that, within minority popula-
tions, immigrant children may experience higher 
levels of poverty than native-born children, it is 
expected that immigrant children will have poorer 
physical health than others. Finally, given that 
greater exposure to and adoption of American 
lifestyles among immigrant children threaten their 
general health, it is expected that second-genera-
tion immigrant children will have poorer health 
than first- and third-generation immigrant children. 

To test these hypotheses, this study explores the 
relationship between poverty and health of children 
from various racial/ethnic minority and immigrant 
families in the Midwest. 
 

IV. Methods 
 
A. Data and Sample 

 
This study uses data from the 2007–2009 ASEC 

supplement of the CPS. The CPS is a national 
sample of about 50,000 households, representative 
of the U.S., individual states, and other specified 
areas. The ASEC includes basic CPS monthly 
demographic and labor force data plus data on 
work experience, income, noncash benefits, and 
migration. The ASEC data is supplemented with a 
sample of approximately 4,500 Hispanic 
households. 
 
B. Measures 

 
Child health. Respondents were asked, “Would 

you say your health in general is excellent, very 
good, good, fair, or poor?” Their responses were 
coded on a five-point scale, with 5 representing 
poor health and 1 excellent health. Previous studies 
have found self-ratings of health to be strongly 
associated with objective measures of health status 
and mortality (Idler and Benyamini 1997), with 
reports of poor and fair health strongly predictive 
of all-cause mortality (Idler et al. 2004). Because 
of fewer cases in the poor and fair categories 
among children (about 1.8% of all children), child 
general health was dichotomized into “poor” 
health, grouping poor, fair, or good categories, and 
“better” health for reports of very good or excellent 
health in multivariate analyses. 

Child poverty. Child poverty is defined as the 
share of children under age 18 who live in families 
with incomes below the federal poverty threshold, 
as defined by the U.S. Office of Management and 
Budget. A measure of family income-to-poverty 
ratio (IPR) is used to classify children into differ-
ent categories based on family income and poverty 
thresholds. In multivariate analyses, a child is 
considered poor if IPR is less than 1.25. 

Race/ethnicity. Race/ethnicity is constructed 
from child’s race and Hispanic origin variables. 
First, Latino children are distinguished from non-
Latino children. Latinos include Mexicans, Puerto 



 

 

Ricans, Cubans, Central Americans, South 
Americans, and Other Latinos. For non-Latino 
households, race is categorized as White, Black, 
and Asian, including Pacific Islander, or other 
races (Native Indians or Alaska natives and mixed 
races). For this study, other racial groups were 
excluded in the analyses. 

Immigrant/generation status. Children with at 
least one foreign-born parent are classified as the 
children of immigrants, and the remaining as 
children of natives. Children of immigrants who 
were born outside the U.S. are further classified as 
first-generation immigrant children. Children of 
immigrants who were born in the U.S. are con-
sidered second-generation immigrant children. 
Native-born children of native-born parents are 
considered third or higher generation. 

Control variables. The following socio-
demographic and household characteristics were 
used as controls: child gender; child age; three 
indicators of family structure (two-parent married-
couple households; one-parent male-headed 
family; and one-parent female-headed family); 
parental education (highest education for two-
parent families), parental employment status (two 
full-time earners; two earners, one full-time and 
one part-time; two part-time earners; one part-time 
earner; and unemployed or not working); average 
parental age; health insurance coverage; and met-
ropolitan/nonmetropolitan residence. 

The means and standard deviations of all vari-
ables for the three major racial/ethnic groups in 
this study—Non-Hispanic Whites, African 
Americans, and Mexican Americans—are pre-
sented in Appendix A. The 
descriptive statistics are 
weighted by household 
weight. For multivariate 
analyses, the results 
presented use normalized 
weights to compensate for 
the CPS sampling design. 
 

V. Statistical Methods 
 

The primary outcome of 
interest is child poor 
health, coded 1 for yes and 
0 for no. A logistic 
regression model for 
binary outcomes is used to 

model the odds that a child has reported poor 
health as opposed to very good or excellent health. 
The odds that a child has poor health are modeled 
as a function of child, parent, and household 
characteristics. The first set of models examines 
the effects of race/ethnicity, controlling for child 
sex and age (Model 1). The second stage adds 
immigrant/generation status (Model 2). The third 
stage adds poverty and interactions between 
poverty and race/ethnicity and interaction between 
poverty and immigrant/ generation status (Model 
3). The last set of models adds controls for 
household structure, parental education, and 
average parental age (Model 4), and health 
insurance and metropolitan/nonmetropolitan 
residence (Model 5). 
 

VI. Results 
 
A. Descriptive Analysis 

 
We began the analysis by evaluating the 

bivariate relationships between race/ethnicity, 
immigrant/ generation status, and child poverty 
with child health. Figure 1 plots the proportion of 
children with reported poor physical health by 
race/ethnicity. African American children are twice 
as likely to experience poor health as Non-Hispanic 
White children. Mexican American children are 
almost twice as likely to experience poor health as 
Non-Hispanic White children. Asian and Other 
Latino children are respectively 1.5 and 1.4 times 
as likely to experience poor health as Non-Hispanic 
White children. 
 



 

 

Figure 2 plots the propor-
tion of children with reported 
poor physical health by immi-
grant/generation status. First-
generation immigrant and 
second-generation immigrant 
children are significantly more 
likely than children of third-
generation or higher to experi-
ence poor health. Figure 3 plots 
the proportion of children with 
poor health by family IPR. As 
expected, increased poverty 
(lower values of IPR) is 
associated with poorer 
children’s physical health. 

 
B. Multivariate Models 

 
Table 1 presents the 

coefficient estimates from 
logistic regression models of 
child poor health on child and 
family predictors. Model 1 
estimates racial/ethnic dispari-
ties in children’s physical 
health, controlling for child’s 
age and sex, providing a 
baseline of comparison for 
subsequent models that add 
other explanatory variables. 
Mexican American children’s 
odds of poor health are 2.29 
[exp (.830)] those of Non-Hispanic Whites. Other 
Latinos’ odds are 1.5 those of Non-Hispanic 
Whites. The odds of child poor health for African 
Americans are 2.38 those of Non-Hispanic Whites 
and for Asians, the odds of poor health are 1.61 
those of Non-Hispanic Whites. The results in 
model 1 also indicate that the odds of poor health 
are 20% (100 x [1 – exp (-.219)]) lower for child-
ren under six years and 14% lower for children 
ages 6–11 years than those of children ages 12–17 
years. 

Adjusting for immigrant/ generation status also 
reduces the logistic regression coefficient that 
describes the gap between Other Latino and Non-
Hispanic White children by 36% and the gap 
between Asian and Non-Hispanic White children 
by 61%. When com-pared to third-generation 
immigrant children, the odds of poor health for 

Other Latino children are 1.30 those of Non-
Hispanic White children while for Asian children, 
they are 1.20 those of Non-Hispanic White 
children, respectively. Both Latinos and Asians are 
more likely than Non-Hispanic Whites to be recent 
immigrants. Adding immigrant/generation status 
negligibly affects the logistic regression coefficient 
that describes the gap between African American 
and Non-Hispanic White children—that gap is 
increased by only 2%. 

Model 3 assesses the effects of child poverty 
and the multiplicative interactions of child poverty 
and race/ethnicity on child health. In this analysis, 
child poverty is operationalized as family IPR 
below 1.25. Consistent with previous descriptive 
statistics, the odds of child poor health are signi-
ficantly higher for poor children than non-poor 
children regardless of race/ethnicity. When the 



 

 



 

 

comparison is restricted to Non-Hispanic White or 
third-generation children (reference groups), the 
odds of poor health for poor children are 2.50 those 
of non-poor children. However, the effects of 
poverty on child health vary by racial/ethnic 
groups (Figure 4). Restricting the comparison to 

third-generation children, the odds of poor child 
health are in respective order higher for poor 
African American children, followed by those of 
Asian, Mexican, Non-Hispanic White, and Other 
Latino children. Among the non-poor children, the 
odds of poor health are in respective order higher 
for African American children, followed by 
Mexican, Other Latino, Asian, and Non-Hispanic 
White children (Figure 4). 

Model 4 introduces controls for family struc-
ture, parental education, and average parental age. 
Children living in a two-parent family household 
and those whose parents have a Bachelor’s degree 
or higher have relatively lower odds of poor health 
when compared to children in one-parent family 
household or those whose parents have less than a 
Bachelor’s degree. 

For children living in a two-parent family 
household, the odds of poor health are 24% those 
of children in a single-parent family household. 
The odds of poor health are respectively 2.28 for 
children living with parents with less than high 
school education, 2.25 for children living with 
parents with high school education, and 1.75 for 
children living with parents with some college 
education those of children living with parents 

with a college education. The results in model 4 
also show that average parental age is positively 
related to the odds of child poor health. Adding 
these controls further reduces the logistic regres-
sion coefficients that describe the gap between 
Mexican American and Non-Hispanic White 

children by 40%. The odds 
describing that gap are 
now reduced from 2.03 to 
1.52. Adding these 
controls also reduces the 
contrast between Other 
Latino and Non-Hispanic 
White children by 43%. 
The odds describing that 
gap are now reduced from 
1.49 to 1.26. Adding these 
controls also reduces the 
gap between Blacks and 
Non-Hispanic White 
children by an additional 
23%, reducing the odds of 
poor health for Black 
children from 2.23 to 1.86. 
Adding these controls 

increases the gap between Asian and Non-Hispanic 
White children from insignificance to significance. 
After adding these controls, Asian children’s odds 
of poor health are now 1.36 those of Non-Hispanic 
White children. 

Model 5 controls for health insurance coverage 
and metropolitan/nonmetropolitan residence. The 
odds of poor health, for children covered by a 
government health insurance, are 2.14 those of 
children with private health insurance coverage. 
For children with a combination of government 
and private health insurance, the odds of poor 
health are 1.98 times those of children with only 
private health insurance coverage. For uninsured 
children, the odds of poor health are 1.88 those of 
children with private health insurance coverage. 
Living in nonmetropolitan as compared to living in 
metropolitan areas is associated with poor child 
health. Nonmetropolitan children’s odds of poor 
health are 1.16 those of children in metropolitan 
areas. Adding health insurance and metropolitan/ 
nonmetropolitan residence controls reduces the 
logistic regression coefficients that describe the 
gap between Mexican American and Non-Hispanic 
White children by an additional 19%. The odds 
describing that gap are now reduced from 1.52 to 



 

 

1.41. Adding these controls also reduces the 
contrast between Other Latino and Non-Hispanic 
White children by an additional 38% and renders 
them insignificant. The odds describing that gap 
are now reduced from 1.26 to 1.15. Adding these 
controls also reduces the gap between Black and 
Non-Hispanic White children by an additional 9%, 
reducing the odds of poor health for Black children 
from 1.86 to 1.76. Adding these controls also 
reduces the gap between Asian and Non-Hispanic 
White children by an additional 2%, reducing the 
odds describing that gap from 1.36 to 1.35. 

The nature of racial/ethnic disparities in the 

effects of poverty on child 
health is further illuminated 
in Figure 5. This figure plots 
the mean predicted values for 
child poor health against the 
family IPR by race/ethnicity. 
As Figure 6 illustrates, the 
mean predicted probability of 
poor health is higher for 
children in poverty (IPR < 
1.0) and its value decreases 
as IPR increases. This 
suggests that higher child 
poverty (lower value of IPR) 
is associated with worse 
child health for all children, 
controlling for child age, 
immigrant status, parental 

education and parental age, household structure, 
health insurance coverage, and metropolitan/ 
nonmetropolitan residence. However, poor Asian, 
African American, and Mexican American 
children exhibit worse health than Non-Hispanic 
White and Other Latino children. At the higher end 
of income spectrum (i.e., children in well-off 
families), Mexican American and African 
American, followed by Other Latino and Asian 
children, exhibit worse health than Non-Hispanic 
White children. 

Figure 6 plots the mean predicted values for 
child poor health against the family IPR by 

immigrant/generation status. 
As the figure illustrates, first-
generation poor children 
suffer worse child health than 
second- or third-generation 
children. However, at higher 
end of income spectrum, 
second-generation children 
suffer worse child health than 
first- or third-generation 
children. 

 
VII. Discussion 

 
This study reveals that 

Mexican American, African 
American, and to a lesser 
extent Other Latino and Asian 
children experience poorer 



 

 

health than Non-Hispanic White children. This 
study reveals that the gap in children’s health 
between Non-Hispanic White and minority 
children is significantly reduced and partially 
explained by immigrant status, poverty, family 
structure, parental education, health insurance 
coverage, and metropolitan/nonmetropolitan 
residence. These factors explain about 64% of the 
gap in children’ physical health between Mexican 
American and Non-Hispanic White children, 65% 
of the gap between Other Latino and Non-Hispanic 
White children, 33% of the gap between African 
American and Non-Hispanic White children, and 
37% of the gap between Asian and Non-Hispanic 
White children, respectively. This suggests that 
even after controlling for these factors, racial/ 
ethnic disparities in physical health among children 
persist. 

The study results also show that increased 
poverty among children of all racial/ethnic groups 
predicts poorer children’s physical health. These 
findings are consistent with the hypothesis that the 
more difficult economic conditions faced by poor 
Latinos, African American, and Asian families, the 
poorer physical health among their children when 
compared to Non-Hispanic White children with 
equivalent poverty levels. Poor African American, 
Asian, and Mexican American children experience 
poorer health than Non-Hispanic White and Other 
Latino children. Among well-off families, how-
ever, Mexican American and African American 
children, followed by Other Latino and Asian 
children, experience worse health than Non-
Hispanic White children. 

The findings in this study are also consistent 
with the hypothesis that immigrant children will 
have poorer physical health than others and that 
second-generation immigrant children will have 
poorer health than first- and third-generation 
immigrant children. The findings in this study also 
reveal that first-generation poor children are 
predicted to suffer worse child health than second- 
or third- or higher-generation children. However,  

 
 
 
 
 
 
 

at the higher end of the income spectrum, second-
generation children are predicted to experience 
worse child health than first- or third- or higher-
generation children. 

This study reveals the health disadvantages of 
Midwestern children from racial/ethnic minority 
and immigrant families living in poverty. Improv-
ing the economic well-being, i.e., tackling the issue 
of poverty, would improve child health and the 
overall well-being of tomorrow’s adults. Findings 
in this study also suggest that improving the eco-
nomic well-being of immigrant children, especially 
second-generation immigrant children, would en-
hance their health. This will require, among other 
things, highlighting the importance of healthy 
lifestyles in this population and reinforcing native 
and ethnic values and norms that support healthy 
lifestyles. Other important control factors associ-
ated with children’s physical health suggest 
improving parental education, improving access to 
health care by providing health insurance cover-
age, and improving employment opportunities, 
especially for children in nonmetropolitan areas. 

This study is limited in several ways. The 
effects of poverty on children’s health may vary 
depending on the health outcome under study. 
There are also other factors not accounted for 
because they were not available in this data that 
may further help explain disparities in children’s 
health. Future research on children’s health will 
focus on specific health outcomes (e.g., obesity, 
mental health and behavioral problems, injuries, 
mortality, etc.), and will also control for children’s 
health lifestyles (e.g., physical activity, nutrition, 
smoking, drinking, and substance use) and include 
poverty-mediating factors, such as parent-child 
interactions and other family social processes, the 
overall quality of a child’s home environment, 
family economic hardships, parental health and 
stress, and outside-the-home environmental 
characteristics, such as community economic 
disadvantage/affluence, social, institutional, and 
cultural resources. 
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