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overview
The Health of Poor Urban Women:
Findings from the Project on Devolution and Urban Change

To what extent might the health of welfare recipients and their children play arolein the new wel-
fare environment? In 1996, Congress passed the Personal Responsibility and Work Opportunity Reconcilia-
tion Act (PRWORA), creating a five-year lifetime limit on the receipt of federal cash welfare benefits for
most families. PRWORA dropped the language from prior legislation that excused welfare recipients from
mandatory participation in welfare-to-work activities for health reasons. The new policy considers all re-
cipients subject to participation requirements and time limits, except for an undefined 20 percent of each
state’s caseload who may be excused for “good cause.” There is little information about whether the 20
percent figure is sufficient to encompass all recipients with health problems — or whether women leaving
welfare will be able to secure the health care they need for themselves and their children.

This report describes the health and health care needs of welfare recipients (and former recipients)
living in large urban areas, where a substantial percentage of the national welfare caseload lives. The report
is based on 1998-1999 survey and ethnographic data from the Project on Devolution and Urban Change, a
multi-component study designed to examine the implementation and effects of PRWORA in four urban
counties: Quyahoga (Cleveland), Los Angeles, Miami-Dade, and Philadelphia. Survey respondents were
selected randomly from among the May 1995 public assistance recipients residing in high-poverty
neighborhoods in each county. The report compares the health of four groups of women based on their
statuses at the time of the survey: women who had left welfare and were working, women who combined
welfare and work, women who eceived welfare and did not work, and women who neither worked nor
received welfare. Ethnographic interview data, collected from welfare recipients living in selected
neighborhoods in each site, complement and augment the survey findings.

Among the key findings:

The women (and their children) had substantially higher rates of physical and mental health
problems than did national samples of women and children — and their health problems were
often multiple and severe.

Women who worked (especially if they had left welfare) were in much better physical and
mental health than those who did not work.

Nevertheless, working women who had |eft welfare often lacked health insurance and still ex-
perienced substantial physical and mental health problems, as did their children.

The high prevalence of health problems among women who were still receiving welfare sug-
gests that there will be major challenges to welfare agencies as a growing number of recipi-
entsfacetime-limit pressures.

Women with multiple health problems (and women who had been physically abused) were
more likely than other women to have been sanctioned by the welfare agency in the previous
year.

Welfare leavers who were not employed had the most compromised health situations: They
tended to have high rates of health problems, lack insurance, and experience high levels of
unmet need for health care.

Women's health problems and those of their children likely constrain women’s entry into the
workforce and their ability to remain there. Additionally, health problems compromise women’s ability to
comply with participation requirements, which raises questions &out current sanctioning policies. Given
the health care needs identified in this study, an especially critical policy challenge is to develop mecha-
nisms to ensure that women who leave welfare maintain health insurance.

May 2001



Contents

Overview ii
List of Tables and Figures viii
Preface Xii
Acknowledgments Xiii
Executive Summary ES1
1 Introduction
.  TheUrban Change Study 2
Il.  TheWsefare Policy Context 4
1. Research Questions and Analytic Approach 10
A. Key Research Questions and Rationae 10
B. Data Sources and Analytic Strategy 15
IV.  Structure of This Report 16
2 Overview of the Urban Change Sites and the Survey Sample
[.  Description of the Urban Change Sites 17
A. Demographic Portraits 17
B. Welfareand Related Policies 17
C. Hedth-Related Characteristics of the Sites 22
I1.  Description of the Urban Change Survey Sample 25
A. Characteristics of Women in the Work/Welfare Groups 25
B. Employment Characteristics of Women Who Worked 30
C. Weéfare-Related Characteristics of Welfare Recipients A
D. Characteristics of Women Neither Working nor on Welfare 37
E. Characteristics of Children, by Mother’s Work/Welfare Status 39
1. Description of the Ethnographic Sample 42
3 Material Hardships: Food I nsecurity, Housing Quality, and Housing | nsecurlty
[. Introduction
1. Food and Nutrition 47
A. Food Expenditures and Food Resources 49
B. Food Insecurity and Hunger 53
[1l.  Housing Quality and Housing Insecurity 61
A. Housing Quality and Hardships 64
B. Neighborhood Quality 70
C. Housing Insecurity 76
IV.  Overdl Materiad Hardship 80
V. Discussion 81

4 Health Status and Health Behavior

l. Introduction %)
1.  Physical Hedth Status 85
[1. Hedalth Behavior 92
A. Smoking 93
B. Weight 95

V. Relationship Between Hedlth Status and Measures of Material Hardships
and Health Behaviors 96

V. Discussion 98



Mental Health

l. Introduction 100
1.  Menta Hedth 101
1. Substance Use 108
V.  Domestic Violence 111
V. Mental Health in Relation to Materia Hardship and Physical Hedlth 117
VI. Discussion 121
Accessto Health Care and Health Services Utilization
I.~ TIntroduction 122
I[l.  Respondent’s Accessto Hedth Care 123
A. Respondent’s Health Insurance Coverage 125
B. Respondent’s Usua Source of Health Care 14
C. Family’s Accessto Health Care 139
[1l.  Respondent’s Utilization of Health Care in the Prior Y ear 142
IV.  Unmet Needsfor Health Care 146
A. Respondent’s Unmet Need for Access to and Utilization of Headlth Care 148
B. Family’s Unmet Need for Medical and Dental Care 148
V. Relationship Between Families Unmet Needs and Selected
Women's Health Outcomes 149
VI. Discussion 153
Children’s Health Outcomes
l. Introduction 155
1. Children’s Hedth Status 156
1. Children’s Hedlth Insurance 163
IV.  Children’s Hedlth Care Utilization 167
V.  Children's Health and Health Insurance 170
VI. Discussion 172
Multiple Health and Nonhealth Problems
I Multiple Barriers to Employment 174
A. Multiple Barriersin the Overdl Urban Change Sample 174
B. Multiple Barriersin the Four Work/Welfare Groups 179
[l.  Employment Enablersin the Face of Multiple Health Problems 182
[1. Hedlth Barriers and the Work and Welfare Experience 183
A. The Employment Experience in Relation to Health Barriers 183
B. The Wefare Experience in Relation to Hedlth Barriers 185
Reflections and Implications
l. Introduction 191
1.  Summary of Key Findings 192
A. Hedthin the Urban Change Population 192
B. Hedlthin the Four Work/Welfare Groups 195
[11.  TheLink Between Heath and Employment 197
IV.  Mothersand Their Children 201
V. Implications of the Findings 202
A. Transtions Off Welfare 202
B. Implications for Welfare Policies and Programs 203
C. Implicationsfor Other Policies and Programs 211
VI.  Conclusion 214



Appendices

A Response Rates and Response Bias in the Urban Change Survey Sample 215
B  Defining the Four Work/Welfare Research Groups 220
C  Site Differencesin Sample Characteristics and Health Outcomes 226
D  Ever-Receivers and Never-Recevers of Welfare in the
Urban Change Sample 243
E  Regression Tablesfor Selected Health Outcomes 249
F  Item Frequenciesfor Three Hedlth-Related Scales 261
References 266

Recent Publicationson MDRC Projects 284

-Vi-



List of Tablesand Figures

Table Page
1 Key Features of the Urban Change Project ESS8
2 Comparison of Outcomes on Selected Indicators for Urban Change Respondent

Survey Sample and Nationa Samples ES9
3 Selected Health Status Outcomes, by Mother’s Work and Welfare Status ES-14
4 Selected Outcomes Relating to Health Care Access and Food Stamp Benefits,

by Mother’s Work and Welfare Status ES-18
1.1 Key Features of the Urban Change Project 3
1.2  Key Features of the Urban Change Respondent Survey 5
1.3 Key Features of the Urban Change Ethnographic Design 6
2.1  Sdected Characteristics of Welfare Reform Initiatives and CHIP Programsin

Effect in 1998-1999 in the Four Urban Change Sites 19
2.2  Sdected Information on Caseloads of States and Counties

in the Urban Change Project 23
2.3  Sdected Hedlth Care Characteristics of the Four Urban Change Sites, County-

wide and Urban Change Survey Census Tracts 24
24  Sdected Characteristics of the Urban Change Respondent Survey Sample,

1998-1999, by Work and Welfare Status 28
25  Employment-Related Characteristics of Women Who Were Working at the

Time of the Interview, by Welfare Receipt 31
2.6  Welfare-Related Characteristics of Women Who Were Receiving Welfare at the

Time of the Interview, by Employment Status 35
2.7  Income Sources of Women Neither Working nor on Welfare at the Time of the

Interview, by Current Marital Status 38
2.8  Sdected Characterigtics of the Focal Children in the Urban Change Respondent

Survey Sample, 1998-1999, by Mothers Work and Welfare Status 40
2.9 Characteristics of the Urban Change Ethnographic Sample, by Site 43
3.1 Food Expenses and Resources, by Work and Welfare Status 50
3.2 Food Security and Child Hunger, by Work and Welfare Status 55
3.3 Food Security, by Receipt of Food Assistance in Prior Month 57
3.4  Housing Hardship, by Work and Welfare Status 65

~Vii-



Table Page

3.5 Neighborhood Characteristics, by Work and Welfare Status 71
3.6  Housing Insecurity, by Work and Welfare Status 77
3.7 Oveadl Material Hardship, by Work and Welfare Status 82
4.1 Hedth Status of Respondents, by Work and Welfare Status 87
4.2  Hedth Behavior of Survey Respondents, by Work and Welfare Status A
4.3  Selected Material Hardship and Health Behavior Outcomes,

by Sdf-Reported Hedlth Status 97
51 Mentd and Emotiona Health Indicators, by Work and Welfare Status 103
5.2  Sdf-Reported Substance Use in Past Month, by Work and Welfare Status 110
5.3 Domestic Violence in Past Y ear, by Work and Welfare Status 114
5.4  Selected Materiad Hardship and Health Outcomes, by Risk of Depression 118
6.1  Seected Health Insurance Outcomes, by Work and Welfare Status 127
6.2  Hedth Insurance Status in Prior Month, by Welfare History Subgroups 131
6.3  Usud Source of Health Care, by Work and Welfare Status 136
6.4  Family-Level Accessto Hedlth Care, by Work and Welfare Status 140
6.5 Hedth Care Utilization and Satisfaction, by Work and Welfare Status 143
6.6  Unmet Need for Hedth Care, by Work and Welfare Status 147
6.7  Selected Material Hardship and Health Outcomes, by Unmet Need

for Medica or Dental Care 151
7.1  Children’s Health Status and Hedlth Risk Behaviors, by Mother’s Work

and Welfare Status 157
7.2 Children’s Hedlth Insurance Status, by Mother’s Work and Welfare Status 165
7.3 Children’s Health Care Utilization, by Mother's Work and Welfare Status 169
7.4  Sedected Headth Outcomes for Focal Children, by Health Insurance Status

in Prior Month 171
8.1 Prevaence of Health and Nonhealth Barriers to Employment 176
8.2  Multiple Potential Barriers to Employment, by Work and Welfare Status 180

8.3  Employment Enablers Among Women with Multiple Health Problems,
by Work and Welfare Status 184

8.4  Employment-Related Characteristics of Employed Women,
by Number of Health Barriers 186

-viii-



Table Page

8.5 Waelfare-Related Experiences of Welfare Leavers,

by Number of Health Barriers 188
8.6 Waelfare-Related Experiences of Current Welfare Recipients,

by Number of Heath Barriers 189
9.1 Comparison of Outcomes on Selected Indicators for Urban Change

Respondent Survey Sample and National Samples 193
B.1 Sdected Hedth Outcomes, by Work and Welfare Groups Defined Three Ways 223
C.1 Sdected Characteristics of the Urban Change Respondent Survey Sample,

1998-1999, by Site 227
C.2 Sdected Materiad Hardship, by Site 230
C.3 Sdected Hedth Status and Health Behavior Outcomes, by Site 232
C.4 Seected Mentd Hedth Outcomes, by Site 233
C.5 Sdected Hedlth Insurance and Health Care Expenditure Outcomes, by Site 235
C.6  Sdected Children’s Hedlth Outcomes, by Site 237
C.7 Hedth and Nonhedlth Barriers, by Site 239
C.8 Selected Health Outcomes, by Site and Mother’s Work and Welfare Status 240
D.1 Sdlected Background Characteristics of Ever-Receivers and Never-Receivers

of Cash Welfare Benefits in the Urban Change Respondent Survey Sample 244
D.2 Selected Hedlth-Related Outcomes of Ever-Receivers and Never-Receivers

of Cash Welfare Benefits in the Urban Change Respondent Survey Sample 245
E.1 Estimated Regression Coefficients for Material Hardship Outcomes 250
E.2 Estimated Regression Coefficients for Physical Health Outcomes 252
E.3 Estimated Regression Coefficients for Mental Health Outcomes 254
E.4 Estimated Regression Coefficients for Health Insurance Outcomes 256
E.5 Estimated Regression Coefficients for Health Care Access/Utilization

Outcomes 257
E.6 Estimated Regression Coefficients for Children’s Health Care Ac-

cesg/Utilization Outcomes 259
F.1  Household Food Security Scale, Item Frequencies 262

F.2 Individud Item Responses for SF-12 263



Page

Fig-
ure
1 Health and Nonhealth Barriers to Employment ES12
2 Hedlth Barriers to Employment ES-15
3 Health Insurance Coverage ES-19
1.1 Heuristic Mode of Health Outcomes in This Report 14
21 Work/Wéfare Status, by Site 26
4.1 Sdf-Reported Hedth Status, by Work and Welfare Status and

in U.S. Population 88
4.2  Score on Physical Component of SF-12, by Work and Welfare Status and

in U.S. Population 20
5.1  Score on Menta Component of SF-12, by Work and Welfare Status and

in U.S. Population 104
6.1  Hedth Insurance Coverage in the Prior Month, by Work and Welfare Status and

in U.S. Population 128
6.2  Location of Usua Source of Hedlth Care, by Work and Welfare Status and

in U.S. Population 138
8.1 Prevaence of Hedth Barriers, Urban Change Respondent Survey Sample 178
A.1 Urban Change Respondent Survey Sample Disposition 216



Preface

The Project on Devolution and Urban Change is a multidisciplinary, longitudina
gudy of the aftermath of the landmark 1996 federa wefare law in four large urban cou+
ties and ther mgor cities — Clevdand, Los Angeles, Miami, and Philaddphia This re-
port focuses on issues critica to the long-term success of wefare reform: the physica
and menta hedth and hedth care needs of wedfare recipients and their children. Hedth
concerns, which are broadly defined in this report to include hedthreevant hardships
such as hunger and unsafe housing, are examined in relaion to people's welfare and en
ployment status.

Prior to passage of the 1996 law, welfare recipients who had hedth problems or
who were caring for children with hedth problems were not required to participate in
wefare-to-work activities Under the law, which includes a five-year limit on mogt fam-
lies receipt of federd cash wefare assistance, dl recipients are required to participate
except for an undefined 20 percent of each State’ s casel oad.

Although it is not known how many women might warrant such exemptions on
hedlth grounds, the report’s findings, which are based on a survey of nearly 4,000 women
in these four large cities and in-depth ethnographic interviews with about 170 women,
suggest that hedth problems are quite prevaent and often severe. Among the women -
maning on wefare a the time of the survey in 1998-1999, nearly 80 percent had at least
one hedth problem that could pose a chdlenge to employment, and about 50 percent had
multiple hedth bariers. These hedth problems — which were typicdly accompanied by
other barriers such as lack of education credentids and limited prior work experience —
gppeared aso to affect the women's ability to comply with participation requirements.
The greater the number of hedth problems, the greater the likelihood a woman had been
sanctioned by the welfare agency for noncompliance.

Although the women who had left welfare and were working had far fewer hedth
problems than those remaning on the ralls, they were substantidly more likely to have
hedth problems than same-age women nationdly. Most were in low-wage jobs without

fringe benefits, and a dzable percentage were uninsured and had children who lacked
hedlth insurance.

When policymakers debate reauthorization of key provisons of the 1996 law, we
hope tha the information presented in this report proves useful in deliberations over
hedth datus, in rdation especidly to time limits, and tha these officias condder policies
to ensure that women who leave wdfare for work do not lose ground by losng their
highly vaued hedth benefits

Judith M. Gueron
President
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Executive Summary

. I ntroduction

This report addresses a timely and important question in this era of unprecedented change
for poor mother-headed families.

What are the health situations of welfare recipients and former recipientsliving in
large urban areas during this era of welfare reform?

Prior studies have shown that poor people in generd and wedfare recipients in particular
are less hedthy than people who are not poor. However, current information is needed about the
scope and intengty of hedth problems of welfare recipients — and recent welfare leavers — be-
cause of dramatic changes in the palicies affecting them as a result of the passage in August 1996
of the Persona Responshbility and Work Opportunity Reconciliation Act (PRWORA). One of the
key features of this act is that it places a five-year lifetime limit on federaly funded cash benefits
for the mgority of recipient families. Another important festure of PRWORA is that states now
must either engage mogst of their casdoads in work-rdated activity or face financid pendties. As
a reault, welfare agencies must now work programmaticaly with women who had previoudy
been exempted from any welfare-to-work participation requrements — incduding women with
hedth problems. Thus, there is condgderable interest in understanding how hedth and hedth
related issues such as domestic violence condran recipients &bility to comply with wdfare re-
quirements and to secure stable jobs before they reach the time limit for cash assstance.

Usng unusudly rich and extensve data from multiple sources, this report describes the
hedth and wdl-being of urban women who ether had been wdfare recipients or were dill re-
cipients and who, therefore, were a especidly high risk of being affected by wefare reform
policies. As a cautionary note, it is important to recognize that the data for this report were col-
lected before time limits were imposed. Thus, the findings do not offer evidence on how welfare
reform might affect hedlth outcomes or on how hedth factors might influence the success of we-
fare reform. Rather, the findings provide an early sngpshot of a vulnerable group of families po-
tentidly facing time-limit pressures and the loss of benefits that can affect ther hedth and wel-
being.

This report is based on data from the Project on Devolution and Urban Change (Urban
Change, for short), which is being undertaken by the Manpower Demongration Research Corpo-
raion (MDRC), a nonprofit, nonpartisan organization that develops and evduates interventions
designed to improve the wdl-beng and sdf-sufficiency of economicaly disadvantaged popula-
tions. The Urban Change project, a multicomponent sudy designed to examine the implementa-
tion and effects of PRWORA, is being conducted in four large urban counties: Cuyahoga, Ohio
(Clevdand); Los Angeles, Cdifornia; Miami-Dade, Florida; and Philadelphia, Pennsylvaniat

Information in this report about broadly defined hedth and hedth-care outcomes of cur-

'For brevity's seke, the sites (that is, the counties) are often referred to in this report by the
names of their principa cities Clevdand, Los Angdes, Miami, and Philadephia Only in the
case of Philadelphia, however, are the city and county identica in their boundaries.
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rent or former weffare recipients came from in-home survey interviews with 3,771 women and
in-depth  ethnographic interviews with 171 women. The ethnographic interviews were conducted
in 1998 with a sample of about 30 to 40 recipients living n three high-poverty neighborhoods in
eech city. The survey interviews were conducted in 1998-1999 with a sample of women who, in
May 1995, had been sngle mothers receiving benefits and living in neighborhoods of concen
trated poverty; this sample was randomly sdlected from adminidrative welfare agency records.
Thus, the survey findings are not based on a representative sample of dl recipients but, rather, on
a representative sample from very poor urban neighborhoods in four mgor cities with large we-
fare caseloads.

In addition to providing an overdl description of hedth outcomes in these poor, mother-
headed urban families, this report for the first time examines hedth in four important subgroups
defined on the bass of the women's employment and welfare status at the time of the survey i
terview. The four work/wefare subgroups are

women who had |eft welfare and were working (the work-only group)

women who were combining work with welfare (the work-and-welfare group)
women who were receiving welfare and did not work (the welfare-only group)
women who had |eft welfare and were not working (the no-work, no-welfare group)

Each of these groups poses didinct chdlenges to policymakers and welfare gtaff in rela
tion to both safety net services and drategies for leaving and remaining off wefare in a time-
limited environment. Recipients hedth concerns need to be taken into consderation with regard
to both policy areas.

[I. TheFindingsin Brief

Compared with national samples, women in the Urban Change survey
sample had substantially higher rates of personal health and mental
health problems and children’s health problems. Women in the survey
sample were more likdy than women in naiona samples to be food inse-
cure and hungry, to be in poor physcd and emotiond hedth, to be over-
weight, to have had numerous doctor vidts in the prior year, and to have
children in fair or poor hedth. On a scae indicatiing the number of poten
tid hedth bariers to employment (out of eight specific hedth problems),
three out of four women in the survey sample had at least one such barier,
and 40 percent had two or more health problems.

The ethnographic data suggest that the survey data do not fully cap-
ture the severity of the health-related hardships the families faced.
While the survey data provide information about the prevaence and
breadth of hedth problems among urban wefare recipients, they do not
fully capture the gravity of the women's hedth-related problems, or those
of their children. For example, about 20 percent of the current welfare 1e-
cipients in the survey sample indicated that they had one or more child



with a hedth problem, while the ethnogrephic interviews provide rich, de-
talled accounts of the types and severity of problems the children faced,
induding cancer, HIV infection, cardiac problems, and mentd illness.

Health problems were strongly related to the women’'s employment
status. Overdl, women who were working — especidly if they had al-
reedy left wefare — were in subgtantidly better physicad and menta
hedth than women who did not work, and they were aso less likely to
have children with hedth problems. Norworking women were adso much
more likey than working women to have multiple hedth problems. The
evidence suggests that the relationship between hedth and employment
primarily reflects the effect that hedth problems had on the women's work
dtatus, and not vice versa

Health care access, however, was strongly related to the women’s wel-
fare status. Women who had left welfare — whether they were working
or not — were ggnificantly more likdy than women ill on wdfare to
have hedth care access problems, induding not having hedth insurance,
not having a regular hedth care provider, and having had a need for hedth
or dentad cae that had gone unmet because of financid condrants.
Women who had left wdfare were dso less likdy to be getting food
samps, despite the fact that the large maority appeared to Hill be eigible
for food stamp benefits.

The four work/welfare groups, then, had appreciably different health
profiles — and all four groups had distinct health-related vulnerabili-
ties. Women who had exited welfare and were not working had the most
compromised hedth dtuations They had a very high rate of hedth prob-
lems and the worst health care acess circumstances. Women who had |eft
welfare and were employed were the hedthiest group, but they dso had
hedlth care access problems, moreover, despite their relative good hedth
in comparison with women in the other three groups, many employed we-
fare leavers dso experienced persond and children's hedth problems that
could affect their ability to remain sdf-sufficient.

Both groups of women ill on welfare, especially those without paid
employment, had a high prevalence of health problems that pose chal-
lenges to welfare agencies. The Urban Change survey data indicate that
most welfare recipients — the mgority of whom were subject to the welfare
agency’s participation requirements and the time limits for cash receipt —
experienced one hedth problem or more. Among women in the sample who
in 1998-1999 were Hill welfare recipients, the percentage with hedth prob-
lems appears to far exceed the 20 percent who might be digible for an ex-
emption from the federd time limits. For example, nearly 30 percent said
they had a hedth condition that limited their ability to work; about 50 per-
cent had two or more hedth barriers to employment. Yet only 14 percent of
current recipients indicated that they were exempt from participation re-
quirements because of a hedlth problem.



Negative experiences with the welfare agency were more prevalent
among women with health problems. Wdfae recipients with multiple
hedth problems and with certain hedth problems (notably, physica abuse,
risk of depresson, having a chronicdly ill or disabled child) were more
likely than other recipients to have been sanctioned in the prior year. Wel-
fare leavers with multiple hedth problems were more likely than other
women who had left wefare to say that they had been terminated by the
wefare agency rather than that they |eft of their own accord.

[1l. TheWdédfare Policy Context

In the long-ganding welfare policy debate about who is or is not deserving of public sup-
port, hedth status has aways been one consderation. Reflecting this, the Socid Security Act of
1935 provided federd funds for state welfare programs covering two groups of people who were
not expected to work: first, the aged, blind, and disabled (who received Supplementd Security
Income, or SS benefits); and second, single mothers, who became digible for public wdfare
assdance because society saw an explicit vaue in providing for the care of needy children in
their own homes, by their mothers. In the subsequent 65 years, however, the growth of the wel-
fare rolls, changes in the demography of the wefare population, and the increesng movement of
women (including mothers with very young children) into the labor force have eroded the legiti-
mecy of defining wdfare as an dternative to work. Accordingly, sarting with the Work Incentive
Program (WIN) in 1971, Congress has defined an ever-expanding group of single mothers on
welfare as employable and subject to participation and work requirements, with the key excep-
tions being tied, until recently, to the age of the youngest child and the hedth of the mother or
her children. For example, prior to the passage of PRWORA in 1996, women with children under
age 3 (or under age 1, at the option of the state), or who were ill or incapacitated or taking care
of a household member who was ill or incapacitated, could not be required to participate in wel-
fare-to-work programs.

The 1996 PRWORA legidation took one further step in this evolution by dropping the
language that excuses people from mandatory participation for hedth reasons. Participation
requirements and time limits now extend to the full wefare casdoad. Excluding those who meet
the dringent SS disability definition, the new policy defines dl wefare recipients as employ-
able, with the exception of an undefined 20 percent who may be excused from the federd time
limitsfor “good cause.”

PRWORA introduced a number of other changes as well. It replaced the previous cash
welfare program (Aid to Families with Dependent Children, or AFDC) with a new form of ad
cdled Temporary Assstance for Needy Families (TANF). The act provides lump-sum block
grants to dates and gives them unprecedented discretion and responsbility for developing wel-
fare programs. However, PRWORA involves certain federd mandates, notably, a five-year life-
time limit on fededly asssed cash benefits for most families States may grant exemptions
from the federd time limit, but the number of exempted families may not exceed 20 percent of
the average monthly casdoad in the dtate (dthough states can use their own funds to support
families dter the five-year limit). PRWORA aso imposes more stringent work and participation
requirements than had previoudy existed, requiring mogt recipients to go to work no later than



two years after becoming digible for TANF berefits Thus, an implicit assumption of PRWORA
is that the great mgority of recipients are sufficiently hedthy and employment-ready to partici-
pate in mandated work-rdated activities and, eventudly, to become sdf-aufficdent through em:
ployment.

Under PRWORA, dates have great latitude in desgning their own welfare policies and
programs, as wel as cetain policies rdaing to food samps and medicd assistance — benefits
that have cdear hedth implications. For example, states make decisons regarding the criteria for
exemptions from or extensons of the time limits, recept of trangtiond services such as child
cae and medica assstance dfter wefare exit; and digibility criteria for Medicad. In addition,
sates can place even more dringent time limits on dlients receipt of cash ad than the five-year
limit mandated by the federd legidation. As a consequence, eech date now runs its own indi-
vidudized welfare program. Recipients in the four dtes sdected for the Urban Change project
ae subject to substantiadly different rules, procedures, and programs? All the states, however,
face one new chdlenge in common: They are now required under the PRWORA provisons to
work with many recipients who previoudy would have been granted exemptions — induding
those with health, menta hedlth, domestic violence, and substance abuse problems.

Thus far, there have been some encouraging early signs about certain aspects of welfare
reform. In particular, despite the fact that the five-year federd time limit has not yet been reached
by those who were recelving benefits when the legidation was enacted in 1996, the wefare rolls
have dropped sharply, both nationdly and in al four dates involved in the Urban Change study.
While time-limit terminations have not yet directly reduced the casdoads in mogst dates, the cur-
rent emphases on work and time limits have gpparently led many to leave (or not apply for) we-
fare. However, many factors besdes welfare reform have undoubtedly contributed to caseload
declines, including the strong economy and grester availability of jobs and the expanson of the
Earned Income Tax Credit (EITC), which is a specid tax credit primarily benefiting low-income
working parents.

Whatever the underlying causes, the rapidly declining welfare casdoads have prompted
condderable concern about recipients who have remained on the rolls during this era of eco-
nomic prosperity — in particular, about the barriers they face to employment and about possible
drategies for moving them into the labor force. At the same time, there is interest in the fate of
recipients who have left welfare — how well they are managing, how stable ther employment
gtuations are, and how successful they have been in accessng services that sipport their transi-
tion to employment. Of particular interest is access to two key safety net programs that are rele-
vant to the health of poor families: food stamps and medical assstance.

Despite the fact that the Food Stamp Program was scaled back through severd PRWORA
provisons, food stamp benefits have continued as one of the few federa entitlement programs
and are consdered a cornerstone of aid to the working poor. During the 1994-1999 period, how-
ever, participation in the Food Stamp Program declined by 33 percent, a larger reduction than can
be attributed to the improved economy or wefare reform. There is emerging evidence that grow-

2The early implementation experiences of welfare agencies in the four Urban Change sites are described in an
earlier report. See Janet Quint, Kathryn Edin, Maria Buck, Barbara Fink, Yolanda Padilla, Olis Simmons-Hewitt,
and Mary Vamont, Big Cities and Welfare Reform: Early Implementation and Ethnographic Findings fromthe Pro-
ject on Devolution and Urban Change (New York: MDRC, 1999).
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ing numbers of digible families are no longer recaiving food stamps, giving rise to some appre-
hension about the nutritiond status of poor families leaving welfare.

Smilar concerns exig with regard to hedth insurance. Until the passage of PRWORA,
cash assstance and Medicaid (the federd program providing hedth insurance to the poor) were
linked. However, in recognition of the fact that most women who leave wefare for low-wage
jobs do not get employer-provided hedth insurance, Congress tried to minimize adverse effects
of welfare reform on hedth care coverage by severing the ties between Medicad digibility and
eigibility for TANF. States are now required to provide Medicaid coverage to families who meet
income and family dructure guiddines that applied to the AFDC program on July 16, 1996, even
if those families do not meet their stat€'s new cash assstance citeria Thus there is no time limit
for Medicaid benefits, but wage-earners qudify only if their incomes are very low. (States dso
offer trandgtiond Medicad benefits to workers leaving wdfare, regardiess of ther earnings, for
periods of 6 to 12 morths, depending on the state.)) Additiondly, in 1997 Congress passed a ne-
jor hedth care expanson, the Children's Hedth Insurance Program (CHIP), a voluntary match-
ing program tha dlows dates to expand hedth insurance for uninsured children in low-income
families. However, as is the case with food samps, many children and their parents who are €i-
gible for Medicaid and CHIP coverage appear not to have enrolled. In 1996, for the first time in
about a decade, the number of people insured by Medicaid declined, while the rate of uninsured
people nationdly increased, leading to speculation that an unintended consequence of wefare
reform isthe loss of hedlth care insurance for many low-income families®

Thus, a number of recent policy changes that have the potentid to affect poor families
access to food stamps, Medicaid, and cash assstance could, in turn, have implications for their
hedth and hedth care access. At the same time, hedthredated issues have implications for the
success of the new palicies.

IV. TheUrban Change Project

The Urban Change project is one of severad gudies that are examining the implementa
tion and effects of PRWORA. The Urban Change project is digtinctive in a number of respects
and is expected to yield data of unpardleled breadth and depth that can be used to address many
guestions of relevance to policymakers and practitioners.

One digtinctive aspect of the Urban Change project is its urban focus, which was based
on the assumption that the effects of wdfare reform — favorable or unfavorable — will be most
evident in urban areas, where poverty and wefare receipt (and public hedth problems) are con
centrated. Indeed, the mgority of wdfare recipients in the United States live in urban aress,
nearly one-third (32.7 percent) of dl wdfare recipients in 1999 lived in 10 of the largest urban
counties — three of which are Urban Change stes Cuyahoga (Cleveland), Los Angdes, and
Philaddphia. In fact, some 14 percent of dl wefare recipients in the United States lived in the
four Urban Change counties in 1999, and that percentage has been growing.

3There is some very recent evidence that this situation is improving, as described in Janet Quint and Rebecca
Widom, Post-TANF Food Stamp and Medicaid Benefits: Factors That Aid or Impede Their Receipt (New York:
MDRC, 2000). However, initiatives to prevent eligible families from losing Medicaid benefits upon welfare exit
were not in place when the 1998-1999 survey datafor the present report were collected.
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A second noteworthy aspect of the Urban Change project is its multidisciplinary nature.
The dudy involves five digtinctive components that are designed to complement each other. Data
from these components will be carefully integrated to provide rich, comprehensve descriptions
of the wdfare reform sories that are unfolding in the four Urban Change dtes. Table 1 summa
rizes the mgor features of the five Urban Change study components. A third unique characteris-
tic of Urban Change can be seen in this table The study has the potentid to answer questions
about welfare reform at different levels of aggregetion, and from different perspectives. The pro-
ject will andyze and integrate multicomponent data to answer questions about PRWORA in rela
tion to individud recipients, thar children, the neighborhoods in which they live, and the welfare
agencies and other providers that serve them.

The current report uses first-round data from the survey and ethnographic components of
the Urban Change project, collected in 1998-1999 — after PRWORA was implemented but ke
fore any time limits were imposed. The report focuses on describing the hedth-rdated living
conditions, physicd and mentd hedth satuses, and hedth care access of women who were at
different points in the hoped-for trgectory between welfare receipt and sdf-aufficency, and it
addresses questions about the extent to which that expected trgectory is conastent with the life
circumgtances of the recipients.

V. ThePrevalence and Complexity of Health Problems
in the Urban Change Population

The women in the Urban Change samples, as a whole, had a large number of hedth prob-
lems — problems that have implications for the women's employability and for their &gbility to
comply with welfare participation requirements.

Women in both the survey and the ethnographic samples were substan-
tially less healthy and had greater health care access problems than re-
tional samples of adults.

Conggent with the fact that women in Urban Change samples were economicaly
disadvantaged, hedth problems and hedth-rdevant hardships a@bounded. As shown in Table 2,
the women in the Urban Change survey sample were more likdly than nationd samples of adults
to be food insecure, to have severe housing problems, to be in far or poor hedth, to have
unfavorable scores on a widely used measure of physica and mental hedth, to be overweight, to
smoke, and to have had numerous doctor vidts in the prior year. Moreover, despite the fact that
more than haf these women were Hill on wefare, the sample as a whole had higher rates of
being uninsured than nationd samples Findly, the women were more likely to have children
who had experienced hunger and who were in fair or poor hedth. For severa hedth measures,
the Urban Change sample had even worse outcomes than national samples of disadvantaged
groups, such as people who had incomes below poverty or who had not completed high school
(not shown in table).
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Tablel

K ey Features of the Urban Change Project

Goal

To understand how state and local welfare agencies, poor neighborhoods, and low-income families are affected by
the changes to the income support system in response to the passage of the Personal Responsibility and Work Op-
portunity Reconciliation Act (PRWORA) of 1996.

L ocations (sites)
Four large urban counties: Cuyahoga (Cleveland, Ohio), Los Angeles, Miami-Dade, and Philadel phia

Timeframe
1997-2002

Pr oject components
The Ethnographic Study illuminates the effects of the changes by chronicling, in depth and over time, how go-
proximately 40 welfare-reliant families in each site cope with the new rules and policies.

The Implementation Study describes both the new welfare initiatives — rules, messages, benefits, and services—
that are developed at the state and local levels and the experiences of the local welfare agencies in putting these
new initiativesinto practice.

The Individual-Level Impact Study measures the impact of the new policies on welfare, employment, earnings, and
other indicators of individual and family well-being, viatwo components:
1. an administrative records component, for countywide samples of welfare recipients and other poor people
2. a survey component involving two waves of in-person interviews with a sample of residents of high-poverty
neighborhoods

The Institutional Study examines how the new policies and funding mechanisms affect nonprofit institutions and
neighborhood businesses.

The Neighborhood Indicators Study assesses changes in statistical indicators that reflect the social and economic
vitality of urban counties and of neighborhoods within them where poverty and welfare receipt are concentrated.

Distinctivefeatures
Itsurban focus The project examines the impacts of welfare reform in America sbig cities.

Its neighborhood focus All five components of the project will focus especially on residents of high-poverty
neighborhoods, the public and nonprofit agencies that assist them, and the effects of welfare reform on the stability
and vitality of their communities. Findings will also be reported at the county level.

Its effort to integrate findings across the components. The goal of the project is to bring multiple data sources and
methodologies to bear in answering the questions of interest. The results of the separate studies are intended to
illuminate, clarify, reinforce, and otherwise complement each other, as exemplified in this report.
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Table2

Comparison of Outcomes on Selected Indicators
for Urban Change Respondent Survey Sample and

National Samples

Urban Change National

Qutcome Sample  Sample National Comparison Group
Food insecure® (%) 49 10 All families?
36 All families below poverty
Childhood hunger (%) 5 1 All families with children
Worst-case housina needs® (%) A 7 All families
Reports fair to poor health (%) 25 8 Women age 25-44°
» Black women age 25-44
Low score on a standardized physical
health scale (SF-12)° (%) 31 10 Adults age 18-44
Low score on a standardized mental
health scale (SF-12)° (%) 26 16 Adults age 18-44
Currently smokes cigarettes (%) 40 23 Women over 18°
Overweiaht (BMI areater than 25)" (%) 66 37 Women age 20-34°
50 Women age 35-44
Average number of doctor visits, past
12 months 6.0 54 Women age 18-44
Preschool-age child in fair to poor
health (%) 8 3 Children under age 6
Adolescent child in fair to poor
health (%) 12 3 Children age 5-17

(continued)



Table2 (continued)
SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES:

aThis measure collapses the three insecure categories from the Household Food Security Scale
(insecure, no hunger; insecure, moderate hunger; insecure, severe hunger).

1998 Current Population Survey; in G. Bickel, S. Carlson, and M. Nord, Household food
security in the United States, 1995-1998 (Washington, DC: U.S. Department of Agriculture, Food and
Nutrition Service, 1999).

“Families have worst-case housing needs if they have no rental assistance and pay more than 50
percent of their income (not including food stamps) for rent and utilities.

91996 National Health Interview Survey, National Center for Health Statistics, Current estimates
from the National Health Interview Survey, 1996, Vital and Health Statistics, Series 10, No. 200
(Washington, DC: U.S. Department of Health and Human Services, 1999).

*The Short Form 12 Health Survey (SF-12) is a 12-item scale providing a generic,
multidimensional measure of physical or mental health status. It is standardized utilizing a sample of
the general U.S. population to a mean of 50 and a standard deviation of 10. Different versions of the
instrument inadvertently omitted response options for two questions. To account for this oversight,
responses to the remaining options for these two questions were weighted.

"The ranges for weight were calculated utilizing the body mass index (BM1), which references the
risk of morbidity and mortality associated with weight. A person whose BMI is 30 or higher is
classified as obese.
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For the Urban Change sample as a whole, multiple health problems were
therule, not the exception.

On a scde indicating the number of potentid hedth barriers to employment, only 26 per-
cent of the survey sample had none of the eight hedlth problems included,* whereas more than 40
percent had multiple health problems Moreover, the hedth problems of these women were typi-
caly compounded by other condraints that would presumably pose additional chalenges to find-
ing and keeping a job — condraints that have traditionaly been the focus of discussons about
welfare recipients employability: having no work experience, not having a high school diploma,
not spesking English, and having many or very young children. When these five nonhedth
related condraints to employment were added to the multiple hedth barrier scae, less than 10
percent of the sample faced none of the 13 constraints, as shown in Figure 1. Fully three times as
many women had four barriers or more as had none (29.6 percent versus 9.1 percent, respec-
tively), and roughly hdlf the sample had at least three barriers.

The survey provides descriptions of the prevalence and scope of health
problems among women in Urban Change, but the ethnographic data
more fully capture the severity and complexity of the health-related hard-
shipsthe families faced.

The ethnographic interviews yield rich, in-depth, and dynamic glimpses into the lives of
women living in sdected neighborhoods in the Urban Change Stes. Their stories provide indghts
into he gravity of hedth problems in this population of poor urban women and reved that chronic
illness, disability, injury, and hedth risks among families il recaiving welfare created burdens from
which few were totdly exempt. The ethnographic interviews not only confirm the prevaence and
sdience of hedth problems reported in the survey but dso suggest that the survey findings may to
some extent lead to underestimates of their hedth problems. For example, about haf the women in
the ethnographic sample, as in the survey sample, were food insecure. However, the ethnographic
data reved that even women who were rated as food secure needed to piece together acomplex array
of tactics (eating day-old bread, usng food pantries, getting food donations from family members) to
ensure that their food needs were satisfied. As another example, women in the ethnographic sample
often responded to direct questions about their physica hedth by saying it was “good,” while in the
context of other discussions they volunteered information about serious and sometimes multiple
hedth problems. Additiondly, the ethnography reveds that when mothers indicated that their chil-
dren had hedlth problems, these problems were often quite severe. The ethnographic sample was not
specificaly sdected because of hedth concerns, and yet it includes women whose children had such
extreme problems as cancer, cardiac allments, HIV infection, seizure disorders, severe retardation,
and mentd illness — not to mention the hedth problems typicaly associated with poor urban chil-
dren, such as asthma and lead poisoning.

“The eight health problems in the health barrier scale include the following: being in poor physical health, as
indicated by alow score on a health status scale; being at moderate or high risk of depression; having more than five
doctor visits in the prior year; being morbidly obese; having been homeless or sheltered in the prior year; having
used a hard drug (cocaine, heroin) in the prior month; having been physically abused in the prior year; and caring for
achild with anillness or disability that constrained the mother’s ability to work.
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Figurel
Health and Nonhealth Barriersto Employment
Most women faced multiple health and nonhealth barriersto employment.
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Women who were working — especially if they had left welfare — had
better health and mental health outcomes than women who did not work,
and they werelesslikely to have children with health problems.

Table 3 summarizes key hedth outcomes for the four research groups. Across dl ou-
comes considered in this table — and across many others discussed in the full report — women
who had left welfare and were working had fewer hedth-related materid hardships and were
adso hedthier than women in the other three groups. Specificdly, women in the work-only group
were less likey than other women to be food insecure, to have housing problems, to have multi-
ple materid hardships, to be in fair or poor hedth, to have a work-limiting physca problem, to
smoke, to be at risk of depresson, to have been physcdly abused, and to have a child with an
illness or hedth problem. Women in the two nonworking groups — whether they were ill on
welfare or had left — had smilarly high rates of hedth problems. For example, about one out of
three women in the two nonworking groups described themselves as being in fair or poor hedth.
Women who combined work and wefare were in the middle of these two extremes with regard
to virtudly dl indicators of hedlth.

On the multiple hedth barrier index, women in the work-only group were least likely to
have any of the eight hedth barriers — athough, notably, 62.4 percent did have one or more (see
Figure 2). Women who were working and ill receiving welfare were somewhat better off than
women in the two nonworking groups, but they nevertheess had more hedth problems than
working welfare leavers. Women 4ill on welfare and not working had the highest prevalence of
multiple hedth problems.

It is important to note that the group differences in heath outcomes do not merely reflect
differences in the women's background characterigics Hedth differences in the four
work/welfare groups perssted even when such factors as age, education, number of children,
citizenship status, and race/ethnicity were controlled.

The rdationship between the women’s employment status and ther
health most likely reflects the constraints that health problems pose for
labor force participation.

In a cross-sectiond study with only one point of data collection, it is impossble to con
clusvely determine whether hedth problems affected women's employment, or vice versa It
seems plausible that employment itsdf could confer some hedth benefits on poor women — for
example, by improving their financid gStuaion and thus their access to materid resources tha
can benefit hedth. However, there is subgtantid evidence in both the survey and the ethno-
graphic data that the strong and consstent relationship between women's hedth and therr em-
ployment satus primarily reflects the effects of hedth problems on their decison or ability to
work. For example, women in the two working groups were hedthier than nonemployed women
even when total family income and health-related material hardships were statistically con-
trolled — which indicates that the women's financia resources do not acount for the association
between employment and hedlth.

Among women «ill on welfare, the prevalence of health problems that
could under mine employment consistently exceeded 20 per cent.

The prevdence of individud hedth problems among current wefare recipients was con-
sstently in the 25 percent to 40 percent range. For example, 29 percent had ahedth condition
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Table 3

Selected Health Status Outcomes,
by Mother's Work and Welfare Status®

Full Working, Not ~ Working, Not Working, Not Working,
Outcome (%) Sample onWelfare on Welfare  on Welfare Not on Welfare
Food insecuré’ 48.8 *** 41.8 49.5 52.5 55.4
Has 2 or more housing problems’ 255 *** 199 284 28.9 26.2
Has 3 or more material hardships® 28,1 *** 19.3 26.4 35.6 30.6
Reports fair to poor health 255 *** 17.2 20.0 32.1 35.0
Physical problem limits work or
type of work 24,0 *** 116 15.7 34.1 379
Currently smokes cigarettes 30.8 *** 322 39.9 44.9 441
At moderate or hiah risk of depression® 27.2 *** 199 23.6 32.7 34.8
Physically abused in past 12 months 8.8 ** 6.6 7.6 10.4 11.1
Has an illness/disability that limits
mother's work or school participation 19.8 *** 130 18.6 25.0 231
Samplesize 3,765 1,240 626 1,468 431

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used data for al sample membersin the 1998-1999 Urban Change Respondent
Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall
short of the reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-sguared tests was applied to
test the significance of group differences. Statistical significance levels are indicated as * (.05), ** (.01), or ***

(.001).

&Women in the Urban Change sample were categorized into one of the four groups based on their self-reported
work and welfare status at the time of the interview.

®This measure collapses the three insecure categories from the Household Food Security Scale (insecure, no
hunger; insecure, moderate hunger; insecure, severe hunger).

“Respondents indicated whether they had any of the following housing problems: broken windows, leaky

ceilings, roaches/vermin, and problems with wiring, plumbing, heating, and appliances.

“The eight material hardships used in this index include: food insecurity, receipt of emergency food in prior
month, spends more than 50 percent of income (including food stamps) on housing, has two or more housing
problems, had utilities turned off in past 12 months, has 2 or more neighborhood problems, witnessed a violent

crime in the neighborhood, and homeless or sheltered in past 12 months.

eRisk of depression was assessed utilizing standard criteria for the Center for Epidemiological Studies-
Depression (CES-D) scale. CES-D scores range from 0 to 60. A score less than 16 is categorized as at low risk, a
score of 16 to 23 is categorized as at moderate risk, and a score greater than 23 is classified as at high risk of

depression.
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Figure 2
Health Barriersto Employment

Health barrierswere most common among nonworking women.
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that limited their ability to work, 30 percent were a high risk of depression, 41 percent had a
hedth limitation that congrained moderate activities (for example, pushing a vacuum cleaner),
and 23 percent had a child with a disability or illness that affected ther employment. Since
women having one such problem are not necessarily the same as those having another, the preva
lence of any problem is subgantidly higher. Thus, on the multiple hedth barier scde, nearly 80
percent of current recipients in the survey sample had at leest one potentia hedth barrier, and
haf had two or more. These raes ae even higher among the wefare recipients who were not
working, and so as the women who are able to work leave wefare, the percentage of the
casdoad with hedth problems will presumably increase.

The majority of women ill on welfare said that they were subject to
work or participation requirements. Only 14 percent said that they were
exempt dueto health reasons.

About 40 percent of the women who were receiving wefare a the time of the 1998-1999
survey sad that they were not required to engage in a work-relaed activity. The most commonly
reported reason for an exemption was for a physcd hedth problem of the woman hersdf (11.7
percent of recipients), and an additional 2.7 percent said that they were exempt because of the
poor hedth of ther child or some other family member. (The second most prevdent reason for
an exemption was the age of the women's youngest child, ieported by 7.7 percent of current ie-
cipients) As a consequence, many women who reported hedth problems in the survey sad that
they were not exempt from participation. For example, nearly hdf (47.4 percent) of the women
with three hedth barriers or more sad that they were subject to the wefare agency’s participa
tion requirements.

Multiple health problems were related not only to employment and wel-
fare status but also to the employment and welfar e experiences of women.

Among the women who were working, those with multiple hedlth problems were less
likey than those without such problems to be working full time, and they dso worked in jobs
with lower hourly wages. Moreover, even among those working full time, women with multiple
hedth problems were less likedy than other full-time workers to be working in jobs with fringe
benefits, including health insurance. Hedth problems were dso related to the timing of exits
from wdfare Welfare leavers with hedth barriers were more likely than those without karriers to
have left wefare recently (within the prior 12 months) and to say that they had been terminated
by the welfare agency rather than that they had left of their own accord. Substantid percentages
of women with multiple hedth problems who had left welfare had regpplied for wefare in the
preceding year but had been denied. Among the women ill on welfare, the greater the number
of hedth bariers the greater the likelihood that the woman had been sanctioned in the prior
year.® Overdl, nearly one-third of current recipients had been sanctioned; but women who re-
ported being highly depressed, having been physicaly abused, or having a child with a serious
hedth problem were sgnificantly more likey to have been sanctioned than women without these

°A penalty involving loss of part or all of the cash assistance grant (and sometimes of other benefits aswell) for
a period of time because of noncompliance with welfare rules. A full-family sanction is a penalty for noncompliance
with welfare requirements under which all members of a household receiving welfare have their cash grants (and
sometimes other benefits) eliminated.
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problems. Among both welfare leavers and current recipients, women with hedth barriers were
substantidly less likely than other women to think that time-limited wefare isfair.

Health outcomes varied across the four sites, but not in a consistent fash-
ion, and the same pattern of health-related differences among the four
wor k/welfare groups was observed in all four sites.

For most of the hedlth outcomes included in the Urban Change study, there were sgnifi-
cant dte differences. However, the pattern of differences did not congstently point to one site's
having better or worse hedth outcomes than others. For example, food insecurity was highest in
Los Angdes, cigarette smoking was highest in Clevdand, and depresson and physicd abuse
were highest in Philaddphia Thus, despite Sgnificant dte differences on individud hedth ou-
comes, women in the four Stes did not differ on the multiple hedth barrier scae. Moreover, dl
four dtes exhibited a comparable pattern in terms of work/welfare group differences. In every
gte, working women, especidly those who had dready exited wefare, had better hedth out-
comes than nonworking women.

VI. Health Care Access and the Safety Net

Although hedth datus was drongly linked to employment, hedth care access — and the
use of other safety net programs — was associaed with wdfare receipt, which is congstent with
the fact that welfare recipients are automaticaly digible for Medicaid.

Women who had left welfare — whether they were working or not —
were substantially less likely than women till on welfare to have health
insurance.

Women in the two groups of wefare leavers were more than five times as likdy as the
two groups of current wefare recipients to be uninsured in the month before the interview. As
shown in Table 4, one-third of the women in the work-only group and about 45 percent of those
in the no-work, no-wdfare group did not have insurance in the month prior to the interview,
compared with 6 percent among welfare recipients. Welfare leavers were dso substantidly more
likely than current recipients to have had a spel without hedlth insurance in the prior year. Figure
3 shows that subgtantia minorities (about one in four) of the women who had exited wefare had
been uninsured for the entire previous year. Other family members, including children, were dso
affected by wefare exits. For example, as shown in Table 4, about 30 percent of the women who
had left welfare had a child who was not insured in the prior month, compared with about 7 per-
cent of the women 4ill on welfare. Women who had left wdfare were dso subgtantidly more
likely to have had no insurance for the entire family in the prior month.

With respect to all other indicators of health care access, women who had
left welfar e had more problemsthan current recipients.

Table 4 dso shows that about twice as many welfare leavers as current recipients did not
have a usud source of hedth care a the time of the interview. Moreover, welfare leavers were
substantidly more likely to say that someone in their family had needed medical or denta carein
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The Project on Devolution and Urban Change
Table4

Selected Outcomes Relating to Health Care Access
and Food Stamp Benefits,
by Mother's Work and Welfare Status’

Full Working, Not ~ Working, Not Working, Not Working,
onvvelrare ] . c

Uninsured, prior month 19.5 *** 337 6.1 6.2 445
Ever uninsured, past 12 months 30.4 *** 45.7 15.7 15.6 56.0
Everyone in family uninsured, 11.2 *** 20.9 1.8 2.6 26.5

prior month
Any uninsured child, prior month 16.5 *** 27.8 6.8 6.7 345
Has no usual source of care 11.2 *** 14.7 8.7 7.1 18.3
Anyone in family needed doctor but

couldn't afford it 23.4 *** 324 13.9 15.1 395
Anyone in family needed dentist but

couldn't afford it 25.0 *** 35.0 15.0 15.9 41.8
Did not receive food stamps,

prior month 30.9 *** 68.0 7.0 34 51.2
Food insecure with no food stamps,

prior month’ 13.0 *** 26.0 34 1.8 275
Samplesize 3.764 1,239 626 1,468 431

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor this table used data for all sample membersin the 1998-1999 Urban Change
Respondent Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes
may fall short of the reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied
to test the significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or ***
(.001).

aVomen in the Urban Change sample were categorized into one of the four groups based on their self-
reported work and welfare status at the time of the interview.

®This measure collapses the three insecure categories from the Household Food Security Scale (insecure, no
hunger; insecure, moderate hunger; insecure, severe hunger).
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Figure3
Health Insurance Coverage

Many welfare leavers had spells without health insurance.
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the prior year but had been unable to obtain it because of financid congtraints. Some 40 percent
of those who had left welfare and were not working and 32 percent of those who were working
reported an unmet need for medica care in their families, compared with about 15 percent of
those il receiving wefare. Across dl the indicators of access, then — whether pertaining to the
women, ther children, or other family members — current recipients fared better than former
recipients, and they fared especidly better than those who were not working.

The majority of women who had left welfare were not getting food stamps
at thetime of theinterview.

Among former welfare recipients, ®me 68 percent of those who worked and 51 percent
of those who did not work no longer received food stamps. Yet, on the bass on their sdf-
reported income, the mgjority of wefare leavers who were not receiving food stamps appeared to
be digble for this benefit (dthough information on the women's assats, which is dso used in
digibility determination, was not available in the survey). As shown in Table 4, about one of
every four former wefare recipients was food insecure but did not receive food stamps in the
prior month. By contrast, only a handful of recipients had not gotten food stamps in the prior
month and were food insecure.

There were significant site differencesin safety net cover age.

Miami was the only dte where the mgority of women (55 percent) in the survey sample
had left wefare, in line with the fact tha Horida had the sixthrhighest rate of wefare caseload
decline in the country for the 1996-1998 period. (By contrast, only 31 percent of the Los Angeles
survey respondents had exited wefare) Consgtent with the fact that welfare exits were rdlated to
hedth care access problems, women in Miami had the highest rate of being uninsured in the
prior month, of having a spdl without insurance in the prior year, and of having an unmet need
for medicad or dental care in the prior year. For example, 30 percent of Miami respondents were
uninsured in the month prior to the interview, compared with 13 percent of respondents from
Philadelphia. However, it is important to note that al Stes have taken steps since the 1998-1999
interviews to address problems with Medicad coverage for welfare leavers. It should aso be
noted that, anong the women who had left wdfare, those in Miami were mogt likdy to 4ill be
receiving food stamps (45.9 percent), while former recipients in Los Angeles (15.7 percent) were
least likely to il be food stamp recipients.

VIl. Health Patternsin the Four Work/Welfare Groups

The findings of the Urban Change hedth study indicate that the hedth Stuations of
highly disadvantaged urban women cannot be adequately characterized by comparing wefare
leavers with ongoing recipients or by comparing employed women with nonemployed women.
All four research groups had appreciably different health profiles — profiles that were smilar
across the four Urban Change sites. The work/welfare groups are al of public policy interest e
cause they pose didinct chdlenges — and dso because the groups are undergoing changes in
gze and compogtion as a result of wefare reform. This section summarizes the characteristics
and hedlth circumstances of the women in the four work/welfare groups.

Compared with women in other groups, women who had left welfare and
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were working (the work-only group) were advantaged in terms of health
gatus and most other indicators of emational, financial, and social well-
being — except for accessto health care.

One-third of the women in the Urban Change sample were former recipients who were
working. Most were high school graduates with one or two children (typicdly, school-aged). The
magority worked full time (30 hours or more per week) in jobs that pad above the minimum
wage and that offered a least one fringe benefit; about hadf had employer-provided hedth insur-
ance for themsdves. Women in this group typicdly had been working in ther current jobs for
more than one year, and three out of four had left welfare more than one year before the inter-
view. Thar totd family income in the prior month (including food stamps, child support, and dl
family members earnings but not including the Earned Income Tax Credit, housng subsdies, or
the cash vaue of medicad insurance) averaged just under $1,750, which would trandate to about
$21,000 annualy.

For virtudly every indicaior in the survey, women who had left wdfare for employment
prior to reaching the time limits were the least disadvantaged group. They were better off finan-
cdly and had fewer hedth-rdated materid hardships than other women in the Urban Change
sample They were more likely to be food secure, had better-qudity and safer housing, lived in
less dangerous neighborhoods, and were less likely to have been homeess in the prior year. They
were the healthest group and were least likely to be at risk of depression or to report high levels
of dress They were dso least likely to have been victims of domestic violence. Their children
were hedthier than children of other women, and their children adso gppeared to have other al-
vantages, such as higher leves of contact with their fathers.

However, the work-only group was not fully protected by the safety net designed to safe-
guard the working poor. Nearly hdf these women had had a spell without hedlth insurance in the
prior year, and nearly a quarter had been uninsured the entire year. Even among those with sta-
ble full-time employment (that is, working in the same job for a least one year), over one-third
did not have hedth insurance as a fringe benefit. Some 40 percent of the women in the work-
only group said that they or someone in therr famly had foregone medicd or dentd care in the
prior year because they could not afford it. Fewer than one-third were receiving food stamps, de-
gpite the fact that more than haf of those not receiving them gppeared to be income-digible.

Even though women in the work-only group were the hedthiest and had the best materiad
resources of any group, they were nevertheess mostly sngle mothers juggling jobs and parent-
ing regpongbilities while living in dressful and disadvantaged Stuations. Employed wdfare
leavers were more likely to be food insecure than those living beow poverty nationdly. And,
although healthier than women in the other groups, they were less healthy than same-aged
women nationally. Thus, it appears that many of those who had been able b leave welfare for
employment 4ill had hedth-rdated problems that might undermine permanent sdf-sufficency,
especidly in light of hedlth care access problems for themselves and their children.

Women in the work-and-welfare group were healthier and rad more hu-
man capital resources than women in the two nonworking groups, addi-
tionally, by virtue of their Medcaid benefits, they had good access to
health care.

Women who combined work and welfare made up a rdativey smal proportion of the

ES21



overdl Urban Change survey sample (17 percent) but a noteworthy percentage of al current wel-
fare recipients in the two wefare groups (30 percent). Until recently, relatively few recipients
combined wdfare and work; the growth of this group presumably reflects the nore generous i-
nancid incentives that most dates now offer recipients, dlowing them to have more of ther
earnings disregarded for the purpose of computing welfare benefits.

Women in the work-and-wefare group, aout haf of whom had a high school diploma,
were predominantly single mothers caring for two or more children, and most had a preschool-age
child. The mgority of women had held their current jobs for more than sx months. Only about half
hed full-time jobs, and most had no fringe benefits. Fewer than one out of four had jobs with wages
that would rase them above povety if they worked full time. Ther totd family income in the
month prior to the interview, including welfare and food stamp benefits but not the EITC, averaged
about $1,400, which would trandate to an annual income of under $17,000 per year.

Current recipients who worked had less favorable hedth outcomes than welfare leavers
who worked, but they had consgently better outcomes than women in the two nonworking
groups. For example, working welfare recipients were about haf as likely as nonworking women
to say that they had a physcd problem or other hedth condition that limited the kind or amount
of work they could do. In light of the fact that these women were aready working, it seems
likdy tha many of them will exit wdfare before they reach the time limits. However, because of
their more limited human ceapitd resources than women in the work-only group, those in the
work-and-welfare group appear even less likey to secure jobs with hedth benefits, even though
their hedth problems suggest an even stronger need for hedth care access. These women may
experience severe hardships in ther trandtion off welfare without new policies that can guaran
tee them access to hedth care — and to food stamps, for which most will likely continue to be
digible

Compared with women who worked, women in the welfare-only group
had worse circumstances with regard to their material resources, their
health status, and ther children’s health; but they had good health care
accessto addresstheir health problems.

Women who continued to receive cash welfare benefits and were not working composed
39 percent of the Urban Change sample — the largest of the four work/welfare groups. The na
jority of these women were not high school graduates, and about half had three or more children,
a leest one of whom was a preschooler. Typicdly, these women had not worked for pay at dl in
the prior year, and nearly one out of five had never worked for pay. This was the poorest of the
four groups, with tota family income from al sources in the prior month averaging $935, which
would be an average annud income of about $11,000.

Women in the wdfare-only group were living in the least hedthful circumstances by vir-
tue of having multiple, and severe, materid hardships. The mgority were food insecure, and yet
they spent, on average, over one-third of their totd family income (including food stamps) on
food. These women tended to live in poorer-qudity housng and resded in more violent, more
dangerous neighborhoods than women in the other groups. Many women in the ethnographic
sample — the vast mgority of whom were nonworking welfare recipients — described extensve
crime, drug use, and gang activities in their neighborhoods, and they discussed how fears about
persond safety for themsalves and their children kept them hostagesin their own homes.



Women in the wefare-only group were dso the least hedthy of women in the Urban
Change sanmple, with about one out of three reporting a hedth condition that limited the amount
or type of work they could perform. The mgority were a risk of depresson and reported high
levels of dress. One out of four had a child with a physicad problem that congtrained employment
options. Wdfare recipients in the ethnographic sample provided powerful stories aout how their
children’s hedlth problems — often quite serious ones — hampered their ability to work and to
comply with the wefare agency’s participation requirements. Overdl, three times as many of
these women had multiple hedth barriers as had none (56 percent versus 16 percent). However,
these women had good access to hedth care to address their various hedth problems through
Medicaid. As has been found in other studies, they worried subgtantidly more about losing
medica benefits than about losing cash assstance — and they had tremendous anxiety about
how they would care for their sck children when they were working.

Many women in the wefare-only group could be characterized as “hard to employ” and
may wdl not be able to secure paid employment before they reach their time limit. The mgority
not only had multiple hedth bariers but dso were handicapped by poor education credentias
and limited work experience. Hedth problems may have dso interfered with their ability to com-
ply with the wefare agency’s participaion requirements. Most of these women will likey have
difficulty making atrangtion off welfare.

Women in the no-work, no-welfare group had the most compromised
health stuations, including the most unfavorable health profiles and the
most severe health car e access problems of any group.

Women who had left welfare and were not working composed 11 percent of the survey
sample. These women were more likely to be married than those in other groups. Additiondly,
their children (and they themsdves) tended to be older. About half did not have a high school d-
ploma, and one out of ten sad that they could not converse in English. The mgority had not
worked for pay at dl in the prior year, and most had not collected any welfare benefits in that pe-
riod — dthough only a smal minority eported no source of income in the prior month. The most
important income source was from the paid employment of another household member. This group
was nearly as disadvantaged financidly as the wdfare-only group, with an average totd family
income from al sources of just over $1,000 in the prior month, or roughly $12,000 annualy.

For many hedth outcomes, this group had the highest prevalence of problems. For exam:
ple, women who neither worked nor received wefare were most likely to be food insecure, to
say that they were in fair or poor hedth, to have unfavorable scores on a standardized measure of
physicad hedth datus, to be at high risk of depresson, and to have been physicaly abused in the
prior year. Overdl, ther hedth Stuaions looked smilar to those of women in the wefare-only
group, with one critical exception: Nearly haf were uninsured, and over one-third had a child
who lacked hedth insurance. Two out of five of these women had unmet medicd and dentd
needs in thar families Fewer than hdf of the women in this group lived in households that re-
ceived food stamps, and yet over 80 percent of the nonrecipients gopeared eigible on the bass of
their income.

Some of the women in this group appeared to be no longer digible for TANF assstance,
because they no longer had an age-eigible child, or because of their maritd datus, or because
they had dready moved into a disability assstance program. Others, however, seemed a high
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rik of returning to wdfae in lignt of hedth-rdlated and other condraints to employment and
given their need for hedth insurance.

VIII. Implications of the Findings

Wdfare reform is being widdy halled as a success because of declining wefare
casdoads. In fact, the Urban Change survey data indicate that substantial numbers of welfare
recipients from even the most disadvantaged urban neighborhoods have been able to secure
fairly stable anployment — notwithstanding the fact that most of them have a least one hedth
related or human capitd barrier to employment. However, both the women who have left wefare
and those who reman on the rolls face issues that merit the scrutiny of policymakers, welfare
gaff, and service providers.

The women who have remained on welfare despite encouragement to find
a job, impending time limits, and the strong economy have multiple
health and other impediments that pose powerful challenges to welfare
agencies.

Although most women who had left wdfare and were working had potentid barriers to
employment, these women nevertheless had better education credentids, more prior work ex-
perience, fewer children, and far fewer hedth problems than women who continued to receive
cash assstance. In particular, current recipients who were not combining work and welfare de-
spite current financid incentives to do so gppear to include women who may not be immediately
employable. With the time limits gpproaching for many of them, wefare agencies face unprece-
dented pressures to prevent current recipients from losing their benefits without having a job —
as well as pressures resulting from the fact that casdoads increasingly comprise women with
complex hedth-related problems.

Effective strategies to address the needs of the hard-to-employ need to be
identified and replicated.

Some of the barriers of welfare recipients — such as having chronic hedth problems or
severd children with illnessss — may be too intractable to remedy to the point where the women
could become totaly sdf-sufficient. Other hedth barriers identified in this study, however, could
be diagnosed and possbly improved through interventions. In particular, substance abuse and
menta hedth services may prove to be critica to certain segments of the welfare casdoad — as
well as to women who leave wdfare for work and find it difficult to susain employment. Sub-
dantid percentages of women in dl four work/wefare groups were a high risk of depression,
and major depresson is the leading cause of disability in the United States. It seems possible that
aggressve menta hedth and rdated services could have favorable effects on the ability of these
women to enter — and remain in — the labor force. It is aso possble that a combination of ser-
vices and temporary extensons of the time limit will be lequired to address some of the complex
psychosocid issues confronting many wefare recipients remaining on the casdoads. Many we-
fare agencies are taking advantage of the exceptiond opportunities they have now to experiment
with dternative service packages and intervention drategies as a result of the programmatic (and
fiscd) flexibility they now enjoy under PRWORA. In many cases, draegies to work with the
hard-to-employ involve collaborations with other service providers, which seems essentid, given
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the complexity of these women's problems. With the federd time limits looming large, rdiable
information on the effectiveness of these drategiesis becoming crucid.

As more and more women reach the time limits, it may prove necessary to
reassess the policy of restricting exemptions from the five-year limit to 20
percent of the caseload — or the policy of having a two-tiered system of
exempt and nonexempt recipients.

PRWORA's 20 percent exemption policy was based on a preliminary estimate of the pro-
portion of recipients who would face insurmountable barriers to employment and thus would e
quire ongoing cash assigtance. Based on the data from the Urban Change survey, it seems poss-
ble that more than 20 percent of these women may need an exemption from — or an extenson of
— the time limit. It is, of course, important to remember that the sample is not representetive of
dl wefae recipients and that the Urban Change data are nonclinicd and therefore have limita-
tions as forma measures of hedth datus. Nevertheess, anong the women mogt a risk of reach
ing their time limit without a job — that is, among women in the wefare-only group — the great
mgority gppear to have serious and multiple impediments to employment. And as the number of
recipients continues to decline by virtue of exits due to employment, recipients with multiple
barriers will dominate the remaining casdoad, and there will be fewer and fewer women in the
“basg’ for caculating the exemption rate.

A reated issue is tha current policy establishes a two-tiered system (a three-tiered sys-
tem, if SS is included) to characterize the employability of welfare recipients. In the fird ter, a
minimum of 80 percent are presumed employable and cgpable of becoming sdf-sufficient; and,
in the second tier, up to 20 percent are presumed to have a more permanent need for cash asss
tance without being required to work. In fact, as this report describes, there are varying degrees
of employability that are tied to recipients human capitd resources, ther life experiences and
circumgtances, ther hedth and menta hedth conditions, and ther children’'s hedth. The degree
to which a person is hedthy enough to work is more on a continuum than a yes-or-no issue; more
dynamic than datic, and dso depends on what supports (for example, hedth insurance) are
available. Thus, there could be inherent problems in having such sharp cutoff points thet, on the
one hand, require 80 percent to leave welfare within five years without further cash assstance
and, on the other hand, do not require the remaining 20 percent to participate in services that
could benefit them and their families. It may be gppropriate to consder dterndaive policies that
give dates gregter flexibility (or financid incentives) to develop the mogt suitable plan for re-
cipients a dl points dong the employability continuum. And dates might wish to explore dter-
native kinds of work activities for some cases — such as supported work, which entails closdly
supervised job training for smdl groups of people facing smilar barriers to employment.

In a time-limited welfare environment, appropriate screening procedures
appear essential for policy planning purposes and for a fair and effective
programmatic response to women with health-related barriers.

Without time limits, sates might be judified in smply identifying hard-to-employ cases by
seeing who on the casdoad cannot find a job. However, intervention srategies for recipients with a
severe hedth-reaed problem or multiple barriers to employment will likely take time to succeed,
suggesting the need for early identification — not when recipients are within months of hitting the
time limit. Although welfare agencies may be rductant to dow down the process of moving recipi-
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ents into jobs quickly by indituting universa, in-depth assessments, there may be a benefit in ingti-
tuting smple, low-cost screening procedures, either at intake or after a brief job search period. For
exanple, Los Angeles County’s wdfare-to-work program has begun usng a short, sdf-
administered questionnaire during the intake process that asks about substance abuse, mentd
hedth problems, and domestic violence. Clients who indicate that they may have a problem are
referred immediately to a socid worker for a clinical assessment. Although such screening will not
identify al women with problems, it will likey provide data for improving large-scae planning
(about sanctioning policies, for example, or resource adlocation) and for developing a course of ac-
tion for many women who require substantial assstance in leaving the welfare ralls.

Health problems not only constrain employment but also appear to con-
grain recipients ability to comply with participation requirements, rais-
ing questions about current sanctioning policies.

Sanctioning is increesngly viewed as an important tool for encouraging compliance with
mandated welfare-to-work activities and work requirements. A number of sates — induding
three of the four involved in this sudy — have indituted full-family sanctions (that is, a totd
cutoff of al TANF benefits) as a pendty for noncompliance, and Szable percentages of recipi-
ents in the survey sample (nearly one-third) reported having been sanctioned in the prior year.
The findings from both the ethnographic study and the survey suggest, however, that noncompli-
ance may in some cases reflect genuine hedthrelated obstacles that recipients face. A particular
concern is that more than 40 percent of the women who had been physicaly abused in the prior
year, compared with 29 percent of nonabused women, reported having been sanctioned. These
findings suggest that States should reevauate ther sanctioning policies and explore and evduate
mechanisms for specid outreach (such as home vidts and in-depth assessments) to families in
sanction dtatus. For example, in Cleveland the welfare agency has contracted with nonprofit so-
cid service agencies to make home vidts to every family who is sanctioned for noncompliance
with welfare-to-work requirements. The home vistors are trained to identify bariers and to ar-
range for services that could help the family regain compliance.

Given the health care needs identified in this study, an especially critical
policy challenge is the development of mechanisms to ensure that women
who |leave welfare maintain their health insurance coverage.

It is laudable that recent initigtives have made an increesngly large number of low-
income children digible for hedth insurance through Medicad expansons and the Children’'s
Hedth Insurance Program (CHIP). However, the disparity in policies for low-income women
and low-income children merits scruting. The women in the Urban Change populaion were less
hedthy than their children, yet they were less likdy to have insurance and less likely to have a&-
cess to hedlth care — even though they were the ones who shouldered the responsibility for rais-
ing and finandaly supporting their children. Maintaining hedth insurance coverage among those
who leave wdfare is a two-pronged issue. Fird, it is important to put into place drategies to ar
aure that eigible women receive the hedth insurance benefits to which they are entitlted when
ther TANF benefits are terminated. All four Urban Change dtes have taken steps since the sur-
vey data were collected to improve the ddivery of trangtionad Medicad benefits. Second, cor+
dderation needs to be given to mechaniams for making hedth insurance available to women who
are not currently digible. Some employed wefare leavers would not qudify for Medicaid on the
bass of therr earnings, yet they are clearly in need of insurance. There are severa ways by which
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better access to insurance could be achieved, including incentives to employers, further expan
sgons of Medicad digibility, Medicad buy-in plans, and state-funded insurance programs.

Closdly behind the need for improved policies and procedures relating to
Medicaid is the need for closer examination of food stamp benefits for
transitioning welfare recipients.

Adeguate nutrition is a prerequiste for hedth and well-being, and food stamps are the
centrd policy tool for providing nutritional assgance to low-income families. Mot wefare re-
cipients who leave wefare continue to be income-digible for food stamps, but there is increasing
evidence — incdluding findings in the current sudy — that many digible families do not receive
food stamp benefits. In the work-only group, only about one-third of the women were food
gamp recipients, despite the apparent digibility of most nonrecipients. And in the no-work, no-
welfare group, over 80 percent of those not receiving food stamps appeared eigible. Data from
this sudy as well as other studies of welfare leavers suggest that steps need to be taken to ensure
that women who leave wdfare for work obtain food benefits for which they are digible. The
geps could include (1) better training of caseworkers so that they fully understand new digibility
rues and are aware of the importance of congstently and regularly communicating this informa-
tion to clients; (2) better use of technology to identify qudified welfare leavers who are digible
for food stamps, (3) outreach to welfare leavers to notify them of digibility; (4) more convenient
office hours and mechanisms for employed people to apply for benefits or get recertified (such as
mal-in recertification and “one-stop” locations for various services and benefits); and (5) ou-
reach at food pantries or other community locations that serve the needs of the poor.

In all policies arenas relating to public assistance, it is critical to antici-
pate the inevitability of an economic downturn and to take employment
barriersinto account in planning for such a downturn.

In a strong economy such as the current one, a Single barrier might have minima effects on
women's employment. As the impediments mount up, the obstacles presumably become incress-
ingly difficult to overcome — both because the women themsdves have to cope with the barriers
and aso because they become less atractive to prospective employers. In a less favorable econ
omy, however, enployers can be more sdective in hiring — and less cautious about firing. Women
with even one hedth-related or other employment barrier may find it substantiadly more difficult to
trangtion from wefare to work, and to sugain jobs, in a different economic dimate. Anticipating
such change could lead, for example, to the development of formulas tying the unemployment rate
to exemption criteria, rates of exemptions, and extensons of the time limits.

In conclusion, it is clear that, as public policymakers head toward decisions about the 1e-
authorization of PRWORA (scheduled to occur by 2002) and about features that can improve the
success of this legidation, the hedth and hedth care needs of wefare recipients in urban aress
warrant specia consideration.
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Chapter 1

I ntroduction

The link between hedlth and poverty is firmly established: There are few indicators of morbidity
and mortdity that have not been found to be more prevaent among the economicaly disadvantaged
than among those with higher incomes. This link, which haslong been recognized, makes poverty ame-
jor public hedth concern.

Despite the growth of the U.S. economy in the past five years, millions of American families
continue to be poor. In 1999, 9.3 percent of al families (6.7 million families) were below the offica
federa poverty levd. And, while the family poverty rate declined from 11.6 percent in 1994, the pov-
erty rate for children living in femae-headed households was fairly stable during that same period (57.7
percent in 1994 and 57.4 percent in 1999) (U.S. Bureau of the Census, 20004).

Poor single women with children rely on a variety of public assstance programs to house, feed,
clothe, and care for the hedth needs of ther families. However, the policy landscape affecting these
families has changed dramaticdly in recent years. In particular, welfare policy was revolutionized with
the passage of the Persona Responsibility and Work Opportunity Recondliation Act (PRWORA), en+
acted in August 1996. One of the key features of this act isthat it places afive-year lifetime limit on fed-
erdly funded cash bendfits for most recipient families. As increasng numbers of poor families move to-
ward the termination of cash benefits, there is considerable interest in understanding the implications of
changes in wdfare policies and programs on the hedth and well-being of children and their parents. On
the one hand, supporters of welfare reform expect that time limits in conjunction with enhanced but tem-
porary assstance will promote sdlf-aufficiency and improve the financid Stuation of poor familiesin the
long run. On the other hand, critics predict devadtating effects on families — increased poverty, more
homelessness and housing problems, greater food insecurity and hunger, and loss of hedth insurance
and health care access.

There is dso interest in understanding how hedth and other factors condrain recipients ability
to comply with welfare participation requirements and to secure stable jobs. Accurate descriptions of
the magnitude and nature of hedth problems that recipient (and former recipient) families face are
needed to inform the development or refinement of policies affecting those families — induding both
socid welfare and hedth policies. There is little systemétic, detailed information about the hedth of the
current welfare population or about characteristics associated with better hedlth outcomes among re-
cipients. Using unusudly rich data from multiple sources, this report describes the hedlth and well-being
of women who ether had been welfare recipients or were il recipients and who, therefore, were at
especidly high risk of being affected by wefare reform policies. As a cautionary note, it isimportant to
recognize that the data for this report were collected in 1998-1999, before time limits had been im
posed; thus, the findings do not offer evidence on how wefare reform will ultimately affect hedth ou-
comes or on how hedlth factors will affect the success of wefare reform. Rather, they provide an early
sngpshot of a vulnerable group potentidly facing time-limit pressures and loss of benefits that can affect
their hedth and well-being.



l. The Urban Change Study

This report is based on data from the Project on Devolution and Urban Change (Urban
Change, for short), which is being undertaken by the Manpower Demonstration Research Corporation
(MDRC) in collaboration with colleagues a a number of academic inditutions and with the cooperation
of public agenciesin the four states where the study is being conducted. MDRC is a nonprofit, nonparti-
san organization that develops and eva uates interventions designed to improve the well-being and sdif-
aufficiency of economicdly disadvantaged populations. The Urban Change project is supported by a
consortium of foundations and government agencies, which are listed at the front of this report.

The Urban Change project is a five-year multicomponent study of the implementation and -
fects of PRWORA on poor families with children and the neighborhoods in which they live. The sudy is
being conducted in four large urban counties. Cuyahoga, Ohio (Cleveland); Los Angeles, Cdifornig;
Miami-Dade, Florida; and Philadelphia, Pennsylvania' The Urban Change project is one of a number
of studies currently under way that are examining the implementation and effects of PRWORA. The Ur-
ban Change project is digtinctive in a number of respects and is expected to yield data of unpardleed
breadth and depth that can be used to address many questions of relevance to policymakers and practi-
tioners.

One digtinctive aspect of the Urban Change project is its urban focus, which was based on the
assumption that the effects of welfare reform — favorable or unfavorable — will be most evident in ur-
ban areas, where poverty and welfare receipt (and public hedth problems) are concentrated. Indeed,
the great mgority of wefare recipients in the United States live in urban areas. Nearly one-third (32.7
percent) of dl wefare recipients in 1999 lived in 10 of the largest urban counties (three of which are
Urban Change stes — Cuyahoga, Los Angeles, and Philadelphia), and that percentage has been grow-
ing. In fact, in 1999, some 14 percent of al welfare recipients in the United States lived in the four Ur-
ban Change counties (Allen and Kirby, 2000). Thus, the greatest chalenges of welfare reform increes-
ingly are unfolding in the nation’s large urban areas.

A second noteworthy aspect of the Urban Change project is its multidisciplinary nature. The
gudy involves five digtinctive components that are designed to complement each other and that will be
carefully integrated to provide a rich, comprehensve description of the welfare reform stories that are
unfolding in the four Urban Change dtes. Table 1.1 summarizes the mgor features of the five study
components. A third unique characterigtic of Urban Change can be seen in this table: The study has the
potential to answer questions about welfare reform a different levels of aggregation and from different
perspectives. The project will analyze and integrate multicomponent data to answer questions about
PRWORA in rddion to individud recipients, their children, the neighborhoods in which they live, and
the welfare agencies and other providers that serve them.

Information about the early experiences of implementing PRWORA in the four Urban Change
gtes, using data from both the ethnography and the implementation components, has been published in a
report by Quint et d. (1999). The current report uses firg-round data from the survey and

'For brevity’s sake, the sites (that is, the counties) are often referred to in this report by the names of their prin-
cipa cities: Cleveland, Los Angeles, Miami, and Philadelphia. Only in the case of Philadelphia, however, are the city
and county identical in their boundaries.
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Tablel1.1

K ey Features of the Urban Change Project

Goal

To understand how state and local welfare agencies, poor neighborhoods, and low-income families are affected by
the changes to the income support system in response to the passage of the Personal Responsibility and Work
Opportunity Reconciliation Act (PRWORA) of 1996.

L ocations (sites)
Four large urban counties: Cuyahoga (Cleveland, Ohio), Los Angeles, Miami-Dade, and Philadel phia

Timeframe
19972002

Project components
The Ethnographic Study illuminates the effects of the changes by chronicling, in depth and over time, how ap-
proximately 40 welfare-reliant families in each site cope with the new rules and policies.

The Implementation Study describes both the new welfare initiatives— rules, messages, benefits, and services—
that are developed at the state and local |evels and the experiences of the local welfare agenciesin putting these
new initiativesinto practice.

The Individual-Level Impact Study measures the impact of the new policies on welfare, employment, earnings, and
other indicators of individual and family well-being, viatwo components:
1. an administrative records component, for countywide samples of welfare recipients and other poor people
2. asurvey component involving two waves of in-person interviews with a sample of residents of high-poverty
neighborhoods

The Institutional Study examines how the new policies and funding mechanisms affect nonprofit institutions and
neighborhood businesses.

The Neighborhood Indicators Study assesses changes in statistical indicators that reflect the social and economic
vitality of urban counties and of neighborhoods within them where poverty and welfare receipt are concentrated.

Digtinctive features
Its urban focus. The project examines the impacts of welfare reform in America sbig cities.

Its neighborhood focus All five components of the project will focus especially on residents of high-poverty
neighborhoods, the public and nonprofit agencies that assist them, and the effects of welfare reform on the stability
and vitality of their communities. Findings will also be reported at the county level.

Its effort to integrate findings across the components. The goal of the project isto bring multiple data sources and
methodol ogies to bear in answering the questions of interest. The results of the separate studies are intended to
illuminate, clarify, reinforce, and otherwise complement each other, as exemplified in this report.




ethnographic components of the study, collected shortly after PRWORA was implemented, to provide
a descriptive basdine againgt which changes in the population and possible effects of welfare reform can
be assessed.

The firg wave of the Urban Change survey involved in-person interviews in 1998-1999 with
women who were public assistance recipients prior to welfare reform.? Specificaly, the survey sample
comprises women who, in May 1995, were single mothers receiving welfare and/or food stamp benefits
and who were living in neighborhoods (census tracts) characterized by high rates of poverty (30 percent
or more of households) or welfare receipt (20 percent or more of households). Using data from admin-
idtrative records, the survey sample was randomly selected from recipients who met the digibility crite-
ria, which are summarized in Table 1.2. The sample conssts of gpproximately 1,000 women per Ste,
for atotal of 3,960 respondents (78.6 percent of those who were randomly sampled).® The survey in-
terviews covered a wide range d topics, ncluding the mothers employment and income, household
gructure and living conditions, hedth and hedlth care coverage for themsalves and their children, and
their families materid hardships.

The ethnographic study involves semi-structured, in-person interviews over athree-year period,
with ongoing interim contact, with a sample of gpproximately 40 wefare familiesin each Urban Change
city (none of the women in the ethnographic sample was dso in the survey sample). Asshown in Table
1.3, the sample was drawn from three low-income neighborhoods per ste thet varied in terms of the
neighborhood' s ethnic composition and poverty level. The ethnographic interviews cover many of the
same issues as the survey, but they yidld richer, narrative data about how the families are coping with
the new welfare rules and policies. Ethnographic data from the first round of interviews, completed in
1998, were available for analysisfor this report.

[I. TheWadédfare Policy Context

In the long-standing welfare policy debate about who is or is not deserving of public support,
hedth status has dways been one condderation. Reflecting this, the Socid Security Act of 1935 pro-
vided federd funds for state welfare programs covering two groups of people who were not expected
to work: firdt, the aged, blind, and disabled (who received Supplemental Security Income, or SS,
benefits); and second, single mothers, who became digible for public wefare ass stance because society
saw an explicit vaue in providing for the care of needy children in their own homes, by their mothers. In
the subsequent 65 years, however, the growth of the wdfare rolls, changes in the demography of the
welfare population, and the increasing movement of women (including mothers with very young children)
into the labor force have eroded the legitimacy of defining welfare as an dternative to work. Accord-
ingly, starting with the Work Incentive

*The second wave of the survey with this same sample has already been fielded.

3Appendix A provides detailed information about the survey response rate and a preliminary analysis of re-
sponse hiases.

“In the first round of ethnographic interviews, health-related topics were not covered in great depth in the topic
guide. However, health issues and concerns emerged spontaneously in the course of the interviews, providing rich
— abeit not systematic — data for many topics. Because health was such a salient issue, specific health questions
were added to the topic guides for subsequent rounds of ethnographic interviews.
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Tablel.2

Key Features of the Urban Change Respondent Survey

Sample selection criteria Receiving cash welfare and/or food stamp benefits May, 1995
Single mothers age 18-45in May 1995
One or more child on assistance casein May 1995
Living in census tracts where either poverty rate exceeded 30% or welfare rate
exceeded 20% of householdsin May, 1995
Ableto conduct interview in either English or Spanish at the
time of the interview

Sampling method Simple random sampling

Source of sample information Administrative records from the welfare/food stamp agenciesin the four
sites

Survey design Cross-sectional interviews (interviews with sample members at one

point in time) with two separate cohorts of eligible women
Survey fielding dates March 1998 to March 1999
Survey mode Computer-Assisted Personal Interview (CAP) or Computer-Assisted

Telephone Interview (CATI; if sample member lived more than 50 miles
from any of the four sites).

Average interview length 80.3 minutes

Languages English and Spanish

Response rate 78.6%°

Final samplesize 3,960

Survey contractor Institute for Survey Research, Temple University

NOTE: ®See Appendix A for information about survey response rates and response biases.
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Table1.3

Key Features of the Urban Change Ethnographic Design

Sample selection criteria

Sampling method

Design

Initia interview dates

Interview mode

Interview length

Languages

Initial sample sizes

Receiving cash welfare and/or food stamp benefits at time

of recruitment

Motherswith 1 child or more living in household

Living in selected neighborhoods (3 per site)®

Ableto conduct interview in an appropriate language (see bel ow)

Convenience (recruitment through community agencies/fliers)

Longitudinal annual in-depth interviews for 3-5 years, with
regular (at least quarterly) interim updates on status

July 1997-April 1998

Personal interviewsfor all annual interviews and for most interim con-
tacts (telephone interviews for some interim contacts)

2-6 hoursfor in-depth interviews

English in Cuyahoga and Philadelphia Counties; English, Spanish, and
Cambodian in Los Angeles County; English, Spanish, and Creolein Mi-
ami-Dade County)

Cuyahoga County 47
LosAngeles County 46
Miami-Dade County 39
Philadelphia County 39
Total 171

NOTE: ®Neighborhoods were selected to vary by ethnic composition and poverty level. The neighborhoods are

Cuyahoga County:
Los Angeles County:

Miami-Dade County:
Philadel phia County:

Detroit Shoreway (white); East Cleveland (African-American); Glenville (African-
American)

Boyle Heights (M exican-American); Long Beach (Mexican immigrant); Long Beach (Cam-
bodian immigrant); Westmont-West Athens (African-American)

Liberty City (African-American); Little Haiti (Haitian immigrant); Hialeah (Hispanic)
Kensington (white); Germantown (African-American); North Central (African-American)



Program (WIN) in 1971, Congress has defined an ever-expanding group of sngle mothers on welfare
as employable and subject to participation and work requirements, with the key exceptions being tied,
until recently, to the age of the youngest child and the hedlth of the mother or her children. For example,
prior to the passage of PRWORA in 1996, women with children under age 3 (or under age 1, at the
option of the state), or who were ill or incapacitated or taking care of a household member who
wasill or incapacitated, could not be required to participate in welfare-to-work programs.

The 1996 PRWORA legidation took one further step in this evolution by dropping the language
that excuses people from mandatory participation for hedth reasons. Participation requirements and
time limits now extend to the full welfare casdoad. Excluding those who meet the stringent SSI disability
definition, the new policy defines dl welfare recipients as employable, with the exception of an undefined
20 percent who may be excused from the federa time limits for “good cause”

PRWORA introduced a number of other changes as well. It replaced the previous cash welfare
program (Aid to Families with Dependent Children, or AFDC) with a new form of ad caled Tempo-
rary Assstance for Needy Families (TANF), whose name expresses the intent that welfare be atempo-
rary source of financial support to those in need. PRWORA, which ended the entitlement to cash asss-
tance, provides lump-sum block grants to states and gives them unprecedented discretion and responsi-
hility — and funding levels — for developing their welfare programs. However, the legidation involves
certain federd mandates, notably, a five-year lifetime limit on federaly asssted cash benefits for most
families (indluding adults and their dependent children). States are authorized to impose shorter time lim-
itsif they choose to do so, but ates can dso use their own funds to support families after the five-year
limit through extensions of the time limit. Under PRWORA, states may aso grant exemptions from the
federd time limit, but the number of exempted families may not exceed 20 percent of the average
monthly casdload in the state. PRWORA aso places more dringent work and participation require-
ments on welfare recipients than had previoudy existed, requiring most of them to go to work no later
than two years after becoming digible for TANF benefits® To meet the new work and participation re-
quirements, states must now engage most of their casdoads in welfare-to-work programs. Thus, an
implicit assumption of PRWORA is that the great majority of recipients are sufficiently healthy
and employment-ready to participate in mandated work-related activities and, eventualy, to be-
come sdf-aufficient through employment.

Under PRWORA, states have great latitude in designing their own wefare policies and pro-
grams, as well as certain policies rdating to food stamps and medica assstance — benefits that have
clear hedth implications. For example, states make decisons regarding clients work and participation
requirements, criteria for exemptions from or extensons of the time limits; receipt of trandtiona services
such as child care and medicd assistance after welfare exit; sanctioning policies; digibility criteria for
Medicaid; and benefits for immigrants. In addition, states can place even more sringent time limits on
clients receipt of cash ad than the five-year limit mandated by the federd legidation. As a conse-
guence, eech gate now runs its own individualized welfare program. Recipients in the four Sites selected
for the Urban Change project are subject to substantialy different rules, procedures, and programs. All

*However, most states now offer more generous financial incentives— that is, income disregards for cal culating
cash welfare benefits— than were previously available.



the states, however, face one new challenge in common: They are being forced under the PRWORA
provisons to work with many recipients who would have been granted exemptions under the previous
welfare-to-work program — including those with hedth, menta hedth, domestic violence, and sub-
stance abuse problems.

Thus far, there have been some encouraging early signs about certain aspects of welfare reform.
In particular, despite the fact that the five-year federd time limit has not yet been reached by those who
were receiving benefits when the legidation was enacted in 1996, the welfare rolls have dropped
sharply, both nationdly and in al 50 states® Nationaly, between August 1996 and December 1999,
welfare casdloads declined by 49 percent (from 12,242,000 recipients to 6,275,000 recipients) (U.S.
Department of Health and Human Services, 2000c). In the four states involved in the Urban Change
study, caseload declines over the same period range from 48 percent in Cdiforniato a high of 68 per-
ocent in Forida.’

Many factors undoubtedly have contributed to these caseload declines, including the strong
economy and greeter availability of jobs, the raise in the minimum wage, new child care subsdies, and
the expansion of the Earned Income Tax Credit (EITC), which isa gpecid tax credit primarily benefiting
low-income working parents.® But welfare reform has aso played a critical role. While time-limit termi-
nations have not yet directly reduced the casdoads in most dates, welfare reform’s emphass on work
has undoubtedly led many to have earnings sufficiently large to make them indigible for cash assstance.
Additiondly, part of the dedline likely reflects a “sgnaing effect” whereby some women leave the wel-
fare rolls before they are actudly required to do 0, because of their awareness of the time limits and
new work and participation requirements or because they want to “bank” ther remaining months of
welfare digibility for later use. Declining casdoads may aso reflect some deterrent effects; that is, mes-
sages about work requirements and time limits may deter some people from applying for welfare.

However, the rapidly declining welfare casdoads have given rise to concerns about recipients
who have remained on the rolls during this era of economic prosperity — in particular, about the barri-
ers they face to employment and about possible strategies for moving them into the labor force. At the
sametime, thereisinterest in the fate of recipients who have left welfare— how well they are managing,
how gable their employment situations are, and how successful they have been in accessng services
that support their trangtion o employment. Of particular interest is access to two key safety net pro-
grams that are rlevant to the hedlth of poor families: food stamps and medicd assstance.

®In several states, however, there are interim-termination time limits that have already goneinto effect. For exam-
ple, in Florida, recipients who are not long-term recipients are allowed to receive cash benefits for only 24 monthsin
any 60-month period; the first group hit the time limit in October 1998, although virtually everyone at that time was
given an extension. Long-term recipients and custodial parents under age 24 who have no work experience and/or no
high school diploma can receive welfare for 36 monthsin a 72-month period in Florida (Quint et a., 1999).

"While caseloads are also declining in urban areas, caseloads are shrinking at a slower pace in cities than else-
where. For example, between 1994 and 1998, casel oads declined by 45 percent in Ohio, but they declined by only 31
percent in Cuyahoga County (Cleveland). Thus, welfare casel oads are increasingly concentrated in urban areas (Cen-
ter on Urban and Metropolitan Policy, 1999).

8Meyer and Rosenbaum (1999, 2000) found that a large share of the increase in employment among single moth-
ers since the mid-1980s can be attributed to the EITC rather than to changes in welfare policies or child care expan-
sions.



The Food Stamp Program was scaled back through severa PRWORA provisons, including
overdl reductions in the caculation of benefits. Also, States can now put certain food stamp rules (for
example, rules about sanctions) in conformance with rules in their cash assstance programs. Neverthe-
less, food slamp benefits have continued as one of the few federa entitlement programs and are consid-
ered a cornerstone of aid to the working poor. During the 1994-1999 period, however, participation in
the Food Stamp Program declined by 33 percent, with most of the decline occurring between Septem-
ber 1996 and September 1997 (U.S. Department of Agricuture, 1999). This reduction in the use of
food stamps has been found to be larger than can be accounted for by the improved economy or wel-
fare reform (Figlio, Gunderson, and Ziliak, 2000). Despite the fact that most former welfare recipients
remain digible for food samps even if they work, it appears that some families leave the Food Stamp
Program when they exit welfare. For example, Zedlewski and Brauner (1999) found that about two-
thirds of former wefare recipients who aso Ieft the Food Stamp Program had incomes within the food
samp digibility range® These and other smilar findings have led to concern and ddliberation about the
nutritional status of poor families leaving wefare.

Similar concerns exig in regard to hedlth insurance. Until the passage of PRWORA, cash assis-
tance and Medicad (the federd program providing hedth insurance to the poor) were linked, and
AFDC families were automaticaly digible for Medicaid. However, in recognition of the fact that most
women who leave welfare for low-wage jobs do not get employer-provided health insurance, Congress
tried to minimize adverse effects of welfare reform on health care coverage by severing the ties between
Medicad digibility and digibility for cash aid under TANF. States are now required to provide Medi-
cad coverage to families who meet income and family structure guidelines that gpplied to the AFDC
program on July 16, 1996, even if those families do not meet their state's new cash assistance criteria™
Thus, there is no time limit for Medicaid benefits — dthough wage-earners qudify only if their incomes
are very low.™ Additionaly, in 1997 Congress passed a magjor hedlth care expansion, the Children’s
Hedlth Insurance Program (CHIP), a voluntary netching program that dlows states to expand hedth
insurance for uninsured children in low-income families

Asisthe case with food slamps, many children and their parents who are digible for Medicad
and CHIP coverage appear not to have enrolled. In 1996, for the first time in about a decade, the num-
ber of peopleinsured by Medicaid declined and has continued to decline, while the uninsurance rate has
increased (Ku and Bruen, 1999), leading to speculation that an unintended consegquence of welfare re-
form is the loss of hedth care insurance for many low-income families. One measure of success in
retaining Medicaid coverage for those leaving welfare is the overdl change in casdoad, combining
Medicaid cases linked to cash benefits and those not so linked. Nationdly, the caseload for nondisabled
adult and child Medicaid cases fell by 5.3 percent from 1995 to 1997, indicating that the increase in
enrollment for noncash cases did not fully offset the loss of enrollees on AFDC/TANF. However, states
varied consderably with regard to this indicator; some states experienced an increase in total Medicad

°For adiscussion of welfare agency practices relating to Medicaid and food stamp benefits for those leaving wel-
fare, see Quint and Widom, 2000.

states have the option of lowering income limits on eligibility to the levels that applied on May 1, 1988.

"n about half the states, parents are ineligible for Medicaid if they earn more than 60 percent of the federal pov-
erty level. Children, however, are eligible for Medicaid at higher income levels, and children’ s eligibility for the Chil-
dren’s Health Insurance Program (CHIP) is even less restrictive.



ied consderably with regard to this indicator; some states experienced an increase in tota Medicad
enrollment despite TANF reductions (for example, Oregon had an increase of 29.5 percent), while
other states had a very sharp decrease. Ohio, one of the four states in the Urban Change study, experi-
enced one of the largest decreases (-18.4 percent), while in Cdifornia the reduction was modest (-2.1
percent) (Ku and Bruen, 1999).

Casdoad declines are partly attributable to the fact that some welfare leavers have earnings that
make them indigible for Medicaid once their transtiond benefits are exhausted (typicaly, 6 to 12
months of medica benefits are available for those who leave welfare for work). However, there is con
cern and preiminary evidence that when a family is terminated from welfare, their Medicaid case is
sometimes closed smultaneoudy, ether because of state adminidrative errors or because recipients are
unaware of the new digibility rules or consder it too difficult or burdensome to submit a separate Medi-
cad gpplication — especidly if the demands of a job compete with the gpplication or recertification
process.” For example, Medicaid adminigirative data from California and Florida indicate that at |east
haf of those leaving welfare lose their Medicaid coverage as well (Ellwood and Lewis, 1999). Garrett
and Holahan (1999) found that, within one year after leaving welfare, only about 25 percent of the
women and 50 percent of the children retained Medicaid, reflecting child-adult differences in digibility
for Medicaid; about one-half of the women and one-third of the children became totally uninsured.™

In summary, anumber of recent policy changes have the potentid to affect poor families access
to food stamps, Medicaid, and cash assistance, which could in turn have implications for their hedth and
hedlth care access. At the same time, hedlth-related issues have implications for the success of the new
policies.

[11. Research Questions and Analytic Approach

A. Key Research Questions and Rationale

The literature linking hedth outcomes to socioeconomic indicators is substantia and consistent,
indicating that people a the high end of the socid hierarchy enjoy considerably better health and longev-
ity than those at the lower end (see, for example, the review by Adler et d., 1994). Thereisdso ample

2In arecent national survey of parents of children eligible for Medicaid, 44 percent of those with uninsured chil-
dren who had failed to apply said that the enrollment office was not open when they were able to go there. Over half
of those eligible (58 percent) did not try to enroll their children because they did not think they would qualify. Fur-
thermore, over 70 percent of parents of both Medicaid-enrolled children (72 percent) and eligible uninsured children
(79 percent) thought that the welfare reformtime limits also apply to Medicaid enrollment (Perry, Kannel, Valdez, and
Chang, 2000).

BHowever, there is some preliminary evidence from Cuyahoga County (Cleveland) that the percentage of former
recipients maintaining Medicaid (and food stamp) benefits after they exit the TANF program isincreasing (Coulton et
al., 2000), suggesting that recipients and/or caseworkers are becoming better informed about eligibility rules. More-
over, arecent (April 2000) directive from the Health Care Fnancing Administration has instructed states to identify
people who have been improperly terminated from Medicaid and to reinstate them. Quint and Widom (2000) present
information on improvements that are being made in the Urban Change sites; however, the initiatives described in
that paper were not in place when the 1998-1999 survey data for the present report were collected.
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evidence that hedth problems are prevaent among welfare recipients (Loprest and Acs, 1996; Meyers,
Lukemeyer, and Smeeding, 1996).

The evidence about the relationship between socioeconomic status (SES)™ and hedlth generdly
suggests that the relationship is monotonic; that is, the higher a person’s SES, the lower the prevdence
of a wide range of hedth problems and early mortdity (see, for example, Marmot, Kogevinas, and
Elston, 1998; Pappas, Queen, Hadden, and Fisher, 1993; Smith and Egger, 1992). Thus, even among
low-income families, it would be expected that systematic differences in hedth are associated with
family resources. However, studies have generally compared familiesliving in poverty with more affluent
families; they have not often focused on hedth variations among disadvantaged families in generd and
welfare familiesin particular. The present report will fill an important gep in the literature about the hedth
problems of people receiving welfare in atime-limited environment. The report focuses on a description
of the hedth-rdated living conditions, physicd and mentd hedth outcomes, and hedlth care of women
who were at different points in the hoped-for trgjectory between welfare receipt and sdf-sufficiency.
The report addresses questions about the extent to which that expected trgectory is consstent with the
life cdrcumstances of the recipients.

Because of the recent landmark changes in wefare policy that could have implications for the
hedth and well-being of poor families — and because hedth problems affect the implementation and
success of that policy — there is a pressing need for timely information regarding the hedth datus,
hedlth behaviors, hedth care access, and hedth insurance of those most likely to be affected. Accord-
ingly, this report will address the following overarching question:

What are the health situations of welfare recipients and former recipientsliving in
large urban areas during this era of welfare reform?

The survey and ethnographic data available from the Urban Change study at this point in time
are cross-sectiond — that is, collected a a single point in time. As a consequence, this report is primar-
ily descriptive in nature, but it is richly descriptive of a highly vulnerable population. The data from the
Urban Change project provide an opportunity to examine the life circumstances and hedlth Stuations of
some of the poorest urban families and to describe the assets, congtraints, and risks that such families
face as they approach the time limits.

For the purpose of the report, “hedth” is broadly defined to encompass such issues as hunger
and food insecurity, housing insecurity, violence and safety, hedlth problems and hedlth behavior, menta
hedlth, drug and acohol use, domestic violence, access to and use of hedlth care services, and hedth
insurance. Child hedlth outcomes are aso described. This broad definition of hedth is conastent with
that adopted by Healthy People 2010 (the nationd initiative for establishing and monitoring hedth priori-
tiesfor the upcoming decade), which has emphasized the need to monitor not only disease and mortdity
but aso the determinants of hedth: “Hedth status can be measured by birth and degth rates, life expec-
tancy, qudity of life, morbidity from specific diseases, risk factors, use of ambulatory care and inpatient

“Socioeconomic status is a composite construct that typically incorporates economic status (income) and social
status (educational attainment and occupation). The three indicators are correlated but not completely overlapping.
Neverthel ess, associations with health have consistently been observed for al threeindicators.
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care, accesshility of hedth personnd and facilities, financing of hedth care, hedth insurance coverage,
and many other factors’ (U.S. Department of Health and Human Services, 2000, p. 23).

In addition to an overall description of hedth outcomes in poor urban families, this report exam:
ines certain factors that account for variation in hedth and hedth care within the Urban Change popula-
tion. In particular, this report for the firgt time examines hedth in four important subgroups defined on
the basis of the women's employment™ and welfare status a the time of the survey interview. The four
work/welfare subgroups are

women who had left welfare and were working (the work-only group)
women who were combining work with welfare (the work-and-welfare group)
women who were receiving welfare and did not work (the welfare-only group)

women who had left welfare and were not working (the no-work, no-wdfare
group)

Each of these groups poses digtinct chalenges to policymakers and wefare staff in relation to
both safety net services and drategies for leaving and remaining off welfare in a time-limited environ-
ment. Recipients hedlth concerns need to be taken into consideration with regard to both policy areas.
Given TANF s work activity requirements, which become more stringent over time,*® informeation about
the link between hedth and employment among low-income mothers could be vauable in understanding
possible obstacles to (or consegquences of) employment.

Although hedlth outcomes and employment status have consistently been found to be correlated,
the relationship appears to be complex. Hedlth problems (of both mothers and their children) are clearly
a barrier to regular employment and to entry into the labor force, both in genera and among welfare
recipients (Riccio, Freedman, and Harknett, 1995; Hershey and Pavetti, 1997; Zedlewski, 1999).
Thus, it is not surprising that employed women have repeatedly been found to be hedlthier than nonem:
ployed women (see, for example, Bird and Fremont, 1991; Ross and Mirowsky, 1995; Waldron and
Jacobs, 1989), with longitudina data suggesting that hedlth problems influence employment status (for
example, Ydin and Trupin, 1999).

Researchers have aso sudied the possble effects that employment has on hedlth. The evidence
to date is not entirdy congstent but tends to suggest that the net effect of employment on women's
hedth is not negative, on average, and may be positive for certain women (Waldron and Jacobs, 1989;
Yelin and Trupin, 1999; Ross and Mirowsky, 1995). However, it is important to note thet the literature

For the purposes of this report, women’s employment status was based on whether they reported being cur-
rently employed for pay at the time of the interview, regardless of whether the job was temp orary or long-term, part-
time or full-time. In recognition of the fact that there is considerable instability in the employment and welfare status
of some poor women, alternative methods of defining the research groups were explored. Thisissue is discussed in
Appendix B.

181n 1997, 25 percent of all recipients were required to participate in work-related activities for 20 hours per week.
By 2002, however, 50 percent of the caseload will be expected to participate for 30 hours per week or more in an ap-
proved work-related activity.



does not appear to have addressed whether women who lose health insurance coverage when they en
ter the |abor force are negatively affected by employment as aresult of diminished accessto hedth care.

In the present study, which is based on cross-sectional data, it will not be possible to draw de-
finitive conclusons about the direction of influence between hedth and employment if such ardationship
emerges. Nevertheless, severd aspects of the study make it possible to make some tentative inferences
about the nature of observed relaionships. In particular, by controlling analyticaly for various back-
ground characterigtics, it will be possble to rule out some competing explanations for observed results.
Moreover, underganding of the link between hedlth and employment will be enhanced through andlyss
of the rich ethnographic data

While causd modeling techniques were not undertaken for this primarily descriptive report, it
should be noted that an overdl heuristic modd, based on the research literature, guided both the con
ceptudization of the andlyses and the organization of the written material. Figure 1.1 presents the mode,
which aso indicates relevant chapters for broad content domains. Note that this modd is smplified and
fals to include numerous variables known to play a role in hedth and in employment. For example,
hedlth is known to be affected by hedth behaviors, genetic factors, and so on, and these are not shown
in the mode. Likewise, employment (versus welfare receipt) is dfected by education, by the economy,
and s0 on. Thus, the diagram only shows presumed links among variables covered in this report. Ac-
cording to this modd, materid hardships such as hunger or unsafe living conditions (which are affected
by family income) have effects on mothers physica and mentd hedth and on the hedth of their children.
Family hedlth, in turn, is presumed to dfect whether the mother is able to work and leave welfare. At
the same time, eanployment can have reciproca — though less direct and probably wesker — effects
on hedth through its influence on family income. Employment and welfare status are also presumed to
have implications for health insurance and hedlth care access. Better access to hedth care is assumed to
affect utilization of hedth care — as do the hedlth problems of both mothers and their children. Hedlth
care utilization, then, is seen as having reciprocd, direct effects with hedth gatus Iliness and hedth
problems lead to higher utilization, but utilization of hedth care leads to improvement in hedth. Again, it
must be emphasized that the modd in Figure 1.1 is not directly tested in this report, athough the con-
duding chapter congders the evidence for some of the presumed links.

In closing, it should be noted that Ste differences in health outcomes were aso explored. While
there were sgnificant Ste differences on many outcomes, there were few coherent patterns with respect
to hedth status. That is, no one Site sood out as having worse-than-average (or better-than-average)
results across dl or even most hedth outcomes. The mgor exception is that women in Miami, where
welfare exits were especidly prevaent, were more likely than women in other sites to be uninsured and
to have hedlth care access problems.!” Appendix C summarizes the magjor site differences in terms of
sample characteristics and health outcomes.™

"Welfare |eavers in Miami had the highest uninsured rate of any site, among both U.S. citizens and noncitizens.
However, in all siteswith immigrants, citizens who left welfare were more likely than noncitizen leavers to have health
insurance.

8Fyture reports will provide in-depth information about the welfare reform stories in each of the four Urban
Changesites.
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B. Data Sources and Analytic Strateqy

As noted, this report is based primarily on two data sources from the Urban Change project.
Fird, survey data from the firgt (1998-1999) round of client interviews with 3,771 former or current
welfare recipients were andyzed. For the purposes of this hedth report, only women who had received
cash welfare benefits a some point in their lives (95.2 percent of those surveyed) were included in the
andyses. The women in the full survey sample who met sanple digibility criteria on the bass of food
stamp (rather than welfare) receipt in May 1995 were excluded so that the two nonrecipient research
groups (that is, women in the work-only group and in the no-work, no-wefare group) would al be wel-
fare leavers rather than a combination of former recipients and never-receivers of wefare® Second, the
report draws on narrative data from the first round of ethnographic interviews with 171 women in the
four dtes, most of whom were nonemployed welfare recipients in 1997-1998, when they were inter-
viewed ®

Because of the primarily descriptive nature of this report, the numbers presented in the tables
summarizing survey group differences are shown without any daidtica adjusments. However, it must
be noted that the four work/welfare research groups are composed of women with szable demographic
differences, as will be discussed in Chapter 2. Therefore, dl the health outcomes presented in this report
were a0 andyzed in relaion to the women's work and welfare Satus, with statistical controls for sev-
erd background characteridtics. In this manner, it was possible to better examine the extent to which
hedlth and hedlth care outcomes were related to the circumstances of the women's work and welfare
satus, rather than reflecting the effects of extraneous characteristics that may have led them to rely on
different income sources. The background characterigtics that were controlled were al ones that “pre-
date’” and could influence the women'’s current labor force status; moreover, they are characteristics that
have been documented as being ones that matter for health: racelethnicity;” age, educationa atainment,
dtizenship datus, presence of children under age 6 in the household, number of children in the house-
hold, and whether the woman was living with a husband or partner. The dte and time elgpsed between
May 1995 and the interview date were also controlled.?

For the vast mgority of hedth outcomes, work/welfare group differences that were satisticaly
ggnificant without regression adjustments remained sgnificant even after these controls were introduced.

9In future reports, the full Urban Change sample will be used to analyze trends over time (that is, changes be-
tween the 1998 and 2001 survey waves). Appendix D presents information about those women in the first survey
sample who had never received welfare, comparing them with ever-receivers of welfare— those on whom the analy-
sesin thisreport were based — for selected background characteristics and health outcomes.

“By the second round of ethnographic interviews, all four of the work/welfare subgroups were represented in
the ethnographic sample.

“Race and ethnicity have well-documented associations with health outcomes. In the Urban Change survey
sample, however, in which over 90 percent of the sample are minority group members, racial/ethnic differences were
not substantial once other characteristics were simultaneously controlled (see Appendix E).

“Time elapsed was controlled because the survey fieldwork was completed over a 13-month period, during a
time when there were welfare and food stamp caseload declines and a continued strengthening of the economy. A d-
ditionally, because the more easily locatable (and presumably less disadvantaged) women tended to be interviewed
earlier in the fieldwork, the “time elapsed” variable could capture important unmeasured variation in health determi-
nants.



Each table has afootnote indicating which, if any, group difference was no longer significant after adjust-
ing for these background characteristics. Appendix E presents full regression models for selected hedth
outcomes, and it summarizes the effects of the background characterigtics on those outcomes.

Ethnographic data were andyzed usng manua content anaytic approaches designed to identify
important themes emerging from the data. These andyses were expected to serve three purposes: (1)
enrich the description of the hedlth of poor, single-parent, urban families; (2) enhance the interpretability
of the survey findings, and (3) provide new ingghts that coud not be gleaned from survey data.

IV. Structure of This Report

The next chapter (Chapter 2) presents basic information about the Urban Change study Stes
and about the characteridtics of the survey sample, including characterigtics of the four work/welfare
research groups. Integrated survey and ethnographic findings are presented in chapters corresponding
to important substantive hedlth issues. As shown in Figure 1.1, Chapter 3 examines the hedth-related
materid hardships of low-income urban women, including such hardships as hunger and food insecurity,
problems with housing safety and qudity, housing insecurity and homelessness, and residence in danger-
ous or undesirable neighborhoods. The subsequent two chapters (4 and 5) summarize findings on the
hedlth satus of the survey and ethnographic samples. Chapter 4 focuses on sdlf-reported physica hedth
gtatus and hedlth behaviors such as smoking. Chapter 5 dedl's with mental hedlth issues, including stress
and depression, substance abuse, and domestic violence. Chapter 6 presents the findings reating to
hedlth care access and insurance coverage for the women and their families, and their hedlth care ex-
penditures and utilization. Child heath outcomes in the Urban Change samples are described in Chapter
7. Chapter 8 focuses on the issue of multiple hedth problems that are potentid barriers to employment
— and to compliance with participation requirements — and examines these barriers in relaion to the
women's experiences as workers (for example, wages, benefits) and as wefare recipients (for example,
sanctions). Chapter 9 summarizes the findings and presents some of their implications for public policy,
including implications relevant to the deliberations on the reauthorization of PRWORA, scheduled for
2002.

-16-



Chapter 2

Overview of the Urban Change Sitesand the Survey Sample

This chapter provides context for the remaining chapters of this report by presenting descriptive
information about the Urban Change sites, including information about selected welfare and related poli-
ciesthat were in effect when the survey and ethnographic data were collected. Mgor background char-
acterigtics of the respondents in the Urban Change survey and ethnographic samples are al so described.

. Description of the Urban Change Sites

A. Demographic Portraits

The four counties participating in the Urban Change study are among the most populous in the
United States, ranking from number 1 (Los Angeles County) to 17 (Cuyahoga County [Cleveland]) in
1990. Trends over time indicate that the populations in Cuyahoga and Philadelphia Counties are on the
decline, whereas Miami-Dade and Los Angeles Counties are among the fastest-growing in the United
States.

The four urban counties have consderable ethnic diversty but show different ethnic petterns.
The mgority of resdents in Cuyahoga and Philadelphia Counties are white, but African- Americans rep-
resented 25 percent and 39 percent of the populations, respectively, in 1990. Los Angeles and Miami-
Dade, by contrast, have large populations of both retive-born Higpanics and immigrants from Spanishr
speaking countries (38 percent and 49 percent, respectively, in 1990). Just under one-third of the res-
dents in Los Angeles County were foreign-born at this time, while 45 percent of those in Miami-Dade
were immigrants.

All four of the sites are characterized by high rates of poverty. In 1993, when the nationa pov-
erty rate was 15 percent, poverty rates in the Urban Change counties ranged from 18 percent (Cuya-
hoga) to 27 percent (Philadelphia). In every ste except Cuyahoga County, the unemployment rate in
1997 exceeded the nationa average.

B. Wedfare and Related Policies

Under the 1996 Persona Responshility and Work Opportunity Reconciliation Act
(PRWORA), dates have greet latitude in designing their own policies relaing to welfare, food stamps,
and medica assstance. For example, states can change wdfare grant levels and place more stringent
time limits on dients receipt of cash ad than the five-year limit mandated by the federa legidation.
States also make decisons regarding clients work and participation requirements, monetary incentives
to encourage clients to work; criteria for exemptions from the time limits; receipt of trangtiond services
such as child care and medicd assistance dter wefare exit; digibility criteriafor immigrants receipt of
sarvices, and digibility criteriafor Medicaid and the Children’ s Hedlth Insurance Program (CHIP).

As a consequence, each state now runs its own individualized welfare program, and, in some
dates, authority has devolved to locd welfare agencies. Recipients in the four Stes sdected for the Ur-
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ban Change project are subject to substantialy different rules, procedures, and programs. Table 2.1
summarizes, for the states where the Urban Change sites are located, the key features of the welfare
and medical assstance palicies that were in effect in 1998-1999 — that is, during the period when the
Urban Change data used in this report were collected. At that time, the most generous program was in
the Cdiforniagte (Los Angeles), where the five-year time limit for receipt of cash aid gpplied only to the
adults on a welfare case, not to the children. Additiondly, of the four Urban Change Sites, Los Angeles
had the highest income digibility limits for adults recelving Medicaid and for children receiving CHIP
coverage, as wdll asthe largest cash grant ($565 for afamily of three — the seventhhighest grant in the
country in 1998)." For qualified noncitizens who immigrated after the enactment of PRWORA, Cadlifor-
nia was, in 1999, one of only two dates to have state-funded “subgtitute” programs for four federa

safety net programs cash wdfare, medica assstance, food assstance, and disability assstance
(Zimmermann and Tumlin, 1999).?

Florida, by contrast, had the most restrictive policies of the four sites— and aso began its wel-
fare reform program earliest, so that time limits went into effect sooner there than in other stes. The Mi-
ami gte has a four-year lifetime time limit for recaving cash benefits. Additiondly, recipients in Florida
are redricted to receipt of cash benefits for no more than 24 months out of any five-year period (36
months if they are long-term recipients or meet other criteria). Thus, some recipients in the Miami Ste
have dready reached interim time limits® Florida aso had the lowest grant level of the four sites (it
ranked thirty-sixth in the country) and low income digibility limits for Medicaid receipt by adults. Findly,
Florida, which has a gzable population of noncitizens, had no state-funded cash or medica assistance
program in 1998-1999 for qudified immigrants who entered the United States after August 1996.

Ohio (Clevdand) and Pennsylvania (Philadelphia) had wefare policies that fell between thosein
Cdifornia and Horida, with the Ohio program tending toward greater restrictiveness and the Pennsyl-
vania program being somewhat more generous. For example, Ohio has established a time limit of three
years, after which time recipients become indigible for aminimum of 24 months, while Pennsylvania has
adopted the federd time limit of five years. Ohio dso terminates Medicaid coverage to sanctioned re-
cipients of Temporary Assstance for Needy Families (TANF) after athird sanction for failure to com+
ply with participation requirements, and there is a food samp sanction for adults not complying with
participation requirements.

'1n 1998, California also had the most favorable “Medicaid generosity” rating of the four sites, based on a scale
developed by the Urban Institute. Among other factors, the scale captures state eligibility expansions beyond feder-
ally mandated populations and the percentage of the population who are below 200 percent of the poverty level and
eligible for Medicaid. The scale ranges from 1 (“most generous’) to 8 (“least generous’). The ratings in the four
states were as follows: California, 4; Pennsylvania, 5; Florida, 6; and Ohio, 8 (Zimmermann and Tumlin, 1999). How-
ever, since the ratings were made, all four states have made efforts to improve certain aspects of their Medicaid pro-
gram.

“Except for certain categories of exempt immigrants (for example, refugees), qualified immigrants (those who are
lawful permanent residents) who entered the United States after August 22, 1996, are barred from federal means-
tested programsfor their first five yearsin the United States.

3At the time of the survey, none of the respondents in the sample had reached the end of her time limit without
receiving an extension. Recipients in Miami were not terminated as a result of reaching the time limits until October
1999.
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Table2.1
Selected Char acteristics of Welfare

Reform Initiativesand CHIP Programsin Effect in 1998-1999

in the Four Urban Change Sites

Cuyahoga Los Angeles Miami-Dade Philadelphia
Provision County County County County
Lifetime time limit on cash
welfare for most families (start
date of limit) 3years(10/97)° 5 years (adults only) (1/98) 4 years (10/96) 5years(3/97)

Exemptions from time limit®

1998 TANF benefit level, family of 3
(state rank) ($)

Age-of-child exemption from
participation regquirements

Pregnancy exemption from
participation requirements

Family cap provisiond
Sanctions if children not immunized
Full-family sanctior®

Adoption of Family Violence Option'

None yet established Disabled parent; those caring
for disabled household member;
domestic violence victims

362 (29) 565 (7)

Single parents with Parents with child under
child under 6 months 1year
No If pregnancy precludes work

No Yes

No Yes

Yes No

No! Yes

Disabled parent; those
caring for disabled
household member

303 (36)

Single parents with
child under 3 months

No
Yes®
Yes

Yes

Yes

None yet established

421 (22)

Single custodial parent
with child under 1 year;¢
parents caring for child

under age 6, without child care

No

No

No’
Yes

Yes

(continued)
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Table 2.1 (continued)

Cuyahoga Los Angeles Miami-Dade Philadelphia
Provision County County County County
State-funded programs for qualified immigrants
after 8/96 during 5-year ban:X
TANF/cash benefits No Yes No Yes
Food assistance Yes Y es (as of 10/99) No (as of 10/98) No
Medicaid No Yes No Yes
Transitional Medicaid (months) 12 12 12 6'
Income digibility limitsfor single
parents receiving Medicaid,” 1998 ($) 11,664 21,456 9,648 9,618
Medicaid coverage terminated for
TANF sanction Yes (for 3rd sanction)" No No No
Upper eligibility for CHIP as percentage 150 250 200 200
of federal poverty line®
Food stamp penalty for TANF sanction YesP Yes Yes? No
(continued)

SOURCES:. MDRC calculations from the Urban Change Respondent Survey; Quint et al., 1999; State Policy Documentation Project, 2000 (www.spdp.org);

Zimmerman and Tumlin, 1999; Tom Brock, persona communication; Raphael and Haennicke, 1999; Families USA Foundation, 1999; Health Care Finance
Administration, 2000 (www.hcfa.gov); and People’ s Guide (www.peopl esguide.org).

NOTES: 2After receiving benefits for 36 months, afamily isineligible for 24 months. After that period, if the agency determines that good cause exists, the family

may be eligible for an additional 24 months.

bExemptions refer to circumstances when a month of assistance does not count for purposes of the time limit. The table does not list all exemption criteria but
only those in place as of October 1999 that were relevant to the Urban Change population (for example, California also grants an exemption for elderly caretakers

who are age 60 or older).
¢For amaximum of 12 months, lifetime.

9A family cap entails the partial or full denial of cash benefits to a child conceived while the mother is on welfare.
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Table 2.1 (continued)

eFor children born within 10 months of initial welfare receipt, the policy provides “limited” additional benefits: 50 percent for the first child and no benefits for
each additional child.

fAlthough sanctions for school attendance and immunization are included in the state plan, regulations for these provisions have not yet been devel oped.

9The family’ s entire cash grant is withheld until the adult regains compliance.

hBefore an adult reaches 24 months of welfare receipt (the “work-trigger” time limit), only the adult is sanctioned for noncompliance. After the 24-month point,
the entire family is sanctioned.

The Family Violence Option (based on the Wellstone-Murray amendment of PRWORA gives states the option to waive work requirements for victims of
domestic violence.

ICounties in Ohio have the option of offering limited relief to domestic violence victims.

kExcept for exempt immigrants (for example, refugees), immigrants who are lawful permanent residents and entered the United States after August 1996 are
barred from federal means-tested programs for five years after entering.

'Six months of medical coverage is available, regardless of income; up to 12 months of medical coverage is available for households whose earned income is at
or under 185 percent of the federal poverty level ($13,650 for afamily of three in 1998).

mAnnual income limits are based on afamily of three with one wage-earner. These state income limits take into account earnings disregards for parents receiving
Medicaid who have worked for 12 months or more. Income limits assume that earnings are the only source of income and that recipients are single-parent families.

"The recipient (but not her children) is terminated from Medicaid when facing a third sanction (unless pregnant); Medicaid benefits can be regained after
compliance with TANF rules.

°Policieswere in effect from October 1998 to September 1999. In 1998, the federal poverty level for afamily of three was $13,650.

PThe adult loses food stamps for one month for the first sanction, for three months for the second sanction, and for six months for the third sanction.

9The entire family loses food stamps for one month for the second sanction and for three months for the third sanction.



Table 2.2 shows that the four Urban Change states dso differed with regard to changes in wel-
fare, food stamp, and Medicaid casel oads. Between August 1996 (when PRWORA was passed) and
August 1998 (roughly the time when the Urban Change survey data were being collected), state
caseloads across dl states declined, but declines in Florida were especialy steep (53.6 percent). Cali-
fornia, which had by far the largest casdload in 1996, had the lowest rate of decline of the four Sates
(24.4 percent). It should be noted that the patterns of decline in welfare casdoads a the county level
are amilar to statewide patterns, that is, declines have been sharpest in Miami-Dade County and small-
est in Los Angdles County. However, consstent with the fact that casdoads in large urban areas are not
shrinking as quickly as esewhere, in dl four sites the county declines lag well behind statewide figures.*
And, asindicated in Table 2.2, the four urban counties have digproportionate shares of their state’ s wel-
fare casdload, and their shares are growing.

Table 2.2 adso shows that both food stamp and total Medicaid participation rates aso declined
in dl four states, but not in a pattern that pardleed declines in cash assstance. Cdifornia (and Ohio)
had the sharpest food stamp declines, yet Cdifornia had the smalest change in the total number of
nonelderly Medicaid cases.

Hedlth outcomes for the four Urban Change stes are examined in Appendix C of this report,
and these analyses suggest that state policies do have some implications for health outcomes.” In brief,
women in Miami, where declines in wefare caseoads were sharpest, were nmost likely to have exited
welfare and were most likely to have health care access problems, such asalack of hedth insurance.

C. Health-Rdated Characteristics of the Sites

Table 2.3, which is based on data from the Neighborhood Indicators component of the Urban
Change project, presents sdlected hedth characteristics of resdents in the four Urban Change Sites in
1996. For each of the Sx characterigtics, the table presents information both for the entire county and
for the specific census tracts from which the Urban Change survey sample was drawn.® Generdly
gpesking, of the four Stes, the resdents of Philadelphia County had the highest percentage of hedth
related problems; they had the highest rates of infant death, low-birthweight infants, teenage births, su-
cides, and homicides. Of the four countiesin the study, Los Angeles had the lowest rates on these hedlth
measures, with the exception of the homicide rate.

As might be expected, however, given the sampling criteria for this study, there was generdly a
higher prevalence of hedth problems in the census tracts from which the survey sample was drawn than
in the counties overdl. In some cases, the within-gte differences were substantial. For example, the
homicide rates in some Stes were more than twice as high in the slected census tracts than in the
county overdl (for example, 255 and 8.9 per 100,000 population, respectively, in Cleveland).

“Between 1994 and 1999, county and state welfare declines were as follows: Cuyahoga County, 45.8 percent,
Ohio, 57.5 percent; Los Angeles County, 23.8 percent, California, 28.7 percent; Miami-Dade County, 51.6 percent,
Florida, 67.1 percent; and Philadel phia County, 36.2 percent, Pennsylvania, 49.6 percent (Allen and Kirby, 2000).

°A recent paper examined variation in state welfare policy in relation to declines in state health insurance. It was
found that diversion policies that were designed to deter would-be applicants from applying for welfare benefits were
associated with Medicaid declines and with increases in being uninsured (Chavkin, Romero, and Wise, 2000).

®Asexplained in Chapter 1, the survey was drawn from census tractsin which either the poverty rate exceeded 30
percent of households or the welfare rate exceeded 20 percent of households.



The Project on Devolution and Urban Change

Table2.2

Selected | nformation on Caseloads of States and
Countiesin the Urban Change Project

Cuyahoga LosAngees Miami-Dade  Philadelphia
Characteristic County County County County
Number of AFDC/TANF recipients (state),
August 1996 (thousands) 549.3 2,581.9 533.8 531.1
State welfare casel oad decline, 1996-1998 (%) 411 24.4 53.6 337
County's share of state welfare caseload, 1994 (%) 19.0 34.0 22.0 39.0
County's share of state welfare caseload, 1999 (%) 25.0 37.0 32.0 49.0
County's share of state population, 1999 (%) 12.0 28.0 14.0 12.0
Number of food stamp recipients (state),
August 1996 (thousands) 988.0 3,076.1 1,356.1 1,088.3
State food stamp casel oad decline, 1996-1998 (%) 30.7 30.7 29.8 194
Number of adult and children Medicaid enrollees,
cash and noncash cases (state), 1997 (thousands) 793.1 3,830.2 995.9 945.1
Percentage decline in state Medicaid casel oads,
1995-1997 (%) 18.4 21 111 7.0

SOURCES: MDRC calculations from the Urban Change Respondent Survey and the Urban Change Neighborhood Indicators
database; U.S. General Accounting Office, 1999, Table I1.3; Ku and Bruen, 1999, Table 2; and Allen and Kirby, 2000.
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Table2.3

Selected Health Care Characteristics

of the Four Urban Change Sites,

Countywide and Urban Change Survey Census Tracts

Cuyahoga Los Angeles Miami-Dade  Philadelphia

Characteristic County County County County
Infant deaths per 1,000 births, 1996

Countywide 10.0 59 6.0 12.1

Urban Change survey census tracts 16.1 56 82 15.2
L ow birthweight babies as per centage of live births, 1996

Countywide 9.3 12 7.7 11.7

Urban Change survey census tracts 135 7.1 10.6 13.7
Birthsto teenage mother s as per centage of live births, 1996

Countywide 132 121 12.1 18.3

Urban Change survey census tracts 26.1 17.3 22.3 235
Per centage of mothersreceiving late or no prenatal care, 1996

Countywide 710 n/a? 79.6 66.5

Urban Change survey census tracts 52.2 78.3 64.7 61.1
Suicide rate per 100,000 population, 1996

Countywide 10.2 10.2° 10.6 12.7

Urban Change survey census tracts 126 53 13.3 11.8
Homicide rate per 100,000 population, 1996

Countywide 8.9 19.1° 15.0 26.4

Urban Change survey census tracts 255 28.3 305 41.9

SOURCES: MDRC calculations from the Urban Change Respondent Survey and the Urban Change Neighborhood Indicators

database; L os Angeles Countywide data from the State of the County Report: Los Angeles 1998-99.

NOTES:

3Prenatal care datafor Los Angeles County are not available at thistime.

®_os Angeles County homicide and suicide rates are for 1995,



In summary, then, the Urban Change sample was drawn from neighborhoods with higher-than-average
hedth-related problems,

. Description of the Urban Change Survey Sample

As noted in Chapter 1, much of this report is based on in-person interviews with a sample of
3,771 current or former welfare recipients in the four Urban Change Sites. This section describes the
characteridtics of these women, who were interviewed in 1998-1999, as well as some characteristics of
their children. It should be emphasized that the Urban Change survey sample is not a representative
sample of wefare recipients or former recipients. The women in this sample were living in cities with
high rates of poverty, and they were specificaly sampled from neighborhoods that are among the poor-
e in those cities. However, as previoudy noted, in 1999 some 14 percent of al welfare recipientsin
the United States lived in the four counties included in this study.

A. Characterigics of Women in the Work/Wéefare Groups

Mogt of the andyses in this report examine the reationship between hedth-related outcomes
and the women's work and wefare satus at the time of the survey interview. For the ssmple as a
whole, one-third (33.0 percent) were in the work-only group, 16.6 percent were working and on wel-
fare, 39.0 percent were nonworking recipients, and 11.4 percent had neither work ror welfare as an
income source. This means that 29.9 percent of al current welfare recipients were employed at thetime
of the interview; this relatively high percentage of employed recipients presumably reflects the more
generous financia incentives now in place to encourage recipients to work.” Among welfare leaversin
the Urban Change sample (that is, the work-only group and the no-work, no-welfare group), 74
percent were employed.®

Figure 2.1 presents information about the distribution of the work/wefare research groups in the
four Stes. As this figure shows, women from Los Angeles were disproportionately likely to be in the
two current welfare groups (69.0 percent), and those in Miami were least likely to be in ether of these
groups (45.1 percent). (However, Los Angeles had the highest percentage of current recipients who
were  working — 245 percent, compared with a low of 142 pecent in

"State policies with regard to earned income that can be disregarded for the purpose of determining arecipient’s
eligibility and grant amount vary across the four sites. For example, in Philadelphia, 50 percent of earned incomeis
disregarded; in the other three sites, the disregard is a fixed dollar amount (for example, $225 in Los Angeles) plus50
percent of the remainder.

®This rate of employment is somewhat higher than has typically been reported in welfare leaver studies; for ex-
ample, estimates of employment in the fourth quarter after exit ranged from 48 percent to 62 percent in 10 separate
leaver studies (U.S. Department of Health and Human Services, Office of the Assistant Secretary for Planning and
Evaluation, 2000). However, the higher rate in the Urban Change sample could reflect that fact that in the present
study the timing of welfare exit was not fixed; for example, some leavers could have left welfare two or three years
before the interview.
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Figure2.1
Work/Welfare Status, by Site
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Philadelphia) In Miami, twice as many women as in Los Angeles (16.7 percent versus 8.3 percent)
were former recipients who were not working.® However, Miami (and Cleveland) aso had the highest
percentage of women who had left welfare and were currently employed. Site differences in the distri-
bution of women in the four work/welfare groups were datisticaly sgnificant. (Information about Ste
differencesin the women's background characterigticsis presented in Appendix C).

Table 2.4 shows that, among the sample as a whole, most women are minority-group single
mothers who had, on average, 2.4 children living with them at the time of the interview. Just under half
the women had at least one child younger than age 6. Women in the sample ranged in age from 18 to
49, with an average age of 33.7. Nearly 70 percent of the women are African- American, and about 25
percent are Hispanic.’® Almost half the sample (45.8 percent) lacked a high school diploma or equivar
lency certificate, compared with 12.4 percent of women age 20 to 44 nationdly in 1999 (U.S. Bureau
of the Census, 2000b). On average, in the month prior to the interview, the women in the sample had a
total family income of $1,277 (including food stamp and welfare benefits but not the Earned Income Tax
Credit, or EITC),** which trandates to an annudized income of just over $15,000 per year.

The four work/welfare groups were different in a number of important respects, in addition to
differences in ther digtribution by ste. Table 2.4 shows that women in the two welfare recipient groups
were subgtantialy less likely to be married or living with a partner than women in the two welfare leaver
groups.*? Women till on welfare, working or not, aso had more children (and younger children) than
former recipients, and they were more likely to be pregnant. Taken together, the data suggest that
women who continued to receive welfare had a greater burden of parenta responsihbilities than women
who had |eft welfare.

While women in both working groups had better education credentials than those in the two
nonworking groups, the women whose education backgrounds appear to be best suited to employment
were, in fact, the women who had left welfare and were working. About 70 percent of these women
(compared with haf or less in the other three groups) had graduated from high

°ooked at the other way, 35 percent of the women in the no-work, no-welfare group were from Miami, compared
with only 18 percent from Los Angeles. Some 36 percent of those who combined welfare and work were from Los
Angeles, and 19 percent were from Miami.

191t should be noted that the ethnic distributions of the Urban Change sample do not reflect the ethnic distribu-
tion of the counties overall or of the county welfare caseloads, because the sample was selected from the poorest
census tracts, where minorities are overrepresented. For example, in Cleveland approximately 47 percent of all welfare
recipients are African-American, while in the Urban Change sample about 80 percent of respondents are African-
American.

Hgpecifically, total family income in the prior month included income of all family members from any of the fol-
lowing sources: earned income; welfare benefits; food stamp benefits; child support; disability income (for example,
Supplemental Security Income, or SSI); pensions; cash assistance from someone outside the household; and such
other sources as unemployment benefits and rental income. Not included in the calculation were the EITC, housing
subsidies, or the cash value of Medicaid or other health insurance.

2According to administrative records, in May 1995 none of the women was married; the sampling criteria speci-
fied that only single women were to be included in the survey sample. Some women undoubtedly got married be-
tween May 1995 and the date of the interview, but the administrative records for some women may also have been
incompl ete or erroneous.
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Table2.4

Selected Characteristics of the Urban Change

Respondent Survey Sample, 1998-1999,
by Work and Welfare Statug’

Full Working, Not Working, Not Working, Not Working,
Characteristic Sample onWedfare on Welfare on Welfare Not on Welfare
Average age 337 *** 333 32.8 338 354
African-American (%) 68.3 ** 66.9 72.2 69.5 62.1
Hispanic (%) 245 * 24.7 21.4 24.2 295
White, not Hispanic (%) 5.4 ** 6.6 46 4.1 75
Not a U.S. citizen (%) 9.7 104 8.1 9.1 121
Married, living with spouse (%) 8.8 *** 144 2.7 3.6 19.2
Living with partner, unmarried (%) 10.1 *** 136 89 7.6 10.0
Average household size (%) 44 4.1 44 4.5 4.2
Average number of own childrenin
household 2.4 **x* 21 26 2.7 21
Has no children in household (%) 4.3 *** 50 14 2.0 125
Average age of youngest child 6.8 *** 7.3 6.1 6.2 7.9
Child under age 6 in household (%) 47.1 *** 427 53.0 50.6 39.3
Does not have diploma or GED (%) 458 *** 309 495 54.9 52.6
Has diploma or GED (%) 36.1 *** 425 33.8 32.2 34.0
Has some college credit (%) 18.1 *** 26.7 16.7 129 135
Ever employed, prior 12 months (%) 66.5 *** 100.0 100.0 27.3 38.2
Received welfare, prior 12
months (%) 67.7 *** 255 100.0 100.0 32.3
Average household income, past
month® ($) 1,276.63 *** 1,732.65 1,391.04 935.86 1,014.96
Samplesize 3,765 1,240 626 1,468 431
Percentage of sample 100 329 16.6 39.0 11.4

(continued)

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used data for all sample membersin the 1998-1999 Urban Change Respondent Survey
who were or had previously been welfare recipients. The sample sizesfor individual outcomes may fall short of the
reported sampl e sizes because of missing or unusable items from some interviews.



Table 2.4 (continued)

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, al the group
differencesin this table remained significant except that The characteristics included site, age, educational attainment,
race/ethnicity, citizenship status, marital/partner status, presence of a child under age 6, number of childrenin the
household, and time elapsed between May 1995 and the interview date.

aWomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work
and welfare status at the time of the interview.

bTotal income of the immediate family includes food stamp benefits but does not include Earned Income Tax Credits
(EITCs).



school or had a Generad Educationd Development (GED) certificate. More than twice as many women
in the work-only group (26.7 percent) as in the welfare-only group (12.9 percent) had some college
credits Women in the two groups of nonemployed women were more likely than working women to
say they had problems converang in English.

A noteworthy percentage of women in the welfare-only group (17.8 percent) said they had
never worked for pay. However, substantid minorities of nonworking women (27.3 percent of those in
the welfare-only group and 38.2 percent in the no-work, no-welfare group) had been employed a
some point in the 12 months prior to the interview.*® Similarly, many of the women not currently receiv-
ing wefare had received welfare at some point in the prior year: 25.5 percent of those in the work-only
group and 32.3 percent of those neither working nor on welfare were fairly recent welfare leavers.

The four research groups differed consderably in terms of family incomes. The average tota
family income in the month prior to the interview for those in the work-only group was nearly twice as
high as that for women in the wefare-only group. Annudized, ther total family income in the prior month
trandates to an average of nearly $21,000 in the work-only group and just over $11,000 in the welfare-
only group. Women in the no-work, no-wefare group had total family incomes only dightly better than
those in the welfare-only group — an average of about $12,000 annually. Women who worked but
received wefare were better off financidly than recipients who did not work, with an average annudized
total income of just under $17,000. Note that these figures include food stamp benefits but do not in-
clude the vadlue of Medicaid for those recelving it.

In summary, despite the fact that virtudly al the women in the Urban Change survey sample
were economicaly disadvantaged, the four research groups nevertheess differed not only in terms of
income sources but adso in terms of credentids, circumstances, resources, and experiences, which could
have implications for their hedth. In particular, women in the work-only group were substantialy less
disadvantaged than those in the other groups — and, especidly, than those in the welfare-only and the
no-work, no-welfare groups.

B. Employment Characteristics of Women Who Worked

The two groups of women who were working at the time of the interview had quite different
employment experiences, as shown in Table 2.5. In generd, women in the work-only group werein
better employment situations than women who combined work and welfare.

Currently employed women had held their job from less than one month to over 20 years. On
average, women in both groups had worked a fairly long time in their current job — 26.2 months. Al-
though the two employed groups did not differ in average number of monthsin their current job, women
who combined work and welfare were sgnificantly less likely than those workers who had left welfare
to have held their job for more than one year (39.5 percent versus 59.2 percent, respectively).

BAs previously noted, the instability of the women’s employment and welfare status was a concern in defining
the four research groups. Appendix B addresses thisissue and provides arationale for the definition used.
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Table2.5

Employment-Related Characteristics of Women
Who WereWorking at the Time of the Interview,

by Welfar e Receipt
All Working Working, Not Working,
Characteristic Women on Welfare ~ onWelfare
Job longevity
Average number of months at current job 26.2 25.7 22.8
Longevity in current job: less than 3 months (%) 16.6 *** 15.6 28.2
Longevity in current job: 3-12 months (%) 290.7 ** 25.3 323
Longevity in current job: more than 12 months (%) 53.7 *** 59.2 395
Hoursworked
Average number of hours of work per week 35.1 *** 375 30.3
Works 30 hours or more per week (%) 72.1 *** 84.1 59.7
Hourly wage
Average, before taxes ($) 7.62 *** 7.99 6.85
Lessthan $5.15 (%) 13.3 *** 95 21.0
$5.16 - $7.50 (%) 46.0 *** 431 52.0
More than $7.50 (%) 40.6 *** 474 26.9
Benefitsof current job (%)
Sick/personal days with pay 43.3 *** 53.0 21.6
Paid vacation 51.9 *** 61.4 30.6
Medical benefits for respondent 445 *** 54.7 21.6
Medical benefits for her children 34.9 *** 437 155
Training/tuition reimbursement 242 *** 311 9.1
No fringe benefits 45,0 *** 285 60.1
Schedule
Maintains a fixed schedule at current job (%) 68.3 *** 72.6 59.7
Transportation
Average number of minutes to commute to work 27.5 274 27.8
Uses public transportation to get to work (%) 33.8 *** 30.7 40.2
Drives own car to work (%) 39.6 *** 46.8 258
Samplesize 1,866 1,240 626
(continued)

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used data for al sample membersin the 1998-1999 Urban Change
Respondent Survey who were or had previously been welfare recipients. The sample sizes for individual
outcomes may fall short of the reported sample sizes because of missing or unusable items from some

interviews.
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Table 2.5 (continued)

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was
applied to test the significance of group differences. Statistical significance levels are indicated as *
(.05), ** (.01), or *** (.001).
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Although a mgority of women in both groups were working full time (30 hours or more per
week) a the time of the interview, working welfare recipients were less likely than working welfare
leavers to have full-time jobs (59.7 percent versus 84.1 percent), and they were dso lesslikdly to have
jobs with fixed schedules. The average hourly wage reported in the survey was $7.62 per hour, but
working welfare recipients earned sgnificantly less per hour than former re cipients. About 20 percent
of the working welfare recipients, compared with only 9.5 percent of the women in the work-only
group, earned less than $5.15 per hour — the minimum wage when the interviews were conducted.
Some 47.4 percent of the working wefare leavers (but only 26.9 percent of the working recipients)
earned over $7.50 per hour in their current job.** Because of differences in both hours worked and
hourly wages, the earnings of the two groups of working women differed consderably. In the month
prior to the interview, the average reported earnings of working recipients was $605, while women in
the work-only group had average persona earnings of $1,054.

The Work-Only Group

Most women in the work-only group (42.5 percent of the sample) were high school graduates.
They tended to be single mothers with one or two, typicaly school-age, children. The mgority
were working full time in jobs that paid above the minimum wage and that offered at least one
fringe benefit. Most women in this group had been working in their current job for more than 12
months. Their total annual family income from all sources was estimated to be about $21,000.

TheWork-and-Welfare Group

Women who combined work and welfare (16.6 percent of the sample) were as likely not to
have a high school diploma as to have one. These women are predominantly minority-group sin-
gle mothers who were caring for two or more children; most had a preschool-age child living
with them. Only about haf had full-time jobs, and more than haf were in jobs with no fringe
benefits. Most acknowledged that they were subject to the welfare agency’s work require-
ments. Their total family income in the month prior to the interview would trandate to an annua
income of under $17,000 per year.

“For afamily of three, an hourly wage of $7.50 per hour in a 35-hour-per week job would be just at the 1998 pov-
erty level ($13,650 annually).



Moreover, women in the work-only group were substantialy more likely to be in jobs that of-
fered fringe benefits. Overal, 55.0 percent of the working women had at least one fringe benefit; but
former welfare recipients (61.4 percent) were substantialy more likely than those sill on welfare (30.6
percent) to be working in ajob with benefits, including paid vacation and sick pay. More than twice as
many working welfare leavers as working recipients had employer-provided medica benefits for them:
selves and their children. Nevertheless, despite the fact that amgority of women in the work-only group
had been employed for over ayear in ther current job, only about haf had employer-provided hedlth
insurance for themselves, and fewer than half (43.5 percent) had such insurance for their children.™

Both groups of working women reported that it took them an average of just under ahaf hour
to get to work each day, but their modes of trangportation differed. Overdl, about one-third of em+
ployed women took public transportation, but those in the work-and-welfare group were especidly
likely to do so, while women in the work-only group were much more likely to drive their own car to
work.

Ovedl, then, the women who worked and no longer relied on wefare had substantidly better
job situations than those who combined work and welfare — they had better-paying jobs, most had
fixed schedules; and they were more likely to have such fringe benefits as sick pay, paid vacations, and
hedlth insurance,

C. Wdfare-Rdated Char acteristics of Welfar e Recipients

The Wdfare-Only Group

Most nonworking women who were gtill on welfare (39.0 percent of the sample — the largest
group) were not high school graduates. They were aimost all single mothers, and about half had
three or more children, at least one of whom was a preschooler. Few had worked for pay in the
prior year. Only about half reported that they were subject to the welfare agency’ s work or par-
ticipation requirements. More than one out of four said they had been sanctioned by the welfare
agency in the previous 12 months. This was the poorest of the four groups, with total family in-
come in the prior month annualized to be, on average, about $11,000.

Wedfare-rdated characteristics of the two groups of women currently receiving cash ad a the
time of the interview were also examined, and these are shown in Table 2.6. More than hdf the recipi-
ents in the survey (55.3 percent) reported that they were subject to work or participation requirements
as a condition of welfare receipt (or were working aready and thought that this “exempted” them).
Women who worked were sgnificantly more likely to acknowledge this requirement (65.7 percent) than
those who did not work (51.0 percent). The primary reasons reported for their exempt status

>Among those women who were working full time in jobs they had held for at least one year, 34.8 percent of the
former recipients and 62.7 percent of the current welfare recipients did not have personal health insurance as afringe
benefit (not shown).
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Table 2.6

Welfare-Related Characteristics of Women
Who Were Receiving Welfareat the Time of the Interview,
by Employment Status

All Welfare Working, Not Working,
Characteristic (%) Recipients on Welfare on Welfare
Requirements and rules
Is subject to work or participation requirements 55.3 *** 65.7 51.0
Ever sanctioned for not following welfare agency rules,
past 12 months 29.8 ** 338 281
Treatment by welfar e staff
Gets personalized attention from case manager 32.6 30.1 33.7
Pushed by welfare staff to get ajob quickly 50.5 53.8 49.2
Urged by case manger to get education or training 33.8 347 334
Urged by case manager to bank months for later 14.8 ** 18.0 134
Knowledge of new rules
Knows medical benefitswill continue if she leaves welfare
for work 51.1 54.2 49.8
Knowsthereisatimelimit for cash welfare benefits 75.5 75.7 754
Of those knowing time limit:
Believes welfare agency will likely cut her off at time limit 89.7 91.6 89.0
Thinkstime limit is fair 46.6 47.3 46.3
Started education/training because of time limit 38.1 *** 311 411
Took ajob because of time limit, but preferred staying home 19.0 *** 282 15.0
Samplesize 2,094 626 1,468

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used datafor all sample membersin the 1998-1999 Urban Change Respondent Survey
who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the reported
sampl e sizes because of missing or unusable items from some interviews.
Rounding may cause slight discrepancies in sums and differences.
The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).



was their own hedlth or the hedth of another family member (14.4 percent of recipients) and either be-
ing pregnant or having a young child (9.3 percent) (not shown). Recipients who did not work were
more likely to report these exemptions than those who were working.*®

About one-third of the women in both groups had had a sanction imposed for some type of
noncompliance. Working recipients were somewhat more likely to say that they had been sanctioned at
least once in the previous year for not following the welfare agency’s rules — possbly reflecting thar
higher rate of having participation requirements that would expose them to sanctions.

Whdfare recipients were asked about their treatment by welfare staff. About one-third of the
women (both working and nonworking) felt that they got personaized attention from their case manag-
ers, and a similar percentage said that case managers urged them to get more education or training.*’
Just over haf (53.8 percent) of the recipients said that the welfare agency had pushed them to get ajob
quickly, but women who worked were somewhat more likely to have said this. A higher percentage of
the women who combined work with welfare (18.0 percent) than those who did not work (13.4 per-
cent) aso said that they had been urged to “bank” their months of welfare digibility for later use (that is,
to leave welfare and save their remaining months of digibility), which is conastent with the fact that they
would have been receiving reduced welfare checks as a result of their employment.

Current recipients were aso asked about their knowledge of new welfare rules that came into
effect as a result of PRWORA. Only about haf the recipients knew thet if they left welfare for work
they would continue to be digible for Medicaid as a trangtiond benefit; a dightly higher percentage of
working women knew about trangtiona medica assstance. Mogt (but not al) recipients knew that
there are now lifetime time limits for welfare receipt (76 percent).® Among those who knew about time
limits, the vast mgority (89.7 percent) believed that the welfare agency would, in fact, cut them off when
they reached their limit, and approximately half thought that the time limit is fair. About 20 percent of the
women who knew of the time limit said that they did not know how much time was left on their clock
(not shown). Some women acknowledged that the time limit had affected their behavior, adthough the
effects were different for the two welfare groups. Nonemployed recipients were more likely than those
who worked to say that they had started an education or training program because of the time limit
(41.1 percent versus 31.1 percent). However, employed women were nearly twice aslikely to say that
they had taken a job because of the time limit even though they would have preferred to stay home
(28.2 percent versus 15.0 percent).”® In summary, a the time of the surveys (1998-1999), not all
women gopeared to be aware of the particulars of the new welfare programs, but some of those who
were aware had been prompted by the new policy to make changesin therr lives.

Many of the remaining women who reported that they were not required to participate in work-related activities
indicated that they did not know why they were exempt (11.3 percent).

Ysurprisingly, women who did not have a diploma or GED certificate were no more likely to report such encour-
agement than women who did.

B\Welfare leavers in the work-only group were as likely as recipients to know about the time limit, but only 67.3
percent of women who were neither working nor receiving welfare knew about time limits. Fewer than half (about 45
percent) of the women in the two groups of former recipients said they knew about transitional Medicaid.

Presumably the women who were not working but said they had taken ajob because of the time limit meant that
they had taken ajob but then had either quit or were let go.



D. Characterigtics of Women Neither Working nor on Welfare

The No-Work, No-Welfare Group

Women who were neither on welfare nor working (11.4 percent of the sample) were more likely
to be married than women in the other groups, and they were aso most likely not to have any
children living with them. Additiondly, their children tended to ke older. The mgjority had not
worked for pay at al in the prior year, and most had not collected any welfare benefits in that
period. Only a smal minority reported no source of income in the prior month. The most impor-
tant income source was from the paid employment of another household member. This group
was nearly as disadvantaged financially as the welfare-only group, with an estimated total annua
income of about $12,000.

The group that is perhgps most difficult to characterize is women who had left welfare but who,
at the time of the interview, were not working. The mgority of women in this group (67.6 percent) had
not received welfare at any time in the previous year, according to their sdf-reports; however, about
one out of five (21.3 percent) said that they had regpplied for welfare in the previous 12 months and
had been turned down (not shown in tables).”

As Table 2.7 shows, only a handful of women (4.1 percent of those in the “neither” group) said
that they had no source of income in the month prior to the interview. Thus, women in this group had
aternative sources of support, and these sources differed depending on whether the woman was mar-
ried or not. Less than 1 percent of married or cohabiting women had no income in the prior month,
compared with more than 5 percent of the women without partners.

For the no-work, no-welfare group overdl, 17.7 percent reported that they had earningsfrom
employment in the prior month, meaning that they had lost or quit ajob within the past 30 days, and 8.6
percent had lost welfare benefits during the same period. Women who were not married were more
likely than those who were married to have gotten income in the previous month from a penson (Socid
Security Adminigiration, or SSA), cash welfare, or cash assstance from someone outside the house-
hold. For the group as a whole, the earnings of other household members was the most frequently cited
source of family income, reported by 423 percent of

“|n response to a question about why they had exited welfare, 31.1 percent reported leaving either because they
got ajob or because their earnings increased; women who had left in the past year were no more likely than those
who had |eft earlier to cite this as the reason for their departure. (Note, however, that these women were no longer in
the jobs that had resulted in their welfare exits.) Nearly one out of five (18.3 percent) women in this group indicated
that they had left welfare because of a compliance issue; that is, they had failed to appear for an appointment, to par-
ticipate in required activities, to turn in required paperwork, and so on. Recent |eavers were far more likely to cite a
compliance issue (31.8 percent) than women who had left welfare more than one year earlier (12.1 percent). By con-
trast, recent leavers were less likely than earlier leaversto say they had left welfare as a result of marriage or moving
in with apartner — 4.5 percent versus 10.4 percent, respectively.
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Table 2.7

I ncome Sour ces of Women Neither Working
nor on Welfare at the Time of the Interview,

by Current Marital Status

All Other Marriedor Not Married or All Women Neither
Outcome, Month Prior to Interview (%) Women Cohahiting Cohabiting Working nor on Welfare
No reported source of income 0.6 *** 0.9 5.4 4.1
Own sour ces of income
Paid employment 54.2 *** 15.9 185 17.7
Cash welfare benefits 59.0 *** 3.0 111 8.6
Child support 10.2 12.1 155 14.5
Disability income, SSI 7.8 *** 10.6 18.2 159
Social Security, SSA 2.4 **x* 3.8 91 75
Cash from others outside household 82* 6.1 14.8 121
Income of othersin household
Paid employment 20,6 *** 72.7 21.2 423
Cash welfare 4.7 3.8 6.0 53
Disability income, SSI 74 * 7.6 11.3 10.1
Social Security, SSA 4.6 *** 53 12.0 9.8
Has money in savings 199 * 22.0 10.8 14.2
Samplesize 1,026 149 364 513

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used datafor al sample membersin the 1998-1999 Urban Change Respondent
Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of
the reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause dight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-sguared tests was applied to test
the significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or *** (.001).



these women. Those who were married were subgtantially more likely than those who were not to bein
househol ds where someone else worked (72.7 percent versus 21.2 percent). Married women in the no-
work, no-welfare group were dso much more likdy (22.0 percent) than those who were not married
(10.8 percent) to report that they had money in savings.

The income sources of women in the no-work, no-welfare group are compared with those of dl
other sample members in the far right column of Table 2.7. Almos dl the differences are datigticaly
sgnificant. Women who had left welfare and were not working were more likdly than other women in
the sample to have disability income, a penson (SSA), and help from outside the household. They were
aso more likdy to be living with household members who worked or who received disability or a pen+
sion. Thus, women who left welfare before the time limit and were not working were more likely than
other women to have dternative sources of support — support, however, that resulted in totd family
incomes that were, on average, lower than those of women in the two working groups.

E. Characteristics of Children, by Mother’s Work/Welfare Status

As reported in Table 2.4, the women in the survey sample had an average of 2.4 children living
with them at the time of the interview. Mothers were asked a number of questions about their children,
induding hedth-related questions. (Chapter 7 describes the health outcomes for these children.) In addi-
tion to questions concerning dl their children (for example, Have any of your children ever dropped out
of school?), the survey included a series of questions about a specific foca child living in the household.
Foca children were selected from two age groups thought to be of specid interest with regard to work
requirements: those younger than age 6 (that is, preschoolers who would need child careif their mothers
worked) and those age 12 to 18 (that is, adolescents for whom supervision might be a specid issuefor
working mothers) 2

Table 2.8 presents some basic descriptive information about the younger and older focd chil-
dren, according to their mother’s work/welfare status. The preschool-age focal children were, on aver-
age, 4.6 years old, and they are about evenly divided in terms of gender. The mgority of childrenin dl
four groups had a nonmaterna child care arrangement at least once aweek,? but children whose moth
ers worked were sgnificantly more likely to have nonmaternd care. Nearly one-quarter of the children
whose mothers were in the work-only category, compared with only 5.2 percent of those whose moth-
ers were in the welfare-only category, were currently in aformad child care arrangement such as center-
based care, a nursery school, or a preschool program. Only a smdl minority of the young foca children
(3.3 percent) had ever lived away from their mothers for one month or more, and the vast mgjority of
mothers (94.8 percent) reported that they dways or dmost dways knew where their children were
when they were not a home; the four groups were smilar in these respects. However, there

ZApproximately 21 percent of the sample had no focal children, 65.8 percent had one focal child (35.9 percent
with ayounger child, 30.0 percent with an older one), and 13.0 percent had two focal children— that is, a preschooler
and an adolescent. In families with two children or more who met a focal-child age criterion, one child was randomly
selected.

230me children of nonworking mothers may have been in child care because their mothers were involved in ac-
tivities to fulfill the welfare agency’s participation requirements. Among women in the welfare-only group, 30.0 per-
cent indicated that they were currently in an educational or work-related activity; 17.6 percent of those in the no-
work, no-welfare group were in such an activity.
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Table2.8

Selected Characteristics of the Focal Childrenin

the Urban Change Respondent Survey Sample, 1998-1999,
by Mothers Work and Welfare Statug

Full Working, Not Working, Not Working, Not Working,
QOutcome Sample on Welfare on Welfare on Welfare Not on Welfare
Younger focal child®
Average age 4.6 4.6 4.6 4.6 4.6
Male (%) 48.6 49.0 44.4 49.4 51.5
Currently in child care arrangement 1 day or more per week (%) 80.1 *** 86.9 82.0 65.5 59.5
Currently in center-based care/nursery school (%) 11.4 *** 221 121 5.2 24
Ever lived away from mother (%) 33 30 41 3.3 24
Mother almost always knows child's whereabouts (%) 94.8 94.5 96.8 93.8 97.0
Child sees father 1 time or more per week (%) 42.0 *** 53.0 31.6 375 46.7
Father pays child support (%) 24.4 *** 35.2 17.6 20.0 27.0
Number of children 1,839 563 340 769 167
Older focal child®
Average age 145 14.4 145 14.6 14.7
Male (%) 49.9 47.3 50.9 50.9 514
Teacher contacted mother about school problems (%) 423 * 38.9 50.6 414 42.0
Child ever expelled or suspended from school (%) 226 * 19.7 275 29.0 235
Child ever been in trouble with the police (%) 7.0 *** 31 7.7 8.7 95
Child ever had or fathered a baby (%) 3.6 ** 15 4.4 5.2 22
Ever lived away from mother 1 month or more (%) 8.8 6.3 8.4 9.6 134
Mother almost always knows child's whereabouts (%) 76.3 76.4 75.8 76.4 771
Child sees father 1 time or more per week (%) 235 **x 29.5 20.2 19.8 26.8
Father pays child support (%) 17.8 *** 253 14.2 13.0 245
Number of children 1,617 478 273 687 179

(continued)
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Table 2.8 (continued)
SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used datafor all sample membersin the 1998-1999 Urban Change Respondent Survey who were or had previously been welfare
recipients. The sample sizes for individual outcomes may fall short of the reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the significance of group differences. Statistical
significance levels are indicated as * (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, al the group differences in this table remained significant
except that The characteristics included site, age, educational attainment, race/ethnicity, citizenship status, marital/partner status, presence of a child under age 6,
number of children in the household, and time elapsed between May 1995 and the interview date.

aNomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work and welfare status at the time of the
interview.

bY ounger focal children were selected from those children in the household age 6 or younger.
€Older focal children were selected from those children in the household between ages 12 and 18.



were sgnificant group differences reaing to the children’s biologicd fathers. Children of mothersin the
work-only group were subgstantialy more likely to see their fathers at least weekly than other children.
They were dso especidly likely to have fathers who paid their mothers child support: 35.2 percent of
children in the work-only group, compared with only 17.6 percent of those in the work-and-welfare
group, had paternd child support.

Table 2.8 shows that the older foca children were, on average, 14.5 years old. Among those
who were currently in school (about 94 percent of the older focal children),” 42.3 percent had teachers
who had contacted the mothers to discuss academic or behavior problems in the previous 12 months.
Mothers who combined wefare and work were especidly likely to have had a teacher contact them
about their adolescent child. Nearly one out of four of the older foca children had been suspended or
expdled from school; children in the work-only group had the lowest rate (19.7 percent), and thosein
the welfare-only group had the highest (29.0 percent). According to the mothers, some of these focal
children had been in trouble with the police (7.0 percent) or had aready had or fathered a baby (3.6
percent). Children whose mothers were in the work-only group had the lowest rate of both these prob-
lems. Nearly 1 out of 10 of these children had lived away from their mother for at least a month at some
point — most often because of the child’s behavior problems (22.8 percent) or because of the mother’s
persona problems, such as drug abuse or acoholism (12.1 percent; not shown in tables). About three-
fourths of the mothersin al four groups said that they amost always knew where their adolescent chil-
dren were when they were not a home, possibly suggesting that mothers who worked were not a a
particular disadvantage in their ability to monitors their teenagers. Aswas true for the younger focal chil-
dren, there were sgnificant group differences relaing to the older foca children’s fathers. Adolescents
whose mothers were in the work-only group were most likely to see their fathers at least weekly.
Women who had left welfare (whether working or not) were about twice as likely as current recipients
to get child support for their adolescent child.

In summary, the children in the four groups, like their mothers, had a number of noteworthy dif-
ferences. The overdl picture is that the children whose mothers had |eft welfare and were working hed
fewer problems than children in the other groups. However, it isimportant to note that these data do not
tell us whether children had fewer problems because their mothers worked or whether working was
more feasble for mothers whose children had fewer problems — or whether other factors influenced
both employment and children’s behavior.

[11. Description of the Ethnographic Sample

Table 2.9 presents some basic demographic information about the 171 women who composed
the basdline ethnographic sample. In terms of race and ethnicity, there are more white women in the eth-
nographic sample (18.7 percent) than in the survey sample (5.4 percent), reflecting the decision to in-
clude a white neighborhood in the ethnography in both Cleveland and Philaddphia Overdl, about haf
the ethnographic sample ae African-American, and just over a

Z0f the older focal children, 3.1 percent were dropouts who had not yet received a diploma. Adolescentsin the
four groups had similar dropout rates.
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Table2.9

Characteristics of the Urban Change
Ethnographic Sample, by Site

Full Cuyahoga LosAngeles Miami-Dade Philadelphia
Characteristic Sample County County County County
Completed baseline interviews? 171 47 46 39 39
Race/ethnicity (%)
White 18.7 38.3 n/a n/a 359
African-American 49.1 61.7 26.1 46.2 64.1
Mexican-American 6.4 n/a 23.9 n/a n‘a
Mexican immigrant 7.6 n/a 28.3 n/a n‘a
Cuban immigrant 41 n/a n/a 17.9 n‘a
Dominican immigrant 18 n/a n/a 1.7 n/a
Colombian immigrant 18 n/a n/a 177 na
Puerto Rican® 29 n/a n/a 12.8 n‘a
Other Hispanic/Latinc® 18 n/a n/a 7.7 n‘a
Cambodian 58 n/a 21.7 n/a n‘a
Immigrant to the United States (%) 222 0.0 54.3 30.8 2.6
Citizen of the United States (%) 81.1 100.0 50.0 78.4 97.4
Average age (in years) 33.2 31.1 33.1 35.3 315
Less than high school educatiorf (%) 60.2 36.2 87.0 51.4 63.9
Currently married® (%) 241 234 43.5 7.7 15.8
Average number of childrenf 31 25 3.9 28 32
Any child lessthan 6 years old (%) 67.5 70.2 73.9 57.9 63.2
Reported work? (%) 16.5 255 15.2 51 15.8
(continued)

SOURCE: MDRC caculations from the Urban Change Respondent Survey and the Urban Change Neighborhood

Indicators database.

NOTES:. Most aspects of the design of the Urban Change ethnographic sample were implemented in each of the four sites.
The design in Cuyahoga and Philadel phia Counties isidentical; however, in Miami-Dade and Los Angeles Counties, the
design was varied to include greater numbers of Hispanics/Latinos, immigrants, and Cambodian refugees.

N/a = not applicable.

aNumbers for some estimates vary because of missing data. In a small number of cases, women were enrolled in the
study (that is, signed consent forms) but never completed the baseline interview. The sample excludes these women,

because most of their data are missing.



Table 2.9 (continued)

bAIl the Puerto Rican women in the sample were born on the Island of Puerto Rico. These women were not counted as
immigrants.

¢Includes one Guatemalan immigrant, one Honduran immigrant, and one Cuban-American who could not otherwise be
classified.

YWomen who did not graduate from high school or receive a GED were counted as having less than high school
education regardless of the amount of other training they received. This coding scheme was adopted because high school
graduation or the equivalent is a credential that is relevant in the labor market.

€Includes a few women who were married but living apart from their spouses at the time of the baseline interview.

fIncludes some grandchildren, nieces, nephews, and other children who were living in the household and were on the
respondent’s TANF grant at the time of the baseline interview.

9Includes only work that was reported to the welfare office. Many women who worked did not report it to their
caseworker.



quarter (26.4 percent) are Higpanic, with varying Hispanic origins. A somewhat higher percentage of
women in the ethnography (18.9 percent) than in the survey (9.7 percent) were noncitizens, again re-
flecting the deliberate decison to include neighborhoods with high concentrations of immigrants in the
ethnographic samplesin Miami and Los Angeles.

All the women in the ethnographic sample were welfare recipients at the outset of the study, and
S0 it is most appropriate to compare them with the two groups of current recipientsin the survey rather
than with al survey sample members. The women in the ethnographic sample were smilar in age to
those in the survey (about 33 years old, on average). They were somewhat less likely to have ahigh
school diplomaor GED certificate than women in the two current-recipient survey groups (60.2 percent
versus 45.8 percent). Women in the ethnography were substantidly more likely to be married than sur-
vey respondents (24.1 percent versus 8.8 percent) and to have a preschool-age child (67.5 percent
versus 47.1 percent).* Findly, fewer of the ethnographic welfare recipients (16.5 percent) than survey
welfare recipients (29.9 percent) were working at the time of the firgt interview.

Thus, the survey and ethnographic samples had substantia demographic differences, dthough it
is possible that survey respondents from the neighborhoods included in the ethnography would be
more comparable. It should aso be remembered that the sdection criteria were different. In particular,
al the welfare recipients in the survey were by definition long-term recipients, because they had been on
the welfare casdoads in May 1995. The ethnographic sample likely had more women who had come
onto the rolls more recently.

#|t is not possible to compare the number of children in the two samples because the figure for the ethnographic
sampleincludes not only the woman's children but also other children living in the household who were on her grant.
The survey obtained information about other children living in the household but did not ask whose welfare grant
they were on.



Chapter 3

Material Hardships. Food I nsecurity, Housing Quality,
and Housing I nsecurity

l. I ntroduction

As previoudy noted, poverty has long been consdered a public hedth issue, reflecting the fact
that socioeconomic status (SES) has been found for hundreds of years to be negatively correlated with
numerous indicators of morbidity and mortadity in virtualy dl cultures (Link and Phdan, 1995, 1996;
Lynch, 1996). There are various theoretical bases for explaining the mechanisms underlying this associa-
tion, including (1) genetic determinants and sdlf-sdlection, (2) health as the determinant of economic cir-
cumstances, (3) differentid access to hedth care, and (4) the effects of socioeconomic factors on
biologcd functions that influence hedth status.

Inasemina review of the literature, Adler and her colleagues (1994) noted that the association
between health outcomes and socioeconomic status occurs &t every level of the SES spectrum; thet is,
there does not appear to be a threshold above which (or bdow which) income or education do not
metter to hedlth status. They concluded that the evidence to date points to the dominance of the fourth
explanation, namdly, that socid dratification and differences in income dter one's life course in ways
that affect hedth.

Research suggests that society’ s role in shaping patterns of disease — the fourth explanation —
occurs through its effects on various domains, including the following:

materia resources needed for adequate nutrition, hydration, and shelter

the physica environment and the resulting exposure to pathogens, carcinogens, and
other environmental hazards (for example, through improper sanitation, pollution,
and so on)

the socid environment, including exposure to interpersond aggression and violence
exposure to experiences that cause stress and affect psychological development

This chapter examines such mechanisms, al of which relate to materid resources and aspects of
the physica, socid, and psychological environment that have relevance to health outcomes." Specifi-
cdly, the chapter focuses on a range of materia hardships that can affect hedlth directly (for example,
through hunger or exposure to dlergens) as well as indirectly (for example, by contributing to stress and
depression, which are associated with numerous hedth problems). These pathways are shown in the
heuristic modd in Figure 1.1 (Chapter 1).

'Socioeconomic factors can also shape health through their effects on health behaviors, which are discussed in
Chapter 4. Stress and depression as health outcomes are addressed in Chapter 5. The current chapter focuses on fac-
torsthat could contribute to stress.



Interest in the concept of materid hardships was heightened in the late 1980s with the publica-
tion of a paper by Mayer and Jencks (1989) that criticized the exclusve use of officid poverty datistics
in cgpturing the distribution of deprivation in our society. Mayer and Jencks found that poverty and ma-
terid hardship were corrdlated but that a family’s income-to-need ratio® explained only about a quarter
of the variance in material hardship. They argued that because government policy (and public opinion)
tends to be more focused on reducing specific forms of materid hardship (for example, food deficien
cies) than on reducing poverty per s it isimportant to measure materid hardship regularly. Mayer and
Jencks found that materia hardships were significantly correlated with hedlth.

While there is condgderable evidence that income affects materid hardship, there is relativey
little information about factors that affect materid hardship within a low-income population — or even
to wha degree there is variability. To the extent that employment improves family income, one might
expect that low-income women who work would have fewer materid hardships than wefare recipi-
ents® But it should also be noted that any association between employment and materia hardship could
reflect reversed, or reciproca, causation; that is, for some women, materia hardships may precede and
in part determine decisions about employment, even though employment itsdf may influence subsequent
hardship.

Supporters of welfare reform expect that time limits for receipt of cash benefits, in conjunction
with enhanced but temporary assstance, will promote sdlf-sufficiency and improve the financid Stuation
of poor families in the long run. In turn, improved finances are expected to trandate into reduced mate-
ria hardships. Critics of welfare reform, on the other hand, predict adverse dfects on families — in-
creased poverty, homdessness, and housing problems; loss of hedth insurance; and greater food inse-
curity and hunger. In short, critics predict greater materid hardship to result from welfare reform.

This chapter examines a range of hedth-related materia hardships in relation to the work and
welfare status of a sample of disadvantaged wban mothers. It isimportant to emphasize, however, that
because data for this report were collected before any time limits were imposed on Temporary Asss-
tance for Needy Families (TANF) bendfits, the findings offer no direct information about how wefare
reform might ultimately affect materid hardship among disadvantaged urban families.

. Food and Nutrition

Food hardships in U.S. households have posed a persistent chdlenge to hedth, nutrition, and
socid policy. The centrd policy tool for improving the nutritiond status of low-income families isthe
Food Stamp Program, authorized under the Food Stamp Act of 1964. Through severd provisonsin

%A family’s income-to-need ratio is their total cash income from all sources, divided by the family’s official pov-
erty threshold, as established by the U.S. Bureau of the Census, in the relevant year.

3Edin and Lein (1997), in an in-depth study of |ow-income women in four cities, found that wage-reliant women
had an average of 1.6 material hardships (out of six possible hardship problems), compared with an average of 1.1 for
welfare-reliant women. However, at least part of this average difference is attributable to the fact that women in the
study who were working were more likely to be uninsured — one of theindicators Edin and Lein used in their material
hardship scale. In this report, health insurance is discussed in the context of health care access (Chapter 6) rather
than in this chapter.
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the 1996 Persond Responshbility and Work Opportunity Reconciliation Act (PRWORA), however,
there have been sizable overal reductions in the calculation of food stamp benefits* Food stamp expen
ditures are projected to decline by about $22 billion from 1997 to 2002, relative to what they would
have been without wefare reform (Gunderson, LeBlanc, and Kuhn, 1999). These reductions are the
direct and intended effects of PRWORA. Buit it gppears that an unforeseen indirect effect of welfare
reform is that some families who are dligible for food stamps leave the Food Stamp Program when they
leave welfare, despite the fact that most former welfare recipients take low-paying jobs that leave them
eligible for food stamps (Loprest, 1999; Coulton et al., 2000; Zedlewski and Brauner, 1999). During
the 1994-1999 period, participation in the Food Stamp Program declined by 33 percent (U.S. De-
partment of Agriculture, 1999) — a decline only partly accounted for by the improved economy. As a
consequence, there is some concern that poor families leaving welfare could be exposed to unprece-
dented food hardships.

Food insecurity is now widdly considered a core indicator of food hardship. A landmark report
by the Life Sciences Research Office (Federation of American Societies for Experimental Biology) pro-
vided consensus definitions of food insecurity: “Food insecurity exists whenever the availability of nutri-
tiondly adequate and safe foods or the ability to acquire acceptable foods in socidly acceptable waysis
limited or uncertain” (Anderson, 1990, p. 1560).

Despite the growth of the U.S. economy in the mid to late 1990s — and despite the dedinesin
food stamp participation, which could be viewed as indicating lowered need for food assstance —
there has been virtudly no change in the prevaence of food insecurity and hunger in this country. In
1998, asin 1995, just over 10 percent of dl U.S. households were food insecure (Bickel, Carlson, and
Nord, 1999). Thus, some 10.5 million households were food insecure in 1998, and over 14 million chil-
dren lived in such households. Moreover, in 3.7 million households, the leve of insecurity was suffi-
ciently great that hunger occurred (Bicke et d., 1999). Thus, even with a strong economy and the exis-
tence of anutritiona safety net, many American families are struggling to meet basic food needs.

While not dl poor people in the United States are food insecure, and while some people above
the poverty level experience hunger, there is a clear and consistent relationship between income and
food security/hunger. In the 1998 Current Population Survey, for example, 36.4 percent of households
with income below the poverty level, compared with 14.3 percent of households above poverty, were
food insecure (Bickel et d., 1999).

The deprivation of abasic need such asfood is, of course, undesirable in its own right, but it is
aso associated with nutritional, hedlth, and developmenta problems that make it an important focus for
public policy concern. For example, food insufficiency or insecurity has been found to be associated
with nutrient intake deficiencies (Kenddl, Olson, and Frongillo, 1995, 1996; Rose, 1999; Rose and
Oliveira, 1997; Tarasuk and Beaton, 1999hb); obesity and eating disorders (Olson, 1999; Kenddl, OI-

*Various provisions of PRWORA reduce benefits for participating families. For example, (1) families now receive
food stamps worth a maximum of 100 percent of the U.S. Department of Agriculture’ s Thrifty Food Plan, down from
the previous maximum of 103 percent; (2) the standard deduction used in calculating household benefit levels is
capped at 1996 levels; (3) the eamings of students older than age 17 (previously age 22) are now counted toward
household income; and (4) energy assistance is now counted asincome.



son, and Frongillo, 1996); and fatigue, illness, and depression in adults (Hamdin, Habicht, and Beaudry,
1999). Moreover, there is increasing evidence that food hardship is related to a variety of problemsin
children, including higher incidence of illness (otitis media, colds, headaches), increased school @-
sences, concentration deficits, impaired cognitive functioning, and behavior problems (Hamdin et d.,
1999; Murphy et a., 1998; Scott and Wehler, 1998; and Wehler et d., 1995).

In sum, food security is an indicator of wellness and, thus, an important health monitoring gauge.
The next two sections look at various indicators of nutritiona well-being in the Urban Change sample.

A. Food Expenditur es and Food Resour ces

Food Expenditures and Resour ces: Highlights of the Findings

Nearly one-third of the women’s monthly income was spent on food (an average of
$80 per person).

Working welfare leavers spent about 20 percent of their income on food, compared
with 36 percent among recipients who did not work.

Two-thirds of the sample received food stamps in the prior month; some 5 percent had
used emergency food services such as food pantries or soup kitchens.

Nearly al welfare recipients had food stamp benefits, but under one-third of the women
in the work-only group received food stamps — despite the fact that many others gp-
peared eigible.

As shown in Table 3.1, families in the Urban Change survey sample spent an average of just
under $80 per person for food in the month prior to the interview, which is about 10 percent lower than
households nationdly in 1998 ($89 per person) but only dightly lower than the average in householdsin
which the reference person did rot have a high school diploma ($81 per person) (U.S. Department of
Labor, 1999). In the Urban Change survey sample, there were sgnificant — though rdatively modest
— group differences in per capita food expenditures among women with different income sourcesin the
prior month, even after adjusting for group differences in household composition and other characteris-
tics® Women who neither were working nor were receiving welfare had to lowest per capita

*The data presented in tables throughout this report are not statistically adjusted. However, a footnote in each
table indicates which group differences remained statistically significant when background characteristics were con-
trolled. See a'so Appendix E.
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Table 3.1

Food Expenses and Resour ces,
by Work and Welfare Status®

Full Working, Not ~ Working, Not Working, = Not Working,
Outcome, Prior Month Sample on Welfare on Welfare on Welfare Not on Welfare
Average per capita food expense,
immediate family® ($) 79.7 ** 82.9 80.6 77.8 76.4
Average percentage of total monthly income
spent on food® 28.2 *** 19.4 25.8 354 30.8
Received food stamps (%) 69.1 *** 32.0 93.0 96.6 48.8
Received food through WICH (%) 24.3 *** 14.3 27.3 32.7 20.3
Received emergency food (%) 5.2 *** 2.7 4.6 6.7 82
Samplesize 3,763 1,240 626 1,468 429

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used data for all sample membersin the 1998-1999 Urban Change Respondent Survey who
were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the reported sample
sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, all the group differences
in this table remained significant. The characteristics included site, age, educational attainment, race/ethnicity, citizenship status,
marital/partner status, presence of a child under age 6, number of children in the household, and time elapsed between May 1995
and the interview date.

aNomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work and
welfare status at the time of the interview.

bPer capita food expenses are total grocery expenses for food items, divided by the number of immediate family members.
Family members living in the household who shared expenses and resources with the respondent were considered immediate
family.

“Total income of the immediate family includes food stamp benefits but does not include Earned Income Tax Credits
(EITCs).

dA respondent was considered to be participating in the Special Supplemental Food Program for Women, Infants, and
Children (WIC) if she or any other family member received food through the WIC program in the month prior to the interview.



food expenditures, and women who had left welfare and were working had the highest.?

In poor families, food expenditures represent a critica component of a monthly budget. For the
Urban Change sample as a whole, an average of nearly one-third (28.2 percent) of the household’ sto-
tal gross ncome (which comprised income from dl sources, including food stamps) in the prior month
was spent on food.” Group differences on this indicator of well-being were substantia. Among the
women who worked and no longer received welfare, about 20 percent of ther totad monthly budget
was alocated to grocery food items, compared with 35.4 percent among current welfare recipients who
did not work. The percentage was nearly as high among women who neither worked nor received wel-
fare (30.8 percent), which is noteworthy, given that these women spent less money per person than
women in any other group. Thus, dthough food expenses were a disproportionately large burden on
their budgets, these nonworking former recipients bought less food than other women.

Virtudly everyone in the Urban Change survey sample had been receiving food stamps in May
1995, the date used to draw the research sample from administrative records. Table 3.1 shows that, at
the time of the 1998-1999 interview, over two-thirds of the sample members were il receiving food
samps. The vast mgjority of welfare recipients, whether they worked or not, recelved food samps in
the prior month. Just under one-third of the welfare leavers who worked, and about one-haf who were
neither employed nor on welfare, were participating in the Food Stamp Program.®

The Food Stamp Program has complex digibility requirements that include tests of assets and
income (gross income cannot exceed 130 percent of the poverty leve). Unfortunately, the asset datain
the Urban Change survey were not sufficiently complete to permit a definitive determination of the per-
centage of women who, among those not receiving food stamps, were digible to receive them. (Thisis
aso true in the paper by Zedlewski and Brauner, 1999, which looked at the link between leaving wel-
fare and the Food Stamp Program.) However, using self-reported income information aone, the data
suggest that many food stamp nonreci pients were likely digible for them. Based on income in the month
prior to the interview, 48.2 percent of the working welfare leavers who were not receiving food stamps
appeared income-dligible for food samp benefits (not shown in tables). Among nonworking welfare
leavers who did not receive food stamps in the prior month, 84.8 percent appeared income-digible (not
shown in tables).®

®0f course, a higher food expenditure does not necessarily result in more food:; it also could indicate different-
quality food or different types of food.

"By comparison, national data from the Consumer Expenditure Survey (CEX) for 1998 indicate that U.S. house-
holds spent an average of only 8.1 percent of their before-tax income on food. Households in which the reference
person was not a high school graduate spent 12.2 percent (U.S. Department of Labor, 1999).

8Among the families who received food stamps, the average amount of the benefit in the prior month was
$247.52, which represented 29.0 percent of their total income. In the four work/welfare groups, the average monthly
benefit anong food stamp recipients ranged from alow of $188.54 for women in the work-only group (19.3 percent of
their total income) to a high of $272.67 for those in the welfare-only group (33.8 percent of their total income).

°About half the women who had left welfare (50.8 percent) did own avehicle, however, the value of which might
have made many ineligible for food stamps. Furthermore, other women may have been ineligible for food stamps
based on their citizenship status; some 10.8 percent of welfare leaverswere not U.S. citizens.
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Another federal food program is the Specia Supplementa Food Program for Women, Infants,
and Children (WIC). WIC was implemented in 1972 in response to concern about malnutrition amnong
low-income pregnant women and children. About one-fourth of the Urban Change survey sample re-
ceived WIC bendfits in the prior month. WIC participation varied sgnificantly in the four work/welfare
groups (even after controlling for background characteritics, including the presence of an age-digble
child), but not as sharply as in the case of food slamps. Welfare recipients who did not work were es-
pecidly likely to be in the WIC program (32.7 percent), and former recipients who worked were least
likely (14.3 percent).’°

Women in the survey were also asked whether they had used any emergency food services—
such as food pantries and soup kitchens — in the month prior to the interview; 5.2 percent of the re-
spondents reported having done so. Women who neither worked nor received welfare were more than
three times as likely to have received emergency food in the previous month as were employed welfare
leavers (8.2 percent versus 2.5 percent).

Data from the ethnographic sample indicate that food stamps, the WIC program, and food pan
tries were critical to household resource management in these families, dl of whom were food samp
recipients. Food stamps did not ensure that al these families could avoid food hardships, but many
women made comments suggesting that food slamps played a mgor role in heping them avoid severe
deprivation:

If it wasn't for food stamps, we' d probably starve to death. Danidlle, Philadephia

That food stamps, like I'm glad | have them. They help out a lot, they fill my re-
frigerator. Hesther, Cleveland

| basically look forward to my food stamps, you know, every month. . . . That’d be
the only thing I'd really miss. Glenda, Cleveland

Several women whose food stamps had been terminated or reduced also noted the importance
of food stamps:

| got cut off once. . . . | was cut off for 6 months. That was the worst. | didn’t
have no food stamps. | mean | had food still, but you know, God. . . . Katie, Cleve-
land

| bought like a little, not very much though, really, this month. | mean | used to,
we used to get like almost $400 before in food stamps, but it’s like a big cut. . . .
We don't eat like we used to. Marig, Clevdand

What happens now, it’s happened to me. You go to work, you start getting in the
40 hours a week or whatnot, they cut you off quicker than. . . . They don’t tell you
nothing. . . . You call your caseworker, “Why didn’t | get the food stamps this
month?” and she goes, “ You' re working, you’ re not getting them anymore, you're
not eligible.” Wendy, Cleveland

As the last excerpt indicates, there was some evidence of misunderstanding about food stamp
rules. Some women believed — or may have been told — either that food stamps and welfare would

“Among women who either were pregnant or had an age-eligible child, the percentages who did not receive WIC
in the prior month are as follows. work-only group, 64.3 percent; work-and-welfare group, 50.0 percent; welfare-only
group, 39.1 percent; and no-work, no-welfare group, 49.6 percent.
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both be terminated when a recipient found full-time employment or that food stamps would end after a
transitiona period:

You can only receive medical and food stamps for one year while you are work-
ing, and after that you are off. Eileen, Phiddephia

[Respondent:] You work now, they just cut you straight off, no check, no stamps, |
think it's for two months. Just try it out. You'll never get a check again, but
there’'s a possibility you might get a little bit of food stamps. That's my under-
standing.

[Interviewer:] So as soon as you get a job on your own . . .

[Respondent:] You're cut off.

[Interviewer:] And food stamps for your kids are gone too?

[Respondent:] Yes. Linda, Clevdand

The food stamps, that’'s a big thing, right there, that most people are going to
miss, is the food stamps. . . . But me trying to buy clothes on a [pay] check, you
know, work and buy clothes, and then got to buy food? It’s going to be hard, you
know what I’'m saying? . . . So it's going to be kind of messed up with the food
stamps. Ophdia, Cleveland

Comments such as these are congstent with suspicions that some of the decline in Food Stamp
Program participation is aresult of inadequate understanding of food stamp digibility rules on the part of
former participants (Zedlewski and Brauner, 1999).

B. Food I nsecurity and Hunger

Food Insecurity and Hunger: Highlights of the Findings

About half the families in the survey were food insecure (compared with 10 percent
nationally); over 15 percent had experienced some hunger in the previous year.

Working welfare leavers were least likely to be food insecure; women who neither
worked nor received welfare were most likely.

Women who received food stamps were more food insecure than those who did not,
consistent with prior research.

The ethnographic data indicate that welfare mothers used a wide range of food
management strategies to feed their families; the data suggest that the term “food
secure” may not appropriately characterize the situations of low-income families.




The Household Food Security Scae (HFSS) is a nationd benchmark measure of food security
that has been administered by the U.S. Bureau of the Census through its Current Population Survey
(CPS) each year since 1995 (Carlson, Andrews, and Bickd, 1999). The HFSS is an 18-item «f-
report scale that classifies respondents into one of four categories: food secure, food insecure without
hunger, food insecure with moderate hunger, and food insecure with severe hunger.™* The HFSS, which
has been found to be rdiable and vaid for population and individua uses (Frongillo, 1999), was admirn-
istered to survey respondents in the Urban Change study.

As shown in Table 3.2, only hdf the familiesin the Urban Change survey sample were food se-
cure. Fully 48.8 percent (compared with 10.2 percent nationaly in 1998) were classfied as being food
insecure; there were 4,593 children living in these families, compared with 4,431 children living in food-
secure households. Just over 15 percent of the Urban Change survey sample experienced hunger in the
previous year, compared with 3.6 percent nationdly (Bicke et d., 1999).

Food insecurity varied significantly in the four work/welfare groups, even after Satistically con-
trolling background characteristics. Table 3.2 shows that food security was highest — and hunger low-
est — among former recipients who worked. Women who neither worked nor got welfare were most
likely to be food insecure. Current recipients rate of food insecurity fell between these two leaver
groups, and welfare recipients who worked were only modestly better off than those who did not.
These findings are broadly congstent with other studies that have found food adequacy postively corre-
lated with employment and negatively correlated with welfare receipt, despite the fact that dmos dll
welfare recipients receive food stamps (Alaimo, Briefel, Frongillo, and Olson, 1998; Cutts, Pheley, and
Geppert, 1998; Kendall et al., 1995; Johnson et a., 1999)."

Generdly, the severe-hunger category of the HFSS has, for households with children, been
used as a proxy for hunger among children (Hamilton et ., 1997). However, there is some concern
that estimates of children’s hunger based on the household-level measure might be inadequate. Conse-
quently, researchers have begun to explore the construction of a separate measure of child hunger usng
the eight items in the HFSS dedling specificaly with children (Nord and Bickel, 1999). These researchr
ers have developed a measure with three categories. child hunger, reduced-quality diet to children, and
no child hunger or reduced-quality diet.

Applying the child-specific scale to the Urban Change survey sample reveds that children in
25.9 percent of the families with children under 18 experienced reduced-qudity diets (Table 3.2), com-
pared with 9.2 percent of households with children nationally. Moreover, 4.9 percent of the children —
compared with only 3.8 percent when using the severe-hunger category of the full household scde —
experienced hunger. Nationaly, based on the child-specific measure, 1.1 percent of households with
childen had child hunger (Nord and Bickd, 1999). Differences in the four

"The actual HFSS scale items, together with the percentages of women in the Urban Change survey sample who
gave affirmative responses, are shown in Appendix F. Further information about food insecurity in the Urban Change
sampleis presented in Polit, London, and Martinez (2000), which is available on MDRC' s Web site (www.mdrc.org).

2Although women who had left welfare and were working were more likely than women in other groups to be
food secure, they were also more likely than welfare recipients to be food insecure without having gotten food
stamps in the prior month. About one out of four women in the two welfare leaver groups were food insecure and had
not gotten food stampsin the prior month.
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Table3.2

Food Security and Child Hunger,
by Work and Welfare Status®

Full Working, Not ~ Working, Not Working, = Not Working,
Outcome (%) Sample on Welfare on Welfare on Welfare Not on Welfare
Food security scale®
Food secure 51.2 *** 58.2 50.5 47.5 44.6
Food insecure without hunger 332 *** 284 33.2 36.3 36.1
Food insecure with moderate hunger 118 104 12.6 12.0 14.2
Food insecure with severe hunger 38 30 37 4.2 52
Food insecure with no food stamps,
prior month 130 26.0 36 18 275
Child hunger®
No child hunger or reduced-quality diet 69.3 *** 73.8 70.1 66.5 64.3
Child with reduced-quality diet 25,9 *** 221 24.3 28.3 31.0
Child with hunger 49 4.1 5.6 5.2 4.6
Samplesize 3,734 1,231 620 1,459 424

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used datafor all sample membersin the 1998-1999 Urban Change Respondent Survey
who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the
reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).
When linear analysis of covariance procedures was used to control for background characteristics, al the group

differencesin this table remained significant except “No child hunger or reduced-quality diet” (p =.09). The

characteristics included site, age, educationa attainment, race/ethnicity, citizenship status, marital/partner status, presence
of achild under age 6, number of children in the household, and time elapsed between May 1995 and the interview date.

aVomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work

and welfare status at the time of the interview.

bRespondents were placed in one of the four food security categories based on their scores on the 18-item Household

Food Security Scale.

‘Respondents were placed in one of the three child hunger categories based on their responses to the eight items on
the Household Food Security Scale that concern the nutritional status of children under age 18 in the household.
Households without children (4.3 percent of the sample) are not included.



work/wefare groups were generdly consstent with the results for the overdl food security scde. Chil-
dren in the no-work, no-welfare group were mogt likely to have had dietary restrictions, while children
of working mothers were least likely to have redtrictions on the qudity of their diets. Children’ s hunger,
however, was not related to their mothers source of income: About 5 percent of the children in all
groups had experienced hunger in the previous year. It should be noted that children who were class-
fied as having neither hunger nor a reduced-qudity diet could nevertheless have been living in house-
holds with food insecurity, condstent with evidence that parents tend to shield their children from hunger
insofar as possible (Nord and Bickel, 1999).

There is abundant evidence that federal food programs such as Food Stamps and WIC have
beneficid effects on the hedth and nutrition of participating families (for example, Rose, Habicht, and
Devaney, 1998; Owen and Owen, 1997; Moss and Carver, 1998). Nevertheless, it has repeatedly
been found that food inadequacies are higher among families who receive food samps (Alamo et d.,
1998; Cutts et a., 1998; Cohen et d., 1999), WIC (Rose and Oliveira, 1997; Kendal et a., 1995),
and emergency food services such as groceries through food pantries (Cutts et d., 1998; Starkey,
Gray-Dondd, and Kuhnlein, 1999; Tarasuk and Beaton, 1999a) than among families who do not.
These relationships presumably reflect the fact that poor families who are food insecure are especidly
likely to use food programs, not that the use of food programs leads to food deprivations.

In the present study, the relationship between food insecurity and the use of these food re-
sources was examined; the results are presented in Table 3.3. Asin earlier sudies, Urban Change fami-
lies who recelved food stamps were significantly less food secure (48.0 percent) than families not re-
celving food stamps (57.8 percent), and they were significantly more likely to experience hunger and to
have children with reduced-quality diets. Receipt of WIC, however, was less strongly related to food
Security, but nevertheess an interesting pattern emerged. Families who were in the WIC program were
sgnificantly less likely than those who were not to experience severe hunger, and they were more likely
to be able to shied their children from food hardships.™® Women who said they had used an emergency
food service such as a food pantry or food bank in the prior month were more than twice as likely as
other women to have experienced hunger (9.2 percent versus 3.5 percent, respectively). Thus, even
within low-income families, there gppears to be a relationship between food insecurity and receipt of
food stamps and emergency food services, presumably through self-sdlection; that is, those experiencing
the most severe materid hardships are probably most likely to turn to food programs for help.

Data from the ethnographic interviews provide a richer understanding of the nature of food
problems among poor urban families. Although ethnographic respondents were not administered the
Household Food Security Scale, they were asked a number of questions about food expenditures, food
deprivations, and the use of emegency food services Based on  responses to

BHowever, the significant differences between WIC recipients and nonrecipients disappeared when the pres-
ence of an age-€ligible child and maternal background characteristics were controlled.



The Project on Devolution and Urban Change

Table 3.3
Food Security,
by Receipt of Food Assistancein Prior Month
Received Received Received
Food Stamps WICP Emergency Food®
Outcome (%) Yes No Yes No Yes No
Food security scale®
Food secure 480 57.8 *** 519 510 256 526 ***
Food insecure without hunger 357 278 *** 348 327 39.0 329
Food insecure with moderate hunger 120 117 106 122 262 11.0 ***
Food insecure with severe hunger 4.4 2.7 ** 26 42* 9.2 3.5 ***
Child hunger®
No child hunger or reduced-quality diet 675 731 *** 720 684 * 494  70.3 ***
Child with reduced-quality diet 270 228 ** 240 265 409 251 ***
Child with hunger 53 41 40 51 98 46**
Samplesize 2,548 1,132 913 2,822 195 3,543

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used datafor all sample membersin the 1998-1999 Urban Change
Respondent Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes
may fall short of the reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause sight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied
to test the significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or ***
(.001).

3A respondent was considered to be afood stamp recipient if she or any other family member received any
food stamp benefits in the month prior to the interview.

®A respondent was considered to be participating in the Special Supplemental Food Program for Women,
Infants, and Children (WIC) if she or any other family member received food through the WIC program in the
month prior to the interview.

A respondent was considered to have used emergency food services if she or any other family member
received emergency food from a church, food pantry, or food bank in the month prior to the interview.

dRespondents were placed in one of the four food security categories based on their scores on the 18-item
Household Food Security Scale.

eRespondents were placed in one of the three child hunger categories based on their responses to the eight
items on the Household Food Security Scale that concern the nutritional status of children under age 18 in the
household. Households without children (4.3 percent of the sample) are not included.
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these questions, the women were categorized into a food-security category.™ In the ethnographic sam-
ple, about haf the women were categorized as food insecure. Here are some examples of how food-
insecure women described their food Stuations:

It’s not to the point where we didn’t have nothing at all. | mean, it’s gotten to the
point where you had to eat this or you go hungry, but not to where we didn’t eat
at all. Gayle, Clevdand

The other day, we ran out of everything and we had to go to a church and get
food. For canned goods and stuff like that. Halie, Cleveland

We try to make our meals stretch for two days at a time, because otherwise we
wouldn’t have anything for the next day’s meal. Tina, Philadephia

[Interviewer:] So how often do you think that happens — like when you need food
but can’t afford to buy it?

[Respondent:] Like a week. Not that often, sometimes in that whole week there’'s
nothing to make or whatever, and we'll have some meat, we'll just fry up the
meat or find a way to cook it. We'll use that up for the whole week until my sister
gets her check. . . . Alissa LosAngdes

Severd women acknowledged that they had experienced food shortages accompanied by hur-
ger. These women sometimes resorted to extreme measures to obtain food — measures such as sdling
their blood and panhandling:

| donated plasma, took in cans, uh, we ended up asking my mother-in-law if she
could help us in any way, my mother if she could help us in any way, any way we
could get help, we were asking. . . . We managed. | mean, it wasn’t easy but we
managed. Linda, Cleveland

It was hard, especially when you got kids at home saying, “1’m hungry.” . . . |
started working at the church as a babysitter. | was getting paid $20 a week and
a bag of food every Thursday. . . . Then | was taking in house cleaning at night-
time. | was doing very odd jobs that most people would not dare do, | was making
deliveries on pizza, in bad neighborhoods where most people wouldn’'t go. | mean,
| literally took my life in my own hands. Eileen, Philaddphia

| got to live day by day for food for my kids. | have to call down to the shelter
things to get them to send you food and you hate doing that because it’s embar-
rassing to, but | have to live day by day. | have to do things so my kids can eat.
Celena, Philadd phia

“To ensure intercoder reliability, transcripts were independently coded by two people, who were able to resolve
the handful of categorization discrepancies that occurred. Coding for food insecurity was done for the ethnographic
samplesin Cleveland and Philadel phia but not for those in Miami and Los Angeles.



As the lagt two excerpts suggest, the women were especialy concerned about feeding their
children. Many of them indicated that they would go to great lengths, including going without food them+
selves, to protect their children from hunger, a pattern that has been found in many other studies:

I’ll go maybe three days at a time without eating just so the kids can have their
three meals a day. Wendy, Cleveland

| don't worry about me, just for my kids because | can go a day without eating,
but aslong as my kids [ eat] . Cdena, Philadephia

I’m the type of person that can go two days without eating. | just focus on my
kids, that they eat. | always give them something, even if it's eggs and rice or
something. Amailis, Miami

Although about hdf of both the survey and the ethnographic samples were classified as food
secure, the ethnographic interviews suggest that the term “food security” might sometimes be mideading
in reference to poor families. Mot of the mothers in the ethnographic study who were classified asfood
secure nevertheless expended considerable energy and pieced together numerous strategies to make
sure that there was an adequate amount of food for themsdalves and their children — activities that are
plausibly less necessary or extensive among middle-class families who are food secure. Some of these
food management srategies are included as itemsin the HFSS (for example, cutting down on the size of
med portions, changing the composition of meds to incorporate lower-cost foods), and affirmation of
these drategies contributes to being classfied as food insecure. However, other coping strategies de-
signed to avoid hunger and food deprivation are not covered in the scale.™

One drategy that severa food-secure women mentioned — a strategy not unique to poor
women — was careful and skillful shopping, sometimes involving the purchase of such goods as day-old
bread or older mests:

| buy on deals. | mean, like um, a lot of people when they go to the grocery store,
they see those manager’s specials, they won’t buy those. But, it's a good thing to
buy because legally the meat market cannot sell them if they're bad meats. |
mean, |'ve bought packages of steaks, where I've only spent $2 for 6 steaks.
Médlissa, Clevdand

| shop at all different markets on food stamp day. | go to Pathmark and get the
specials, I'll go to Save-a-Lot. I'll go to all the stores. . . . | clip coupons from the
paper and stuff. Kathy, Philadelphia

Mothers, including ones who were food secure, often had to rely routingy on supportive friends
or relaives for measor for loans that enabled them to feed their families:

In the 1995 Current Population Survey Food Security Supplement, 30 potential items for a food security meas-
ure were administered, and these items included numerous coping strategies. The coping mechanisms appear to fal
into two categories: “internal” strategies, such as cutting the size of a meal, and “external” strategies that involve
going outside the household to enlarge the food supply, such as using a food bank. The five “external” strategy
items failed to meet statistical criteria for inclusion in the food security scale, although several of the “internal” cop-
ing mechanisms are included. It has been speculated that thisis because internal strategies directly contribute to the
severity of the food deprivation experience (for example, smaller portions), while external strategies are designed to
reduce the severity (G. Bickel, U.S. Department of Agriculture, personal communication, November 23, 1999).

-59-



Their [R's children’s] aunt, her husband had went and closed down this swell
house for Cisco, which is the restaurant type, ah, they service restaurants. And
she gave me big cans of soup, you know, ah, she gave me this big old box of fish .
. . Stuff like that. Bags of french fries and stuff, you know, just out of the clear
blue. So the Lord is always making a way. Jannelle, Clevdand

| have one sister that comes and brings me groceries. She brings me milk, meats,
and potatoes . . . something that she knows she can afford herself. And then some-
times | have friends . . . you know, male friends who will come over and bring a
hamburger for my kids. Rosdie, Los Angdles

WEell, pretty much my family will help me...when it is time to go to the market or
whenever | am lacking like bread, milk, and cereal, and they will pick it up for me
or give me a couple of dollars to hold me over to whenever. That is pretty much
how | have made it. Denise, Philaddphia

| may borrow from my grandmother or I may go to her house, get stuff out of the
freezer, or she'll give me food. Judy, Miami

Two of the women explicitly mentioned smoking as a strategy to manage food resources:™®

Sometimes smoking is cheaper than eating. You know, a pack of cigarettes will
last you all day, better than eating three meals. . . . Brenda, Cleveland

Current or recent food bank use was mentioned as a strategy by just about half the ethno-
graphic respondents.'” (The percentage is much higher than food bank use reported in the survey, in
part because the survey asked about using a food bank only in the prior month.) Some women used
food banks at specid times, particularly around Thanksgiving or Christimas, but others relied on food
banks as a norma part of their strategy to avoid hunger or augment food resources. Food bank use
typicaly occurred at the end of the month, when food stamps ran out:

I’m always, every other week — after | lost my job —going up to the food bank,
lying about where I'm living so | can get more food from different food banks to
feed my daughter. Brenda, Cleveland

You have a lot of, um, | don’t know what they call them — food banks through
churches during the, well, toward the end of the month, usually the third week in
the month. A lot of us have to go to these churches to get food bags. Janice, Cleve-
land

What they send us in food stamps is not enough for the whole month. It’'s only
enough for 15 days of food. After the 15 days what do we do? . . . [l go to the

18In the survey sample, hunger (moderate to severe) was modestly, but significantly, associated with smoking: r
=.07,p<.0L
YIn the two sites where a count was tabulated, 54 percent used afood bank.



food bank] once a month. . . . | try and go during the last days of the months
when | don’t have much anymore. Angela, Los Angdes

The ethnographic data suggest that while the Household Food Security Scale may be ardliable
and vdid indicator of hunger for the U.S. population as a whole, it may not adequately describe the
food problems that the poorest citizens face. The widespread use of “external” coping Strategies among
even those families categorized as food secure evinces a daunting struggle that most people who are
truly food secure never face. All the women in the ethnographic sample who used food banks were
classfied as being food insecure, in kegping with the conceptua definition of food security as having ac-
cess to adequate food “without resorting to emergency food supplies’ (Anderson, 1990). But, as shown
in Table 3.3, one-fourth of the women in the survey who used afood bank in the prior month were clas-
gfied on the HFSS as food secure. Furthermore, 35 percent of the survey respondents who were food
secure indicated that they had worried that their food would run out before they got money to buy more
(not shown). Thus, people can be classified as food secure on the HFSS even though they would con-
ceptually be described as food insecure because their “&bility to acquire acceptable foods in socially
acceptable ways islimited or uncertain” (Anderson, 1990; emphasis added).

There are dso subtle hints in the ethnographic data that these women were extremely proud of
ther ability to feed ther children. They were not dways able to pay dl ther bills, but they made every
effort to put food on the table:

I’m going to make sure they eat. ' Cause they love to eat! Ophelia, Cleveland

[Interviewer:] Is there a time when you needed food but couldn’t afford to eat?
[Respondent:] Never. ' Cause I’ m going to buy food first. Sharon, Cleveland

| keep them clean. | keep them fed. | don’t go out there cashing in my food
stamps. I’ m one of those ones who is trying to do the right thing. Andrea, Philadel-

phia

There were dso a few references in the ethnographic interviews to mothers fears that, if ther
children were not adequately fed, the children would be taken away from them. If there is pride associ-
ated with maintaining adequate food — and conversdly, shame or fear in not being ableto do so— itis
possible that the HFSS would lead to underreporting of food insecurity by some.

In summary, the ethnographic data provide rich quditative descriptions of the food problems of
poor urban families and the strategies they use to manage food resources and avoid hunger. There were
very few women who did not have to piece together a complex array of tactics to ensure that their fami-
lies food needs were satisfied. The use and management of food stamps appeared to be the center-
piece of thesetactics.

[1l1. Housing Quality and Housing | nsecurity

Poor families experience hardships in relation to their housing as wel asin relation to food, and
housing dso has hedth implications. As with food insecurity, housing hardships have not abated despite
the strength of the U.S. economy. In 1999, asin 1995, 5.3 million American families, who included 4.5
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million children — roughly 7.4 percent of all American families — had “worst-case housing needs”
Families have wordt-case housing needsiif they do not have any rental assistance and pay more than half
thelr income for rent and utilities — or if they live in severdy inadequate housing (U.S. Department of
Housing and Urban Development, 1999a).'8

The U.S. government has provided housing subsidies for renters with low incomes ever since
the Housing Act of 1937. In 1998, some 1.2 million households lived in public housing, and 2.8 million
had Section 8 vouchers a certificates. Section 8 subsidies, which dlow people to live in privady
owned buildings, are especidly vauable as aresult of wefare reform because, unlike public housing, the
vouchers and certificates can be used to find housing closer to where jobs are located. However, only
about one-quarter of the families receiving TANF live in assisted housing (Sard and Daskal, 1998).

Housing problems are linked to hedth outcomes in a variety of ways. Poor people live in hous-
ing that has a higher-than-average number of hedth and safety hazards, such as inadequate hesting,
dectricd problems, the absence of smoke darms, lead paint exposure, and infestations by vermin and
insects (Edin and Lein, 1997; Kozinet, Endom, Koerner, and Kovar, 1997; Lanphear et d., 1996;
Harvey, Sacks, Ryan, and Bender, 1998; Eggleston et al., 1999; Rosendtreich et d., 1997; DocsAKids
Project, 1998). Lead paint poisoning and exposure to cockroach dlergens are particular hedth prob-
lemsfor disadvantaged inner-city children.

Poor people are dso more likdy to live in crowded homes, and crowding has been linked to
higher rates of infectious diseases (Elender, Bentham, and Langford, 1998; Fdl et d.,1997) aswell as
to depression (Sadowski et al., 1999). Crowding has adso been asociated with a number of hedth
problems among children, including eevated risk for injury, repiratory problems, high blood pressure,
and school absences for medica reasons (Anderson, Agran, Winn, and Tran, 1998; Rivara and Barber,
1985; Baker, Taylor, and Henderson, 1998; Evans, Lepore, Shegjwa, and Pasane, 1998; Essen,
Fogelman, and Head, 1978).

The risks and stresses associated with living in substandard and crowded housing are exacer-
bated by resdence in a neighborhood that is dangerous and crime-ridden. People who live in poor in-
ner-city neighborhoods are more a risk of assaults and injury than those living in less disadvantaged
neighborhoods (Kennedy et d., 1998; Grisso et d., 1999; Walace and Wallace, 1998). They have

8Several factors contribute to current housing hardships: The housing stock affordable to low-income families
has continued to shrink (a5 percent drop between 1991 and 1997), rents are rising at twice the rate of general inflation
(in 1998, 3.4 percent versus 1.7 percent), and the number of renters at or below 30 percent of median income grew by 3
percent between 1995 and 1997 (U.S. Department of Housing and Urban Development, 1999b). Thus, the gap is grow-
ing between the number of low-income families and the number of rental units affordable to them.

9Section 8 subsidies are in particularly high demand but are in limited supply. The time that families spend on
waiting lists for housing assistance has grown dramatically, at the same time that numbers of applicants haverisenin
most major cities. For the largest public housing authorities, afamily’s average time on awaiting list increased from
22 months in 1996 to 33 monthsin 1998. In some large cities, the wait is substantially longer. For example, the waiting
period for Section 8 vouchersis now 5 yearsin Cleveland and 10 yearsin Los Angeles (U.S. Department of Housing
and Urban Development, 1999b). Between 1995 and 1998, Congress did not authorize funding for new Section 8
vouchers and certificates, but it did provide HUD with 50,000 new vouchersin FY (fiscal year) 1999, specificdly tar-
geted to families making the transition from welfare to work (Sard and Daskal, 1998).
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also been found to be less likely to be proactive in terms of hedth behaviors and hedth care, possbly
because their dangerous environments discourage them from venturing outside their doors. For example,
neighborhood safety problems have been found to be a deterrent to physica activity and to obtaining
prenata care (Morbidity and Mortaity Weekly Report, 1999; Nies, Vollman, and Cook, 1999; Yen
and Kaplan, 1998; O’ Campo, Xue, Wang, and Coughy, 1997; McAllister and Boyle, 1998).%

Poor families aso have less housing security than other families. In the 1997 Nationd Survey of
America's Families, 28 percent of the low-income respondents said that they had had problems paying
for housing codts in the previous 12 months (Wiseman, 1999). Poor families are espedidly likdy to ex-
perience resdentia turmoil, semming in part from evictions and in part from interpersond issues such as
maritd disruption, domegtic violence, and family tensons resulting from “doubling up.” High rates of
mobility are associated with a number of socid and public hedlth problems, including children’s poor
school performance (Pribesh and Downey, 1999), underutilization of hedth care (Duchon, Weitzman,
and Shinn, 1999), low infant birthweight (Shiono et d., 1997), and homelessness (Shinn et d., 1998;
Bassuk et a., 1997). Homelessness and shdlter resdence have, in turn, been found to be related to
various hedth and menta hedlth problems, including eevated risk of tuberculosis, vulnerability to assault
and rape, disturbed deep patterns, lice and scabies infestation, depression, and posttraumatic stress
disorder (Humphreys, Lee, Neylan, and Marmar, 1999; Farmer, 1997; Davis and Kutter, 1998; Zlot-
nick, 1987; Lanzi, Pascoe, Kdtner, and Ramey, 1999; Burt et d., 1999). Children in homdessfamilies
have aso been found to experience disproportionately arange of physica and, especidly, menta hedth
difficulties (Menke and Wagner, 1997; Weinreb, Goldberg, Bassuk, and Perloff, 1998; Cumdla, Grat-
tan, and Vostanis, 1998).

In summary, the Urban Change population is one thet is vulnerable to housing hardships, which
in turn have implications for people's hedth and wdl-being. Within this population, housing and em
ployment status are likely to be related in complex ways. On the one hand, employment coud have a
positive effect on housing outcomes: To the extent that employment results in higher income, it would be
expected that working women would live in better and less crowded housing, would reside in safer
neighborhoods** and would experience less housing insecurity than nonworking women. On the other
hand, many aspects of housing and residence could affect women’s entry into the labor force. The most
obvious factor is that the poorest inner-city neighborhoods have limited employment opportunities.
Resdentid ingtability, utility and telegphone disconnections, and concerns about safety could al congtrain
awoman’'s ability to find and keep ajob.

The next three sections summarize hedth-rdevant information about housing qudity and hard-
ships, neighborhood quality, and housing insecurity in the Urban Change survey and ethnographic sam-
ples.

“Several researchers have noted that neighborhood poverty is associated with poor health and mental health
outcomes, over and above the effect of individual characteristics such as income, education, smoking status, and
alcohol consumption (Y en and Kaplan, 1999; Roberts, 1998; Roberts, 1997; Cohen et al., 2000).

Agouth and Crowder (1998), for example, found that employment among single mothers contributed to their abil-
ity to move from a poor to a nonpoor neighborhood.



A. Housng Quality and Hardships

Housing Quality and Hardships: Highlights of the Findings

About one-third of the women in the survey sample had “wordt-case housing needs’ (that is,
paid more than half their income in rent and utilities and did not have housing assistance).
Women in the welfare-only group had especialy high rates (46.9 percent).

Some 21 percent of the sample lived in crowded housing (less than one room per person).
Crowding was highest among nonworking welfare recipients.

Over haf the women had at least one of seven specified housing problems (for example,
with heat, plumbing, or vermin) and more than a quarter had two or more prablems. Thosein
the work-only group were least likely to have such housing problems, and those in the wel-
fare-only group were mogt likely to have them.

Table 3.4 presents information about housing hardships in the survey sample?? Nearly one-third
of the women reported that their prior month’s housing costs for rent or mortgage plus utilities exceeded
50 percent of their tota family income (including food stamps), and these costs were 41.6 percent of
their income when food stamps were excluded. Moreover, one out of three women in the sample could
be classified as having worgt- case housing needs; that is, they paid more than 50 percent of their income
(not induding food stamps) for housing and had no public rental assistance.?® Women in the welfare-
only group were especidly likely to have these hardships, nearly half of them (46.9 percent) had worst-
case housing needs.

A substantiad minority of women in the survey sample (21.3 percent) lived in crowded housing
conditions, defined as providing less than one room per person. The most common pattern among those
living in cowded housng was for five people to be living in four rooms.

Z|n the Urban Change survey sample, few women (9.2 percent) lived in houses they owned; the majority (62.3
percent) lived in other nonsubsidized housing, mostly rented or shared apartments or houses. Some 15.6 percent of
the sample lived in a housing project, and another 12.9 percent lived in Section 8 housing. Women in the work-only
group were about three times more likely than nonworking welfare recipients to own their homes (14.5 percent versus
4.8 percent, respectively) and were much less likely to be living either in a subsidized housing project or in Section 8
housing (22.0 percent versus 33.6 percent, respectively). On average, women spent $509.80 per month on housing
and utility costs, ranging from an average of $278.70 for women living in housing projects to an average of $746.02 for
homeowners.

%The Urban Change survey data do not allow a determination of whether women were living in “ severely inade-
guate housing” as defined by HUD, which is one of the criteria for determining worst-case needs. However, only
about 5 percent of families are classified as having worst-case needs on the basis of this criterion (Kathy Nelson, U.S.
Department of Housing and Urban Devel opment, personal communication, January 31, 2000).



The Project on Devolution and Urban Change
Table3.4

Housing Hardship,
by Work and Welfare Status®

Full Working, Not ~ Working, Not Working, = Not Working,
QOutcome (%) Sample on Welfare on Welfare on Welfare Not on Welfare
Housing expenditures greater than
or equal to 50% of total income
in prior monthP
With food stamps 29.6 *** 211 21.8 37.1 38.6
Without food stamps 42,1 *** 235 35.2 58.4 47.1
Had worst-case housing needs
in prior monthF 34,1 *** 19.9 29.9 46.9 34.9
Living in a crowded household? 21.3 *¥** 151 23.4 26.0 20.4
Housing problemse
1 or more 53.8 *** 46.2 56.9 58.8 53.8
2 or more 25,5 *¥** 19.9 284 28.9 26.2
Gas or electricity turned off
1 or moretimesin past 12 months 135 12.9 13.0 145 13.2
Focal child judged to bein
unsafe home environmentf 23.3 *** 16.7 22.7 28.8 185
Samplesize 3,765 1,240 626 1,468 431
(continued)

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used datafor all sample membersin the 1998-1999 Urban Change Respondent
Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of
the reported sample sizes because of missing or unusable items from some interviews.
Rounding may cause slight discrepancies in sums and differences.
The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test
the significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or *** (.001).
When linear analysis of covariance procedures was used to control for background characteristics, al the group
differencesin this table remained significant except “Living in acrowded household.” The characteristicsincluded site,
age, educational attainment, race/ethnicity, citizenship status, marital/partner status, presence of a child under age 6,
number of children in the household, and time elapsed between May 1995 and the interview date.
aNomen in the Urban Change sample were categorized into one of the four groups based on their self-reported
work and welfare status at the time of the interview.

bTotal income of the immediate family includes food stamp benefits but does not include Earned Income Tax

Credits (EITCs).



Table 3.4 (continued)
¢Families have worst-case housing needs if they have no rental assistance and pay more than 50 percent of their
income (not including food stamps) for rent and utilities.
d0Overcrowding is defined as having less than one room per person (not including bathrooms).

eRespondents indicated whether they had any of the following housing problems: broken windows, leaky
ceilings, roaches/vermin, and problems with wiring, plumbing, heating, and appliances.

fInterviewers rated whether they observed potentially dangerous structural or health hazards for afocal child.



Working welfare leavers had the lowest rate of crowding (15.1 percent), and those in the welfare-only
group had the highest (26.0 percent).?*

In the survey, women were asked a series of questions relaing to problems with their housing
conditions. whether there were broken windows, leaky cellings or roofs, and roaches or vermin a their
resdence; and whether they had problems with heating, plumbing, wiring, or ngjor appliances. The
most commonly reported problem was infestation by vermin and insects, reported by 40.2 percent of
the sample. Overdl, more than half the sample (53.8 percent) said they had at least one of the seven
housing problems; about a quarter of the sample had two or more housing problems, smilar to the rate
found in an earlier gudy of welfare mothers (Edin and Lein, 1997). As shown in Table 3.4, group dif-
ferences were sgnificant: Women who had left welfare and were working were leest likely to have a
housing problem (46.2 percent), and they were aso least likely to have multiple problems (19.9 per-
cent).Wdfare recipients, whether they worked or not, were most likely to have two or more housing
problems.

Survey respondents were also asked whether they had had their gas or dectricity turned off at
any point in the previous 12 months because they could not afford to pay the bill. Nearly 13 percent of
the women in the sample said that their utilities had been turned off a least once in the past year.
Women in the four work/wefare groups had smilar rates of utility cutoff.

At the conclusion of the survey interviews, interviewers made observations about safety factors
in the women's homes. Specificdly, interviewers indicated whether they thought there were potentialy
dangerous structura or hedlth hazards for afocal child.”® Table 3.4 shows that interviewersrated nearly
one-quarter of the homes (23.3 percent) as having a safety concern for the children. Observed risks
were highes in the welfare-only group (28.8 percent) and lowest in the work-only group (16.7 per-
cent); the group differences were sgnificant.

Many women in the ethnographic sample experienced an array of housing hardships that not
only were unpleasant and stressful but aso posed hedth and safety risks. Congstent with the survey
findings, infestations were the most common problem, reported by over haf the women:

I’d like to get out of here. There srats running around in here. . . . I’ ve seen them
out there last winter outside . . . so now, they’re inside this building. Dan, Philadel-
phia

That doggone bug! [pointing to one in the room] Yeah, that’s another thing |
have to do, exterminate. It was, like, bug-infested when | moved in here. . . . | got

spiders, roaches, ants, all kinds of stuff around here. The house is old — 71 years
old! And it’s infested with something. Jackie, Cleveland

#After background characteristics were controlled, however, the differences among the four work/welfare
groups with regard to crowding were no longer significant, in large part because of group differencesin the number
of children in the household.

®The focal child was a randomly selected child age 2-6 or 12-18, about whom mothers were asked a battery of
guestions. Information about focal childrenis presented in Chapter 2 (see Table 2.8) and Chapter 7.
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Cockroaches, yeah definitely | have cockroaches. Almost to the, oh my God, to
the disgusting point. If they’'d stay hidden in the walls | could deal with them.
Brenda, Cleveland

We're very mice-infected. The whole building is. Matter of fact, they got termites.
... We got spiders, we got roaches, we got —you name it, we got it. D. Williams,
LosAngdes

Like the survey respondents, many of the ethnographic respondents had multiple housing prob-
lems, including the kinds specified in the survey, aswell as severd others.

| am having a real problem with rodents. The reason why | keep my washer and
drier and refrigerator in the little thing, my daughter’s foot went through the
whole floor. . . . The walls, they just slapped paneling on big humongous holes,
they just did cosmetic work. . . . It's cold [in herg], the vents ain’t right. | had a
leak in my basement, the water was as high as my ankle in my basement. Eileen,
Philadephia

There are cockroaches. Right now, if it rains heavily, the living room gets wet.
That’swhy | can’t have furniture or anything. | have broken windows in the living
room and there’'s some stuff broken in the kitchen. The bathroom has to be fixed.
There are things to be done here! Carmen, Miami

| have live wires on the outside of the house, live wires in the basement. Got holes
in the house. I’ ve had no bathroom sink since March. | asked the landlord to come
out and fix this [ pointing] in February — see the mold? Wendy, Cleveland

Sometimes the mice get so bad you have to get those stickers. You know, they was
coming in through the front door. . . . The windows, like they need fixing. Rain
still coming in. . . . Like this needs fixing, the cabinets. This little light switch
thing. The commode is broke. . . . That what they need to be doing, just put a tent
over the whole damn building. Jefferson, Los Angeles

Complaints about landlords negligence were common. With some exceptions — and in many
cases the exceptions were women living in housing owned by friends or relatives — the women strug-
gled to have housing problems rectified by unresponsive landlords:

My landlord is a scumbag. My heater has not been working for nonths. Kiting,
Philadephia

My landlord don't fix nothing, as you can see. We got things mostly rigged in
here, like my banister. My light socket, you got to punch the wall for it to come
on. ... Hedon't want to fix nothing. Celena, Philaddphia

When | moved here | didn’t have keys to my back door. They still won't give me,
they still haven't gave me keys to my back door. My bathroom was messed up,
they wouldn’'t fix my bathroom. . . . The tile was coming off the tub, the toilet
broke, the tile was coming up off of the floor. The bathroom window won’t close.



So they wouldn’t fix none of that. And | was like, okay, either you fix it or you
don't get paid. And they wouldn’t fix it. Blue, Los Angeles

| left there because the landlord wasn't doing right. . . . He got high one night and
forgot that he left his water running in the bathroom and his apartment was on
top of mines and it caused my kitchen cabinet to drop off the wall and broke all
my dishes. . . . | had put the floor down myself and it destroyed the floor and
broke up all the cabinets, and he told me he was not going to be fully responsible.
Marie, Philadelphia

Severd of the women worried about hazardous conditions ingde their homes. Here are exam-
ples of housing problems that caused concern about the safety and hedlth of the women'’s children:

There was a fume coming up through my heat vent. . . . | thought it was some
hazardous toxic waste material, that had been rising up through my basement
floor. . .. [The landlord] sent somebody to clean it out, and the man was cough-
ing and kept choking a long time. And he was saying it was good that we found it
out when we did, because it was, like, smoking. Janndlle, Clevdand

We had rat problems in the back, out in the alley. And problems with mosquitos
'cause going down the hill, there's a little dip and there's like ditches and water
just sits there all the time. My son, four years ago, got bit by a mosquito and he
got encephalitis. From the stagnant water down here. That was not sprayed. The
lady down the street has meningitis, at the same time my son had the encephalitis.
That’s why they said it was the mosquitos. Susan, Cleveland

They fixed the kitchen ceiling. They had to come 10 times just to fix it, and they
never fixed it. They hired some idiot to do it. The person who did it didn’t know
what he was doing, because it kept leaking and things fell. The whole roof thing
fell. It could have killed somebody. Alissa, Los Angeles

My stove was leaking gas, it had a gas leak. . . . You know | smell gas every time.
I’m hoping there's nothing wrong there. | even called the gas company. But you
could smell gas and my oven was always hot. . . . Just recently there was a big gas
leak. The whole pipe just busted, finally. Michelle, Los Angeles

Problems with lead paint were among the hazards that concerned severa of these mothers, par-
ticularly in Cleveland:

My 6-year-old, | have to have her tested this month. Her blood level is 14. Up to
15 isnormal.? You know, it’s like borderline. Janice, Cleveland

If we stay here for much longer, that [high lead content] could cause mental
problems. . . . When we were in Arizona, we had her tested, she was all the way

%The criterion for elevated blood lead is generally 10 or more micrograms per deciliter (see, for example, Lanphear
et a., 1996).
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down to 6, which is normal. And we were only here for six weeks and she’s up to
15. Brenda, Cleveland

We're trying to move. We have to move because of the lead levels and he [land-
lord] won’'t do anything. Brenda, Cleveland

In summary, materid hardships involving the housing that these women were able to afford were
common and caused considerable distress, discomfort, and concerns about their family’s safety and
wedl-beng.

B. Neghborhood Quality

Neighborhood Quiality: Highlights of the Findings

About 40 percent of the women rated their neighborhoods unfavorably, and one in four said
there was gang violence; welfare recipients — whether or not they worked — were espe-
cidly likely to consder their neighborhoods undesirable and to report gang violence.

One out of six women, with similar rates in al four work/welfare groups, said that either they
or their children had been robbed, mugged, or attacked in the previous year.

Interviewers rated nearly two-thirds of the survey sample as having one or more neighborhood
problems (for example, vandalism, vacant lots, abandoned buildings). Welfare recipients had
higher rates of such problems than welfare leavers.

The ethnographic data suggest that many women had fears for their persona safety and for
the safety of their children — and that such fears often led them to stay scluded in their
homes, venturing out only when necessary.

The inner-city neighborhoods from which the Urban Change survey sample was drawvn were
among the most economicaly disadvantaged in the four stes — dthough it is important to note that
women were not necessarily dill living in the neighborhoods where they had resided in May 19952
Many of the women in the survey sample were aware that their neighborhood was not the best place to
live and raise children. Nearly two out of five respondents rated their neighborhood as “fair,” “poor,” or
“awful.” (Conversdly, however, about 60 percent of the sample described their neighborhoods as “ ex-
cdlent” or “good.”) Table 35 shows that women who

“Data from the Neighborhood Indicators component of the Urban Change project permitted a preliminary explo-
ration of mobility patterns in the Urban Change survey sample. Altogether, about half (53.3 percent) the women had
moved to different census tracts, and the four work/welfare groups had similar rates of mobility. On average, moves
were positive; for example, the average poverty rate of the original (May 1995) census tracts was 38.1 percent, com
pared with an average poverty rate of 28.6 percent for the tracts where respondentswho had moved were living when
interviewed. Among the movers, improvements were observed for all four groups, but women in the two working
groups experienced somewhat larger improvements than women in the two nonworking groups.
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Table 3.5

Neighborhood Characteristics,
by Work and Welfare Status’

Full Working, Not ~ Working, NotWorking, = Not Working,

Outcome (%) Sample on Welfare on Welfare on Welfare Not on Welfare
Living in an undesirable neighborhood® 30.8 *** 35.0 413 441 36.6
Gang violence in neighborhood,

past 12 months 24.2 *** 18.9 29.9 27.3 209
Respondent or her child(ren) robbed,

mugged, or attacked, past 12 months 16.8 16.0 16.3 17.8 16.5
Respondent or child witnessed a violent

crime in neighborhood, past 12 months 14.2 ** 11.6 15.7 16.0 134
Neighborhood problems®

1 or more 62.5 *** 55.4 63.9 69.1 58.2

2 or more 46.8 *** 39.9 479 53.5 42.2
Samplesize 3,765 1,240 626 1,468 431

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used datafor all sample membersin the 1998-1999 Urban Change Respondent
Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of
the reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test
the significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, al the group
differencesin this table remained significant. The characteristics included site, age, educational attainment,
race/ethnicity, citizenship status, marital/partner status, presence of a child under age 6, number of children in the
household, and time elapsed between May 1995 and the interview date.

aNomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work
and welfare status at the time of the interview.

bAn “undesirable neighborhood” was one that respondents rated as fair, poor, or awful as a placeto live and raise
children.

*Neighborhood problems are based on the interviewer’ s observations of five characteristics in the vicinity of the
respondent’ s home: vacant |ots, vandalism, abandoned buildings, teenage gangs, and litter or garbage in the streets.
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received wdfare were more likely than women in either of the two nonwelfare groups to consider thelr
neighborhood undesirable.

About one-quarter of the respondents reported that there had been gang violence in their
neighborhood within the previous year. There were sgnificant differences anong women in the four
work/welfare groups. Women who were receiving welfare (whether they worked or not) were most
likely to report gang violence. Among the full survey sample, 14.2 percent said that either they or one of
ther children had witnessed a violent crime (such as a shooting or stabbing of someone) in ther
neighborhood in the previous year, and an even higher percentage of women (16.8 percent) said that
they or a child had been mugged, robbed, or attacked. All groups had Ssmilar experiences with robbery
or mugging, but women in the two welfare groups were somewhat more likely to have witnessed a vio-
lent crime in their neighborhood.

Interviewers recorded observations about certain neighborhood characteristics — whether,
within ablock or two of the respondent’ s home, there were (1) large groups of teenagers hanging out in
the street, (2) vacant lots, (3) litter and garbage on the street or sdewalk, (4) abandoned or boarded-
up buildings, or (5) vanddism, such as graffiti. Visble neighborhood problems such as these have been
shown to be more strongly correlated with certain hedth problems than standard indicators of socio-
economic status (see, for example, Cohen et d., 2000).® Each of these problems was present in the
neighborhoods of a least one-third of the sample members, with the most common problem being va-
cant lots near respondents homes (43.2 percent). Over 60 percent of the sample had at least one of
these problems, and 46.8 percent had two or more. As shown in Table 3.5, welfare recipientswho did
not work were mogt likely to live in aress rated by interviewers as having undesirable features. How-
ever, the mgority of women in dl four of the work/wefare groups lived in neighborhoods with at least
one of the five problems.

The ethnogrgphic data provide a rich account of the anxieties that many of the women had
about the safety of their neighborhoods. By far the most frequently mentioned concern was crime, in
generd, and drugs, in particular. Women who did not worry about drugs and associated problems were
in the minority:

There' s alot of drug activity coming into the neighborhood. . . . | couldn’t walk to
the corner store without somebody asking me if | was all right, if | needed to get
hooked up or if | needed a rock or something. Linda, Clevdand

The house next door, it has crack heads, two houses up it has crack heads, they
wheel and deal dope. Janice, Cleveland

You have your little drug dealers everywhere. People are always getting shot over
here, always. Maria, Cleveland

%The “Broken Windows’ theory posits that broken windows are an outward sign of social disorganization and
that the physical environment’s appearance provides messages that regulate individual behavior, including health-
related behavior (Cohen et a., 2000).
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And they're running up [in her building], they sell drugs. And when they raid the
house, the only way into my house is upstairs. The other people have two front
doors and two side doors. I'mupstairs. . . . It'shard. Michdle, Los Angeles

Most women in the ethnographic sample did not mention gangs per se as a problem, exceptin
Los Angeles, where the mgority of respondents discussed gang-related problems. However, in dl four
Sites, robberies, break-ins, and violent crimes and shootings were a constant source of worry and fear:

Somebody just got shot on 59th and Herman. A young teenage boy got shot and
killed. Uh, up on Madison and West Boulevard a police officer was killed yester-
day. They killed the person who did it. | mean, there’s a lot of violence and every-
thing. Linda, Clevdand

We were like hostages in our own homes, because if you go out in the street you
might get shot. In fact, one of our guys, one of my son’s playmates, his mother got
shot on a drive-by. Rochelle, Clevdland

They be shooting around here, they be fighting. Oh, it’s hard. It's okay, but | keep
my eyes in the back of [ my head]. E. Williams, Los Angeles

I’ ve been here for a while, and | guess in about the last six months, 10 or 12 per-
sons have got killed over here. I'm serious, one right here on this corner right
across the street, one on this corner, and a Mexican guy got shot here downstairs,
and on the same day this little 17-year-old boy got killed across the street from
me. | just looked out the door and seen a boy laying on the ground and called 911.
And uh, a few minutes later, we heard another, a lot of gunshots about a block
and a half from here. Fatimah, Los Angdes

Fears about their personal safety kept some women secluded in their homes — off the streets
and even off front porches and sdewaks. This was especidly true a night; but even during the day,
some women worried that venturing out — even to alocal grocery store — wasrisky:

It's drug-infested. We literally used to hide in the house, me and my daughter. |
would like, go to the grocery store, pay the bill, back in the house. Jackie, Cleve-
land

I’m fearful to live here because, we're fearful for our personal safety. Sometimes
I’mfearful that, because there may be some other people having a fight and it has
nothing to do with me, but we could get hurt. If we're sitting around out there, we
might get hurt. Kathy, Cleveland

I’m scared to work around here. . . . People walking around the street | don't like.
| ain’t trying to have no money in my pocket, so none of these people around here
[ have something] to snatch. Blue, Los Angeles
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[1 wouldn’t take an early job] because if it was, like, very early, | wouldn't take it
because it’s very risky being out on the street alone, waiting for the buses, and
they don’t come quickly or something. Ddlia, Los Angdles

The risks that these women faced persondly were twofold: the possibility of being njured,
killed, mugged, robbed, or harassed while outside their home, on the one hand; and the possibility that
during their absence from home ter resdence would be burglarized or vandaized. One woman in
Philadelphia, for example, had been about to go to the laundromat but noticed alarge group of teenag-
ers congregating outside her house. She was afraid to leave, because she thought they would hasde her,
and she dso feared that they would “torch” or destroy her house if they knew it was empty. Another
woman sad:

My house has been broken into before. . . . They watch me, because ain’'t nobody
going to rob you in the day, knowing you don't work — unless they seen you
leave, know where you're going, and know when you are coming back. Marie,
Philadd phia

Such fears dearly made it difficult for the women to fed comfortable taking jobs that would
force them to wak through their dangerous neighborhoods (and leave their houses empty) to get to
work, particularly if the commute involved walking to or from their homes in the dark. Furthermore,
employment sometimes resulted in worries about their children's exposure to dangers. One working
moather in Miami, who relied on her older son to take her toddler to daycare, explained:

| must work because | need the money, but | would rather not work. The difficult
thing for me is that the oldest boy has to take him [the toddler] to daycare and
pick himup. He's 14 and it’ s dangerous to walk back and forth. Amarilis Miami

As this example indicates, these mothers had grave concerns about the welfare and safety of
ther children. They worried about the possbility that their children would be physicaly injured (for ex-
ample, through an accidental shooting or by drunk or drug-using drivers), but they aso grappled with
the conviction that their children should not be exposed to drug activity, prostitution, gang wars, vanda-
ism, and other street crime. Many women (especidly the mothers of boys) feared not only that such ex-
posure could scar or jade their children but also that it might lead them into alife of crime:

You got to worry about it, you have to deal with things like the drugs and the
gangs. And you got to worry about your children getting into it themselves. It's
like a daily struggle. Olivia, Clevdand

| don’t worry about me in particular, because | can handle myself. But the kids, |
worry about them, you know, them getting affiliated with the little gangs and the
drugs, and being persuaded into doing bad and stupid things. Wendy, Cleveland

| don’t even let my 8year-old out. My kids ain’t allowed out. ’ Cause if they learn
that, they'll bein jail with them. Danidlle, Philadephia
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As noted earlier, resdertid ingtability has been found to be associated with negeative outcomes,
such as homelessness. However, the ethnographic data indicate that, for many of these women — who
were living in environments thet they themsdlves described as “like a ghetto” — residentia mobility rep-
resented an important god. A number of women indicated a strong desire to move out of the neighbor-
hood and, often, out of the city entirely. Some sorrowfully acknowmedged thet their income would likely
never permit them to move to a better neighborhood.

Conggtent with the survey findings, not dl women in the ethnographic sample had complaints
about their neighborhood. Some women voiced strong praise of their neighbors and their neighborhood,
saying that they fdt safe, thet their neighbors were friendly, and that crime was not a mgjor issue®
These respondents often lived in cohesve, socidly integrated neighborhoods where people cared about
how their houses looked, how the children behaved, and what kinds of activities transpired there; cor-
sequently, they cooperated with each other:

The parents around here, if one kid does something and the other parent will go
and tell the parent. . . . We do try to keep each other informed and most of the
parents actually watch the kids and watch out over other kids. Olivia, Cleveland

One kid got hit last year and we just immediately dialed 911 and then someone
ran and told the mom. . . . Then it was a lady got attacked, her and her boyfriend
were fighting right out here. . . .He chased, she must have jumped out of the car,
and he parked the car and started beating her again. And somebody was passing
and stopped and came and held him down 'til the police came. So | think thisisa
very cooperating area. Tasha, Cleveland

Most of the people on this block are homeowners and they have block meetings
all the time and they look out for each other, they watch the houses, they watch
the kids. Lisa, Philaddphia

However, it was not only women who lived in rdaively quiet, friendly areas who were uncritica
of their neighborhoods. Some women who lived in neighborhoods characterized by violence and crime
nevertheless thought their neighborhoods were tolerable. This sometimes happened because the women
had previoudy lived in even worse aress. In other cases, however, the women appeared to have grown
immune to the chaos of their surroundings, saying that they were “used to it.” And some were able to
rationdize the dtuation, indicating their belief that many of the problems they experienced were dmost
universal. For example, one woman in Cleveland indicated that there were drugs and violence nearby,
that her kids could not go outside to play, and that it wasn't wise to be outside after dark. She then de-
scribed her area as a“typica neighborhood, | guess; as typica as anywhere” The notion that drugs and
crime were everywhere and could not be avoided was expressed by severa women:

Every neighborhood’ s practically, mostly the same, you know. Everywhere you go
there’ s going to be drugs and gangs, you know. Katie, Cleveland

ZAl the ethnographic respondents were drawn from three neighborhoods per site. There is considerable hetero-
geneity in the women's descriptions of the same general neighborhood. The data suggest that women defined
“neighborhood” considerably more narrowly than the researchers did. When the women talked about their neighbor-
hood, they usually appeared to be talking about their own street or even only their block, rather than a census tract.
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It's not a real bad neighborhood, no badder than any other neighborhood. It’s oc-
casional drugs in the neighborhood, up on the corner. Gloria, Clevdand

Okay, all the neighborhoods now is kind of rough. It’s not the neighbors, it's not
the people who stay in the neighborhood. It's the people who come to the
neighborhood. D. Williams, Los Angeles

Thus, the ethnographic data suggest that the survey respondents' ratings of the desirability of
their neighborhood as a place to live and raise children may have been skewed by their prior experience
with worse neighborhoods and their inexperience with much better ones. Thisinterpretation is consstent
with the fact that over haf the women in the survey sample (51.8 percent) who rated their neighborhood
as a“good” or “excdlent” place to live nevertheless had at least one interviewer-observed neighbor-
hood problem, such as vandalism, abandoned buildings, and so on.

C. Housing I nsecurity

Housing I nsecurity: Highlights of the Findings

Some 2.5 percent of the women had been homeless or lived in an emergency shelter in the
previous 12 months, nonworking welfare recipients were especialy likely to have been
homeless or sheltered.

More than one out of four women said they had had trouble finding a good place to live in
the past year; again, this was especialy true among women in the welfare-only group.

One out of ten women had moved at least twice in the past year, and one out of tenaso
said she had had to “double up” with another household in that period.

Across al indicators of housing insecurity, women in the work-only group had the most fa-
vorable outcomes, and those in the welfare-only group had the worst outcomes.

In the ethnographic interviews, a substantial minority of women reported episodes of home-
lessness and shelter residence, and they described persistent housing problems that required
them to piece together strategies that led them from one unsuitable arrangement to another.

As shown in Table 3.6, 2.5 percent of the women in the Urban Change survey sample said that
they had been homedess or lived in emergency shdlter at some point in the 12 months prior to the 1998
1999 interview.* A disproportionately large number of women with a recent history of homelessness
had no childen living with them, but over 200 children under age 18

%At the time of the interview, 21 women (0.5 percent) were actually homeless or living in ashelter. Given the dif-
ficulty of locating such women, it is quite probable that women experiencing homel essness and residential turmoil are
underrepresented in the sample.
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Table3.6

Housing Insecurity,
by Work and Welfare Status®

Full Working, Not ~ Working, Not Working, = Not Working,
Outcome, Past 12 Months (%) Sample on Welfare on Welfare on Welfare Not on Welfare
Homeless or lived in
an emergency shelter 2.5 ** 1.3 21 3.6 2.8
Evicted 34 ** 2.0 45 4.4 23
Had trouble finding a
good placeto live 28.1 *** 23.2 28.3 32.0 29.0
Moved 2 or moretimes 9.9 ** 7.7 11.2 11.3 9.8
Had to move in with
another household 9.7 8.2 9.9 10.7 10.2
Samplesize 3,762 1,239 626 1,467 430

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used datafor al sample membersin the 1998-1999 Urban Change
Respondent Survey who were or had previously been welfare recipients. The sample sizes for individual
outcomes may fall short of the reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied
to test the significance of group differences. Statistical significance levelsareindicated as* (.05), ** (.01), or ***
(.001).

When linear analysis of covariance procedures was used to control for background characteristics, al the
group differences in this table remained significant. The characteristics included site, age, educational attainment,
race/ethnicity, citizenship status, marital/partner status, presence of a child under age 6, number of children in the
household, and time elapsed between May 1995 and the interview date.

aNomen in the Urban Change sample were categorized into one of the four groups based on their self-
reported work and welfare status at the time of the interview.



lived with mothers who reported homelessness or shelter use in the past year (not shown in fables).
Working wefare leavers were least likely to have experienced housing insecurity, while welfare recipi-
ents without employment were most likely to have been homeless or sheltered.

Among women in the survey sample, 3.4 percent reported that they had been evicted from their
resdence in the previous year. Of those evicted, 30 percent had had an episode of homelessness or
shelter residence in the prior year (not shown). Wefare recipients — whether they worked or not —
were about twice as likely as welfare leavers to have been evicted in the previous yesr.

More than one out of four women in the survey sample (28.1 percent) reported that they had
had trouble finding a good place to live in the prior year. Although women in the work-only group were
least likely to report housing difficulties, it is noteworthy that nearly one out of four of them said they had
had trouble finding adequate housing.

Resdentid ingtability was rdatively common in the survey sample, with just over 30 percent
having moved at least once in the previous year (not shown) and about 10 percent having moved two
times or more. Compared with women in the other three groups, women in the work-only group were
least likely to have moved twice or more (7.7 percent). Another type of residentia turbulence concerns
having to move in with another household; such “doubling up” was experienced in the previous year by
just 9.7 percent of the women in the survey sample. Group differences were not statistically sgnificant.

In the ethnographic interviews, many women spoke about housing ingtability and difficuties find-
ing adequate housing. Unlike the survey data, the ethnographic data are able to revea the dynamic as-
pects of housing problems, such as the sequencing of events that crested housing insecurity, and the ex-
periences that subsequently ensued.

Like the women with food security problems, women with persistent housing problems tended
to piece together strategies — sequentidly rather than smultaneoudy — to find shelter. Women with
ongoing housing difficulties tended to move from one unsuitable arrangement to another in search of ac-
ceptable and affordable homes for themsdves and their children. A pattern that emerged among severd
women was the loss of housing (for example, because of an eviction, afire, or the sale of a property),
followed by doubling up with reatives in crowded and tumultuous circumstances, followed by, in some
cases, shdter dwdling and, findly, by another housing arrangement — typicaly one with various defi-
ciencies and problems. For example, one woman in Philadephia moved back in with her mother when
her welfare check was withheld for fallure to return aform:

So | was staying at my mom's, but it’s always [hard] living with my mom. She's
got a drunken son, he wrecks the house all the time. He gets drunk and smashes
everything. And | didn’t want my kids to grow up like that. So | moved out and |
never went back. Danidle, Philadephia

This woman then moved out of her mother’s house into a rat-infested building where she and her chil-
dren were living in one room. The building, however, was about to be sold; she believed that she would
need to go into a shelter if her cousin wouldn't take her in, and she worried that she would not be able
to get into a shdlter.

Another woman’ s housing odyssey began with amove that led to amgjor problem:
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| had just moved in an apartment, and the boiler blew up. That apartment in East
Cleveland. All my stuff got burned up, | had nothing. And | went into this shelter.
Sharon, Cleveland

She gstayed in the shdlter for two months, until she found the gpartment where she was living a the time
of the interview — an gpartment that had broken windows, exposed eectrica wires, dozens of mice

and rats, and a nonworking refrigerator, stove, and bathtub.

A number of the women in the ethnographic sample were disheartened by the unpleasant cir-

cumstances they had to endure when they were forced to double up with another household. Asthe

woman in Philade phia who had moved in with her mother explained:

| started putting money aside so | could get out of there because she only had a
two-bedroom place and she still had my two younger brothers living with her, and
then she had me and my three children and we had to, like, stay in her front living
room on the floor or sleep in her roomwith her. Tina, Philaddphia

Some of the women's housing security problems led them to live with an abusve partners, as
exemplified by awoman from Philaddphia

Like, we been through more things than you could ever imagine. My mom's home
got burned out and it, like, threw us off guard ’'cause we didn’t have nowhere to
go. There wasn't no agencies that would help us. Wewound up livinginacar. . . .
[ Then] we lived in one room with a potbelly stove. | had to go out at night time
with a little wagon to get wood. We didn’t have no gas. . . . Well, | found out that
glass bottles can burn. Teddy bearsburn great. . . . [Then] | wasin a shelter with
my kids. It lasted, like, two months and that’s when | asked their father, could |
move in with him. . . . So when we moved in with him, like, the only thing | didn’t
applause about was that they were doing a lot of drugsin our house. | would have
to keep my kids in one room. My kids would come downstairs to sit on the furni-
ture — we were finding needles or drug bags or crack vials. Like, | got to the
point where, you know, | just got tired of the beatings, the abuse, the words. E-
leen, Philade hphia

A subsgtantid minority of women in the ethnographic sample (over one-third in Cleveland, for

example) had been homeess or lived in a shdter & some point in ther lives — some because of their
own drug use, but most because of circumstances such as those just described. Here is how one

woman from Los Angeles described her previous experiences with homelessness:

[When | was 15], | would always be thrown out by my mom. . . . | was seven
months pregnant and my mom threw me out, she got into a big fight with her boy-
friend, she threw me out. And I’ ve been in the streets since. My brother came with
me. . . . We were on the streets. | lived on the streets basically all my life. Even my
mom, we were homeless with my mom, we lived in garages. Michedlle, Los Angeles

Severd of the women explicitly mentioned concerns about future homelessness, for themsdaves
or for other women:
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| think if they’re not on welfare and they' re not working, if they have a child, then
either they're living off someone, living off someone else. They're probably mov-
ing from place to place. They probably don’t have nowhere to go. Jonetta, Cleve-
land

| mean, if | went, you know, and | did everything by the [welfare agency' g rule, |
don’t think I’d have a place right now. | think I'd be, like, living under a bridge or
something. Heather, Cleveland

[Interviewer]] What about mothers who move off welfare and do not go to work,
do you know what'’ s happening to them? Do you see them at the community cen-
ter?

[Respondent:] | see them coming in every day. And they' re growing in number. . . .
Some of them are becoming homeless.

[Interviewer:] What do you think that you would have to do if you couldn’t get wel-
fareor ajob?

[Respondent:] 1" d probably end up on the street. Linda, Clevdand

In summary, dthough most of the women in the ethnographic sample were living in farly stable
housing at the time of the interview, many had been living and were continuing to live in precarious finan-
cid gtuations that placed them at risk of disruptive living Stuations, and many expressed concerns about
what might happen to their housing as aresult of welfare reform.

V. Oveall Material Hardship

Material Hardships. Highlights of the Findings

On a summary scale that included eight indicators of material hardship measured in the sur-
vey, 83 percent of the sample had at least one.

Women in the welfare-only group had the highest number of materid hardships, and thosein
the work-only group had the fewest. Even so, about 75 percent of the latter group experi-
enced material hardships of one type or another.

Materid hardship scales, pioneered by Mayer and Jencks (1989), capture hardships across
domains, such as food sufficiency, housing adequacy, and so on.** Some people may experience pri-
marily one kind of hardship because of resource dlocation decisons, but others may endure multiple
and diverse hardships.

#Material hardship scales often include indicators of health care access and health insurance, topics that are
covered in Chapter 6 of thisreport.



Researchers have included various indicators in material hardship scales; typicaly, there are Six
to eight indicators (Mayer and Jencks, 1989; Edin and Lein, 1997; Coulton et a., 2000). In the present
study, a scale was constructed with eight material hardships™ discussed in this chapter: food insecurity,
emergency food use, homelessness or shelter residence, paying more than 50 percent of total income on
housing, utility shutoffs, two or more housing problems, witnessng a violent crime in the neighborhood,
and two or more interviewer-observed neighborhood problems.

For the sample as a whole, the total number of hardships ranged from O to 7, and the average
number was 1.8. (See Table 3.7.) Only 17.1 percent of the sample had none of the eight materid hard-
ships, and (28.1 percent) had three or more. As shown in the table, working welfare leavers had fewer
hardships than other women. Nonworking welfare recipients had the highest average number of hard-
ships, and more than one-third had three or more. These group differences perssted even when the
women'’s background characteristics were controlled. However, even among the group with the fewest
hardships — working women who had left welfare — three out of four had & least one materid hard-
ship, and about one-fifth had three or more.

V. Discussion

Nutritiond status, housing status, and persond safety are important indicators of wellness. Dep-
rivations of basic needs for food and shdlter are intringcaly troubling, but they are dso of public con
cern because of ther link to numerous hedth and developmenta problems, the burden for which is
shared by the entire society.

Despite the current strength of the U.S. economy, millions of American families experience food
and housing hardships, suggesting that a strong economy is nat in itsdlf sufficient to ensure universal ac-
cess to basic necessties. Not surprisngly, materid hardships are more acute in the Urban Change
population than in a genera population. For example, for the Urban Change survey sample asawhole,
fuly haf the families were food insecure. This is substantialy higher than the 10.2 percent rate found
nationdly and higher dso than the 38.8 percent rate among households with incomes below 50 percent
of the poverty leve in 1998 (Bicke et d., 1999). Thus, even though about half the sample were work-
ing, the Urban Change population was an even more disadvantaged group than people living in poverty
nationdly.

Women in the Urban Change survey sample who had |eft welfare and obtained paid jobs were
better off in terms of virtudly dl indicators of materid hardship than those who continued to rely on wel-
fare — which is conggtent with the fact that their incomes were higher. Welfare recipients who had no
paid employment, by contrast, had high rates of food and housing hardships. Welfare leavers who were
not working genedly had maerid hadships equd to, o in some cases

¥The method used to select indicators for the scale in the present study was similar to that used by Mayer and
Jencks (1989) and Edin and Lein (1997). That is, the indicators are ones that correlate significantly with a question
that asked respondents to indicate their level of satisfaction with their current standard of living. In this study, the
indicator most strongly correlated is food insecurity (r =.31). Overall, only 29.4 percent of the women said they were
dissatisfied with their current standard of living; dissatisfaction was lowest in the work-only group (22.7 percent) and
highest in the welfare-only group (35.6 percent).
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Table3.7

Overall Material Hardship,®
by Work and Welfare Status®

Full Working, Not Working, Not Working, = Not Working,

Outcome Sample onWelfare  on Wefare on Welfare Not on Welfare
Material hardships? (%)

Mean 1.8 *** 15 18 21 19

None 17.1 *** 253 16.5 111 14.4

1-2 54.8 55.4 57.2 53.3 55.0

3 or more 28.1 *** 19.3 26.4 35.6 30.6

Samplesize 3,765 1,240 626 1,468 431

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used datafor all sample membersin the 1998-1999 Urban Change Respondent
Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of
the reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test
the significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, al the group
differencesin this table remained significant. The characteristics included site, age, educational attainment,
race/ethnicity, citizenship status, marital/partner status, presence of a child under age 6, number of children in the
household, and time elapsed between May 1995 and the interview date.

#The eight material hardships used in thisindex include: food insecurity, receipt of emergency food in prior month,
spends more than 50 percent of income (including food stamps) on housing, has two or more housing problems, had
utilities turned off in past 12 months, has two or more neighborhood problems, witnessed a violent crime in the
neighborhood, and homeless or sheltered in past 12 months.

bWomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work
and welfare status at the time of the interview.
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greater than, women who were welfare recipients. These group differences in materid hardship cannot
be accounted for by the fact thet the groups were different in terms of ethnicity, educationd attainment,
living arrangements, or household composition. Almogt al the group differences remained sgnificant
even when these and other characteristics were controlled.

Although materid Fardships were sgnificantly different for women in the four work/welfare
groups in the Urban Change survey sample, it is noteworthy that the differences were generally not
substantial. For example, nearly hdf the working welfare leavers were food insecure, 15 percent of
them had experienced hunger, and 75 percent of them had at least one materid hardship. Thus, even if
welfare reform succeeds in moving welfare recipients off of welfare and into paid employment, sizable
numbers of them are likely to continue having problems acquiring adequate food and housing for ther
families. Thismay be epecidly trueif those women who were till on welfare end up taking even lower-
paying (and possibly less stable) jobs than women who have been able to leave welfare earlier and on
their own accord.



Chapter 4
Health Status and Health Behavior

. I ntroduction

Women in their childbearing years are generdly in good hedth. About 92 percent of women age
18-44 described their hedth as good, very good, or excdlent in the 1996 Nationd Hedth Interview
Survey (Nationa Center for Hedth Statistics, 1999). However, given the level of economic disadvan
tage among the women in the Urban Change sample, they were expected to be less hedthy than women
nationdly.

Severd studies have documented hedlth-related problems in the welfare population. For exam:
ple, Loprest and Acs (1996) found, using 1991 data from the Survey of Income and Program Peartici-
pation (SIPP), that 16.6 percent of the women who had received Aid to Families with Dependent Chil-
dren (AFDC) at any point in the previous 32 months had a work limitation, and about 9 percent re-
ported that they needed help with or were unable to perform specific functiond tasks such as dressing,
edting, bathing, or climbing sairs. These researchers dso found that functiond limitations were associ-
ated with longer welfare spells. Olson and Pavetti (1996) reported that in the 1991 Nationa Longitudi-
na Survey of Youth (NLSY), nearly five times as many welfare recipients as nonrecipients (10.4 per-
cent and 2.2 percent, respectively) said that they were not seeking work because of medica problems.
More recently, usng data from a random sample of welfare recipients in an urban Michigan county sur-
veyed in 1997, Danziger et d. (2000) found that 19.4 percent had a physicd hedlth problem.

As described in Chapter 3, women in the Urban Change sample experienced extreme materid
hardships that could adversdy affect their hedth. Materid hardships can directly affect hedth because
they expose people to unhedthy conditions such as nutritional and housing inadequacies, environmentd
hazards, and violence and aggresson. Materid hardships are also a source of stress, and stressful life
experiences have repeatedly been found to adversdy affect hedtht (Dohrenwend and Dohrenwend,
1981, Elliott and Eisdorfer, 1982; Linsky and Straus, 1986).

Materia hardships and resulting stress dso play a role in hedth behavior. For example, both
cross-sectionad and longitudind studies have consstently shown that dtress is related to greater food
consumption, reductions in physicd activity, and obesity (Greeno and Wing, 1994; Grunberg and
Straub, 1992; Twisk, Snel, Kemper, and van Mechelen, 1999; Walcott-McQuigg, 1995). Stress has
a0 been found to be rdated to smoking and smoking-related mortdity (Colby, Linksy, and Straus,
1994; Twisk et d., 1999; Allison, Adlaf, laomiteanu, and Rehm, 1999; Anda et d., 1999). For exam-
ple in alongitudina study of young adults, Twisk et d. (1999) found that changes in the number of daily
sressful events over a two-year period were postively related to decreased physical activity and in-
creased smoking. Thus, there is ample reason to expect that women in the Urban Change sample would
be less hedthy and would engage in less hedthful behaviors than women in nationd samples.

'Stress and mental health outcomes in the Urban Change sample are discussed in Chapter 5.



There has dso been consderable interest in the relationship between hedth and women's em
ployment. As women's labor force participation increased over the past two decades, two competing
theories emerged regarding how women's employment could affect their hedlth. The role strain mode
predicts that role overload, resulting from women's need to juggle multiple responshilities in the home
and at work, would adversely affect hedlth. On the other hand, the role accumulation modd posits that
employed women would have advantages because of increased self-esteem, persond gratification, and
socid support — as wdl as increased income. Studies have shown farly consgtently that employed
women are hedthier than nonworking women Bird and Fremont, 1991; Ross and Mirowsky, 1995;
Waldron and Jacobs, 1989), which undermines the role strain hypothesis.

However, the obsarved relationship leaves open the question of the underlying causd chain:
Does hedth affect employment, or does employment affect hedth? As noted in Chapter 1, evidence
from longitudina studies suggests that both explanations have some empirica support, and reciproca
effects are dso plausble. The longitudina evidence seems to suggest strongly, however, that hedlthisa
more powerful and more direct determinant of employment decisons than vice versa, which is consis-
tent with the conceptual mode presented in Figure 1.1 (Chapter 1).

Taken together, these bodies of research lead to the expectation that women in the Urban
Change sample who were working at the time of the interview would be hedthier than women who
were not working. This prediction is aso consgtent with findings in Chapter 3 indicating that employed
women had sgnificantly fewer materiad hardships than those who were not employed.

. Physical Health Status

Physical Health Status. Highlights of the Findings

On awidely used scale of physical hedth status, women in the Urban Change survey sam-
ple had less favorable scores than national samples of same-age adults.

One-quarter of the survey sample rated themselves as being in fair or poor hedlth, compared
with only 8 percent of same-age women nationdly.

On dl measures of hedth, including questions about physica limitations, women who
worked, regardless of their welfare status, had more favorable outcomes than women who
did not work.

The ethnographic interviews indicate that some women faced serious health problems that
could significantly impact their lives, and suggested that the survey data may understate
health prablems in this population.

The current hedth gtatus of the women in the Urban Change survey was measured using the
Short Form 12 Health Survey, commonly referred to as the SF-12. The SF-12 isa 12-item scale pro-
viding a generic, multidimensionad measure of hedth status, and it has been used in rumerous hedth



studies? The scale indudes a measure of both physical hedlth (discussed below) and mental hedlth (dis-
cussed in Chapter 5). The instrument yields scores that have been standardized in anationa sampleto a
mean of 50 and a standard deviation of 10. Scores below 50 indicate less favorable hedth status than
that for a genera adult population; the lower the standard score on the scde, the less favorable is the
person’s hedlth status (Ware et d., 1996).

Table 4.1 presents the sx indicators that make up the physica component of the SF-12 scale
for the four work/welfare research groups. The fird item is a widdy used globa sdlf-assessment of
hedlth status® Self-reported health has been vaidated as a measure of hedth status in several studies.
For example, sdif-reported hedth had been found to be predictive of mortaity (Miilunpalo, Vouri, Oja,
and Pasanen, 1997; Mossey and Shapiro 1982) and has been correlated with both acute and chronic
diseases (Ross and Mirowsky, 1995). As seen in Table 4.1, one-quarter of the women in the Urban
Change survey sample rated their hedth as fair or poor. As a comparison, Figure 4.1 shows that only
7.7 percent of women age 18-44 nationally (21.1 percent of black women of al ages who were below
the poverty level) assessed themsalves as being in fair or poor hedth in 1996 (Nationd Center for
Hedth Statistics, 1999, Table 60). Conversdy, only 18.6 percent of the women in the Urban Change
sample, compared with 35.1 percent of U.S. women age 18-44 in 1996, rated their hedlth as being ex-
cdlent. Group differences in sdf-reported hedth status were sgnificant: WWomen in the two working
groups, regardless of wefare status, were less likely than nonworking women to rate their hedlth asfair
or poor. About twice as many women who neither worked nor received welfare (35.0 percent) as
working former recipients (17.2 percent) perceived their hedth asfair or poor.

The remaining five items of the SF-12 physicd component ask about specific hedth problems,
such as pain and limitation of activity. Sizable minorities of women, ranging from 24 percent to over 40
percent, affirmed that they had one of the five specified problems. For example, 37.3 percent of the
women indicated thet their hedth limited moderate activities, such as moving a table or pushing a vac-
uum deaner;* 44.1 percent said that their hedlth limited their ability to dimb severd flights of sairs; and
one out of four indicated that they experienced pain that interfered with norma work.

There were significant differences across the four work/welfare groups for dl five items, and the
differences perssted after controlling for background characterisics The two working

*The SF-12 is a shortened version of the SF-36, a 36-item health survey developed from the Medical Outcomes
Study. The SF-36 was widely used in research but was found to be too long for inclusion in many national surveys.
Extensive research has documented the strong correspondence between the SF-12 and the SF-36. The SF-12 has
been shown to have adequate reliability and validity in various populations and age groups (Ware, Kosinski, and
Keller, 1996).

3specifically, the question asks, “In general, would you say your health is excellent, very good, good, fair, or
poor?”’

*In comparison, 9.6 percent of women age 15-44 reported any kind of limitation of activity in the 1996 National
Health Interview Survey. Less than 4 percent said they were limited in the amount or kind of any major activity (Na-
tional Center for Health Statistics, 1999, Table 59).
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Table4.1

Health Status of Respondents,
by Work and Welfare Status®

Full Working, Not ~ Working, Not Working, = Not Working,
Qutcome Sample on Welfare on Welfare on Welfare Not on Welfare
Physical component of SF-12°
Items (%)
Reports fair to poor health 255 *** 17.2 20.0 321 35.0
Health limits moderate activities® 37.3 *** 28.5 338 443 4.1
Accomplished |ess than would have liked® 35.7 *** 25.3 321 44.3 43.0
Limited in the kind of work or other activities® 285 *** 195 24.1 36.0 36.2
Pain interfered with normal work® 24.8 *** 191 20.5 28.9 344
Health limits climbing severa flights of stairs 44.1 *** 37.2 41.9 50.5 45.7
Mean score 46,9 *** 49.1 48.0 452 4.7
Scored less than 40 (%) 31.2 *** 21.9 24.3 394 40.6
Health condition limits kind or
amount of work (%) 24.0 *** 11.6 15.7 341 37.9
Currently receives disability income (%) 8.7 *** 31 6.1 125 15.8
Samplesize 3,765 1,240 626 1,468 431

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Caculations for thistable used data for all sample membersin the 1998-1999 Urban Change Respondent Survey who
were or had previously been welfare recipients. The sample sizesfor individual outcomes may fall short of the reported sample
sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, all the group differencesin
this table remained significant. The characteristics included site, age, educational attainment, race/ethnicity, citizenship status,
marital/partner status, presence of a child under age 6, number of children in the household, and time elapsed between May 1995
and the interview date.

aVomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work and
welfare status at the time of the interview.

The Short Form 12 Health Survey (SF-12) is a 12-item scale providing a generic, multidimensional measure of physical or
mental health status. It is standardized utilizing a sample of the general U.S. population to a mean of 50 and a standard deviation of
10. Different versions of the instrument inadvertently omitted response options for two questions. To account for this oversight,
responses to the remaining options for these two questions were weighted.

¢For example, moving atable.

dIn the past four weeks.

€This includes housework in the past four weeks.
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Figure4.1
Self-Reported Health Status,

by Work and Welfare Status*and in U.S. Population
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SOURCE: MDRC calculations from the Urban Change Respondent Survey;
Centers for Disease Control/National Center for Health Statistics, 1999, Table 70.

NOTE: aVomen in the Urban Change sample were categorized into one of the four groups based on their self-
reported work and welfare status at the time of the interview.



groups, especidly women who had left wefare, had condgtently lower rates of hedth limitations than
nonworking women. For example, 11.6 percent of the employed former recipients and 15.7 percent of
the employed current recipients reported that they had a physical problem that limited their work or type
of work, compared with over one-third of the women in each of the two norworking groups. On dl
SF-12 physicd items, women who worked and had left welfare were somewhat better off than e
ployed recipients.

For the overal SF-12, the mean physica component standard score for women in the Urban
Change survey sample was 46.9, which is lower than the mean of 50 for the generd U.S. population;
more notably, it is below the mean of 52.8 for smilar-age adults (18-44) nationdly (Ware et d., 1996).
Within the four work/wefare groups, the means ranged from a low of 44.7 for nonworking wefare
leaversto ahigh of 49.1 for working welfare leavers. Thus, the mean score for even the healthiest group
of women in Urban Change was lower than the average for same-age adults nationaly.

In the Urban Change study, women were consdered to have specid hedth vulnerabilitiesif their
SF-12 physical score was under 40. This score was used as a criterion of poor hedth becauseit isone
full gandard deviation below the nationa mean of 50, meaning that only 16 percent of the adult U.S.
population have such unfavorable scores. In the Urban Change sample, nearly one-third of the women
had a score of less than 40. By contrast, only about 10 percent of adults age 18-44 nationdly have such
low scores.”

Figure 4.2 presents score ranges on the SF-12 for the Urban Change sample (by work/wefare
gatus) as well as for adults age 18-44 nationdly. People with scores below 40 are substantidly less
hedlthy than the generd adult population nationdly, and those with scores of 60 or more are considera-
bly hedthier. As seen in the figure and in Table 4.1, the two groups of employed women in the Urban
Change survey sample, regardiess of welfare satus, were sgnificantly less likely to have poor physica
hedlth scores than women in the two groups of nonworkers. For example, 15.6 percent of former re-
cpients who worked had an SF-12 physical score less than 40, compared with 31.6 percent of non
working current recipients. However, and perhaps most important, al four work/welfare groups fared
less favorably when compared with a retiona sample of adults age 18-44, as shown by the right-hand
bar in Figure 4.2.

Women in the Urban Change survey sample were dso asked whether they had a hedlth condi-
tion that limited the kind or amount of work they could do. Overdl, 24.0 percent reported having such a
hedlth condition. Table 4.1 shows that over one-third of the nonworking women said that hedth limited
their work, while subgtantidly smaller percentages of women in the work-only group (11.6 percent) and
in the work-and-welfare group (15.7 percent) reported such a problem.

*This percentage was estimated by using the mean score (52.8) for men and women age 18-44 and assuming that
the standard deviation for this age group was the same as that for the general population (10). Then, a z score was
computed to estimate the percentage who had a score below 40. However, it should be noted that the national sample
includes both men and women and that, across all age groups, average scores on the SF-12 are lower for men than for
women,; thus, the mean standard score for women age 18-44 would likely be higher than 52.8. That is, it islikely than
even fewer than 10 percent of women in this age range nationally would score below 40. However, information was
not available regarding scores for men and women according to age ranges.
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Figure 4.2

Scor e on Physical Component of SF-12,
by Work and Welfare Status*and in U.S. Population
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SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTE: aWomen in the Urban Change sample were categorized into one of the four groups based on their self-
reported work and welfare status at the time of the interview.



One fina hedth outcome measure was the receipt of disability income (Supplemental Security
Income, or SS). Once again, asimilar pattern emerged. Compared with women in the two nonworking
groups, a much lower proportion of women in the working groups (regardiess of wefare status) re-
ported receipt of disability income for themsdves in the prior month. This is consgent with the
presumption that someone who is able to work for pay would likely not be eigible for disability pay-

ments.
Just as most survey respondents rated their hedlth as good to excellent, women in the ethno-

graphic sample, when directly asked by an interviewer how they would describe their health, mostly said
that their health was “good.” However, severd respondents said they were in good hedlth until the inter-
viewer probed for hedth problems. Once the interviewer probed, these women provided a wedth of
detail about various hedth problems that had plagued them. The following is an excerpt from an inter-
view with a woman from Cleveland who, when asked drectly, stated she was in “pretty good” hedth;
then the interviewer asked a follow-up question:

[Interviewer:] Tell me alittle about the injury.

[Respondent:] | was standing on the third shelf, I was pulling the fourth one up.
The guy they gave me to help was stronger. Lost my footing, smashed my ankle
into the shelf that |1 was standing on. A gangloid cyst tumor developed in the soft
tissue. It started growing through the tendons and the nerves before they okayed
the surgery. And now | have nerve damage, partial nerve damage to the foot from
that. . .. I injured it in August, they finally okayed the surgery in October.

Astheinterviewer continued to probe, this woman reveded further hedlth problems:

[Interviewer:]. You said you had also injured your back before. Is that better?
[Respondent;] No, it’s not better, but | just keep going. | don’t let it get me down.
Even the asthma, | don't let it stop me.

[Interviewer:] Do you have asthma, too?

[Respondent:] Yeah. So | just keep going. | mean, | try not to think about it. . . . |
just got over a really bad case of bronchitis. And I’ve seen him [the doctor] a
couple times. | just had breast surgery done in May. They removed a cyst. Thank
God it wasn’t cancerous. Wendy, Cleveland

A woman in Philadephia who said her hedlth was good later admitted that she had been to the
doctors for some tests because they suspected she had cervica cancer. However, she did not return to
learn the test results. Y et another woman, in Miami, brought up her recent diagnosis of leg cancer when
asked a generd question about her current Stuation. She mentioned this in the context of having to delay
entry to a training program. However, when the interviewer had asked her to describe her hedth, she
dated, “I’'m very hedthy.” Thus, the ethnographic data suggest that asingle, direct question about hedth
gatus may mask health problems in this population that are reveded only through in-depth discussions
that are not necessarily focused on health issues.

Some women in the ethnographic sample discussed medicd problems that are fairly common,
such as asthma. However, some of the health-related issues mentioned were problems that could signifi-
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cantly impact the lives of these women. Severd respondents described serious medica conditions that
would not only meke it difficult to function a work or at home but that were, in some cases, debilitating:

Physically, | got chronic bronchitis and that is a form of asthma and | am also
diabetic. Lisa, Philaddphia

| fell and got two fractures in my foot and the bruise on the back of my leg which
it ended up into like a big blood clot as big as a hospital . . . [and was diagnosed
with] chronic anemia. Margaret, Philadelphia

This respondent’s blood clot in her foot forced the removal of the cast, despite the fracture.

One Los Angeles woman described both vision problems and weakness in her arm that she at-
tributed to a childhood bout with polio:

That’sright. | may drop or break things| handle. . . . | have very poor sight in one
of my eyes. . .. | wastold | am blind in one of my eyes. Prescription glasses will
not help thiseye at all. Da, Los Angeles

Another woman from Los Angeles recounted:

Sometimes | have chest pain. Other times, | have dizzy spell. | am bleeding when |
have a bowel movement. Phoeun, Los Angeles

Respondentsin Miami aso mentioned hedth-related problems:

| have had this problem of the thyroid for many years. In Santo Domingo they told
me it is very dangerous. Juliana, Miami

| went in the hospital the other night, and when | went to the emergency room the
doctor took three hours [to see mg]. . . . | went down there with high blood pres-
sure and heart symptoms. . . . Fever, chest pains, sweats. This pain has been going
on for about a month and a half.* Marsha, Miami

As evidenced by these excerpts, a number of women faced hedth problems that could have
implications for entry to the labor market.

[1l. Health Behavior

A person’s hedlth can be affected by a number of factors, including health care access and qual-
ity, genetic traits, and materid hardships. Hedlth can dso be affected by peopl€e s habits and lifestyles —
by such hedthpromating behaviors as maintaining an exercise regimen and getting sufficient deep and
a0 by behaviors that place them at greater risk of serious illness. Two risk behaviors with clear-cut
hedth implications are smoking and being overweight. Such behaviors are, to some extent, under peo-

®This respondent was diagnosed with angina.
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ple's control. However, many other factors contribute to hedth-related behaviors, including cultura
forces (for example, dietary choices) and socia forces (such as peer pressure to smoke cigarettes or to
drive at high speeds). Moreover, as noted earlier in this chapter, there is growing evidence that health
risk behaviors are partly determined by stress and stressful life circumstances such as those described in
Chapter 3.

Health Behavior: Highlights of the Findings

The prevaence rate of smoking among women in the Urban Change sample was much
greater than the national smoking rate.

Former recipients who worked were the least likely to report smoking, while nonworking
recipients were the most likely.

Nonworking current recipients were more likely to be morbidly obese than women in the
other three work/welfare groups.

Former recipients who worked were the least likely to be obese smokers.

The next two sections examine two important health-risk behaviors: smoking and obesity. Drug
and acohol use are discussed in Chapter 5.

A. Smoking

Smoking cigarettes is consdered the most preventable cause of morbidity and mortdity in the
United States (Centers for Disease Control tobacco Web site). Smoking has long been linked to a host
of negative hedth outcomes both for smokers and, through passve smoking, for children and other
household members. Negative outcomes include cancer, cardiovascular disease, chronic obstructive
pulmonary disease, reduced fertility, spontaneous abortion, ectopic pregnancy (Mudler, 1998), and
cervical abnormdities (Scholes et d., 1999). There is also evidence that smokers have higher rates of
absenteeism from work than nonsmokers (Ryan, Zwerling, and Jones, 1996; French, Zarkin, Hartwell,
and Bray, 1995). Furthermore, it is estimated that 8,000 to 26,000 new cases of asthmain children are
caused by mothers who smoke more than 10 cigarettes a day and that, each year, between 200,000
and 1 million children’s asthma conditions will be worsened by exposure to “ secondhand” smoke (Cen+
ters for Disease Control tobacco Web gite).

Respondents to the Urban Change survey were asked whether they currently smoked cigarettes
(see Table 4.2). Overdl, 39.8 percent of respondents reported smoking. In comparison, the 1993-
1995 prevaence rate for smoking by women age 18 or older was 24.2 percent for whites, 22.2 percent
for AfricarAmericans, and 14.4 pecent for Higpanics (Nationd Center for Hedth Statis-

"The survey did not, unfortunately, include questions about heal th-promoting behaviors such as exercise.
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Table4.2

Health Behavior of Survey Respondents,
by Work and Welfare Status®

Full Working, Not ~ Working, Not Working, Not Working,
Outcome Sample on Welfare on Welfare on Welfare Not on Welfare
Currently smokes cigarettes (%) 39.8 *** 32.2 39.9 44.9 441
Average BMI scor e (%) 28.7 * 285 29.0 29.0 28.0
Morbidly obese 7.1%* 5.6 6.6 9.1 54
Obese 29.1 28.2 329 28.2 28.3
Overweight 29.9 * 335 28.3 28.0 29.0
Within ideal weight range 32.0 315 311 32.4 33.9
Below ideal weight range 19* 13 12 2.3 34
Currently smokes cigarettes and
is obese (%) 13.3 *** 9.8 151 14.9 15.6
Samplesize 3,764 1,239 626 1,468 431

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used data for all sample members in the 1998-1999 Urban Change Respondent
Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short
of the reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to
test the significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or ***
(.001).

When linear analysis of covariance procedures was used to control for background characteristics, all the group
differencesin this table remained significant except: "Average BMI score," "Overweight,” and "Below ideal weight
range." The characteristics included site, age, educational attainment, race/ethnicity, citizenship status,
marital/partner status, presence of a child under age 6, number of children in the household, and time elapsed
between May 1995 and the interview date.

aWVomen in the Urban Change sample were categorized into one of the four groups based on their self-reported
work and welfare status at the time of the interview.

bThe ranges for weight were calculated utilizing the body massindex (BMI), which references the risk of
morbidity and mortality associated with weight. A person whose BMI is 30 or higher is classified as obese.



tics, 1999, Table 63).2 There were sSgnificant group differences in smoking rates, which persisted after
controlling for the respondents background characteristics. Approximately 44 percent of respondents
in the two nonworking groups reported smoking. The proportion who smoked in the group of working
former recipients was nearly 12 percentage points lower (32.2 percent).

B. Weight

Obesgity, like cigarette smoking, has been linked to numerous hedlth problems, including hyper-
tension, increased risk of coronary heart disease, and the development of non+insulin-dependent (type
I1) diabetes (Bray, 1996; James, 1998). The risk for these hedlth problems has been found to increase
as the degree of obesity increases (Thompson, Holcomb, Loprest, and Brennan, 1998).° Furthermore,
the risk of death for both men and women from such causes as cardiovascular disease, cancer, and
other diseases increases throughout the range of moderate and severe overweight (Calle et a., 1999). It
has been estimated that 4 percent to 6 percent of al drect hedth care costs in the United States are
atributable to obesty (Allison, Zannalli, and Narayan, 1999). Obesity, like smoking, has been found to
be associated with higher rates of absenteeism from work (Tsal et a., 1997; Tucker and Friedman,
1998).

In the past decade, the proportion of adults age 20 and older in the United States who met the
criteria for being either overweight or obese had increased to nearly 55 percent (Nationd Heart, Lung,
and Blood Indtitute Web site). At least one-third of Americans are obese, with rates being particularly
high among women and nonwhites (Solomon and Manson, 1997).

The measure most often used as an index of weight is referred to as the body mass index, or
BMI. Cdculated utilizing a person’s weight and height,™® the BMI is a measure of body fat, which has
been found to be corrdated with morbidity and mortaity in many epidemiologic studies (National Heart,
Lung, and Blood Ingtitute Web site). Generdly, a score between 18.5 and 25 on the BMI is considered
to be within the ideal weight range, while a score of less than 18.5 is consdered underweight. People
with BMI scores between 25 and 30 are defined as overwelght, and those with scores over 30 are de-
fined as obese. Morbid obesity, which is considered to place people a especialy high risk for hedth
problems and premature mortdity, is usudly defined asaBMI greeter than 40.

Utilizang sHf-reported measures of weight and height from the Urban Change survey, BMI
scores were caculated for the women in the survey sample. As shown in Table 4.2, the average BMI
for dl respondents was 28.7, indicating an average vaue in the overweight range. Though the average
BMI varied across the four work/welfare groups, the differences were modest, ranging from alow of

#Smoking prevalence rates vary by income and education as well as by race/ethnicity, and higher rates are asso-
ciated with lower income and less education. For example, 20.3 percent of A frican-Americans with 13 years or more of
education smoked, compared with 31.5 percent of those without a high school diploma (National Center for Health
Statistics, 1999, Table 63).

*However, there s evidence that obesity is alower risk factor for mortality among African-American women than
among white women (Stevens et al., 1998; Durazo-Arvizu et ., 1998; Calle et al., 1999).

Ospecifically, aperson’sBMI is equal to weight in kilograms divided by the square of his or her height in meters.



28.0 for women in the no-work, no-welfare group to 29.0 for both groups of current recipients; these
mean group differences were no longer significant when background differences were controlled.

However, the average BMIs mask some differences in the didiribution of weight categories. In
particular, the proportion of women classfied as morbidly obese ranged from just over 5 percent for
women in the two former-recipient groups, compared with nearly twice that (9.1 percent) for current
welfare recipients who were not working. Group differences in morbid obesity remained Sgnificant even
with background characterigtics controlled. Interestingly, women in the two nonworking groups were
more likely than employed women to be underweight.

Researchers have dso investigated the relationship between smoking, obesty, and hedth ou-
comes. Findings related to the additive effect of the two risk factors of smoking and obesity have not
been conagent, but some studies have found that smoking eevates the risk of early mortaity among
those a either extreme of the weight distribution (Lee et a., 1993; Bender, Trautner, Spraul, and Ber-
ger, 1998). Table 4.2 shows that 13.3 percent of the women in the Urban Change survey sample were
smokers who were obese (that is, had BMI scores of 30 or higher). Significant group differences
emerged; the group of working former recipients had the lowest proportion of obese smokers (9.8 per-
cent).

V. Relationship Between Health Status and M easur es of
M aterial Hardships and Health Behaviors

Health Correélates. Highlights of the Findings

Women in fair or poor hedlth were significantly more likely than those in better health to be
food insecure, to have been homeless or sheltered in the previous year, and to have multiple
materia hardships.

Women in fair or poor hedth were more likely than women in better health to smoke, to be
obese, and to be obese smokers.

As mentioned in Chapter 3, food security and materid hardships have implications for a per-
son's hedth and well-being. This section discusses the relaionship between physicd hedth, on the one
hand, and measures of both material hardships and hedlth behaviors, on the other.

Table 4.3 compares women who reported that they were in good, very good, or excellent
hedlth with those who said they were in fair or poor hedth. Ingenera, materia hardships were associ-
ated with poorer hedlth. As Table 4.3 indicates, women in fair or poor hedlth were sgnificantly more
likely than hedthier women to be food insecure; food insecurity was experienced by nearly 60 percent
of those who reported they were in fair or poor hedth, compared with 45.1 percent among thosein
good or excdlent health. About twice as many of the women in the less hedthy group (24.8 percent) as
those in better health (12.6 percent) had experienced hunger (not $rown). Women who rated them-
sves & being in far or poor hedth were dso sgnificantly
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Table4.3

Selected Material Hardship and Health Behavior Outcomes,
by Self-Reported Health Status

Outcome (%) Excellent to Good Hedlth Fair to Poor Health
Food insecure® 45,1 *** 59.8
Has 2 or more housing problems® 231 *** 344

Lived in emergency shelter or was homeless

in past 12 months 2.3 29
Has 3 or more material hardships’ 24.7 *** 39.2
Obesef 34.1 *** 424
Currently smokes cigarettes 37.0 *** 47.7
Currently smokes cigarettes and is obese 11.2 *** 19.2
Samplesize 2,700 923

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Caculations for thistable used data for all sample membersin the 1998-1999 Urban Change
Respondent Survey who were or had previously been welfare recipients. The sample sizes for individual
outcomes may fall short of the reported sample sizes because of missing or unusable items from some
interviews.

Rounding may cause slight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was
applied to test the significance of group differences. Statistical significance levels areindicated as* (.05),

** (,01), or *** (,001).
aThis measure collapses the three insecure categories from the Household Food Security Scale
(insecure, no hunger; insecure, moderate hunger; insecure, severe hunger).

bRespondents indicated whether they had any of the following housing problems: broken windows,
leaky ceilings, roaches/vermin, and problems with wiring, plumbing, heating, and appliances.

“The eight material hardships used in this index include: food insecurity, receipt of emergency food in

prior month, spends more than 50 percent of income (including food stamps) on housing, has two or more

housing problems, had utilities turned off in past 12 months, has two or more neighborhood problems,
witnessed a violent crime in the neighborhood, and homeless or sheltered in past 12 months.

9The ranges for weight were calculated utilizing the body mass index (BMI), which references the risk

of morbidity and mortality associated with weight. A person whose BMI is 30 or higher is classified as
obese.
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more likely than hedthier women to have two or more housing hardships (for example, dectricd prob-
lems, heating problems, vermin); to have been homeess or sheltered in the previous year; and to have
three or more materia hardships. In short, these findings are consstent with prior research that has
found that materid hardships contribute to poor heath outcomes — athough, because of the cross-
sectiond nature of these data, it is aso possible that poor hedlth contributed to materid hardshipsin this
population (for example, by interfering with employment that could increase family income).

Table 4.3 dso presents information on the relationship between health status and hedlth behav-
iors. Respondents reporting fair or poor hedth were sgnificantly more likely to be obese (42.4 percent)
than those reporting good or excellent health (34.1 percent). Nearly twice as many women who re-
ported fair or poor hedth (11.5 percent), in comparison with those in better health (5.9 percent), were
morbidly obese (not shown). Women who rated their health more poorly were aso significantly more
likely to smoke than those with better hedlth ratings (47.7 percent versus 37.0 percent, respectively).
Some 19.2 percent of those in poorer hedth both smoked and were obese, compared with 11.2 per-
cent among hedthier women. Agan it should be noted, however, that it is not possible to determine
from these cross-sectiona data whether the outcome (obesity, smoking, or obesity and smoking) was a
contributing factor to salf-reported hedlth status.

V. Discussion

Ovedl, the women in the Urban Change survey sample were consderably less hedthy than
national samples of adults. Furthermore, women's employment and welfare status were significantly re-
lated to virtudly dl measures of hedth. On measures of physicad hedth, the two working groups, re-
gardless of welfare gatus, fared better than the two nonworking groups. These group differences per-
ssted even after controlling for background differences, meaning that they do not merdly reflect those
characterigtics often associated with hedth variaion, such as education, race/ethnicity, and maritd
datus. Among nonworking women, current recipients and former recipients had comparably unfavor-
able hedlth outcomes.

It s|ems possible thet, as the welfare time limits take effect, some of the recipients with hedlth
problems may find it quite difficult to trangtion to employment. Moreover, even among the women who
were employed a the time of the interview, hedth problems and limitations were far more prevaent than
inagenerd population. This, in turn, leads to concerns about the ability of women with hedth problems
to sudain regular, full-time employment — while a the same time raisng their children and managing
their households.

The ethnographic data suggest the possibility that heath problems might have been underrated
and underreported in the survey. In the ethnographic interviews, many women initidly stated that they
were in good hedth, but they subsequently described a host of medical problems either when the inter-
viewer probed or when discussing other aspects of their lives. The ethnographic interviews aso revealed
that many of the women's hedlth problems were chronic (for example, severe asthma, weak limbs) and
serious (for example, cancer, heart problems). These hedlth conditions could lead to challengesin enter-
ing the labor market.



Findly, outcomes that could be considered risk factors for subsequent poor hedth also played
an important role in this sample. The proportion of respondents who were consdered overweight or
obese was nearly 10 percentage points greater than national rates. The prevalence rate for smoking in
this sample was nearly 17 percent higher than the nationd sample. These kehaviors could put these
women at higher risk for perastent, ongoing hedth problems — problems that could interfere with their
ability to work.



Chapter 5
Mental Health

. I ntroduction

Menta hedlth is an important public hedth concern that has implications for women's employ-
ment and their reliance on public assstance and, thus, for society overdl. The Surgeon Generd’s office
estimates the current prevalence of menta disorders during a given year at about 20 percent of the U.S.
population. Furthermore, in 1996, the direct costs of menta health services in the United States totaed
$69 hillion (Surgeon Generd’s Report, 2000).

Studies based on samples of the generd population consstently document thet there is a strong
association between mental health status and socioeconomic circumstances. Lower levels of income,
educationa attainment, and occupationa prestige are consstently associated with higher levels of slb-
clinicd emotiond distress and various mentd hedth disorders, including substance abuse disorders
(Blazer, Kesder, McGonagle, and Swartz, 1994; Kesder et d., 1994; Mutaner et al., 1998; Turner,
Wheaton, and Lloyd, 1995). Consigent with this epidemiologicd profile, high levels of emotiond dis-
tress and depression are commonly observed in studies of low-income populations and among welfare
recipients (Danziger, Corcoran, Danziger, and Heflin, 1999; Delva and Kameoka, 1999; Legd Action
Center, 1999; Quint, Bos, and Palit, 1997; Schmidt, Weisner, and Wiley, 1998; Speigiman, Fujiwara,
Norris, and Green, 1999). For example, Lynch, Kaplan, and Shema (1997) found that the likelihood of
clinical depresson was more than three times hgher among persons whose incomes were lower than
200 percent of the poverty level than among persons with higher incomes.

A dominant conceptua framework for understanding how socid conditions affect hedth is re-
ferred to as the stress paradigm. According to this modd, stress is an internd response to acute or
chronic socid and environmenta stressors (for example, materid hardships, the death of a loved one).
Prolonged or multiple exposures to stressors in the absence of adequate psychologca and socid re-
sources (that is, coping mechanisms and socia support) to manage and minimize the experience of
dress exacts atoll on the body, causing physical and mental hedlth problems (Aneshensdl, 1992; Turner
et d., 1995; Pearlin, 1989; Thoits, 1995). Differentid exposure to stressors, differentia resources for
buffering the effects of stressors, and differentid vulnerabilities to stressors across  subpopulations ac-
count for substantid differences in rates of physca and emotiond distress and disorder. As shown in
Chapter 4, the physical health outcomes of women in the Urban Change survey sample were worse
than nationd averages, were lower among working women (than among women who received wdfare
or who neither worked nor received welfare), and were higher among those experiencing greater mate-
rid hardships It is expected that Smilar results will be found for mental hedth and substance abuse out-
comes. Moreover, snce there is substantia comordidity with respect to physica and menta hedlth
problems and substance abusg, it is also expected that these outcomes will be related to one another.

In the current context of welfare reform, there is condderable interest in the extent to which men-
ta hedth problems — including acohol and drug abuse and dometic violence — will affect the ability
of women to trangtion from wefare to work and to sustain work (Legd Action Center, 1999;
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Speigiman et d., 1999). Recent evidence from astudy of wefare recipients in an urban Michigan county
indicates that maor depresson sgnificantly reduced the accumulation of work experience over time
(Danziger et d., 2000)."

This chapter describes the menta hedlth, substance use, and domestic violence experiences of
women in the Urban Change survey and ethnographic samples. Domestic violence is included because
of its well-documented link with poor mental health outcomes. In addition to describing the differences
among women according to work/welfare status, this chapter will examine the relaionships between
materid hardship and physicad hedth outcomes, on the one hand, and the risk of depresson, on the
other.

1. Mental Health

Mental Health: Highlights of the Findings

One-third of the Urban Change survey sample had unfavorable scores on a standardized
measure of emotiona well-being, compared with 16 percent of adults age 18-44 nationdly.

Half the women in the Urban Change sample were at moderate or high risk of depresson.

Working respondents — especialy those no longer on welfare — had more favorable
menta health outcomes than nonworking women.

About haf the full sample reported fedling highly stressed in the month prior to the inter-
view; former recipients who worked were the least likely to report high stress.

The ethnographic data suggest that stress was an especialy salient issue for these women;
one of the sources of stress mentioned by some respondents was the pressure of welfare
reform itself.

As mentioned in Chapter 4, the Short Form 12 Health Survey, or SF-12, was administered to
survey respondents to assess their physical hedth and ther menta hedth.? Scores on the scale are
standardized using the generd U.S. population to a mean of 50 and a standard deviation of 10; lower

The weight of the evidence indicates that mental health problems, particularly clinical depression, influence
employment outcomes. However, thereis also evidence relating to the beneficial effects of employment on well-being
(especialy self-esteem), but this evidence suggests that such effects are likely to vary with the types of jobs women
take. Research has indicated that jobs that are high in demands, high in routinization, and low in substantive com-
plexity and decision latitude (that is, self-direction) are experienced as more stressful than jobs with other characteris-
tics (Karasek and Theorell, 1990; Roxburgh, 1996). Since the low-wage jobs that welfare recipients are most likely to
get are also likely to have these stress-producing characteristics, it is plausible that these job conditions might coun-
teract some or all of the psychological benefits (such as, improved self-esteem and reduced stigmatization) that
women expect to be associated with leaving welfare for work (Scott, Edin, London, and Mazelis, forthcoming).

%As described in Chapter 4, the SF-12 is a shortened version of the SF-36, a 36-item health survey developed
from the Medical Outcomes Study. The SF-12 has been shown to have adequate reliability and validity across vari-
ous populations and age groups (Ware, Kosinski, and Keller, 1996).
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dardized using the generd U.S. population to a mean of 50 and a standard deviation of 10; lower
scores indicate less favorable mentd hedth outcomes. Examples of questions from the S~12 scale
that address mentd hedth functioning include: “During the past four weeks, as a result of any emotiond
problems, did you not do work or other activities as carefully as usuad?’ and “How much of the time
during the past four weeks have you fdt downhearted and blue?’

It is important to note that the menta component of the SF12 does not assess for a particular
mental hedlth problem, such as depression, but rather for generd menta hedlth functioning. However,
the relationship between SF12 mental component scores and mental hedlth problems has been previ-
oudy established. For example, Sugar and colleagues (1998) dratified a sample into categories of de-
pression and found a relationship between depression and scores for the SF-12 mental component.?
Those categorized as sub-threshold for depression, for example, had a mean score of 44.4 on the SF
12 mental component, and those categorized as having curent mgjor depression had a score of 37.4
(Sugar et d., 1998).

As shown in Table 5.1, the mean score on the SF-12 mental component for the Urban Change
survey sample was 47.1, compared with a mean score of 49.6 for the generd U.S. population age 18-
44 (Wareet d., 1996). While the differenceis not large, it does indicate that this sample of women had
less favorable menta health scores then the general population of same-age adults?

Over one-quarter (25.5 percent) of the Urban Change sample had especialy unfavorable scores
(less than 40) on the mental component of the SF-12.° In comparison, an estimated 16 percent of adults
age 18-44 nationdly have a score below 40, that is, about half the rate of the Urban Change sample
(see Figure 5.1).° Moreover, using the SF-12 score of 37.4 — the average score among those with
magor clinical depresson in the Sugar et d. (1998) study — 20.0 percent of the women in the Urban
Change survey sample scored below this level on the SF-12.

Significant group differences emerged in the menta component of the S-12, and they remained signifi-
cant even after controlling for background characteristics. As shown in both Table 5.1 and Figure 5.1,
working women, especidly if they had left welfare, had more favorable mental hedlth scores than
women who were not working. For example, former recipients who worked had a mean score of 49.1,
compared with a score of 45.4 for current recipients who did not work. Only 17.9 percent of the for-
mer group, but 319 pecent of the latter group, had SF12 scores below 40.

*The researchers used a two-stage process to assess depression. In the first stage, a depression screening form
was used. In the second stage, the criteria of the American Psychiatric Association’s Diagnostic and Statistical
Manual (DSM-I11) was used to determine the presence of clinical depression among those who had been screened as
being “at risk.”

“The SF-12 scale, along with virtually all measures in this chapter, was included in a self-administered question-
naire, so that survey respondents would have greater privacy in responding to sensitive questions. A total of 90 re-
spondents did not complete the questionnaire, but there were almost no differences between completers and non-
completersin terms of background characteristics and health outcomes (see Appendix A).

°A score of 40 was used as the criterion of poor mental health because it is one standard deviation below the na-
tional mean of 50 on this scale.

®This percentage was estimated by using the mean score for adults age 18-44 (49.6) and assuming that the stan-
dard deviation for this age group was the same as that for the general population (10). Then, a z score was computed
to estimate the percentage with a score below 40.
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Table5.1

Mental and Emotional Health Indicators,

by Work and Welfare Status®

Full Working, Not ~ Working, Not Working, = Not Working,
Qutcome Sample on Welfare on Welfare on Welfare Not on Welfare
Mean score on mental component of SF-12° 471 *** 49.1 47.6 454 46.0
Scored less than 40 on mental
component of SF-12° (%) 255 *x* 17.9 23.1 319 30.0
Mean score on CES-D scale 17.6 *** 151 16.9 195 195
Risk of depression® (%)
None 50.1 *** 59.8 51.1 430 45.2
Moderate 22,6 ** 20.3 25.3 24.3 20.0
High 27.2 *** 19.9 23.6 32.7 34.8
Felt highly stressed much or almost
all the time, past month (%) 50.1 ** 46.1 53.2 52.0 50.3
Samplesize 3,765 1,240 626 1,468 431

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used datafor al sample membersin the 1998-1999 Urban Change Respondent Survey

who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the reported
sampl e sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-sguared tests was applied to test the
significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, all the group
differencesin thistable remained significant. The characteristics included site, age, educational attainment, race/ethnicity,
citizenship status, marital/partner status, presence of a child under age 6, number of children in the household, and time
elapsed between May 1995 and the interview date.

aNomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work and
welfare status at the time of the interview.

The Short Form 12 Health Survey (SF-12) is a 12-item scale providing a generic, multidimensional measure of physical
or mental health status. It is standardized utilizing a sample of the general U.S. population to a mean of 50 and a standard
deviation of 10. Different versions of the instrument inadvertently omitted response options for two questions. To account for
this oversight, responses to the remaining options for these two questions were weighted.

‘Risk of depression was assessed utilizing standard criteriafor the Center for Epidemiological Studies-Depression (CES-
D) scale. CES-D scores range from 0 to 60. A score lessthan 16 is categorized as at low risk, ascore of 16 to 23 is
categorized as at moderate risk, and a score greater than 23 is classified as at high risk of depression.
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Figure5.1

Score on Mental Component of SF-12,
by Work and Welfare Status*and in U.S. Population
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SOURCES: MDRC calculations from the Urban Change Respondent Survey;
Centers for Disease Control/National Center for Health Statistics, 1999, Table 70.

NOTE: aWomen in the Urban Change sample were categorized into one of the four groups based on their self-
reported work and welfare status at the time of the interview.



However, as shown in Figure 5.1, even women in the work-only group were more likdy than same-age
adults nationally to have scores below 40 (17.9 percent versus 16.0 percent in the nationd sample) and
were far less likely to have scores of 60 or above (9.1 percent versus 16.0 percent).

Another measure used to assess the emotiond well-being of this sample was the Center for Epi-
demiologicd Studies-Depression (CES-D) scde. The CES-D is a 20-item scde that asks questions
related to mood and functioning in the prior week. It isawidey used research instrument for measuring
symptoms of depresson.” The CES-D has been found to be highly reliable — .85 in the general popur
lation, .90 in a patient sample (Radloff, 1977), and .89 in the current study. Examples of items contained
in the scale include “During the past week, | thought my life had been afailure’ and “During the past
week, | felt depressed.”

CES-D scores, which range from O through 60, are used to indicate the risk of depression. Genr
eraly accepted cutoffs for the scae are asfollows: A score less than or equa to 15 indicates low risk of
depression, a score between 16 and 23 is considered moderate risk of depression, and a score above
23 iscongdered high risk of depression. It isimportant to note that the CES-D is aresearch instrument,
not a clinica measure; it assesses whether the respondent is at risk of depression rather than whether a
diagnosis of depression exists (McDowell and Newdll, 1996).

As shown in Table 5.1, the mean CES-D score for the women in the Urban Change survey was
17.6, indicating thet, on average, these women were at moderate risk of depression.® The scores for
women in the survey sample ranged from 0 to 60 — that is, the full theoretica range. Overdl, hdf the
women in the sample were a some risk of depression; 22.6 percent were at moderate risk, and 27.2
percent were at high risk.? There were significant differences across the four work/welfare groups, even
after controlling for background differences. As seen in Table 5.1, employed former recipients had the
most favorable average CES-D score (15.5). Women in the three remaining groups al had mean scores
indicating moderate risk of depresson; current recipients who were not working had the highest mean
score (19.5).%° Neverthdess, it is noteworthy that more than 40 percent of the women in the work-only
group — the group with the best outcome — were at risk of depression and that one out of five was &
high risk.

Women were aso asked about their levels of stress™ Table 5.1 adso shows that half the women
in the survey sample reported feding highly stressed during the month prior to the interview.*? The group

"The CES-D has been validated in many studies and in varied populations, and it has also been used effectively
in community cohorts as a screening device (see, for example, Comstock and Helsing, 1976; Radloff and Locke, 1985).

®The correlation between scoring |ess than 40 on the SF-12 mental component and being at mo derate or high risk
of depression (that is, scoring higher than 16 on the CES-D) was .43 (p < .001).

°As a comparison, Danzinger and colleagues (2000) found, in their study of welfare recipientsin an urban Michi-
gan county, that 25 percent of their sample had a major depressive disorder. A recent MDRC study of the Minnesota
Family Investment Program (MFIP) found that the mean CES-D score for women on AFDC was 19.0 and that 31.6
percent of these women were at high risk of depression (Knox, Miller, and Gennetian, 2000).

“This result is similar to that of another study, which found that, among a cohort of African-Americans, one of
the groups most at risk of depression was unemployed women looking for work while receiving government benefits
(Rodriguez, Allen, Frongillo, and Chandra, 1999).

"gpecifically, survey respondents were asked, “How much of the time during the past month would you say you

(continued)
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differences that emerged were consistent with the patterns observed for the SF12 and CES-D: Fewer
women who were working and had left welfare (46.1 percent) reported stress than women in other
groups. The group mogt likely to report feding stressed was working recipients (53.2 percent), perhaps
reflecting the pressures of combined obligations — that is, raising afamily, kegping up with the require-
ments of wdfare, and having a job. However, a smilar proportion of nonworking recipients (52.0 per-
cent) reported feding stressed in the past month; many women in this group adso faced multiple obliga
tions as aresult of new participation requirements™

Women in the Urban Change ethnographic sample were adso asked about their menta hedlth.
Most interviewers used such questions as “How would you describe your menta hedlth?” or “How has
your mentd hedth been?” A few women mentioned nervous breskdowns and severe menta hedth
problems, some of which had required hospitdization. For example, one woman in Miami described
how she had tried to commit suicide when she was 12, had spent her next birthday in a mentd inditu-
tion, and had been in and out of hospitas throughout her teenage years. This woman, who had been
raped and otherwise abused as a child, continued to experience psychologcd distress, dthough it was
carefully controlled by medication &t the time of the interview.

However, women were more likely to mention less extreme forms of emotiond difficulty. Some
respondents specifically mentioned feding depressed:™

I’m depressed often. My mother doesn’'t help a lot, because from her | get the I-
work-all-day thing and that makes me even more depressed because I’'m not
working and | get from her the I’ m-taking-care-of-your-daughter, so that makes
me feel like I’'m a bad mother. So, yeah, I’'m depressed quite often. Quite often.
Brenda, Cleveland

| get a little depression sometimes when I'll just sleep, you know and get it over
with and then tomorrow’ s another day. You know, | try not to take it out on any-
body else and, you know, try not to let [ my daughter] know. But yeah, it gets de-
pressing once in awhile, the thought of the way life is nowadays. But we all gotta
go on. Gayle, Clevdand

Yes, sometimes | feel a little, well, | assume it’s normal, but sometimes | feel a bit
depressed. Sometimes it’s not because of anyone, it’s within myself. Juliana, Miami

felt highly stressed — none of the time, some of the time, much of the time, or amost all of thetime?’ A response of
“much” or “al” of the time was used as the indicator of stress. The correlation between this measure of stress and
scores below 40 on the SF-12 mental component was .36 (p <.001).

2According to the Healthy People 2000 review, the proportion of adults reporting adverse health efects from
stress, for people age 18 or older without disabilities, was 33.9 percent in 1995 (National Center for Health Statistics,
1999).

BThe direct stresses of parenting appear not to have contributed to the group differences in feeling stressed.
Survey respondents were administered an 11-item Parenting Stress Scale, and there were no significant group differ-
encesin scores on this scale.

“The term “depression” was volunteered in the ethnographic interviews; that is, there were no direct questions
or probes. In the second round of ethnographic interviews, respondents were administered the CES-D, which will
yield information about their risk of depression for future analysis.
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| suffer alot from depression. | close myself up in the room and start crying. When
| see myself without money, without anything, that my kids are asking for this and
for that, | get nervous. Amarilis Miami

This last woman had suffered through periods of depresson so severe that she had worried a one point
that her children might be taken away from her as a result.

Stress was ds0 an important theme in the ethnographic interviews. Many women mentioned
dress as being a congtant part of their lives:

Emotionally, sometimes | get, how should | say, depressed. There's like this and
that, that you have to get a job, that you have to pay the rent. So, you start build-
ing up, like stress. Adda, Miami

[Interviewer:] | remember that you mentioned you . . . can get sort of stressed at
times, does that happen often or how often?

[Respondent:] Well most every day. Seriously, almost every day. Heether, Cleve-
land

Oh, I’'m stressed out. See, I'm nice and calm now, talking to you, but there' s times
| am so stressed out. | just, | pop a fuse and I'll flip a chair and the kids just back
away from me, “ Okay.” In fact, | broke my coffee table the other day doing that.
Olivia, Clevdand

Well, with me | think stress in the beginning of the year | might have been a little
stress, a little depression but | kind of snap out of it . . . but I might be under
stress. | am probably under stress and don’t know it. | did lose my hair in the back
and so | guess that was a sign that | was under stress and didn’t know it and some
days | just want to lie in the bed and don’t want to be bothered and | just make
myself get up and go. Pam, Philadelphia

See my nerves are bad, right but | have a lot of patience and when the day comes
| amtired but | can’t sleep because | know it is things on my agenda that | have to
do and they need to be done and | need rest. . . It isterrible fedling, it is so frus-
trating, days in and days out and finally my eyes just say enough is enough and
now it is coming down on me. | am tired now because | have not slept all night.
Shaneeda, Philaddphia

Some respondents mentioned the stress of trying to make ends meet or of just being on welfare:

| mean it’s, it's not easy living on welfare. . . . But, you get all this extra stress
from trying to make ends meet. Mdissa, Cleveand

Oh yeah, oh yeah. Worry about you know, everything in general. The health and
welfare of the kids. Their mental health. You know, making sure there’s enough
food in the house, the hills are paid, and they have what they need and more.
Wendy, Cleveland
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| am now depressed and my children are worried about how they will survive if
the benefit is cut. Da, Los Angeles

Imagine, these days | am uncontrolled. The emotional part is out of control these
days. ...l amvery troubled for not being able to pay my debts. Marida, Miami

Other respondents reported that welfare reform and the new rules and requirements contributed
to their stress.

Disadvantage of welfare is having that stress and pressure of hey, find a job or
your 36 monthsis up and you' re going to be out on the street. Linda, Clevdand

About job hunting, this same respondent stated:

So it's really topsy-turvy. And most things that are available, it's minimum wage.
And looking in the newspaper is almost a joke. You can send your résumé to a
hundred different people and you're lucky if you get one [response]. So as far as
affecting my life, | think it’s just put a lot of stress and pressure.

Thus, many women in the sample were facing a myriad of sressful chalenges. Trying to make
ends meet was dressful in and of itsdlf, and they were dso confronted with the possibility that they might
not be able to rely on wefare in the future. Moreover, as discussed in Chapter 3, most of these women
faced substantid materia hardships, which aso contribute to stress.

In summary, the women in the Urban Change sample were a higher-than-average risk of de-
presson and menta health problems. Women who worked, especidly those who had left welfare, were
less at risk than those who did not, but even they had greater emotiond difficulties than nationd samples
of adults.

[1l. Substance Use

Among the many “myths’ about welfare mothers is the common characterization that many of
them are drug addicts or dcohalics. There is evidence that welfare recipients' rates of using adcohol are
amilar to rates for the generd population but that drug use rates are, in fact, somewhat higher. Accord-
ing to a sudy based on the 1992 Nationd Longitudind Alcohol Epidemiologica Survey (NLAES),
among women who were AFDC recipients a the time of the survey, 12.0 percent were heavy drinkers
(defined as an average daily consumption of more than two drinks or as consumption of five drinks or
more on & least 12 occasions during the previous year). In contrast, 14.8 percent of the U.S. popula-
tion not recaiving welfare benefits were heavy drinkers. Among the welfare recipients, heavy drinking
was less prevdent among Africanr Americans (10.2 percent) than among whites (15.0 percent). With
respect to use of any nonprescription drug, the rate was 9.7 percent for female AFDC recipients, com:
pared with 5.1 percent among al norwefare recipients. Drug abuse/dependency (defined through com+
plex criteria)™® was aso somewhat higher anong AFDC mothers (3.3 percent) than nonwelfare recipi-

Any drug use was defined as taking of any of the following medicines or drugs “on your own” (that is, without
a prescription) at least 12 times during the previous year: sedatives, tranquilizers, opioids, amphetamines, cannabis
(continued)
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ents (1.5 percent). Drug use among welfare recipients, like heavy drinking, was more common among
whites than African- Americans (Grant and Dawson, 1996). Regardless of the rates for wefare recipi-
ents in comparison with others, it seems likely that drug and dcohol problems for the minority who are
affected pose specid chdlenges in atime-limited welfare environment.

Substance Use: Highlights of the Findings

Most women in the Urban Change study reported that they had not gotten drunk from al-
cohol and had not used any drugs in the month before the interview.

There were no work/welfare group differences with respect to frequency of getting drunk.

Former recipients who were working were the least likely of any group to report drug use
in the month before the interview.

Ethnographic data suggest that the women have been affected by substance use, either by
having family members who have used or by living in neighborhoods affected by drugs.

Women in the Urban Change survey sample were asked to report the frequency of having had
enough acohoal to get drunk in the past month and of using various drugs in the past month.*® Asseenin
Table 5.2, dightly more than one-fifth of the survey respondents reported being drunk one or two times
in the past month, and nearly 7 percent reported being drunk three times or more.'” There were no sig
nificant differences across the four work/wefare groups with respect to frequency of having gotten
drunk.

With respect to drug use, a minority of respondents (about 10 percent) reported using any type
of drug in the prior month, which is amilar to the rate reported by AFDC recipientsin the 1992 NLAES
(Grant and Dawson, 1996); 8.7 percent reported usng maijuang, and 25 percent

(including hashish), methadone, heroin, or other drugs such as hallucinogens, inhalants, or solvents. Respondents
classified as abusers were required to meet at least one of the following criteria: continued use despite social or inter-
personal problems, hazardous use, legal problems, and neglect of role obligations. A diagnosis of dependence re-
quired affirmative responses to three or more of the following seven criteria: tolerance; withdrawal; unsuccessful at-
tempts or persistent desire to stop use; use for longer or in larger amounts than intended; activities givenup in favor
of use; time spent obtaining, using, or recovering from substance effects; and continued use despite physical or
psychological problems.

19|t is possible that both types of behaviors were underreported because of social-desirability factors.

"The survey asked respondents about the frequency of having gotten drunk from alcohol in the past month,
rather than the frequency of any alcohol consumption or the quantities of alcohol consumed. Unfortunately, this
makes comparisons with other samples difficult. However, it might be noted that in a national sample of females age
18-25in 1997, 17 percent reported five drinks or more on the same occasion at least once in the past month (National
Center for Health Statistics, 1999, Table 64). In a study of welfare recipients in Alameda County, 21 percent of the
sample reported weekly alcohol use, and 10 percent reported binge drinking (Speigiman et al., 1999).
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Table5.2

Self-Reported Substance Use in Past M onth,
by Work and Welfare Status®

Full Working, Not ~ Working, Not Working, Not Working,
Substance Use (%) Sample on Welfare on Welfare on Welfare Not on Welfare
Drunk from alcohol
Never 72.0 71.7 715 72.0 73.9
1-2 times 21.0 21.9 214 21.3 16.6
3 or more times 7.0 6.4 7.1 6.7 94
Drug use
No drug use 90.8 *** 934 90.0 89.2 89.9
Marijuana 8.7 *** 6.5 10.0 10.3 8.3
Heroin, cocaine, or crack 25 **x* 0.8 22 3.0 53
No alcohol or substance use 69.6 70.0 69.0 69.0 718
Samplesize 3,602 1,200 603 1,396 403

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for this table used datafor al sample membersin the 1998-1999 Urban Change Respondent
Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of
the reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause dlight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test
the significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, all the group
differencesin this table remained significant. The characteristicsincluded site, age, educational attainment,
race/ethnicity, citizenship status, marital/partner status, presence of a child under age 6, number of children in the
household, and time elapsed between May 1995 and the interview date.

aWomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work
and welfare status at the time of the interview.
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reported using hard drugs such as heroin, cocaine, or crack.'® There were significant group dif-ferences
in drug use (even after controlling for demographic characteristics) across the four work/wefare groups.
Working welfare leavers reported the lowest use of marijuana (6.5 percent) or hard drugs (0.8 percent)
of any group. Nearly seven times as many wefare leavers who were not working reported using hard
drugs as leavers who did work (5.3 percent versus 0.8 percent, respectively). Furthermore, the propor-
tion of women reporting hard-drug use in the no-work, no-welfare group was nearly twicethe sizeasin
the next-largest group, the nonworking current recipients (5.3 percent versus 3.0 percent, respectively).

The mgority of the women in the survey sample (nearly 70 percent) reported having neither got-
ten drunk from acohol nor usng any drugs in the month prior to the interview. There were no significant
group differences across the four work/welfare groups for this outcome.

Although women in the ethnographic sample were not specificaly asked to discuss substance
abuse problems, some spontaneoudy discussed them during the course of the interview.™ Severa men-
tioned drug use in the past:

And | would spend all the money up on, crack. There were days. There were days
years ago. Yeah. But recently in the last 12 months, no. Jannelle, Cleveland

| used to be a drug addict. | was using, you know, cocaine. But, | beat my problem
and I'm back to reality, and that’s all | can do for my children. Anna, Philadelphia

But | used to do drugs, like cocaine and stuff. But now, man, that sucks. . . . | cut
myself off from that. Smith, Los Angeles

[Regarding drug uset] No. Before yes, occasionally, but not now. Amailis, Miami

A number of women discussed how their lives had been affected by the substance abuse and d-
cohol problems of others® The next section of this chapter notes the relationship between drugs and
alcohol and domestic violence.

V. Domestic Violence

Nationd surveys have demonsrated that domestic violence is a problem faced by substantid
numbers of women in the United States. Etimates from these surveys suggest that about 1.8 million
women — more than 3 percent of women who live with a husband or partner — are physcaly abused
each year (Plichta, 1996; Straus and Gelles, 1990).

8|n 1997, 8 percent of women age 18-25 nationally used marijuana, and 0.5 percent used cocaine in the prior
month (National Center for Health Statistics, 1999, Table 64). Among women age 18-25 in the Urban Change survey
sample (n = 450), 8 percent reported marijuana use and 0.4 percent reported cocaine use in the prior month — that is,
virtually identical to national rates of same-age young women.

“However, the ethnographic respondents were asked to provide information on expenditures in the prior month.
Among women in Cleveland, only 16.7 percent reported expenditures on a cohol. The range was from $0.00 to $43.30,
and the average was $2.49 per household. As ethnographic interviewers build rapport with these women in subse-
guent rounds, the women may be more forthcoming with such sensitive information as substance abuse.

“\Women in the survey sample were asked whether someone in their household had a problem with drugs or al-
cohol in the prior year; 12.9 percent answered affirmatively.
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Domestic Violence: Highlights of the Findings

Over 40 percent of the Urban Change survey sample had experienced physical or emotiona
abuse in the prior year.

About one out of ten women had been physicaly abused in the prior year.

Former recipients who worked were least likely to have experienced physical and nonphysi-
cal abuse.

Although women in the ethnographic sample were not specifically asked about domestic vio-
lence, many of them volunteered information about abuses they had experienced.

The health consequences of domestic violence are gppreciable. In addition to being at increased
risk for physica injury or desth, victims of domestic violence are aso at risk for complications of preg-
nancy and childbirth, gynecologic problems, sexualy transmitted diseases, chronic somatic disorder, and
a number of mentd hedth problems (such as depresson, anxiety disorders, suicide, dcoholism, and
substance abuse) (see, for example, McCauey et d., 1998; Stark and Flitcraft, 1996; Eisenstat and
Bancroft, 1999; McFarlane, Parker, Soeken, and Bullock, 1992; Roberts, Williams, Lawrence, and
Raphadl, 1998). The cost of direct medica and menta hedlth care to domestic violence victims was es-
timated in 1995 to be about $1.8 billion per year (Miller, Cohen, and Wierseman, 1995).

Although domestic violence occurs a al socioeconomic levels, poor women are a espeddly
high risk. Lloyd (1996), for example, sudied a sample of low-income women in Chicago and found that
about 18 percent had experienced physicd aggresson by a mae partner in the previous 12 months.
L ow-income men — especidly those who abuse acohol or drugs — have been found to be dispropor-
tionately likely to be the perpetrators of physica assault (Kyriacou et a., 1999). Not surprisngly, then,
gudies have indicated that domestic violence affects a high percentage of women on welfare. Severd
researchers have found a lifetime prevalence rate of about 50 percent to 75 percent anong recipients
and aprior-year physica abuse rate of 15 percent to 20 percent (Bassuk et a., 1996; Colten, Cosenza,
and Allard, 1996; Raphad and Tolman, 1997; Barusch, Taylor, and Derr, 1999, Danzinger et d.,
2000).*

Exiding evidence suggests that women on wefare who are in abudve reationships encounter
interference from their partners as they attempt to progress from welfare to work. For example, Colten
et d. (1996) found that abused women in their sample of wefare recipients were about 15 times more

2 n recognition of the fact that welfare recipients who are domestic violence victims face difficulties fulfilling the
strict participation requirements established under PRWORA, Congress adopted the Wellstone-Murray amendment
as part of the new welfare law, which gives states the option to waive work requirements and time limits for victims of
domestic violence.
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likely than never-abused recipients to have a current or former partner who would not like her to go to
work. Moore and Selkowe (1999), based on data from Wisconsin welfare recipients who were do-
mestic violence victims, reported that abusive partners undermined the women' s efforts to work or par-
ticipate in work activitiesin a variety of ways, such as causing disturbances at the workplace, cdling the
women repeatedly at work, refusing at the last minute to provide child care or transportation, or threat-
ening to harm (or actudly harming) the women to prevent them from working. It was therefore expected
that rates of domestic violence would be lower among women in the Urban Change sample who were
working than among those who were not.

In the survey, women were asked to indicate whether, in the previous year, they had experienced
four different types of abuse: verba or emotiond abuse (* Did someone yell a you dl the time or put you
down on purpose?’); psychologica control (“Did someone try to control your every move?’); threats
(“Did someone threaten you with physicd harm?’); and physical abuse (“Did someone hit, dap, kick, or
otherwise physicadly harm you?’). Women who answered affirmatively were asked to indicate who had
done these things to them most recently.

Conggtent with previous research that has shown high rates of domestic violence among former
and current welfare recipients, the data indicate that over 40 percent of the Urban Change survey sam-
ple had experienced at least one form of abuse in the prior year. As shown in Table 5.3, verba abuse
was the most prevaent, reported by about one-third (32.0 percent) of the sample, followed closdy by
reported atempts to control their lives (26.5 percent). More than one out of ten women had been
threatened with physical harm in the previous 12 months (11.4 percent), and nearly as many had actu-
aly been hit, Sapped, or otherwise physicaly assaulted (8.8 percent).? In each case, the most recent
perpetrator was most likely to be a current or a former partner. For example, among the women who
had been physicaly abused, 27.4 percent said a current partner had done it, and 36.6 percent said a
former partner or husband had abused her (not shown in tables). Other physical abusers included the
women's fathers (5.7 percent), their own children (5.4 percent), or other mae relatives (5.5 percent).

As shown in Table 5.3, there were sgnificant differences among the four work/wefare groupsin
thelr experience with domestic violence. For each type of abuse, former recipients who were working
were least likely to have experienced it in the previous year. The other three groups of women were
farly smilar in their domestic violence experiences in the preceding year, except that women who
worked and aso recelved wdfare had a lower rate of physica abuse than the two nonworking groups,
but they had a higher rate of having had efforts to control them. There were no noteworthy group differ-
ences regarding the perpetrator of the abuse (not shown).

“This rate is substantially lower than the 15 to 20 percent reported in other studies of welfare recipients. The
reason for this disparity is not known.
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The Project on Devolution and Urban Change
Table5.3

Domestic Violencein Past Year,
by Work and Welfare Status®

Full Working, Not ~ Working, Not Working, Not Working,
Outcome (%) Sample on Welfare on Welfare on Welfare Not on Welfare
Type of abuse to respondent
Verbally abused 32.0 *** 26.6 338 35.9 31.7
Every move controlled 26.5 *** 221 322 27.0 289
Threatened with physical harm 11.4 *** 8.6 124 135 110
Physically abused® 8.8 **x* 6.6 7.6 10.4 11.1
Number of abuse events
None 59,2 *** 64.1 55.8 56.3 59.7
1-2 315 294 341 32.8 29.2
34 9.4 *** 6.5 102 10.9 111
Samplesize 3,618 1,206 606 1,396 410

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used data for all sample membersin the 1998-1999 Urban Change Respondent
Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of
the reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test
the significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, all the group

differencesin this table remained significant. The characteristicsincluded site, age, educationa attainment,
race/ethnicity, citizenship status, marital/partner status, presence of a child under age 6, number of children in the
household, and time elapsed between May 1995 and the interview date.

aVomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work
and welfare status at the time of the interview.

bThe respondent reported that she was hit, slapped, or kicked.
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Working former recipients were most likely to have avoided all types of abuse in the previous
year, and they were epeciadly unlikely to have been the victim of three or four different types of abuse.
Again, the other three groups had smilar patterns of abuse: About a third of the women in each group
had had one or two types of abuse, and about 10 percent had had three or four types.

In the basdline round of interviews with the ethnographic sample, there were no specific ques-
tions regarding domestic violence. Neverthdess, many women spontaneously discussed having been
physicaly or psychologicaly abused a some point in their adult lives — in virtualy dl cases, by apart-
ner or husband (although none admitted that they were currently in an abusive relationship).” A number
of women aso volunteered that they had been physicaly abused as a child, typicdly, by a father or
stepfather.

Women's experiences with domestic violence ranged from a single episode by a partner whom
they hed left immediately after the occurrence to a longer history of abuse by one or multiple partners.
Here is how one woman from Cleveland described the abusive situation and its effect on her well-beng:

He used to beat me. | just went through a lot of traumatic experience between ' 96
and '97. He used to beat me for little dumb things, you know. He thought | was
having sex with other people, and did it with different guys, and it was always
nothing like that. . . . | mean, | really understand how these women feel about,
they said they're scared, they don’'t know how to get out. But once you fall into
that domestic violence, you really don’t know where to turn, who to turn to. . . .
I’m still healing today. Glenda, Cleveland

Severd respondents indicated that the abusveness semmed from the fact that their partners
were violent, hot-tempered, or controlling:

We ran into a lot of arguments because as he got older he needed someone
younger. Then | went through the beating stage. | was pregnant with my daugh-
ter. He's the kind of person with a short temper fuse and | could never figure him
out. | was pregnant with her. | was eight months and he tried to push me out a
second-floor window. Eileen, Philaddphia

We just kind of drifted apart emotionally, physically, and then he was, wh, his
temper became increasingly bad so | divorced him. He was physically violent with
me just a few times. Not bad, but he had struck me a few times. Kathy, Cleveland

| lived a life of abuse. . . . His problem was a machismo thing . . . he thought he
was in authority and you had to obey him. . . . He improved himself. He was even
learning English, but | wasn't allowed to do the same. He always forbade me to
study. Juliang, Miami

#Because so many women described domestic violence problems in the baseline interviews, explicit questions
were added to the interview protocol for the second round of ethnographic interviews.
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Congsgtent with prior research, however, many of the abused women implicated drugs or acohol
as powerful contributors to their partners behavior. For example, one woman in Philadelphia had can
cer, and her partner was her caretaker; athough he demonstrated considerable concern about her
hedlth, he was dso abusive when he used drugs

That was weird; he was really concerned about getting my treatment and my get-
ting better. That's why | can’t understand why he hit me. When he was high,
that’s when he would do it, and he would not remember at dl. Danielle, Philadelphia

Severa women indicated thet they had lived in fear for their persond safety and for the safety of
ther children — some of whom were aso subjected to physica or emotiona abuse by their mothers
partners. Hereis how two women described their Situation:

He started his drinking again, he started being abusive, then he started smoking
weed and combining that with alcohol. He would spend everything on the alcohol
and drugs. | mean, we would barely have food in the house. [He was] physically
abusive to [my daughter], and mentally to me. He was starting to get abusive
with me. | would wake up in the middle of the night and he would be choking me.
| would wake up and he would be having intercourse with me while | was sleep-
ing. The last six months of the marriage | slept with a loaded gun at my fingers.
Wendy, Cleveland

As my kids hit a certain age, | had to watch out for them because he had a ten-
dency to become slap-happy with them. | tried to get stay-away orders, court or-
ders. . . . | had gotten my apartment. Every time he found out where | lived at in
the apartment, he had came like all hours of the night, demanding that he had a
right to see his children. He broke my doors down. He came, like, two o'clock in
the morning. And one night he had come up and he had a whole bunch of girls
downstairs and they had beat me up. Here | was three months pregnant, and | lost
my baby. Eileen, Philadephia

As might be expected, the women's battering resulted in both emotiona and physica harm. Sev-
eral women spoke of having been beaten so badly they had required hospitdization:

He beat me down with a stick. . . . When | was getting back in the car, this big
stick just hit me upside my head and he kept hitting me and hitting me. | got, like,
a dent in the back of my head and | had to go to the hospital. Mary, Philadelphia

The women aso expressed degp concerns about raising their children in violent and abusive en
vironments. In addition to worrying about or witnessing the children being physicaly hurt, they were
afrad that the children’ s exposure to their own battering would be traumatic and dameging. Some aso
worried about the posshility thet their children — especidly sons— would become abusive, ether be-
cause they would learn disrespect for women by seeing their mothers trested badly or because of “bad
genes’:

It wasn't a happy period, it sort of depressed me that | was pregnant with this
man’s children. And, you know, | used to get beat on. I'd say it depressed me be-
cause, I’'mlike, dang, | got to have something related to himin my life for the rest
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of my life. It's got hisblood init. . . . So, | always wonder how my kids will turn
out because they are related to him. Glenda, Cleveland

Although most of the women in the ethnographic sample who spontaneoudy discussed domestic
violence spoke primarily of physica abuse, many dso told the interviewer about emotiona abuse and
intimidation. One theme that emerged was the mothers' fear — sometimes because of explicit thrests —
that the fathers would take their children away from them:

He got a mouth on him, and he really knows how to make me, not scared of him,
but I think about my son more like, how do | know he is not going to just pick him
up and leave. That iswhat scares me. Sarah, Philadedphia

The only way | am frightened of him, | am afraid some day he is going to try to
come and take her. He threatens that a lot, and he can always run to Puerto Rico
and take her and | will never see her again. Cdena, Philaddphia

In summary, a substantiad number of women in the ethnographic smple had volunteered to
gpesk about their harrowing experiences with domestic violence. Although no one acknomedged that
she was being physcdly abused at the time of the interview, many of the abused women made it clear
that the abuse was not far behind them and that the emotional wounds persisted.

V. Mental Health in Relation to M aterial Hardship and Physical Health

Mental Health and Material Hardship/Physical Health:
Highlights of the Findings

Women who were experiencing materia hardships such as food insecurity, housing prob-
lems, and homel essness were at especialy high risk of depression.

Women at high risk of depression were more likely than others to smoke, to be in fair or
poor health, and to have unfavorable scores on the physical component of the SF-12.

Substance use increased as the risk of depression increased.

Women at high risk of depression were especidly likely to have been physicaly abused in
the past year.

Table 5.4 presents selected materid hardship and health outcomes, by risk of depresson, as
measured by the CES-D. In genera, women who were at high risk of depression aso had more mate-
rid hardships, poorer hedth, and worse mental health outcomes than women not at risk.
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The Project on Devolution and Urban Change
Table5.4

Selected Material Hardship and Health Outcomes,
by Risk of Depression®

Risk of Depression®

Outcome (%) Low Moderate High
Food insecure, past 12 months® 37.8 **x 55.8 63.8
Has worst-case housing needs® 32.1 *** 33.0 41.0
Lived in emergency shelter or was homeless

in prior year 14 *** 18 49
Has 3 or more material hardships’ 19.9 *** 30.9 419
Obese® 64.6 69.0 66.6
Currently smokes cigarettes 34.6 *** 42.6 47.2
Reports fair to poor health 152 *** 22.8 47.0
Scored less than 40

on physical component of SF-12° 151 *** 26.4 38.7
Self-reported substance use, past month

Drunk 3 or more times 47 *** 7.3 109

Any drug 6.2 *** 10.6 154

Heroin, cocaine, or crack 0.9 *** 25 53
Physically abused, past 12 months? 4.4 *** 7.6 17.7
Samplesize 1,817 820 987

(continued)

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for this table used data for all sample membersin the 1998-1999 Urban Change
Respondent Survey who were or had previously been welfare recipients. The sample sizes for individual

outcomes may fall short of the reported sample sizes because of missing or unusable items from some

interviews.

Rounding may cause slight discrepanciesin sums and differences.
The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was
applied to test the significance of group differences. Statistical significance levels are indicated as* (.05), **

(.01), or *** (.001).

aRisk of depression was assessed utilizing standard criteria for the Center for Epidemiological Studies-
Depression (CES-D) scale. CES-D scores range from 0 to 60. A score less than 16 is categorized as at low risk,
ascore of 16 to 23 is categorized as at moderate risk, and a score greater than 23 is classified as at high risk of

depression.

bThis measure collapses the three insecure categories from the Household Food Security Scale (insecure,

no hunger; insecure, moderate hunger; insecure, severe hunger).
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Tableb5.4 (continued)

“Families have worst-case housing needs if they have no rental assistance and pay more than 50 percent of
their income (not including food stamps) for rent and utilities.

dThe eight material hardships used in thisindex include: food insecurity, receipt of emergency food in
prior month, spends more than 50 percent of income (including food stamps) on housing, has two or more
housing problems, had utilities turned off in past 12 months, has two or more neighborhood problems,
witnessed a violent crime in the neighborhood, and homeless or sheltered in past 12 months.

€The ranges for weight were calculated utilizing the body massindex (BM1), which references the risk of
morbidity and mortality associated with weight. A person whose BMI is 30 or higher is classified as obese.

fThe Short Form 12 Health Survey (SF-12) is a 12-item scale providing a generic, multidimensional
measure of physical or mental health status. It is standardized utilizing a sample of the general U.S. population
to amean of 50 and a standard deviation of 10. Different versions of the instrument inadvertently omitted
response options for two questions. To account for this oversight, responses to the remaining options for these
two questions were weighted.

9The respondent reported that she was hit, slapped, or kicked.
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In terms of materid hardships, there was a dgnificant relaionship between food insecurity and
risk of depression. Nearly two-thirds of the women who were at high risk of depresson were food in-
secure, compared with 37.8 percent of those at low risk of depression. Housing hardship is another po-
tential contributor to chronic stress and depression. As described in Chapter 3, those with unsubsidized
housing expenditures totaling more than 50 percent of their tota income (not including food stamps) in
the prior month were considered to have worst-case housing. Over 40 percent of those at high risk of
depression had worst-case housing needs, compared with about one-third of those a moderate or low
risk. A smilar pattern was observed with respect to having lived in an emergency shelter or being home-
lessin the prior year. Findly, using the index that measured the number of meterid hardships out of eight
considered (see Chapter 3 and note d in Table 5.4), more than twice as many women at high risk of
depression (41.9 percent) as women at low risk (19.9 percent) had three materid hardships or more.
Looking a materid hardship indicators and risk of depression the other way (that is, What percentage
with a given hardship were at risk?), 61.0 percent of the women who were food insecure and 71.1 per-
cent of those who experienced hunger were at moderate or high risk of depression, compared with 38.6
percent of the women who were food secure (not shown in table). Women who had been homeless
(70.8 percent) and who had three or more material hardships (65.0 percent) were also especidly likdy
to be at risk of depression (not shown).

In terms of physica hedth, there was no relationship between obesity and depression. However,
there were sgnificant differences in smoking patterns. Almost haf (47.2 percent) of those who were at
high risk of depresson were smokers, which s more than 12 percentage points greater than those at
low risk of depression.?

A reationship between sdf-reported health status and risk of depression was aso observed in
this sample. More than three times as many respondents at high risk of depression (47.0 percent) as
those at low risk (15.2 percent) reported fair or poor health. This same pattern was aso found for those
scoring less than 40 on the physica component of the SF-12.

The reationship between substance use and risk of depression was aso examined. For dl three
outcomes related to substance use in the prior month (becoming drunk three times or more, any drug
use, and use of heroin or cocaine), the patterns were smilar: As the risk of depresson increased, the
proportion using substances increased. For example, 15.4 percent of the women at high risk of depres-
sion reported any drug use in the past month, compared with 10.6 percent at moderate risk and 6.2
percent at low risk.

Finaly, domedtic violence was dso found to be strongly related to depression risk. About 18
percent of the respondents at high risk of depression reported being physicaly abused in the year prior
to the interview. This was four times the proportion a low risk of depresson (4.4 percent). And,
looked at the other way, 74.8 percent of the women who had been physicaly abused were at risk of

1 the present study, it would be impossible to determine whether smoking was a determinant of depression or
vice versa. However, a recent study found that depression contributed to smoking on a daily basis, though the data
did not support the theory that depression led to the initiation of smoking (Breslau et al., 1998).



depresson, compared with 47.2 percent among those who did not report physica abuse (not shown in
table).

VI. Discussion

This population of women living in high-poverty neighborhoods was &t grest risk of poor mental
hedlth outcomes, as evidenced by the measures of menta hedlth statusincluded in the survey. Consstent
with the literature, women who were working fared better on measures of menta hedlth than nonwork-
ing women did. This finding must be interpreted cautioudy, given the cross-sectiond nature of the data.
It is possible that working provided some menta hedlth benefits (for example, heightened sdf-esteem),
but it is dso probable that women with fewer emotiond problems were better equipped to enter or suc-
ceed in the labor market.? In either case, specid attention must be paid to the menta hedlth issues
faced by such women as welfare reform regulations require increesang participation in work activities
and, when the time limits hit, termination of benefits for most recipients.

While substance use was gpparently not an issue for the mgority of women in this study, the
possibility of underreporting because of socid stigma cannot be discounted; actud levels of substance
use could be higher than reported. And dthough only a minority of the women appear to have been &f-
fected, those with such problems will need assstance in terms of both their ability to comply with pro-
gram requirements and their ability to find or keep a job.

Domestic violence played arole in the lives of many of these women. About 40 percent of the
sample reported experiencing some type of abuse in the past year, and about 9 percent had actually
been physicdly harmed during the same time period. Working welfare leavers, rdative to women in the
other three work/welfare groups, were most likely to have avoided all types of abuse in the previous
year. Thisis congstent with research that has documented the difficulties that abuse victims face in find-
ing and keeping ajob.

Findly, as evidenced by the rdationship between being a high risk of depression, on the one
hand, and having negative materid hardship and physica hedth outcomes, on the other, many of these
women must dso contend with co-occurring problems (thisissue of multiple barrierswill be discussed in
Chapter 8). Taken together, this evidence suggests that women who live in areas of high poverty may
have potentidly serious mentd hedth issues that should be aldressed. This is particualy relevant as
more and more women are expected to move off of welfare and into paid employment. Particular atten
tion needs to be pad to those women who may face employment barriers such as depresson, sub-
gtance use, and domestic violence.

%A few ethnographic respondents who had begun to work specifically mentioned the beneficial effects that
work had on their mental health. For example, one woman in Miami said that she felt mentally more stable and calmer
since finding ajob. However, there is also evidence in the ethnographic interviews that emotional problemsinterfered
with work. Another woman in Miami, who suffered from chronic depression, described how she had had to leave her
job early one night because she had an attack of crying; she subsequently lost that job.
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Chapter 6
Accessto Health Care and Health Services Utilization

. I ntroduction

Access to hedlth care and utilization of hedth services are particularly important for peoplewith
existing hedlth problems (that is, needs for hedlth care) and with risks for hedth problems. As discussed
in Chapters 3, 4, and 5 of this report, women in the Urban Change survey and ethnographic samples —
even former recipients who were working a the time of the survey — were disadvantaged relative to
the U.S. population with respect food insecurity, housing problems, materid hardships, and physica and
menta hedth. These results are consstent with the literature on the effects of poverty and low socioeco-
nomic gatus on hedth and well-being, and they indicate thet there is substantia demand for hedth ser-
vicesin this population.

Having health insurance and a usud source of care are two commonly used indicators of access
to hedlth care. According to the behaviora mode of health services use originaly developed by Ander-
sen (1968) and refined over severd decades (see Andersen, 1995), having hedlth insurance and a usua
source of care are “enabling factors’ that facilitate the use of needed hedlth care services. Both factors
enadble entry into the medicd care sysem when acute or ongoing care is needed — the former by
providing financid access, and the laiter by promoting familiarity, convenience, confidence, and
satisfaction (Bloom, Simpson, Cohen, and Parsons, 1997). In the absence of health insurance coverage,
access to health care is restricted to what can be paid aut of pocket and to reliance on emergency
rooms and free clinics that provide care to the indigent.

Hedth insurance coverage, the primary determinant of access to hedth care in the United
States, is neither universa nor evenly digtributed in the population. It is estimated that 44.3 million peo-
plein the United States were uninsured in 1998 (Campbdl, 1999; Pear, 1999), while many more were
underinsured.! The percentage of the U.S. population who were uninsured a some point in the prior
month was estimated to have increased from 12.9 percent in 1987 to 15.6 percent in 1996 (Pamuk et
al., 1998). Data from the 1996-1997 Community Tracking Study indicate that the percentage uninsured
in the prior month had risen to 17.0 percent (Center for Studying Hedlth System Change, 1998).?

Persons who are underinsured have health insurance but lack coverage for specific health problems. Lack of
coverage may result because of an excluded preexisting condition or because a specific health plan does not cover or
only part covers some aspect of care.

Estimates of the percentage uninsured and insured by a particular means can be obtained from a variety of
sources, such as the Current Population Survey, the National Health Interview Survey, the Medical Expenditure Panel
Survey, and the Community Tracking Study. Due to humerous methodologic differences (for example, the way insur-
ance is defined, how uninsurance is measured, the length of time a person must be uninsured to be counted as unin-
sured, how the population is defined), estimates of the percentage uninsured or with a particular type of insurance
vary across sources (for detailed discussions of these issues, see Center for Studying Health System Change, 1998;
Pamuk et al.,1998; U.S. Department of Health and Human Services, 1998). Despite these differences, recent increases
in uninsurance have been consistently observed and reported. In this chapter, insurance coverage estimates are
compared primarily with estimates derived from the Community Tracking Study (Center for Studying Health Sy stem
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Lack of insurance has consstently been shown to be more prevaent among young adults age
18- 39, the poor, and blacks and Higpanics than among older adults, the nonpoor, and whites, respec-
tively (Carrasguillo, Himmelstein, Woolhandler, and Bor 1999). Additionaly, the percentage uninsured
has been shown to vary substantially by state and region (Pamuk et d., 1998). Among low-income
women, hedth insurance coverage is strongly associated with work/welfare status because of the strong
link ketween receipt of cash assistance and Medicad digihbility, the fact that low-wage and part-time
jobs generdly do not offer hedth insurance benefits, and the fact that many |ow-income working women
and families are unable to afford employer-sponsored or market-based private hedth insurance (Fami-
lies USA Foundation, 1999, 2000; Meyer and Pavalko, 1996; O’ Brien and Feder, 1999; Seccombe
and Amey, 1995).

There is substantia evidence that people who are insured are more likely than uninsured people
to have a usud source of care other than the emergency room (Bloom, Simpson, Cohen, and Parson,
1997).2 Having hedth insurance and a usua source of care are generadly among the strongest predictors
of hedth services utilization, and they have been shown consgtently to enhance timely use of medicdly
necessary hedlth services, increase use of preventive hedth care, increase continuity of care for chronic
conditions, and reduce costly emergency room utilization (Centers for Disease Control, 1995; Millman,
1993; Schoen et d., 1997). By increasing access to and utilization of medically necessary care, hedlth
insurance and having a usua source of care reduce unmet need for hedlth care (that is, medicdly neces-
sary care that is not obtained). Unmet need for hedth care is a particularly important hedth outcome
because it measures the extent to which people who are at risk or ill forgo beneficid preventive, cura-
tive, and ameliorative hedth care services, and because it gauges the extent to which access to needed
hedlth care is redlized in the population (Aday and Andersen, 1974; Andersen and Aday, 1978).

In this chapter, data from the Urban Change survey and ethnographic samples are used to ex-
amine access to hedlth care and hedlth services utilization in relation to women’s work/welfare satus. In
addition, supplemental andyses examine the extent to which observed differences in having a usud
source of care, utilization of hedth care sarvices, and unmet need for health care can be accounted for
by group differencesin need for hedlth care (that is, hedth problems) and hedlth insurance coverage.

. Respondent’s Accessto Health Care

Obtaining adequate access to hedth care is a persastent problem for millions of Americans, es-
pecialy the working poor, who often lack both hedlth insurance coverage and the ahility to pay for care
out of pocket (Families USA Foundation, 1999, 2000; Meyer and Pavako, 1996; Seccombe and

Change, 1998), which, like the Urban Change survey and unlike the other sources noted above, measured insurance
coverage at the time of theinterview.

3Generally, insurance status is conceptualized as a determinant of having a usual source of care and of the type
of place where care is usually accessed. Among all adults 18-64 years of age, 82.7 percent had a usual source of care.
However, only 60.5 percent of those with no health insurance had a usual source of care. Among people who report
having a usual source of care, those who are publicly insured and lack health insurance, respectively, are more likely
than those with private insurance to report a clinic or the emergency room as their usual source of care, while those
with private insurance are more likely to report a private doctor as their usual source of care (Bloom, Simpson, Cohen,
and Parsons, 1997).
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Amey, 1995). Wdfare recipients are generdly not among the uninsured because recipients of cash as-
ggance are eigible for Medicaid coverage for themselves and their children. It iswell documented that,
for some women, a primary mativation for exiting the low-wage labor market, and getting on and stay-
ing on welfare, is the hedth insurance coverage tha the eceipt of cash assstance makes possible
(Davidson and Moscovice, 1989; Moffitt and Slade, 1997).

The fact that the working poor are overrepresented among the uninsured has led both support-
ers and critics of wefare reform to be concerned that an unintended consequence of welfare reform
might be an increase in the percentage uninsured (Families USA Foundation, 1999; Ku and Bruen,
1999; Ku and Garrett, 2000; Larkin, 1999). Despite the new provisions crested by PRWORA that aim
to mitigate potentia loss of hedth insurance associated with moving from welfare to work,* findings from
recent studies of welfare leavers and evidence of substantial declinesin Medicaid caseloads since 1996
suggest that this concern about increasing uninsurance is warranted (Couton et d., 2000; Ellwood and
Ku, 1998; Families USA Foundation, 1999, 2000; Garrett and Holohan, 1998; Ku and Bruen, 1999,
Moffitt and Slade, 1997).° One recent assessment of the impact of macroeconomic factors and state
welfare policy changes on Medicaid participation suggests that welfare reform policy changes have been
responsible for some decreased Medicaid coverage (Ku and Garrett, 2000). This study found that
macroeconomic factors and welfare policies contributed about equdly to declines in the cashrelated
Medicaid casdoad in 1996, but that increases in noncash Medicaid participation were not enough to
offsat the declines resulting from declining cash assistance casdloads® Another recent study concluded:

“As discussed in Chapter 1, PRWORA expanded Medicaid eligibility by (1) allowing women who leave welfare
for work to retain transitional Medicaid benefits for 6-12 months (or longer, at states' discretion) and (2) mandating
states to provide Medicaid to families who are ineligible for current cash assistance but who meet the income and
family structure guidelines that prevailed for their state’s AFDC program on July 16, 1996. Additionally, health insur-
ance coverage for children was expanded through the implementation of the Children’s Health Insurance Program
(CHIP).

°For example, one recent study of welfare leavers in Cuyahoga County documented that most of the families who
left cash assistance in the fourth quarter of 1998 (Q4 1998) and the first quarter of 1999 (Q1 1999) remained eligible for
noncash Medicaid benefits (Coulton et al., 2000). However, only 51 percent of leaversin Q4 1998 retained Medicaid
for themselves, and 57 percent retained Medicaid for their children (56 and 63 percent, respectively, for leaversin Q1
1999). The mgjority (58 percent) of those who had worked were not offered employer-provided benefits; only 36 per-
cent were offered any kind of health insurance plan. Six months after leaving cash assistance, 59 percent of adults
and 69 percent of their children continued to be covered by Medicaid, 17 percent of the adults and 15 percent of their
children had private health insurance, and 24 percent of the adults and 16 percent of their children were uninsured.

®There was considerable state variation in declines in cash-related Medicaid caseloads and countervailing in-
creases in noncash Medicaid caseloads between 1995 and 1997 in the four states involved in the Urban Change
study. In Florida, the AFDC/TANF casel oad declined 27.4 percent, while the cash-related M edicaid caseload declined
by 24.3 percent and the noncash Medicaid casel oad increased by 10.7 percent. In contrast to Florida, the cash-related
Medicaid caseload declined more than the AFDC/TANF caseload in California, Ohio, and Pennsylvania. In Ohio and
Pennsylvania, the increases in noncash Medicaid were not enough to offset these declines (which is similar to Flor-
ida's experience); however, in California, the increase in noncash Medicaid surpassed the decline in cash-related
Medicaid. The AFDC/TANF caseload, the cash-related Medicaid caseload, and the noncash Medicaid caseload
changes between 1995 and 1997 were, respectively, asfollows: California, —.0.3 percent, —12.6 percent, +16.8 percent;
Ohio, —19.3 percent, —29.7 percent, and +5.8 percent; and Pennsylvania, —22.8 percent, —27.0 percent, and +21.3 per-
cent (Ku and Bruen, 1999).
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“It is now generdly accepted that welfare reform has contributed to the growth in the number of Ameri-
cans without hedlth insurance” (Families USA Foundation, 2000, p. 1).

Increasing hedlth insurance coverage (and access to hedlth care services) is desirable because it
will contribute to individua hedth and well-being among those with needs for hedlth care, and it is dso
cost effective to the extent that untreated preventable hedth problems ultimately result in costly care.
The next three sections examine hedth insurance coverage in the Wban Change survey and ethno-
graphic samples. While these analyses cannot indicate what will happen or has happened with respect to
welfare reform, they can document a basdine againg which future anadyses can be compared.

A. Respondent’s Health | nsurance Cover age

Respondent’ s Health Insurance Coverage: Highlights of the Findings

Overall, 19.5 percent of women in the Urban Change survey sample were uninsured in the
month prior to the survey, 30.4 percent had been uninsured at some point in the prior year,
and 12.1 percent had been uninsured for the entire year.

Women who received welfare at the time of the survey (regardless of whether they worked
or not) were much less likely than women who had left welfare to have had insurance
lapses.

Women who neither worked nor received welfare at the time of the survey consistently had
the worst health insurance outcomes of any of the four work/welfare groups.

Women in the ethnographic sample clearly understood the advantages that welfare receipt
conferred with respect to health insurance. They generally did not think they could get jobs
with hedth insurance benefits, and many women did not know about or adequately under-
stand transitiona health insurance benefits. Concerns about losing health insurance appeared
to be impedina some women'’s exit from welfare.

Participants in the Urban Change survey were asked a series of questions about their own and
their family members insurance datus in the month prior to the interview. Specificaly, women were
asked if they or anyone in their household/immediate family were covered by a hedth insurance plan
from a current or past employer or union; a hedlth insurance plan paid for directly by them (that is, a
private plan not related to an employer or union); a hedth insurance plan provided by someone not liv-

'State-level analysis of insurance patterns reveals trends in the states represented by the four Urban Change
sites. California, Florida, Ohio, and Pennsylvania are among the 15 states with the highest percentage of uninsured,
low-income adults. From January 1996 to December 1999 (October 1999 in Ohio), the percentage change in the Medi-
caid enrollment of parents was —19 percent in California, —37 percent in Florida, —42 percent in Ohio, and—23 percent
in Pennsylvania. A three-year average (1996-1998) of estimates of the percentage uninsured among those below 200
percent of the federal poverty level based on data from the Current Population Survey indicates that 45 percent of
those below 200 percent of poverty were uninsured in California, 41 percent were uninsured in Florida, 30 percent
were uninsured in Ohio, and 28 percent were uninsured in Pennsylvania (Families USA Foundation, 2000).
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ing in the household; Medicad, “the government hedth insurance program for people in need”;® the state
hedth plan for children;® and anything ese that was not previoudy mertioned (for example, Medicare or
CHAMPUS). Responses to these questions were used to determine the prior month’s hedth insurance
datus of the women, their children, and their families and, if they had hedth insurance, whether they had
private insurance or public insurance.

In addition to inquiring about prior-month insurance coverage, the survey aso asked about in-
surance coverage in the past year. Women were asked to indicate whether there was any time in the
prior year when they were personally not covered by any hedlth insurance or hedth care plan. Those
who indicated that they had been uninsured a some point in the prior year were asked to indicate the
number of months they had been uninsured.

Table 6.1 presents information on the respondents insurance status in the prior month and over
the course of the prior year. Overdl, 19.5 percent of women in the Urban Change survey sample were
uninsured in the prior month, which is higher than the 17.0 percent uninsured in the prior month in the
U.S. popuation in 1996-1997 (Center for Studying Hedlth System Change, 1998) (see Figure 6.1).
The pattern of differences among work/wefare groups in the percentage of women who were uninsured
in the prior month is consstent with expectations. Women who received welfare (regardless of whether
they worked or not) were substartidly more likely than welfare leavers to have had insurance coverage,
even when background characteristics — induding income — were controlled statisticaly.

Conggtent with evidence indicating that |ow-wage workers are worse off than welfare recipients
with respect to hedlth insurance, 33.7 percent of working former recipients were uninsured in the month
prior to the interview, compared with approximately 6 percent of women who received welfare (regard-
less of whether they worked or not).* Women who neither worked nor received wefare had the highest
rate of uninsurance (44.5 percent), which further underscores the extent to which this group of women is
materidly disadvantaged (see Chapter 3).

®This question substituted state-specific terms for Medicaid as appropriate (for example, Medi-Cal in Caifornia
and Medical Assistancein Pennsylvania).

*These state plans are called AIM in California, Healthy Kids in Florida, Children’s Health Care in Ohio, and the
Children’ s Health Insurance Program in Pennsylvania. Each state health plan was organized under the auspices of the
State Children’ s Health Insurance Program (SCHIP).

Overall, 2.9 percent of Urban Change respondents reported both private and public insurance for themselves.
In the literature, strategies for categorizing persons with more than one type of health insurance coverage vary. Pa-
muk et al. (1998) created mutually exclusive categories by assigning respondents to insurance categories on the basis
of the following hierarchy: Medicaid, private, other. Thus, a respondent with Medicaid and private insurance was
classified as having Medicaid. In contrast, persons with both public and private insurance in the Community Track-
ing Study (Center for Studying Health System Change, 1998) were classified as having private insurance. Because the
methods used to measure insurance coverage in the Urban Change survey were most comparable to those used in
the Community Tracking Study, Urban Change respondents who reported use of both private and public insurance
were classified as having private insurance.

"t is not clear why some women who were receiving welfare at the time of the survey reported that they were
uninsured in the month prior to the survey. Those who were currently on welfare are not the same as those who were
on welfare in the prior month, but it is unlikely that this alone can account for these results. Another contributing
factor may be misreporting of insurance status.
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The Project on Devolution and Urban Change
Table6.1

Selected Health I nsurance Outcomes,
by Work and Welfare Status®

Full Working, Not ~ Working, Not Working, Not Working,

Qutcome (%) Sample on Welfare onWelfare on Welfare Not on Welfare
Health insurance status,

prior month

Uninsured 19.5 *** 33.7 6.1 6.2 445

Private insurance® 21.2 *** 433 14.0 8.1 13.2

Public insurance® 59.1 *x* 22.9 79.9 85.7 421
Ever uninsured, past 12 months 30.4 *** 45.7 15.7 15.6 56.0
Number of monthsuninsured,

past 12 months

None 727 *** 57.7 86.3 87.1 49.8

1-6 12,1 *** 15.6 8.3 8.2 20.3

7-11 3.1 *** 4.5 24 15 5.7

12 12,1 *** 22.2 30 32 24.2
Samplesize 3,737 1,227 624 1,461 425

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used datafor all sample membersin the 1998-1999 Urban Change Respondent
Survey who were or had previoudly been welfare recipients. The sample sizes for individual outcomes may fall short of
the reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test
the significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, al the group
differencesin this table remained significant. The characteristics included site, age, educational attainment,
race/ethnicity, citizenship status, marital/partner status, presence of a child under age 6, number of children in the
household, and time elapsed between May 1995 and the interview date.

aNomen in the Urban Change sample were categorized into one of the four groups based on their self-reported
work and welfare status at the time of the interview.

bPrivate insurance includes people who received health insurance from an employer or union, had health insurance
that was paid for directly by the respondent or someone in the household or immediate family (that is, private insurance
not related to an employer or union), or health insurance that was provided by someone who did not live in the
household.

°Public insurance includes Medicaid (or the state equivalent), a state health insurance plan, or any other plan not
mentioned previously.
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The Project on Devolution and Urban Change
Figure 6.1

Health Insurance Coveragein the Prior Month,
by Work and Welfare Status*and in U.S. Population
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SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTE: aWomen in the Urban Change sample were categorized into one of the four groups based on their self-
reported work and welfare status at the time of the interview.



The mgority of women in the Urban Change survey sample (59.1 percent) had public insurance
in the month prior to the interview, which contrasts sharply with the generd U.S. population age 18-64
years old, the mgority of whom (72.8 percent) hed private hedth insurance in 1996-1997 (Center for
Studying Hedlth System Change, 1998). In the Urban Change Survey sample, gpproximately 21 per-
cent had private insurance. There were substantiad work/welfare group differences in type of insurance,
and these remained datistically significant when other factors were controlled. Working welfare leavers
were much more likely than women in any of the other three groups to have had private insurance in the
month prior to the interview, while welfare recipients (whether working or not) were more likely to have
had public insurance.” Approximately 43 percent of working welfare leavers had private insurance in
the month prior to the interview, compared with 8 percent to 14 percent of women in the other three
work/welfare groups.

The vast mgority of nonworking current welfare recipients (85.7 percent) and women who
combined wefare and work (79.9 percent) had public insurance in the month prior to the interview.”
While women who neither worked nor received welfare were more likely to have public insurance than
private insurance (42.1 percent versus 13.2 percent, respectively), the rate with public insurance among
this group was about haf that of welfare recipients.

Table 6.1 dso presents information on women'sinsurance statusin the prior year: whether they
had ever been uninsured and, if so, for how many months they had been uninsured. Not surprisingly,
given the longer reference period, a higher percentage of each group were uninsured at some paint in
the year prior to the survey than in the prior month. Overal, 30.4 percent of respondents had had a
spell without insurance in the prior year (compared with 19.5 percent in the prior month). Group differ-
ences in prior-year insurance lapses were strong, and they followed the same pattern as for being unin-
aured in the prior month. Women who were on welfare (regardless of whether they worked) had the
lowest rate of having been uninsured. Welfare leavers who worked were subgtantialy more likely than
welfare recipients to have been uninsured (45.7 percent), but leavers who did not work were the worst
off (56.0 percent had been uninsured at some point in the prior year).

A much higher percentage of welfare leavers than current recipients had been uninsured for the
entire year prior to the survey. Nearly one-fourth of the leavers, compared with less than 5 percent of
the recipients, were uninsured for the entire year.** Additionaly, women who received welfare a the
time of the survey were much more likdly to have had hedth insurance for the entire year prior to the
interview than was the case for women who were in the other two groups, about 87 percent of women
in the two current-recipient groups had been insured for the entire prior year, compared with only 57.7

|t is noteworthy that 22.9 percent of the working former recipients had public insurance in the prior month; this
presumably reflects women who |eft welfare for work and maintained transitional health insurance benefits. As noted
in Chapter 2 (see footnote 18), less than half the former recipients knew about transitional Medicaid.

BThe actual percentage who had public insurance is higher than the figures presented in the text. As discussed
in footnote 10, overall, 2.9 percent of women had both public and private insurance. For the purposes of the analyses
presented in this report and comparison with other studies, these women were classified as having private insurance.

¥As noted previously, the fact that some women who were receiving welfare were classified as uninsured likely
reflects that some women may have recently come back onto welfare and were uninsured at some point in the prior
month and that some women may have misreported their insurance status.



percent of women who worked without receiving welfare and 49.8 percent of women who neither
worked nor received welfare. Congstent with the patterns observed for the extremes of the distribution
(that is, the fully insured and the uninsured), women who recaeived welfare were less likely to have been
uninsured for part of the year, both short term (1-6 months) and long term (7-11 months), than were
women in the other two groups.”

Table 6.2 shows women's hedth insurance coverage, in the month before the interview, as a
function of the recency of ther trangtion off welfare. Among women who left wefare within the prior
year, 48.3 percent retained public insurance (presumably trangtionad or noncash Medicaid). More
women became uninsured during this initia trangtion than became insured privately (30.5 percent versus
21.0 percent). By contrast, women who had |eft welfare more than one year prior to the interview were
more likely to be insured privately (41.0 percent) than to be uninsured (38.6 percent) or to have public
insurance (20.2 percent). Thus, rates of insurance increased as time off wefare increased, presumably
reflecting the loss of trandtiond benefits that were initidly available to leavers. Still, one out of five
women who had exited welfare more than a year earlier was till receiving public hedth insurance. This
suggests that recipients still met the income and other digibility criteriathat goplied in their gate s AFDC
program as of July 1996 (Ku and Bruen, 1999) — or that they misremembered when they had |eft wel-
fare.

Data from the ethnographic interviews indicate that hedth insurance concerns were highly salient
for women on time-limited welfare. One important theme in the basdine interviews was that concerns
about hedth insurance often shaped women's choices and behaviors. Consstent with the literature
(Moffitt and Wolfe, 1992; Wolfe and Hill, 1995), some women indicated that they went on welfare in
order to get Medicaid for themselves and their children. For example, when talking about the availability
of jobsin her neighborhood, one woman said:

Thereisn't really. Most of them are, like | said, factory work with no benefits. And
you can't survive without medical for your kids. That’s the only reason | got back
on welfare. It's because of the medical. We couldn’t afford it. Melissa, Philadelphia

Another woman, who had a serious, accidentd fal that shattered her kneecap, indicated that she went
on wefarein part because she thought that Medicaid would help her pay the $14,000 hospital hill:

This is the purpose of me getting on welfare —well, not the purpose, but | figure
that they' d pay the hospital bill for me. Sharon, Cleveland

Among those who were ever uninsured in the prior year, the average duration of uninsurance in the Urban
Change survey sample was 6.4 months (not shown in table). Within the four research groups, the average duration of
uninsurance among those with an uninsured spell was 7.7 months for working former recipients, 4.4 months for those
who combined welfare and work, 3.9 months for nonworking current recipients, and 7.3 months for women who nei-
ther worked nor received welfare. These group differences were statistically significant (p < 0.001) and persisted
when other factors, including income, were controlled statistically.
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The Project on Devolution and Urban Change
Table6.2

Health Insurance Statusin Prior Month,
by Welfare History Subgroups®

On Welfare On Wedfare

Full Currently  Past 12 Months, More Than 12
Health Insurance Status (%) Sample on Welfare Not Now Months Ago
Uninsured 19.5 *** 6.1 30.5 38.6
Private insurance® 21.2 *** 9.9 21.0 410
Public insurance® 59.1 *** 84.0 48.3 20.2
Samplesize 3,745 2,086 453 1,206

SOURCE: MDRC caculations from the Urban Change Respondent Survey.

NOTES:. Cadlculations for thistable used datafor al sample members in the 1998-1999 Urban Change
Respondent Survey who were or had previously been welfare recipients. The sample sizes for
individual outcomes may fall short of the reported sample sizes because of missing or unusable items
from some interviews.

Rounding may cause slight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests
was applied to test the significance of group differences. Statistical significance levels are indicated as
* (.05), ** (.01), or *** (.001).

aNomen in the Urban Change sample were categorized into one of the three groups based on their
self-reported welfare histories.

bPrivate insurance includes people who received health insurance from an employer or union, had
health insurance that was paid for directly by the respondent or someone in the household or
immediate family (that is, private insurance not related to an employer or union), or health insurance
that was provided by someone who did not live in the household.

“Public insurance includes Medicaid (or the state equivalent), a state health insurance plan, or any
other plan not mentioned previously.
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Another woman, who was caring for a daughter who was born with a serious seizure disorder, said that
it was her daughter’ s hedlth condition that led her to apply for welfare:

So with all of that, um, that’s why | had to get on public assistance. Which was |
believein’81. No, in’80. 1980. Um, | went for a regular interview and one of the
caseworkers there indicated —1 told her that | wouldn’t be down here, you know,
getting welfare, if it weren't for her having, being so sick. Tasha, Clevdand

Adde from losing time with their children (see Scott, Edin, London, and Mazdlis, forthcoming),
the most common concern that women expressed about moving from welfare to work was losing hedlth
insurance.®® This theme came up repeatedly in the interviews, with many women indicating, specificdly,
that loss of Medicaid was an impediment to leaving welfare. Here are some examples of how the link-
age between welfare and Medicaid (and, conversdly, the association between low-wage work and un+
insurance) influenced women's thinking about moving from welfare to work:

What interests me about this assistance is the Medicaid. That is what | worry
about. If my kids get sick, what am | going to do, how much is it going to cost?
Carmen, Miami

Benefits are important to me. Like, my son is sick, so | need to be able to have
medical benefits for him, for his prescriptions, medications, and his doctor’s ap-
pointments. Today, | asked if | didn’t have Medi-Cal anymore, how much was a
doctor visit, and they said $250, depending. It could be less or more. So, | have to
have medical benefits. Liz, Los Angdes

I’d rather work. 1’d rather be out there workin’. . . . | think if you found a good
enough job, where, you know, that they will give you a little bit more, then you
should go for it. You know, it’s good to be on welfare sometimes, because you got
the medical, and sometimes with a job, you might not get it. . . . You know, it’sthe

only good part about it, that — they give you so much hassles. . . . I'd rather go
out there and work and get a job than be goin’ through a lot of hassles. Sarah,
Philadd phia

You know, welfare sucks, man, it does. If it weren't for the medical | wouldn’t
even, | wouldn’t even be dealing with it, you know. Katie, Cleveland

| like the idea of working, | really do. Because, you know, the only good thing
about the welfare is your medical, you know, your medical. | don’t care what type
of job you have you cannot replace your medical. Janice, Cleveland

15At baseline, all the women in the ethnographic sample were receiving TANF benefits, which meant that they all
were eligible for public health insurance benefits. Thus, in the baseline interviews, women expressed concern about
losing health insurance in the future, when they transitioned from welfare to work, rather than concern about being
uninsured or comparisons between public and private insurance.
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The second broad theme that emerged in the basdline ethnographic data relates to the women's
knowledge and understandings of trangitional Medicaid benefits. In generd, few women mentioned non-
cash hedth insurance bendfits, or, if they did, they had vague, uncertain, or mistaken beliefs about the
how this would work. Here are some examples of how women talked about their (mis)understandings
of these new welfare policies and the ways that welfare is now supposed to work with them:

I’m hoping that when | go next month, when | tell them that I’m going back to
school, that they won’t cut me off until I’ ve gotten situated. Because, | know when
you work, they're supposed to help you out still, and a lot of people told me they
just cut them off. And if they do that, my kids won’t have no medical. And | don’t
think that’s right either. Sarah, Philaddphia

| would lose, which is very important, which | can’t lose, is the children’s Medi-
caid. | can’t pay it [health insurance]. She [caseworker] shouldn’t take it away
from me because | can’t make enough to pay for it. Dolores, Miami

[Interviewer:] What do you think will happen to your health coverage when you go
back to work?

[Respondent?] | will loseit.

[Interviewer:] Has welfare talked to you any about that at all?

[Respondent:] No, not yet.

[Interviewer:] They haven’t discussed that with you at all?

[Respondent:] No. Ceena, Philadelphia

To my understanding, your cash benefits stop. They' re not supposed to take your
medical until medical starts at your new job and if it's not, if you can’t afford to
get your child coverage, you know, all the promises. I’'m hoping that they keep all
the promises, because if they do, it's good. If they don’t, if for some reason they
say, well, you're making a dollar too much, so we're not going to pay for your
child’s medical. You know, what’s a dollar one way or another? You know. If you
can't afford it, you can’t afford it. Another dollar in your paycheck isnot going to
help you afford it in the first place. Brenda, Cleveland

One recent study suggests that welfare leavers may not know about or understand how transi-
tiona benefits work because their casaworkers have not adequately explained it to them. Intherr sudy
of welfare leavers in Cuyahoga County, Coulton et d. (2000) reported that most familieswho left cash
assistance remained digible for transitiond Medicaid benefits, however, not al who were digible re-
tained benefits. Many of those who dd not retain Medicaid benefits at the time they left cash wdfare
sad they recaived anotice in the mail indicating thet al their benefits were cut off.

The Urban Change ethnographic data provide examples of how misnformetion about transi-
tiona benefits impeded women’s movement from welfare to work. For example, one woman took ajob
and wastold by her caseworker that she would lose her hedlth insurance berefits. This womean got fired
from the job (rather than quitting) so that she could remain on welfare and not be sanctioned:
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| didn’t even start my job yet and | called my caseworker, told him | got the job,
told him the hours and the pay. We set up the appointment. | got my little form
filled out. All of my check, OK, he took all of my check. | haven’t even gotten a
paycheck. | haven’t even worked an hour yet at the new job. He takes half of my
food stamps and tells me | have 30 days left for my food stamps and my medical
card. | said, un uh, thisisn't going to work. . . . | get more on welfare. | said I'll
quit my job. He says you quit and you' Il go 90 days without benefits at all. | said
I’ll get fired. | got fired. | purposely got myself fired, so | could keep my benefits,
because they were more than my job. And at the same time | went and | found a
job that paid cash under the table. Brenda, Cleveland

In summary, the ethnographic data indicate that women clearly understood the linkages between
welfare, work, and their own hedlth insurance and that concerns about getting, keeping, or losing hedth
insurance shaped to some extent their choices with respect to welfare and work. Anxiety about losing
hedth insurance in the future was a topic that emerged consstently and spontaneoudy at multiple points
in the basdine interviews. In fact, many women believed that their access to hedlth insurance was con
tingent on wefare receipt, inasmuch as they thought it was unlikely that they could get jobs that offered
hedlth care benefits. Despite this concern, relatively few women had clear knowledge and understanding
of trangtiond Medicaid benefits.

B. Respondent’s Usual Source of Health Care

Respondent’s Usual Source of Health Care: Highlights of the Findings

Most women in the Urban Change survey sample (88.9 percent) reported that they had a
usual source of health care.

Weélfare leavers, whether working or not, were the most likely not to have a usua source of
health care (18.3 percent and 14.7 percent, respectively) and to report the emergency room
as their usual source of care (3.7 percent and 4.6 percent, respectively).

Most respondents indicated that their access to health care was the same as in the prior
year (55.4 percent); women who received welfare (regardiess of whether they worked or
not) were particularly likely to report that their access was unchanged.

Having a usua source of hedlth care is a second commonly used indicator of access to hedth
care. Respondents to the Urban Change survey were asked whether, at the time of the survey, there
was a place where they usualy went when they were sick or needed advice about their hedlth. Those
who indicated that there was one place that they usualy went were asked to specify the type of place
from a lig that included: doctor’s office, health maintenance organization (HMO), hospita outpatient
clinic, other dinic or hedth center, hospitd emergency room, and some other place. Those who indi-
cated that they had more than one usual source of care were asked to specify the place that they went
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most often. In keeping with how nationa estimates of the place of usual source of care are presented in
the literature (Bloom et d., 1997), Urban Change respondents were classified as having a private doc-
tor (including HMOs), dinic (hospital outpatient and other clinic combined), or emergency room.

As seen in Table 6.3, the vast mgority of women in the Urban Change survey sample reported
that they had a usua source of care at the time of the interview; only 11.2 percent lacked a usual source
of care. Thisestimate is Smilar to that reported for the nationd population of women age 18-64 in 1993
(12.4 percent)” (Bloom et d., 1997). As seen in Table 6.3, women in the Urban Change survey sample
were more likely to report a dinic as their usua source of care (44.4 percent) than to report a private
doctor (41.1 percent) or an emergency room (3.4 percent).

Although most women had a usua source of care, there was sgnificant variation across the four
work/welfare groups that remained datisticaly significant when background characteristics were con-
trolled. Wdfare leavers in both the no-work, no-welfare group (18.3 percent) and the work-only group
(14.7 percent) were more likely than current recipients (about 8 percent) to lack a usua source of care.
Wedfare leavers were dso more likely to report the emergency room as their usua source of care.
However, regardless of welfare receipt, women who worked were more likely than nonworking women
to have a private doctor as their usua source of care, while nonworking women were more likely to use
adlinic for their usud source of care.*®

This and other national estimates of health care utilization reported in this section of the chapter were derived
from the 1993 Access to Care survey of the National Health Interview Survey (NHIS). The NHIS Accessto Care sur-
vey was fielded for the first time in 1993, and it included questions about respondents’ regular source of care, place
of care, reasons for not having a regular source of care, difficulties in getting health services, and unmet needs for
care (Bloom et al., 1997). Although these data are several years old, and despite the fact that these questions have
been asked in subsequent rounds of the NHIS, these are the most recent national estimates available for working-age
women.

BAlthough all these current usual source of care outcomes were significantly associated with work/welfare
status when background characteristics were controlled, group differences became nonsignificant when a dichoto-
mous indicator of prior month insurance status was included in the regression models. These supplemental analyses
indicate that differences in current insurance coverage across the groups account for group differencesin having a
current source of care. Thisfinding is consistent with evidence that persons with health insurance are more likely to
have a usual source of care than persons who do not have health insurance (Bloom et al., 1997; Weissman and Ep-
stein, 1994).
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Table 6.3

Usual Source of Health Care,
by Work and Welfare Status®

Full Working, Not ~ Working, Not Working,  Not Working,
Outcome (%) Sample on Welfare on Welfare on Welfare Not on Welfare
Current usual source of health care
None 11.2 *** 14.7 8.7 7.1 18.3
Private doctor 41.1 *** 44.6 456 39.5 29.7
Clinic 44,4 *** 36.1 435 50.5 48.2
Emergency room 34* 4.6 22 2.8 3.7
Change in usual source of care, past 12 months 15.8 153 16.1 16.8 133
Samplesize 3,748 1,233 624 1,464 427

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used datafor al sample membersin the 1998-1999 Urban Change Respondent Survey who
were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the reported sample
sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, al the group differences
in this table remained significant except. The characteristicsincluded site, age, educational attainment, race/ethnicity,
citizenship status, marital/partner status, presence of a child under age 6, number of children in the household, and time elapsed
between May 1995 and the interview date.

aWomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work and
welfare status at the time of the interview.
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Figure 6.2 shows the percentage of women who reported a private doctor, clinic, or emergency
room as their usual source of care among those with a usual source of care. Among dl Urban
Change respondents with a usua source of care, 49.9 percent reported a clinic, 46.2 percent reported
a private doctor, and 3.8 percent reported the emergency room as their usua source of care. By com-
parison, among women age 18-64 in 1993 nationally who had a usual source of care, 86.2 percent re-
ported a private doctor, 9.2 reported a clinic, 1.3 percent reported the emergency room, and 3.7 per-
cent reported some other place as their usua source of care (Bloom et al., 1997). Women in al four
work/wdfare groups were much more likely than working-age women naiondly to have a dinic or
emergency room as their usua source of care, which might have implications for the quaity and the con-
tinuity of care they received.® While 85.9 percent of nonelderly women retionaly had a private doctor
as their usua source of care, the range in the Urban Change survey sample was from a high of 52.3
percent among working former recipients to a low of 36.4 percent anong women who neither worked
nor received welfare.

In addition to asking whether women in the Urban Change survey sample had a usua source of
care and, if they did, where that place was, the survey aso asked respondents to indicate whether, in
the prior year, they had changed their provider or the place where they usudly went for hedth care.
Overdl, 15.8 percent of the sample reported that they had changed their usuad source of care in the
prior year (Table 6.3). There were no sSgnificant differences in this outcome across the four
work/welfare groups. The two most common reasons given for changing the usua source of care were
hedlth insurance and cost and quality (41.5 percent and 28.0 percent, respectively, of those who
changed their source of care) (not shown in table).* Other reasons volunteered by respondents included
being forced to change by the welfare agency (10.6 percent), job-related changes (2.5 percent), the
need for a specidist of some sort (1.9 percent), and because their doctor was changed or moved (1.4
percent).”

Women in the Urban Change survey sample were substantially more reliant on clinic-based care, and somewhat
less reliant on emergency room care, than were poor persons nationally. Among nonelderly adults with a usual
source of care and income below the poverty threshold in 1993, 61.5 percent reported a private doctor, 29.1 percent
reported a clinic, and 4.6 percent reported the emergency room as their usual source of care (Bloom et a., 1997). The
high rate of using clinic-based care in the Urban Change survey sample may reflect the tendency for safety net and
other types of clinicsto be concentrated in high-poverty urban areas.

“Some women in the Urban Change ethnographic sample associated welfare and Medicaid with access to pri-
vate physicians and specialists, which they preferred to clinics, and they associated |eaving welfare with losing
health insurance and having to rely on clinics again. For example, one woman responded to a question about whether
she had used a clinic by saying: “You mean free health clinic?. . . | did last year, but not since | have been back on
welfare, because, now | got the coverage, | go to aprivate doctor” (Lisa, Philadelphia).

ZAnalyses of data from the 1998-1999 Community Tracking Study indicate that 13 percent of persons with a
usual source of care changed providers in the prior year (Reed, 2000). Overall, 24 percent changed because the pro-
vider was no longer available (for example, retired), 23 percent changed because of concerns about quality, 22 percent
changed because of insurance reasons (that is, provider was no longer covered by plan, insurance plan changed, and
other health insurance reasons combined), 12 percent changed because of convenience, 12 percent moved, 5 percent
needed a particular doctor, and 2 percent reported other reasons.

“The question asked respondents whether “this change was mainly because of your health insurance or health
care costs, the quality of care you received, or was it for some other reason?’ Any “other reason” mentioned by re-
spondents was recorded for subsequent analysis.
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Figure 6.2

Location of Usual Source of Health Care,
by Work and Welfare Status*and in U.S. Population
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SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTE: aWomen in the Urban Change sample were categorized into one of the four groups based on their self-
reported work and welfare status at the time of the interview.



C. Family's Accessto Health Care

In addition to worrying about their own hedlth insurance, women are dso often concerned about
the hedth insurance of their children and other family members® Thisis an important consderation be-
cause having an uninsured family member places the whole family & risk. In the event of aseriousillness
or accident, hedlth care cogts for an uninsured family member can have major consequences for the en
tire family.

Table 6.4 shows that in 11.2 percent of the familiesin the Urban Change survey sample, every-
one was uninsured in the month before the interview; in more than one out of three families (35.7 per-
cent), at least one person was uninsured in the month before the interview. These overdl estimates mask
subgtantia variability in family insurance status across the four work/wefare groups — differences that
remained gaidicaly sgnificant even after group differences in household compostion and other charac-
teristics were controlled. Compared with welfare leavers, women who were till on welfare were much
less likely to have family members who lacked hedth insurance. Among recipients, less than 3 percent
lived in families in which everyone was uninsured However, in these families, it is noteworthy that 22-
24 percent had at least one family member who was uninsured. By contrast, 20.9 percent of families of
working former recipi ents were completely uninsured, and 49.8 percent contained at least one unin-
sured member. The families of women who neither worked nor received welfare were the most disad-
vantaged; 26.5 percent were entirely uninsured, and 57.3 percent included at least one uninsured per-
son.

#Children’ s health insurance status is discussed in Chapter 7.

#As noted previously, all these welfare recipients were eligible for health insurance for themselves and their
children. The fact that some reported that everyone in their family was uninsured likely reflects recent moves back
onto welfare (along with misreporting).
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Table 6.4

Family-L evel Accessto Health Care,
by Work and Welfare Status®

Full Working, Not ~ Working, Not Working, = Not Working,
Qutcome (%) Sample on Welfare on Welfare on Welfare Not on Welfare
Anyone in family uninsured, prior month® 35.7 *** 49.8 24.4 22.2 57.3
Everyone in family uninsured, prior month? 11.2 *** 20.9 18 2.6 26.5
Accessto health care
Harder than past 12 months 32.6 *** 375 28.8 27.9 40.3
Same as past 12 months 554 *** 47.4 60.4 62.2 47.3
Easier than past 12 months 12.0 *** 15.2 10.7 9.9 124
Samplesize 3,733 1,227 624 1,463 419

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used data for all sample membersin the 1998-1999 Urban Change Respondent Survey
who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the reported
sampl e sizes because of missing or unusable items from some interviews.

Rounding may cause dight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, al the group
differencesin this table remained significant. The characteristicsincluded site, age, educational attainment, race/ethnicity,
citizenship status, marital/partner status, presence of a child under age 6, number of children in the household, and time el apsed
between May 1995 and the interview date.

aVomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work and
welfare status at the time of the interview.

bFamily includes the respondent’ s husband or partner, her children, and any other household member she considers as
immediate family and with whom she shares resources. Each person's health insurance status was determined, and these data
were used to construct these outcomes.

-140-



Family’s Accessto Health Care: Highlights of the Findings

Overall, 35.7 percent of women in the Urban Change survey sample were in families where
at least one person was winsured in the prior month, while 11.2 percent were in families
where everyone was uninsured.

Women who had left welfare, regardess of their employment status, were much more likely
than current recipients to be in families in which one or al persons were uninsured; 50 per-
cent or more of the welfare leaver families had at least one uninsured member.

Most respondents indicated that their access to health care was the same as in the prior
year; women who still received welfare were particularly likely to report unchanged access.

Overall, 32.6 percent reported that their family’s health care access had become more diffi-
cult. Higher percentages of welfare leavers than current recipients reported that their fam-
ily’s access to health care had become both harder and easier.

All respondents to the Urban Change survey were asked to provide a globa assessment of thelr
family’' s access to hedlth care relative to the access they had in the prior year. Specificdly, respondents
were asked to indicate whether getting the medica care they and their family needed was eeger, the
same as, or harder than it was a year earlier. As seen in Table 6.4, more than half (55.4 percent) indi-
cated that their family’s access was the same as in the prior year. Women who recelved welfare (re-
gardless of whether they worked or not) were particularly likely to report that their access was the
same. Although this was the most commonly reported lesponse for each of the four work/welfare
groups, there was sgnificant group variation with respect to perceived changes in hedlth care access.
Both groups of women who had left welfare were more likely than current recipients to indicate that ac-
cess to hedth care for their family was harder now than in the prior year. More than one out of three
welfare leavers reported more difficult access. Women in these two groups were, however, aso sgnifi-
cantly more likely to report that their family’s access to hedth care was easer than in the prior year.
Former recipients who worked were most likely to indicate that their family had easer access to hedlth
care than in the prior year (15.2 percent).”

#Using national data from the Community Tracking Study, Lesser and Cunningham (1997) reported people’s as-
sessments of their current access to care in comparison with their access to care three years prior to the survey.
Some 64 percent reported no change, 24 percent reported harder access, and 12 percent reported easier access. These
estimates suggest that there was more change in health care access in a single year in the Urban Change population
than in the general population over aperiod of three years.

#\Women who reported that their health care access had become easier were more likely than others to have pri-
vate insurance, and to be in jobs with health benefits, which at least in part eplains the greater ease of access of
women in the work-only group. Married women were also more likely than unmarried women to report that access had
become easier, perhaps reflecting husbands’ insurance coverage.
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[1l. Respondent’s Utilization of Health Carein the Prior Year

Respondent’ s Utilization of Health Care: Highlights of the Findings

Overall, 84.1 percent of the women in the Urban Change survey sample had visited a doc-
tor in the prior year, 62.2 percent had visited a dentist, and 42.1 percent had visited the
emergency room.

Women on welfare (regardless of whether they worked or not) were more likely than wel-
fare leavers to have visited a doctor or dentist in the prior year.

Working women, particularly working nonrecipients, were less likely to have had an emer-
gency room visit than were women in the two nonworking groups.

Overall, 14.7 percent of the women were dissatisfied with their health care; welfare leavers
were more dissatisfied than women who were still receiving welfare.

Respondents to the Urban Change survey were asked to report the number of doctor, dentit,
and emergency room vigts they had made in the prior 12 months® As seenin Table 6.5, 84.1 percent
of respondents had made at least one visit to the doctor,” 62.2 percent had made & least one vist to
the dentist,” and 42.1 percent had received care in the emergency room in the prior year. On average,
in the prior year, women had made 6.0 vidits to the doctor (7.1 among those who had avist), 1.4 vidits
to the dentist (2.3 among those who had avisit), and 1.2 visits to the emergency room (2.8 among those
who had avist).*

Women's utilization of hedth care varied sgnificantly across the four work/welfare groups, and
these differences remained datigticaly sgnificant when background factors were controlled. WWomen on
welfare (regardless of whether they worked or not) were more likely than working former recipients to
have had a doctor, dentist, and emergency room vist, and they had a higher average number of vigtsto
each. For example, 87.8 percent of nonworking welfare recipients had at least one doctor visit and, on
average, made 8.0 vidgts to the doctor in the prior year, while 80.0 percent of working nonrecipients
made a least one doctor vigt and had a group

“Respondents were asked first about dental visits and second about emergency room visits. The question re-
garding doctor visits explicitly instructed respondents to exclude the dental and emergency room visits that they had
aready included in their prior answers.

%An amost identical percentage of women age 18-44 nationally in 1996 (83.8 percent) had at | east one physician
contact in the previous year (National Center for Health Statistics, 1999, Table 72).

#Overall, in 1993, 60.8 percent of persons over the age of 25 nationally reported a visit to a dentist in the prior
year. Among poor persons 25 yearsold or older, 35.9 percent had at |east one visit to adentist in the prior year, while
among those at or above the poverty threshold, 64.3 percent had made at least one visit (Pamuk et al ., 1998).

¥These overall estimates of the average number of physician contacts are similar to those reported for poor
women (6.8 visits) and near-poor women (6.0 visits) age 15-44 for the period 1993-1995 (Pamuk et al., 1998).
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Table6.5

Health Care Utilization and Satisfaction,
by Work and Welfare Statu®

Full Working, Not ~ Working, Not Working, = Not Working,

Qutcome Sample on Welfare on Welfare on Welfare Not on Welfare
Had 1 or more visits,

past 12 months (%)

Doctor 84.1 *** 80.0 86.7 87.8 79.8

Dentist 62.2 *¥** 60.3 68.2 64.1 529

Emergency room 42,1 *** 36.3 422 45.8 459
Average number of visits per year

Doctor 6.0 *** 3.9 55 8.0 6.1

Dentist 14 ** 14 15 15 11

Emergency room 1.2 *** 0.9 11 15 13
Had more than 5 visits, past 12 months (%) 29.1 *** 18.1 27.8 39.0 29.3
Currently dissatisfied with health care® (%) 14.7 ** 16.1 14.8 124 19.1
Samplesize 3,755 1,238 625 1,465 427

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used datafor all sample membersin the 1998-1999 Urban Change Respondent Survey
who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the reported

sampl e sizes because of missing or unusable items from some interviews.
Rounding may cause slight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-sguared tests was applied to test the

significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, all the group
differencesin thistable remained significant. The characteristicsincluded site, age, educational attainment, race/ethnicity,
citizenship status, marital/partner status, presence of a child under age 6, number of children in the household, and time

elapsed between May 1995 and the interview date.

aVomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work

and welfare status at the time of the interview.
bCombines "very satisfied" and "somewhat satisfied."
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average of 3.9 vidtsin the prior year. Women who neither worked nor received welfare had particularly
low utilization of dentigts, with only 52.9 percent having made a vist in the prior year (compared with
60.3-68.2 percent of the women in the other groups).*

Table 6.5 aso shows the percentage of women in the Urban Change survey sample who had
more than 5 doctor vidts in the previous 12 months. Five visits was used as the criterion because, in
1996, women in their childbearing years had an average of 4.3 contacts with physicians either in offices
or in hospitals (Nationa Center for Hedth Statistics, 1999, Table 71); therefore, 5 was considered
above average for this age group. Nearly one-third of the sample had 5 or more physician visits. More
than twice as many current norworking recipients (39.0 percent) had this many visits as did working
former recipients (18.1 percent).

All women in the Urban Change survey sample were dso asked to rate ther stisfaction with
the hedth care they and their family members had received in the prior year. Generdly, only a minority
of Americans are dissatisfied with the health care they receive (Reed and S. Peter, 1997), and thiswas
aso the case in the Urban Change sample. However, as seen in Table 6.5, 14.7 percent of women re-
ported that they were currently dissatisfied with their hedth care, compared with 10.0 percent in the
generd population, based on data from the Community Tracking Study (Reed and S. Peter, 1997).
There was sgnificant variaion across the four research groups, which remained datidticdly sgnificant
when background factors were controlled. WWomen who received wefare (regardless of whether they
worked or not) were less likely than welfare leavers to be dissatisfied with their hedth care. Women
who neither worked nor received welfare were the most likely to be dissatisfied with the hedth care
they and their families had used in the prior year (19.1 percent), which is consstent with the fact that
these women had subgtantiad need and yet were most likely to be uninsured and to have access prob-
|G’nS.32

#gupplemental analyses indicate that these utilization patterns reflect group differences in health insurance cov-
erage over the prior year and, to a lesser extent, health status. In the regression models that included only the back-
ground characteristics, work/welfare status remained significantly associated with prior-year utilization of doctors,
dentists, and emergency rooms (that is, had a visit versus did not). When a continuous indicator of the number of
months that respondents were covered by insurance in the prior year was included in the model, the relationship be-
tween work/welfare status and having had at least one doctor visit and having had at least one dental visit, respec-
tively, became statistically nonsignificant. Having visited the emergency room in the prior year remained significantly
associated with work/welfare status. When current health status, measured by scores on the physical health comp o-
nent of the SF-12, was included in the models (not including health insurance coverage in the prior year),
work/welfare group differences remained statistically significant for all three dichotomous utilization outcomes. In a
final set of analyses that included both the number of months uninsured in the prior year and the SF-12 scores,
work/welfare group differences were nonsignificant for all three utilization outcomes. Thus, it appears that group dif-
ferences in health insurance coverage accounted for differential utilization of doctors and dentists in the prior year,
whereas a combination of need and lack of access explained group differencesin emergency room utilization.

#Although the relationship between work/welfare status and dissatisfaction with health care remained statisti-
cally significant when background factors were controlled, this relationship became nonsignificant when a continu-
ous indicator of the number of months uninsured in the prior year was included in the regression model. Although
the survey question asked about dissatisfaction with the medical care the respondent and her family had received in
the prior year, this supplemental analysis suggests that, in response to this question, women were in part rating their
dissatisfaction with their own lack of accessto health care.
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Women in the ethnographic sample were not asked systematically about their hedth care utiliza-
tion,® nor were they asked to rate their satisfaction with hedth care. However, some women volur-
teered information about hasdes they had experienced with a hedlth care provider or in negotiating the
payment of some hill. For example, one woman, who went to the emergency room when she was
bleeding from a miscarriage, talked about the difficulty she had when she was presented with a bill for
five thousand dollars because neither she nor the emergency room staff had caled to obtain authoriza-
tion for the vigt. Other women talked in passing about the fact that not al their prescriptions were cov-
ered, or they mentioned other rdatively minor dissatisfactions with their hedlth care coverage or pro-
vider.

Some respondents, however, talked directly about poor trestment they received because they
were on Medicaid. For example, one woman said:

| went in one time, um, | don’t know what it was | had. | think it was a gallblad-
der attack and, um, | gave them my medical card. . . . This doctor comesin and he
said, you know, you can wait for a while because you' re not paying us out of your
pocket. | was like, wait, | don’t have to wait and | got up and | left and come to
find out, that | had, um, gallstones. | went to a different one. | had gallstones and
| actually hit the floor in pain and this doctor would not do anything because he
didn’t want to be paid by welfare, but you have a lot of bad experiences. Janice,
Cleveand

Another woman said:

S0, um, that really made me mad. That all these doctors, they were just sitting
and not doing anything. They didn’'t care. It wasn't their kids. They don’t care.
Especially when you're on welfare and stuff. And they know, when they see your
insurance, they automatically know you're on welfare, because you have Medi-
Cal. They put other people ahead of you. They don't care. Like, for instance, one
time | was at the Gl doctor, at his office waiting. | had went in, she told me to
sign in. Then this other lady came in. Her . . . my appointment was before hers.
She was all friendly with her and everything. | didn’t think nothing of it. But, then
she said, okay, you got . . . um, she had to pay a copayment, of | don’t know how
much she paid for this visit. And she said, should | write you a check? And she
said, yeah, that’s fine, just make it out to so and so. So she wrote it, and she goes,
okay, you can go in. And | got really mad. And she offered her coffee and all this
stuff. I was really mad. Norma, Los Angeles

*Neverthel ess, women in the ethnography mentioned substantial health care use, ranging from routine checkups
to emergency care. Some women used health services for the ongoing care of such chronic conditions as asthma,
breast cancer, hypertension, anemia, arthritis, a herniated disc, carpal tunnel syndrome, and Graves' disease. Others
reported seeking care for acute and infectious conditions, such as bronchitis, flu, and kidney infections. Women also
discussed care for reproductive health, substance abuse, and mental health problems. The few women who men-
tioned emergency room use said they were seeking care for crises, such asamiscarriage or agallbladder attack.
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As women go to work and, potentidly, lose hedth insurance, their satisfaction with the hedth
care available to them and their family members may change (see, for example, Coulton et d., 2000).
Losing hedth insurance and access to needed care was certainly something the women in the Urban
Change ethnography were concerned about a basdline, as discussed earlier in this chapter. It is ex-
pected that the longitudina ethnographic data that are being collected will dlow for an examination of
how welfare-to-work transitions and related changes in women' s lives affected their access to and satis-
faction with hedth care,

V. Unmet Needsfor Health Care

Unmet Needsfor Insurance and Health Care: Highlights of the Findings

Welfare leavers — especidly ones who were not working — were significantly more likely
than women still on welfare to report both individua- and family-level unmet needs for health
care.

Women who neither worked nor received welfare were particularly likely to be in fair or poor
health and to have had health care access problems and low hedth care utilization. Moreover,
their families' unmet need for medical and dental care was more than twice the rate of current
recipients.

Over 40 percent of working nonrecipients experienced unmet medical or dental needs in their
families, compared with 19-20 percent of women who received welfare.

Unmet need for hedth care is a particularly important health outcome because it measures the
extent to which people who need care do not receive it (Aday and Andersen, 1974; Andersen and
Aday, 1978). Unmet need for hedth care combines two dimensions. need and lack of utilization. By
definition, those who need care but do not use it have some barrier to hedlth care. Thus, estimates of
unmet need provide a means to assess problems with access to hedlth care,

The Urban Change survey included two questions that asked whether anyone in the respor+
dent’s family needed to see a doctor or dentist, respectively, in the prior year, but had not done so be-
cause the family could not afford it. Although the survey did not ask about the respondent’ s personal
unmet needs for hedth care, it was possble to derive three individua-level outcomes that gauge the re-
spondent’s own unmet need for access to and utilization of hedth care. These outcomes are (1) the re-
spondent was in fair or poor hedth and was uninsured in the month prior to the interview; (2) the re-
spondent was in fair or poor hedth and had no usua source of care; and (3) the respondent was in fair
or poor hedlth and had not seen a doctor in the prior year.* Each of these outcomesis examined in Ta-
ble 6.6.

¥The assumption underlying these measures and their conceptualization as indicators of unmet need is that per-
sonsin fair or poor health are particularly in need of access to and utilization of health care. For those is fair or poor
(continued)
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health, lack of access (that is, hot having insurance or a usual source of care) and lack of utilization (that is, not see-
ing aphysician) are presumed to represent forms of unmet need and hardship.
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Table6.6

Unmet Need for Health Care,
by Work and Welfare Status®

Full Working, Not ~ Working, Not Working, = Not Working,
Outcome (%) Sample on Welfare onWeélfare on Welfare Not on Welfare
Respondent in fair to poor health and:
Uninsured in the prior month 5.4 *** 1.7 17 21 15.3
Had no usual source of care 3.1 *** 3.3 12 24 7.1
Had no doctor visit in the prior year 3.8 *** 4.8 23 27 6.9
Anyone in family, in past 12 months:®
Needed doctor but could not afford it 234 *** 324 139 151 395
Needed dentist but could not afford it 250 *** 35.0 15.0 159 418
Had any unmet medical or dental need 207 *** 40.5 18.7 20.3 46.7
Samplesize 3,761 1,239 626 1,468 428

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used datafor all sample membersin the 1998-1999 Urban Change Respondent Survey
who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the reported
sample sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, al the group
differencesin this table remained significant. The characteristics included site, age, educational attainment, race/ethnicity,
citizenship status, marital/partner status, presence of a child under age 6, number of children in the household, and time
elapsed between May 1995 and the interview date.

Sample sizes for respondents stating they were in fair to poor health were asfollows. Full Sample = 922; Working, Not
on Welfare = 207; Working, on Welfare = 121; Not Working, on Welfare = 450; Not Working, Not on Welfare = 144.

aNomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work and
welfare status at the time of the interview.

®Family includes the respondent’ s husband or partner, her children, and any other household member she considers as
immediate family and with whom she shares resources. Each person's health insurance status was determined, and these data
were used to construct these outcomes.
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There was subgtantia variation in unmet needs for medical and dental care across the four
work/wdfare groups, and the variaion remained satigticaly significant when background factors were
controlled. Reflecting their higher likelihood of being insured and their better access to hedlth care, the
families of women who received wefare (regardiess of whether they worked) had consgtently lower
levels of unmet needs. The families of women who neither worked nor received welfare consstently had
the most unmet needs. Approximately 40 percent of the welfare leavers had an unmet need for medica
or dental care in ther families, and nearly hdf (46.7 percent) had some unmet need for ether type of
care in their families in the prior year. Unmet needs in the families of wdfare leavers were more than
twice as high as they were in the families of women who recaived welfare™

A. Respondent’s Unmet Need for Accessto and Utilization of Health Care

Overdl, some 25.5 percent of the women in the Urban Change survey sample reported they
werein fair or poor health. Among those not in good health, about one out of five (5.4 percent of the full
sample) did not have insurance to address their hedth care needs in the month before the interview. As
shown in Table 6.6, 3.8 percent of the full sample were not in good hedlth yet had not seen a doctor in
the prior year, and 3.1 percent who were in fair or poor hedlth had no usua source of care. There were
ggnificant group differences for each of the three derived indicators of the women's tnmet need for
hedlth care, and the pattern was consistent. Welfare leavers had higher rates of unmet need than those
who 4ill received welfare (regardiess of whether they worked or not). Former recipients who did not
work were particularly disadvantaged, with 15.3 percent being in fair or poor hedth and uninsured, 7.1
percent being in fair or poor hedth and lacking a usua source of care, and 6.9 percent being in fair or
poor health but not having a doctor vigt in the prior year. The rates for this group were about twice the
corresponding rates for leavers who worked — a group who were generdly hedthier (see Chapters 4
and 5) but who aso had a high rate of uninsurance (see Table 6.1).

B. Family’sUnmet Need for Medical and Dental Care

In addition to the respondent’s unmet need outcomes, Table 6.6 aso presents estimates of the
family’s unmet needs in the prior year. As seen in Table 6.6, gpproximately one in four women reported
unmet needs for medica care or dentd care in thair familiesin the prior year. Interestingly, the percent-
age reporting any unmet need (medical and dental combined) is 29.7 percent, which is not much higher
than the prevaence estimates for each type of care. This indicates that there was substantid overlap in
terms of met and unmet needs for medical and denta care, with most families experiencing either both
types of unmet need or neither type®

®Work/welfare group differences in each type of unmet need and any unmet need remained statistically signifi-
cant even when controlling the variables measuring whether anyone in the family was uninsured in the prior month,
the physical health component of the SF-12, and whether the respondent had a child with a physical, learning, or
mental health condition that restricted the child’s participation in activities done by most children of that age. These
latter two variables were included in an attempt to approximate family-level need for care.

%0verall, 18.7 percent experienced both types of unmet needs, while 11.0 percent experienced one or the other
type of need but not both. Among those with any unmet need for medical or dental care, 62.9 percent experienced
unmet needs for both medical and dental care.
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Although women in the Urban Change ethnography were asked explicit questions about
whether they were unable to get needed medical or dentd care for themselves or their children in the
prior year because they could not afford it, there was not a lot of unmet need reported at baseline. This
is not surprising, inasmuch as dl the women were on Medicaid at basdine, and they seemed generdly
satisfied with the hedth care they received. However, in the course of telling interviewers about the
things that had happened to them, or in response to explicitly probing questions, women referenced de-
layed or unmet needs that they had had to contend with in the past or worried about facing in the future.
The one thing that women did mention regularly was the unmet need for prescription drugs, either be-
cause they were off wefare (and thus had no health insurance) or because Medicaid would not pay for
the prescription. For example, when asked if she had needed to buy medicine or other hedlth products
but didn’t because she couldn’t afford it, one woman said:

[Respondent:] My breathing medicine.. . . [unintelligible comment].

[Interviewer:] So, they won’t pay for your asthma?

[Respondent:] No, it's breathing pills. They say that it's not a medical necessity.
Breathing's not medical.

[Interviewer:] Ha-ha. So, how often would you say you go without?

[Respondent:] Every month.

[Interviewer:] Do you have it for part of the month or do you just go without it all
the time?

[Respondent:] Go without it. | don’t have the sixty-two dollarsto pay for it.
[Interviewer:] For a month?

[Respondent:] M-hm.

[Interviewer:] Isthat a prescription, or isthat you can buy it over the counter?
[Respondent:] Prescription. They claim they pay on all prescriptions.

[Interviewer:] And they won’t. Laura, Cleveland

V. Relationship Between Families Unmet Needs and
Selected Women’s Health Outcomes

Families Unmet Needs and Salected Women's Health Outcomes:
Highlights of the Findings

Families unmet needs for medical or dental care in the Urban Change survey sample were
significantly and positively associated with more materia hardships, worse physica and
mental health statuses, worse access to health care, higher use of the emergency room, and
lower satisfaction with health care.
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Because unmet need for hedth care is a critica and policy-relevant indicator of problems with
hedth care access, it is important to examine whether and how unmet need is associated with other
forms of maerid hardship and with hedth outcomes. As seen in Table 6.7, family unmet needs for
hedlth care (medical and dental combined) were significantly associated with a broad range of women's
hedlth outcomes that have been considered in previous chapters of this report. In fact, unmet needs dif-
ferentiated women on al the outcomes reported in this table.

In the literature, unmet needs for hedth care are often included in discussions of materiad hard-
ghips. In the Urban Change survey sample, families who had unmet needs for medica or dentd care
were sgnificantly more likely to be food insecure (64.0 percent versus 42.4 percent) and to have ex-
perienced three or more material hardships (35.3 percent versus 25.3 percent) than were families who
did not have unmet needs.

Measures of women's own physica and mental hedlth statuses were consigtently related to ther
family’ s unmet needs. Women whaose families had unmet needs for medicd and dentdl care were signifi-
cantly more likely than other women to be in fair or poor hedth, to have a hedth condition that limited
their ability to work, to have been physically abused in the prior year, to be highly stressed, and to be at
high risk for depression. These findings are consstent with the fact that people who have hedth prob-
lems aso have greater need for hedlth care than people without health problems.

Women's own hedth insurance coverage and having a usua source of care were, as would be
expected, sgnificantly associated with reduced family unmet need for hedlth care. WWomen who reported
unmet health care needs were much more likely than those who did not to indicate that they had been
uninsured a some point in the prior year (61.2 percent versus 17.0 percent).” Respondents whose
families had unmet needs were dso significantly more likdly to report that they did not have a usud
source of care (19.9 percent versus 7.5 percent) and that the emergency room was their usua source of
care (6.3 percent versus 2.2 percent). Findly, women whose families had unmet needs for care were
much more likely than others to have reported that health care access was harder than in the prior year
(53.8 percent versus 23.7 percent), which is likely to be an issue for those women who leave welfare
without health insurance benefits (Couton et d., 2000; Families USA Foundation, 1999, 2000; Reidy,
1998).

Women whose families did not have unmet hedth care needs were more likely to have had a
doctor visit (87.7 percent versus 75.8 percent) and a dentist visit (68.5 percent versus 47.5 percent),
repectively, in the prior year, while those whose families did have unmet needs were more likdly to
have had an emergency room visit (44.7 percent versus 41.1 percent). Taken together, these results
confirm that access to and utilization of hedth care are associated with reduced unmet needs for medical
and denta care and reduced utilization of emergency rooms (both in genera and as a usud source of
care).

¥Consistent with these findings is that women whose families had unmet needs were more likely than women
whose families did not have unmet needs to report out-of-pocket medical and dental expenditures in the prior year
(56.7 percent versus 32.8 percent) (not shown). The higher likelihood of having expenditures in these familiesislikely
to reflect the fact that families with unmet needs are more likely to be uninsured and therefore must pay for medical
and dental care themselves.
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Table6.7

Selected M aterial Hardship and Health Outcomes,
by Unmet Need for Medical or Dental Care

Family Had Unmet Medical or Dental Need, Past 12 Months

Outcome (%) Yes No
Food insecure, past 12 months’ 64.0 *** 424
Has 3 or more material hardships? 35.8 *** 24.9
Reportsfair to poor health 32.4 *** 225
Scored less than 40

on physical component of SF-12° 337 * 30.2
Health limits ability to work 29.0 *** 219
Physically abused, past 12 months 10.5 * 8.0
Stressed, prior month 61.7 *** 45.2
High risk of depressiorf 32.4 *** 25.0
Ever uninsured, past 12 months 61.2 *** 17.0

Current usual source of health care

None 19.9 *** 75
Private doctor 34.9 *** 43.7
Clinic 38.9 *** 46.6
Emergency room 6.3 *** 22

Health care utilization, past 12 months

1 or more doctor visits 75.8 *** 87.7

1 or more dental visits 47.5 *** 68.5

1 or more emergency room visits 44.7 * 41.1
Currently dissatisfied with health caref 26.6 *** 10.0
Access to health care harder now than ayear ago 53.8 *** 23.7
Samplesize 1,120 2,646
(continued)

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used datafor all sample members in the 1998-1999 Urban Change Respondent
Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of
the reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause dight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-sgquared tests was applied to test
the significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).
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Table 6.7 (continued)

T his measure collapses the three insecure categories from the Household Food Security Scale (insecure, no
hunger; insecure, moderate hunger; insecure, severe hunger).

bThe eight material hardships used in this index include: food insecurity, receipt of emergency food in prior
month, spends more than 50 percent of income (including food stamps) on housing, has two or more housing
problems, had utilities turned off in past 12 months, has two or more neighborhood problems, witnessed a violent
crime in the neighborhood, and homeless or sheltered in past 12 months.

“The Short Form 12 Health Survey (SF-12) is a 12-item scale providing a generic, multidimensional measure of
physical or mental health status. It is standardized utilizing a sample of the general U.S. population to a mean of 50
and a standard deviation of 10. Different versions of the instrument inadvertently omitted response options for two
questions. To account for this oversight, responses to the remaining options for these two questions were weighted.

9The respondent reported that she was hit, slapped, or kicked.

eRisk of depression was assessed utilizing standard criteriafor the Center for Epidemiological Studies-Depression
(CES-D) scale. CES-D scores range from 0 to 60. A score less than 16 is categorized as at low risk, a score of 16 to 23
is categorized as at moderate risk, and a score greater than 23 is classified as at high risk of depression.

fCombines "very satisfied" and "somewhat satisfied."



Finally, there was a strong association between unmet needs for medical and dental care and
satisfaction with hedth care. Women who had unmet medicad and dentdl needs in their families were
much more likely to be dissatisfied with their health care (26.6 percent versus 10.0 percent).

VI. Discussion

Access to and utilization of needed hedlth care services are critica determinants of individud
and family well-being. In the presence of needs for preventive or amdiorative hedth care services (be-
cause of hedth risks or problems), having hedth insurance and a usua source of care enable utilization
by providing financia access and by promoting familiarity, convenience, confidence, and satisfaction.
Unmet need for hedlth care results from the combination of hedlth risks or problems and barriers to ac-
Cess.

Lack of hedlth insurance is the predominant barrier to accessing needed hedth care in the
United States. Because of the known linkages among wefare, low-wage work, and hedth insurance
coverage, there has been substantial concern that one of the unintended consequences of welfare reform
would be an increase in the percentage uninsured. Despite the expanson of Medicad digibility and the
avalability of trangtiond hedth insurance benefits, there is consderable evidence that many who leave
welfare do not retain the hedth insurance benefits for which they are digible. This has led some to con-
clude that welfare reform has contributed to an increase in the uninsurance rate in the United States
(Families USA Foundation, 2000), and it has given rise to programmatic initiatives aimed at locating
eligible nonrecipients for the purpose of reenrolling them on Medicaid.

Consgtent with expectations derived from the literature, then, the current and former welfare
recipients in the Urban Change survey sample had very different profiles in terms of hedth care access,
utilization, satisfaction, and unmet needs. Those women who received welfare a the time of the survey
were universdly digible for public hedth insurance benefits, and they thus had much lower rates of being
uninsured in the month or year prior to the survey than did wefare leavers, who had to obtain hedth
insurance through work, kin, or the market. Current recipients were dso more likely than wdfare leav-
ers to have had full-year coverage. Partly as a result of their higher level of insurance coverage, they
were less likdy than welfare leavers to report that they lacked a usua source of care or that they relied
on the emergency room as their usua source of care. Also, welfare recipients were more likely than
welfare leavers to have had a doctor or dentist visit in the prior year, and they were more likely to be
satidfied with ther hedth care. However, since utilization of hedth care is partly a function of hedth
datus (as well as hedlth care access), wefare recipients and women who neither worked nor received
welfare used emergency rooms and had more annud doctor visits than did working nonrecipients. This
undoubtedly reflects the much better hedth status of working former recipients, as documented in previ-
ous chapters. Findly, wdfare recipients had much lower levels of persond and family unmet needs for
hedlth care than welfare leavers did. Women who had |eft welfare and were not working, and their fami-
lies, appear to have been particularly disadvantaged.

Unmet family needs for medica or dental care were associated with a broad range of hedth
outcomes described in previous chapters, and they were associated with food insecurity and higher lev-
els of materid hardships. Thisis not surprising, given that unmet needs for hedlth care are, per se, aform
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of materid hardship. However, it was dso shown that women who were themselves more disadvan
taged with respect to hedlth outcomes were more likely to have unmet needs for medicd or dentd care
in their families. Higher levels of unmet need were observed in the families of women who themselves
were in worse physca and menta health, women who had been physicaly abused in the prior year,
women who themsalves had problems with access to hedth care, women who were more reliant on
emergency rooms for care, and women who were less satisfied with their hedlth care.
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Chapter 7
Children’sHealth Outcomes

. I ntroduction

The mgority of children in the United States are hedlthy, and many indicators of child well-being
have shown improvement over the past 10 to 15 years. For example, between 1985 and 1996, there
were declines in the infant mortaity rate, the child death rate, and the rate of teenage degths by acci-
dents, homicides, and suicides (O’ Hare and Rituao, 2000). Nevertheless, many children are at high risk
of poor hedlth outcomes.

Vaiation in children’s hedth gatus, like that of adults, has consstently been found to be associ-
ated with poverty and low socioeconomic satus. Data from both interview and hedth examination sur-
veys indicate that, compared with children from more affluent families, children from poor families ex-
perience a disproportionate burden of accidents, injuries, and early desth; more limitations of activity; a
higher risk of severe illness, chronic conditions, and menta health problems; and less favorable devel-
opmental scores (Newacheck, 1994; Flores, Bauchner, Feingtein, and Nguyen, 1999; Miller, 1998,
2000; McLeod and Shanahan, 1996; Montgomery, Kiely, and Pappas, 1996). Furthermore, severa
dudies of welfare recipients have shown that a disproportionately high number of wefare families have
children with disabilities, hedth problems, and specid needs (see, for example, LoPrest and Acs, 1996;
Meyers, Lukemeyer, and Smeeding, 1996).

L ow-income children, like low-income adults, are dso especidly likely to have hedth care ac-
cess problems. Being poor or nearly poor is srongly related to children’s being uninsured (Holl et 4.,
1995; U.S. Bureau of the Census, 1999b). Children in poor families are more likely than those in more
advantaged families to have unmet medica and dental care reeds; to lack a regular source of medical
care; to delay medica care because of their parents cost concerns; and not to be fully immunized (Flo-
res et a., 1999; Simpson, Bloom, Cohen, and Parsons, 1997; Newacheck, Hughes, and Stoddard,
1996; Bates and Wolinsky, 1998; Vargas, Crall, and Schneider, 1998)." Aswith adults, children’s lack
of hedth insurance and hedlth care access are linked: Children who are uninsured (even after controlling
for family income) have gresater hedlth care access problems than insured children (Smpson et d., 1997,
Newacheck et al., 1996, 1999; Stoddard, St. Peter, and Newacheck, 1994; Overpeck and Kotch,
1995).

The Urban Change survey asked mothers two types of questions about their children’s hedth.
Firgt, mothers were asked if any of their children had certain hedth problems. For example, mothers
were asked if any of their children had been hospitalized in the previous year. Second, there were also
questions about a specific foca child. As noted in Chapter 2, foca children were selected from those
children in the household who were younger than age 6 and from those age 12-18.% For example,

Poor children are, however, more likely to be hospitalized and to have longer hospital stays (National Center for
Health Statistics, 1999), presumably reflecting greater need rather than greater access.
“See Table 2.8 for selected characteristics of the focal children.
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mothers were asked to rate the overd| hedlth of focd children. This chapter presents survey data for
both types of questions, aswell as ethnographic data about children’s hedlth and hedlth care.

[I. Children’s Health Status

Children’s Health Status: Highlights of the Findings

A substantial minority of mothers in the Urban Change survey sample had at least one child
with a limiting heglth condition (15.3 percent) or an illness or disability that made it difficult
for the mother to work (19.8 percent).

Mothers who were not working (whether or not they were on welfare) were significantly
more likely than working mothers to have a child with a health problem.

Women who were not working were also more likely than working mothers to describe a
preschool-age child as being in fair or poor hedth.

In genera, former recipients who were working had children with the fewest health prab-
lems.

Chronic hedth problems in children result in school assences and an ongoing need for medica
atention. Managing their children’s chronic conditions places many demands on parents and is often
gressful. Caring for an ill child may result in work absences or tardiness among parents who are able to
work — or may constrain parents' ability to take or keep ajob.

As shown in Table 7.1, 15.3 percent of the women n the Urban Change survey sample re-
ported that they had a least one child with a physicd, learning, menta, or hedth condition that limited
the child's participation in the usua kind of activities done by same-age children.® A dightly higher per-
centage of mothers (19.8 percent) said that at least one child had an illness or disability that was de-
manding and made it difficult for the mothers to go to work or school.* (Among the women who re-
ported having a child whose health congtrained their ability to work, one out of four had more than one
child with such an illness or disability.) For both these ouicomes, the prevalence was higher anong
women who were not working. For example, 25.0 percent in the welfare-only group, compared with
13.0 percent in the work-only group, said that their children’s hedth problems made employment diffi-
cult. These group differences remained significant when the mothers' background characteristics were
controlled — and even when tota family incomein the prior month was controlled.

$Among women with children in school, 18.0 percent reported that one or more child received special education,
and group differences were again significant: 13.0 percent of the women in the work-only group, 20.8 percent of those
in the work-and-welfare group, 21.0 percent of those in the welfare-only group, and 17.3 percent of those in the no-
work, no-welfare group had a child in special education (p <.001).

“The average age of the child with a health condition limiting the child’ s activities was 9.5, while the average age
of the child with an illness or disability affecting the mother was 8.4.
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Table7.1

Children'sHealth Statusand Health Risk Behaviors,

by Mother'sWork and Welfare Status”

Full Working, Not Working, Not Working, Not Working,
Outcome (%) Sample on Welfare on Welfare onWelfare  Not on Welfare
Any child:
With acondition that limits child's
participation in usual activities
for same-aged children 15.3 *** 10.8 13.6 18.7 19.0
With an illness/disability that limits
mother's work or
school participation 19.8 *** 13.0 18.6 25.0 231
In household received
SSl, prior month 5.7 *** 29 4.9 7.7 8.3
Had an accident or injury
reguiring medical attention,
past 12 months 18.5 18.8 194 181 179
Y ounger focal child rated in fair
to poor health® 7.8 ** 5.0 7.1 9.8 9.6
Older focal child:®
Rated in fair to poor health 11.7 10.5 9.3 13.7 11.2
Currently smokes cigarettes 6.4* 3.6 6.0 7.8 9.0
Samplesize 3,741 1,232 624 1,458 427

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used datafor al sample membersin the 1998-1999 Urban Change Respondent Survey
who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the reported
sample sizes because of missing or unusable items from some interviews.
All child outcomes utilize maternal reports.
Rounding may cause dight discrepanciesin sums and differences.
The numbers shown are not statistically adjusted. An analysis of variance and chi-sgquared tests was applied to test the

significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, all the group
differencesin this table remained significant. The characteristics included site, age, educational attainment, race/ethnicity,
citizenship status, marital/partner status, presence of a child under age 6, number of children in the household, and time
elapsed between May 1995 and the interview date.

aNomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work and

welfare status at the time of the interview.

bY ounger focal children were selected from those children in the household age 6 or younger.
¢Older focal children were selected from those children in the household between ages 12 and 18.
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About 6 percent of the women had at least one child who recelved disability payments (Sup-
plementa Security Income, or SSI) in the month prior to the interview. Consistent with the pattern for
mothers reports of their children’s hedlth problems, women who worked (especidly those in the work-
only group) were less likely than women who did not work to be getting SSI payments on behaf of their
children.

Mothers were also asked if any of ther children had had an accident, injury, or poisoning that
required medica attention in the prior year. Nearly one out of five mothers reported that this was the
case.” The four work/welfare research groups had similar rates of accidents and injuries. On average,
children who had such an accident or injury were 7.9 years old.

Mothers who had a preschool-age foca child were asked to rate that child's heath on the fol-
lowing scae: excdllent, very good, good, fair, or poor. For the sample as awhole, 7.8 percent said their
young children were in fair or poor hedth; 74.6 percent said their children were in very good or excel-
lent health.® Women in the two nonworking groups were significantly more likely than working mothers
to report that their preschooler was in fair or poor heath. A somewhat higher percentage of women
(11.7 percent) reported that their older foca child wasin fair or poor hedth, but in this case the group
differences were not datidicaly sgnificant. The overdl rate is substantidly higher than the nationd rate
of 2.6 percent (4.2 percent for blacks, 2.3 percent for whites) for children age 517 rated in fair or
poor health in 1996 (Nationa Center for Hedlth Statistics, 1999).

As reported by their mothers, 6.4 percent of the adolescents smoked cigarettes (none of those
age 12 and, at the other extreme, 28.7 percent of those age 17). Mothers who themselves were smok-
ers were sgnificantly more likely to report having children who dso smoked (p < .001). There were
group differences in the smoking habits of adolescents in the four groups — differences that perasted
when the mothers background characteristics and the child’s age and gender were controlled. Children
of women in the work-only group (3.6 percent) were less likely to smoke than children in the other
groups, especidly children in the no-work, no-welfare group (9.0 percent).” Overdl then, children of
mothers in the work-only group had the most favorable hedth status outcomes, consstent with findings
for the mothers themselves (Chapter 4).

The basdine ethnographic interviews asked mothers a few broad questions about their chil-
dren’s hedth and unmet needs for hedth care. Answers to these questions provided a subgtantid
amount of quditative information about children’s hedth and well-being. In other parts of the interviews,

°Although the survey did not ask about child abuse or neglect, it is noteworthy that the incidence of accidents
and injuriesto children was significantly related to whether the mother had herself been physically abused. Some 26.5
percent of the women who reported physical abuse in the prior year, compared with 18.2 percent of those who did
not, had children who had experienced an accident or injury requiring medical attention (p <.001).

®0f the Urban Change mothers, 9.8 percent said that their children age 2-5 (that is, excluding 6-year-olds) werein
fair or poor health, compared with 2.6 percent for children under age 6 nationally in 1996 (National Center for Health
Statistics, 1999).

"Mothers in the Urban Change survey sample may have underestimated the smoking habits of their adolescent
children. According to national data, some 15-16 percent of African-American and Hispanic adolescents age 12-17
smoked in 1997 (U.S. Department of Health and Human Services, 1999b).
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however, women aso volunteered information about their children’s hedth, which reflects the sdience
of these concerns to the mothers.

Many of the women in the Urban Change ethnographic sample reported that their children had
physicd or mentd hedth problems. While some women had one child with sgnificant hedth problems; it
was not unusud for women to have two or more children who had specia hedlth care needs. Mothers
referenced avariety of hedth concerns, ranging from the minor colds and accidentd injuriesthat children
often get, to the more serious hedth problems related to congenital conditions or chronic diseases. In
the interviews, some hedth concerns were noted more regularly than others. Several mothers taked
about children with, for example, asthma (often so severe that the children were hospitdized periodicaly
or quaified for SSI); developmentd disabilities attributed to such causes as oxygen deprivation at birth,
premature birth, autism, and brain damage from a severe reaction to an immunization; seizure disorders,
atention deficit hyperactivity disorder (ADHD); and lead poisoning.? Here are some examples of how
respondents spoke about their children’s hedlth problems:

He born a very, very sick baby. He almost died. He was in intensive care for a
month. . . . It was just, when they took him out, he had purple nails. . . . We didn’t
know what was wrong. One time, he was on the swing, he looked pale. Not a nor-
mal baby. So he was sent to the emergency and they took him in for a week. . .
.He had to go back again and then the doctor told me he had to stay longer. . . .
They had to bring in specialists for the stomach. 'Cause he had, he was eating
regularly. Eating his bottle, since | wasn’t breast feeding. His stomach was grow-
ing and his arms were getting thinner. So he was there for a whole month, in the
intensive care. Monica, Los Angeles

My youngest son, the 11-year-old, has a real severe case of ADHD. He bounces
off the wall. And my daughter, she's slow. She's not retarded, but she's slow.
She's got an 1Q of 70. She had, the oxygen was cut off when she was born. She
was a traumatic birth. Plus, then, she had spinal meningitis when she was 3 and
that shot her temperature up to like 106. So, she had it rough the first couple of
years, and | think that is why sheisthe way sheis. Olivia, Cleveland

With my baby Gabriel . . . | have himon SS, because of the problem that he lacks
oxygen to the brain. . . . He hasretardation. . . . The baby grew a lot, sugar, and
diabetes . . .and they had to induce labor eleven days early. . . . When the baby
wanted to be born, he was tilted and could come out by the shoulders. They
pushed him back and did a cesarean. And so, the doctors that are examining him
today say that possibly for a lapse of a second, the baby stopped [ breathing], but
he revived him again and in that piece that the baby stopped breathing, stopped
living, oxygen didn’t get to his brain. . . . He has problems that he can’t catch a

80ther health problems mentioned by only one or two ethnographic respondents included cancer, heart prob-
lems, cerebral palsy, and HIV infection. Several women also reported recent severe accidents and injuries that had
resulted in severe burns and broken bones.
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ball. He can’t tumble. He can’t go down the stairs. . . that is why they are helping
him a lot, because he is in the second grade and he cannot put words together.
Teresa, Los Angeles

| had a problemwith him. . . . | had to put him away at the age of 3, the Horsham
Clinic, psychiatric unit, at the age of 3. . . . [He stayed] for a month because he
used to set fires, | am telling you he was ready to kill somebody and now they
want me to get him back in therapy. April, Philadephia

Well, my son, he got, they say he got a mild case of cerebral palsy. . . . Hedidn't
start walking until he was almost 2 and they say he might be a little mentally de-
layed. Glenda, Cleveland

Other congtellations of hedth problems were mentioned in these interviews. For example, one
mother talked about needing to congtantly monitor a child diagnosed with severe ADHD, bipolar disor-
der, and schizophrenia who had suicidal and homicidal ideation.® Another mother spoke of a child who
had been hit by a car, was in a coma for two months, and was till hospitalized & the time of the inter-
view, attempting to recover his ability to move, eat, and wak. Another mother, in Miami, described the
mentd hedth problems of two of her children — one reclusve son suffering from depresson and a
daughter with psychologica problems ssemming from years of having witnessed her father physicaly
abusing her mother. Many other women aso talked about children with specific, severe, and chronic
problems that were gill being monitored and would likely require surgica intervention and additiond
medical care at some point in the future:

She's got an enlarged kidney. . . . It just growed like that, but that tube that runs
from the bladder to the kidney, it blocks, and the urine lays into the kidney and it
keeps causing her infections all the time. . . . They don't know what if they're
gonna do in there and replace the tube or whatever, | don’t know what they're
gonna do. But the tests were hard for her. Barbara, Cleveland

He's sick. He has intestinal problems. He can’t have normal bowel movements.
Everything just stays inside, and so, once he's filled up, | have to take him to the
doctor. To the hospital, and he stays in, for like a week, and then they clean him
out. Um, recently, he had surgery, but apparently the surgery didn't work. . . .
He's been sick for five whole years. . . . HE's 6. He hasn’t attended school yet ei-
ther. Because of the fact that he has to be in and out of the hospital. . . . Um,
yeah, he was diagnosed with autism. And this wasn’t even known until this year.
Norma, Los Angeles

. 'cause his leg got a tumor [referring to a young child who also has very s
vere asthma], in this one leg, and eventually, one day, they’ re gonna have to take

*This woman told the interviewer: “I would have to disarm him when the courts made me let him see his father. |
would have — | took seven butcher’s knives off him once. He was 7 years old. He wanted to kill his father. He told
me how he would do it and why he could get away with it.”
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it out. . . . And, when they do, he’s gonna be, um, he'll probably be disabled from
that . . . "cause he's not gonna have no muscle tone left in hisleg . . . it goes from
his calf all the way to underneath his butt. Maria, Cleveland

Whether they were talking about minor colds or the need to care for severdly disabled children,
many women noted that caring for sick children might make it difficult (or, in some cases, had dready
made it difficult) for them to enter or sustain work. Here is how some women described their dilemma:

I’m afraid to try it [going to work]. . . . If my, you know, if my daughter’s sick,
what do | do? If they need to go to the doctor, what do | do? Michelle, Los Angeles

[Mother of an asthmatic child]] I'd like a job that at least allowed me to check on
my daughter. . . . You know, there are jobs that if you miss a single day, they'll
fire you. Rosario, Miami

[Mother of a daughter with cancer:] 1 would prefer to work twenty times over, but
with my daughter’s disease, they told me | should stay with her. . .. Now | haveto
be at her side, but | would also like to work because it’s the only way we can sub-
sist. Carmen, Miami

My one daughter, she had almost 105° fever and she was throwing up and |
couldn’t get nobody to cover for me, and her face was red and she was crying on
the phone saying she didn't feel good, and | had, like, two hours to go, and |
couldn’t get no one to cover for me. And | told her to lie on the couch and just
keep calling me. And then my son, he called and said, “ Mom, she is throwing up
all over the carpet” . . . he started getting scared because she wasturning red. . . .
So | didn’t have a choice. | had to finish work and then | had to take her over to
the hospital. Eileen, Philaddphia

Having multiple children with hedth problems can exacerbate the difficulty of working. One
woman in Los Angeles had a “very misbehaving” 14-year-old daughter who had been badly beaten by
her boyfriend, a school-age child with ADHD, and a younger child with severe asthma:

And then | had to take the youngest boy to the hospital three times. He has
asthma and he got a really bad cough. . . . So, | can’t have a stable job right now
because of the youngest boy. . . . Right now, this week, he got sick again, but it
was not as bad as the last time . . . it lasted about two or three days. But some-
times, it lasted for about six days. Angela, Los Angeles

Severa women in the ethnographic sample indicated that they had left work for welfare in order
to carefor ill children:

Then after | had my second child, | went to work, but | had to quit because she
got sick and had to go into the hospital twice. . . . But like | told them, when |
went and told them that | had to quit my job, my kids are more important than
the job. . .. I’'m not gonna leave my kids in the hospital by themselves. . . . If you
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can’'t understand at my job that my kids come first, and that | will be back, then
either fire me or | quit. And my kids is my number one priority. Margaret, Cleve-
land

[Mother whose daughter had a severe seizure disorder:] So, being that she was so
sick, and I, at the time, | was working at the Federal Reserve Bank, to try to make
ends meet after my father passed. She, she was just too sick. | had to stop work-
ing, really, you know, get her to the doctors and everything, because she was con-
stantly seizing. Tasha, Clevdand

[Interviewer:] Are you currently employed?

[Respondent:] No, I’'m not. | used to be employed, like in early November, but |

got, um, he fired me because my daughter had had a asthma attack and that night
| had to go into work. And that was her first asthma attack and | couldn’t make it
in, so he fired me Geradine, Cleveland

Some women aso noted ther difficulty in juggling their children’s hedth care needs with partici-
pation in welfare-mandated work-related activities like job club:

[ They'll sanction you] if you don’t do their assignment . . . going and looking for
ajob, doing a job search, going to the . . . programthat I'min now. Therules are
real strict for that. Say, like, me, I have two kids with asthma. If one of them get
sick, I’'m not supposed to miss that day. I’m supposed to go to school and let them
know, and then if it's OK with the teacher —for her to send me home. I'm like,
“No! Not me!” Renee, Miami

Look, a few days ago, my son woke up with one of his eyes swollen and inflamed.
| got an appointment at the clinic . . . | myself wasn’t feeling well. | have a bad
cold, but still 1 had to go down there to [the welfare agency]. One hasto go every
day. Juliana, Miami

This second mother went to the clinic but was told she had to get on awaiting list. After waiting severa
hours, she had to leave the clinic, with her son untreated, to go to job club.

Although mogt mothers with ill or specid-needs children indicated that they would not be able to
balance work and caring for their children, a few women thought it could be managed. These women
typicaly had husbands or supportive family members who could be counted on for assstance. One
woman in Miami, whose daughter had asthma (as well as sores from head lice) and whose son had
gckle cdl anemia, said that if she worked, her mother would take care of her children. As another ex-
ample, awoman from Cleveland with a mildly retarded daughter who had motor coordination problems
sad:

WEell, she probably never would be here alone. The way | work it out isif | take a
job anywhere, I’m going to work it out so that, like, I’d be home just about when
school’ s out or something, so | would be home. Or my husband would be here or

-162-



something, because | don't like her to be totally alone for a long period of time.
Kathy, Cleveland

Another drategy that some women mentioned for combining child care and work involved find-
ing away to work at home. The woman noted above who had a daughter with a severe seizure disorder
indicated that she would like to work a home so that she could be there to get her daughter off the bus
or to take care of her child if she were unable to go to schoal.

In summary, a subgtantia number of women in the ethnographic sample had one or more chil-
dren with hedlth problems, and some of these problems were quite serious. Most of these mothers were
concerned about their ability to work and Hill have the time and flexibility to tend to thar children’'s
hedlth care needs.

[11. Children’s Health I nsurance

Children’s Health Insurance: Highlights of the Findings

About 17 percent of the women in the Urban Change survey sample had at least one child
without hedth insurance in the prior month.

Children whose mothers received welfare were substantially more likely to be insured than
children of former recipients.

Public insurance (especially Medicaid) was the most common form of insurance for children
in al four work/welfare groups, including children of women in the work-only group.

As noted in Chapter 6, the percentage of uninsured Americans res been increasing over the
past decade. Despite Medicaid expansons during the early 1990s that extended digibility to low-
income children not on welfare, the percentages of uninsured children aso grew between 1989 and
1998. In 1989, some 13.3 percent of al children under age 18 were uninsured (25.0 percent of al chil-
dren below the federd poverty level); in 1998 — the most recent year for which Census Bureau data
are avallable — 15.4 percent of dl children (25.2 percent of those in poverty) lacked hedth insurance.
Thus, in 1998, some 11.1 million American children were uninsured and therefore a heightened risk of
preventable hedth problems (U.S. Bureau of the Census, 1999b; U.S. Genera Accounting Office,
1995).

In response to this Stuation, Congress established the Children’s Hedlth Insurance Program
(CHIP)™ in the Balanced Budget Act of 1997. The CHIP block grant provides states with funds to im-
plement expanded hedth insurance coverage for uninsured children whaose families do not qualify for

“This program is sometimes referred to as the State Children’ s Heal th Insurance Program, or SCHIP.
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Medicaid but cannot afford private hedth insurance. By January 2000, dl states had an gpproved CHIP
plan in place, and as of September 30, 1999, nearly 2 million children had enrolled. Moreover, one of
the gods of CHIP isto identify and enroll children who are Medicaid-€ligible and not enrolled, and pre-
liminary state reports indicate that CHIP outreach has led to higher enrollment of Medicaid-digible chil-
dren (Hedth Care Finance Adminigtration, 2000).

Because the Urban Change survey data were collected primarily in 1998, when the CHIP pro-
gram was in its infancy, it was expected that there would be a strong relationship between children’s
hedlth insurance status and their mothers' work/welfare status. This hypothesis is conagtent with the evi-
dence indicating that women lose hedlth insurance coverage for themselves and their children when they
leave welfare (Moffitt and Slade, 1997; Coulton et d., 2000); that Medicaid is a mgor incentive for
gtaying on welfare, especidly among parents whose children Fave sgnificant hedth problems (Moffitt
and Wolfe, 1992; Wolfe and Hill, 1995); and that children’s health problems are a deterrent to moth-
es employment (Salkever, 1982). Specificdly, then, it was predicted that children of women who il
received welfare at the time of the Urban Change survey interview would be more likely to have hedth
insurance — and to have adequate hedlth care access — than children of wdfare leavers.

Chapter 6 indicated that about 20 percent of the women in the Urban Change sample were unr
insured in the month prior to the interview. A smilar, but lower, percentage of mothers — 16.5 percent
— had at least one child without insurance (see Table 7.2). The insurance coverage pattern across the
four work/wefare groups was smilar for children and their mothers: Children whose mothers received
wefare were subgantialy more likely to have hedth insurance than children whose mothers had left
welfare— especidly if those mothers were not working.

Y ounger foca children were less likely than older ones to be uninsured in the prior month, cor+
sstent with nationd data (U.S. Bureau of the Census, 1999b). Some 11.0 percent of the preschool-age
focal children were uninsured, compared with 15.6 percent of the adolescent foca children. In both
cases, the rates of uninsurance were somewhat lower than the rate nationaly for poor children in 1998
(15.5 percent for children under 6 and 16.0 percent for children age 12-17), presumably reflecting the
high rate of welfare and Medicaid receipt in the Urban Change sample — but aso likely reflecting dif-
ferences in the reference period for insurance datus (that is, a point-in-time estimate in Urban Change
versus coverage in an entire year in the Current Population Survey).™* For both sets of foca children,
rates of uninsurance were highest among the children of former recipients — especidly those in the no-
work, no-welfare group. For example, older focd children of women who neither worked nor got wel-
fare were seven times more likely than adolescents in the welfare-only group to have been uninsured in
the month prior to the interview (33.1 percent versus 4.7 percent, respectively).

Focd children whose mothers had |eft welfare were also more likely than those whose mothers
were dill recipients to have been uninsured at some point in the previous year. Overal, 17.7 percent of
the preschoolers and 19.2 percent of the adolescents had gone without hedlth care coverage at some
point in the prior year. About one-third of the older focal children whose moth- ers no longer received
welfare had had a spell of uninsurance in the prior year, compared with less than 10 percent for those in
the two groups of current welfare recipients.

"The U.S. Bureau of the Census’ Current Population Survey asks about health insurance in an entire year, and
point-in-time estimates would be expected to be lower. Another national survey (the Community Tracking Study)
does obtain point-in-time estimates. At the time of this 1996-1997 survey, some 11.7 percent of children under age 18
were uninsured (Center for Studying Health System Change, 1998), arate similar to that in Urban Change.
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Table7.2

Children'sHealth Insurance Status,
by Mother'sWork and Welfare Status?

Full Working, Not Working, Not Working, Not Working,

Outcome (%) Sample onWedfare onWelfare onWelfare  Not on Welfare
Any child uninsured, prior month 16.5 *** 27.8 6.8 6.7 34.5
Younger focal child, prior month?

No health insurance 11.0 *¥** 19.6 35 38 313

Covered by mother's employer 12,9 *** 33.6 5.0 18 109

Covered by other private insurance 3.1 x** 6.9 15 12 24

Covered by Medicaid 70.0 *** 40.1 86.4 87.3 57.2

Covered by CHIP 4.6 53 38 51 18
Past 12 months

Ever uninsured 17.7 *** 29.4 91 9.8 31.7
Older focal child, prior month®

No health insurance 15.6 *** 30.4 55 4.7 331

Covered by mother's employer 11.1 *** 30.0 40 12 9.6

Covered by other private insurance 3.3 *** 54 33 0.9 6.7

Covered by Medicaid 66.7 *** 34.2 85.6 86.5 489

Covered by CHIP 5.2 5.2 59 54 34
Past 12 months

Ever uninsured 19.2 *** 34.3 838 94 32.0
Samplesize 3,610 1,178 617 1,438 377

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor this table used data for all sample members in the 1998-1999 Urban Change Respondent Survey who were
or had previously been welfare recipients. The sample sizesfor individual outcomes may fall short of the reported sample sizes
because of missing or unusable items from some interviews.

All child outcomes utilize maternal reports.

Rounding may cause slight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, all the group differencesin
this table remained significant. The characteristics included site, age, educational attainment, race/ethnicity, citizenship status,
marital/partner status, presence of a child under age 6, number of children in the household, and time elapsed between May 1995 and
the interview date.

AWomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work and welfare
status at the time of the interview.

bY ounger focal children were selected from those children in the household age 6 or younger.
“Older focal children were selected from those children in the household between ages 12 and 18.
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Among those focd children with insurance, public insurance was substantialy more prevdent
than private insurance. About two-thirds of the foca children in both age groups had Medicaid cover-
age in the prior month, and about 5 percent had participated in their state’'s CHIP program, which had
only recently been implemented when the survey was fidded.” The vast nejority of focal children in
current wefare families had Medicaid coverage, but even in the two welfare leaver groups, Medicaid
was the most common type of insurance. For example, as shown in Table 7.2, 40.1 percent of pre-
schoolers in the work-only group and afull 57.2 percent of those in the no-work, no-wefare group had
Medicaid coverage in the prior month,™ indicating thet at least some mothers knew and were taking
advantage of the fact that Medicaid digibility was not linked to welfare receipt.

Employer-provided health insurance was available to just over 10 percent of the focad children
in both age groups and was obvioudy more common among children whose mothers were working.
One-third of the children in the work-only group, compared with only about 5 percent of those in the
work-and-welfare group, had insurance through employers. The groups aso differed with regard to
other private insurance, which covered 3.1 percent of dl younger foca children and 3.3 percent of dl
older focd children.

In summary, in the survey sample, the Urban Change mothers source of income was powerfully
related to their children’s hedth insurance status. All these group differences relaing to children’s insur-
ance remained datidicaly sgnificant even after controlling both the mothers' background characterigtics
and ther totd family income.

In the ethnographic sample, al the women were recelving cash assgtance a the time of the
basdine interviews, and thus both they and their children were digible for Medicaid. As discussed in
Chapter 6, many women said they had gone on welfare to obtain hedth insurance, and many expressed
concern about losing hedth insurance when they went to work. Concerns about welfare and insurance
often implicitly related to both their own and their children’s hedth insurance coverage, but some moth-
ers specificaly expressed anxiety about their children losing hedth insurance if the women were unable
to comply with new wefare regulations or if they went to work. Here are some examples of how
women expressed their concerns.

[Woman with two severdy disabled children;] | went, periodically, went off [wel-
fare], but my kids were really sickly and | needed the medical for them. Between
my five kids, they’ ve been in the hospital 35 times. Olivia, Cleveland

[Woman whose daughter had a severe seizure disorder:] Oh, dear. I’'m not too con-
cerned about the actual cash. Not that who doesn’t need money. My concern will
be with the food stamps and the medical. That would devastate me and my situa-
tion. Tasha, Cleveland

2Nationally, 15.1 percent of children under age 18 were covered by Medicaid at the time of the 1996-1997 Comt
munity Tracking Study survey; 70.0 percent of children nationally were covered by private insurance.

BApproximately 12 percent of children in the two nonwelfare groups had Medicaid in the prior month, while their
mothers did not have Medicaid coverage.
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[Woman whose son was born with a severe physicd disability:] 1 would lose, which is
very important, which | can't lose, is the children’s Medicaid. | can't pay it
[health insurance] . Mariela, Miami

[Woman with a child who had heart problems] Running out of food stamps, the
cash, it doesn’t even really concern me. | mean, it does, it would help but, at the
same time . . . the well-being of my children. I’m not financially able to give them
the health care that they need. Kdly, Philadephia

Women's worries about their children losng hedlth insurance reflected, in part, inadequate un
derstanding of the rules of noncash Medicaid benefits and the CHIP program, which was dill relaively
new a the time these basdline interviews were conducted. CHIP (or the state equivalent) was not often
mentioned in the basdine interviews. One respondent who knew something about the program spoke of
it thisway:

... 'cause of the Chap or some like that. C-H-I, don’t remember the name, but
some doctors offer the, if you don't have Medi-Cal, they have that program, if
you'relow income. . . | don't remember the name of it. But, it also goes with the
medical something. It's under [age] 18, and, you don’t have Medi-Cal, you know,
like for physical, you'll get it and it’s free. If you have low income. Myrna, Los

Angdes

In summary, hedth insurance for their children — especidly among mothers whaose children had
chronic and ongoing hedth problems — played an important role in the women's thinking about em+
ployment and welfare.

V. Children’sHealth Care Utilization

Children’s Health Care Utilization: Highlights of the Findings

Among the Urban Change survey sample, some 4 percent of preschool-age focal children,
and 16 percent of adolescent focal children, had not seen a doctor for routine health care
in the prior year.

More than one-fourth of the younger and older focal children had not obtained dental care
in the previous year.

Children of mothers who did not receive welfare were substantially more likely to have
forgone both routine health care and dental care.
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Table 7.3 shows that about one out of seven mothers in the Urban Change survey sample had a
child who had been hospitalized at some point in the year prior to the interview.™* In the Urban Change
sample, children in the four work/wdfare groups had amilar rates of hospitadization. Children who had
been hospitaized were, on average, 7.2 years old at the time of the interview (not shown).

Mothers were dso asked if their foca children had received routine medical and denta carein
the previous 12 months. In the Urban Change sample, only a smdl minority of the preschoolers (4.4
percent) had failed to vidt a doctor for a routine checkup, but there were notewor thy group differ-
ences. Nearly one out of ten of the children in the no-work, no-wefare group, compared with only 3-4
percent of the children of current welfare recipients, had forgone routine medica care in the previous
year.

Prior studies have demonstrated that dentd care is one of the greatest unmet hedth care needs
among poor children (see, for example, Wadman, 1998; Vargas et d., 1998). Some 27.1 percent of
the younger focd children had not seen a dentist in the previous 12 months, and about haf of these
(13.3 percent) had never seen a dentist.™ The group differences for both these indicators of denta care
utilizetion were not gatisticaly sgnificant.

Rates of not having obtained routine medical and denta care were somewhat higher among the
older focd children than among younger ones. Some 15.9 percent of the adolescents had not been to
see adoctor for routine care in the prior year, and 4.4 percent had not seen a doctor in over two years
(not shown). Nearly one-third of the adolescents had not seen adentist in the prior year. About 10 per-
cent had not seen one in more than two years (not shown), and 1 percent had never seen a dentis.
Children of women no longer on welfare were less likely than the adolescent children of recipient moth-
ers to have obtained routine dentd care. Additiondly, adolescent children in the two former recipient
groups were less likely to have seen a doctor or therapist for an emotiond problem in the past 12
months™® Whether this difference reflects greater unmet need or differences in the prevalence of emo-
tiona problems cannot be determined from these data. Findly, 26.1 percent of the adolescents wore
corrective eyeglasses or contact lenses at the time of the interview, and an additiona 10.5 percent re-
portedly needed eyeglasses but did not wear them. The four groups were smilar on these two indica-
tors.

“"Some 1.9 percent of the preschool-age focal children and 4.3 percent of the adolescent focal children had had a
hospital stay in the prior 12 months. By comparison, 2.0 percent of children age 517 nationally were hospitalized in
1996 (National Center for Health Statistics, 1999).

The average age of the focal children who did not see a dentist in the previous 12 months was 4.3 years, and
the average age of those who had never seen adentist was 3.8 years. The American Dental Association recommends
that children have a dental examination by the age of 1 (American Dental Association Web site).

*The group differences for adolescents’ health care utilization variables were no longer statistically significant
when mothers' background characteristics were controlled.
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Table 7.3

Children's Health Care Utilization,
by Mother'sWork and Welfare Status®

Full Working, Not Working, Not Working, Not Working,
Outcome (%) Sample on Welfare on Welfare onWelfare  Not on Welfare
Any child hospitalized, past 12 months 141 12.0 149 14.9 16.3
Younger focal child, past 12 months?
Not seen doctor for routine care 44 * 4.8 29 38 9.0
Not seen dentist 271 29.6 231 27.3 26.9
Never seen dentist 133 139 12.7 13.0 138
Older focal child, past 12 months®
Not seen doctor for routine care 159 185 14.7 138 184
Not seen dentist 305 * 35.4 28.3 28.0 30.3
Has seen therapist
about an emational problem 94 * 6.1 12.9 10.3 95
Wears eyeglasses 26.1 27.3 28.3 238 291
Needs eyeglasses but
does not wear them 105 121 9.7 9.7 10.7
Never seen dentist 11 11 0.7 12 17
Samplesize 3,735 1,232 623 1,456 124

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used data for all sample membersin the 1998-1999 Urban Change Respondent Survey
who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the reported
sampl e sizes because of missing or unusable items from some interviews.

All child outcomes utilize maternal reports.

Rounding may cause dlight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-sguared tests was applied to test the
significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, all the group
differencesin this table remained significant except "Y ounger focal child not seen doctor for routine care." The
characteristics included site, age, educationa attainment, race/ethnicity, citizenship status, marital/partner status, presence of
achild under age 6, number of children in the household, and time elapsed between May 1995 and the interview date.

aWomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work and
welfare status at the time of the interview.

bY ounger focal children were selected from those children in the household age 6 or younger.
Older focal children were selected from those children in the household between ages 12 and 18.
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Women in the Urban Change ethnographic sample were not asked explicit questions about chil-
dren’s hedlth services utilization, with the exception of questions that inquired about whether any of their
children had not received needed medical or dental care because the mother could not afford it. Be-
cause virtudly dl their children were covered by hedlth insurance, women rardly mentioned having chil-
dren with unmet needs for medical or denta care. The two exceptions were that (1) some women re-
ported that they had difficulty paying for certain prescriptions or over-the-counter medications that were
not covered by insurance and that (2) others expressed concerns that Medicaid would not pay for cer-
tain types of dental care, such as braces.

The only other issue that emerged relating to children’s hedlth care utilization in the ethnographic
interviews was the concern that some women expressed about juggling employment with wel-child
care, asin the following excerpt from a mother who worked:

Like Monday, | have to worry about that Monday, because I’ m off like on a week-
end and no clinic isn’'t open on a weekend. | get off at 5:00 P.M., around that time
they're closed. So, I’'m going to have to make special arrangements on the job for
Monday for he has to get his shots in order for himto be healthy. Coleen, Miami

V. Children’sHealth and Health | nsurance

Children’sHealth I nsurance and Health Outcomes: Highlights of the Findings
Among the Urban Change survey sample, children who were in poor hedth were as likely
not to have health insurance as to have it.

For both older and younger focal children, those without health insurance had a higher likeli-
hood of having forgone routine medical and dental care.

Adolescents without health insurance were significantly more likely than those with insur-
ance to need eyeglasses but not have them.

As noted earlier, it has repeatedly been found that hedth insurance improves children’s access
to care. Table 7.4 examines sdlected hedth and hedlth care outcomes for younger and older foca chil-
dren in relation to whether or not they had hedlth insurance coverage in the month before the interview.*’
For the younger focd children, there were no significant relationships between having hedlth insurance,
on the one hand, and having an illness or disability, being in fair or poor hedth, or having had an acci-
dent in the prior year, on the other hand. This means, of course, that as high a proportion of preschool-
ers with health problems were uninsured as were insured, and thus they were more & risk of having un
met needs for care.

"The outcomes in Table 7.4 were also examined in relation to whether the focal children had been uninsured at
any point in the previous 12 months. The pattern of results was virtually identical to those shown in the table.
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Table7.4

Selected Health Outcomes for Focal Children,
by Health Insurance Statusin Prior Month

Y ounger Focal Child? Older Focal ChildP
Qutcome (%) Insured Uninsured Insured  Uninsured
Has an illnesg/disability that limits
mother's work or school participation 101 7.3 10.7 59*
Rated in fair to poor health 7.9 6.8 11.6 125
Past 12 months
Not seen doctor for routine care 34 12.1 *** 12.8 32.5 ***
Not seen dentist 25.0 434 *** 26.1 54.2 ***
Has seen therapist
about an emotional problem na n‘a 9.8 7.4
Had an accident or injury
requiring medical attention 9.1 9.2 89 8.6
Needs eyeglasses but
does not wear them n‘a na 9.8 14.2 *
Samplesize 562 340 768 179

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used data for all sample membersin the 1998-1999 Urban Change
Respondent Survey who were or had previously been welfare recipients. The sample sizes for individual
outcomes may fall short of the reported sample sizes because of missing or unusable items from some
interviews.

All child outcomes utilize materna reports.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-sgquared tests was
applied to test the significance of group differences. Statistical significance levels areindicated as* (.05), **
(.01), or *** (.001).

N/a = not applicable.

@Y ounger foca children were selected from those children in the household age 6 or younger.

bOlder focal children were selected from those children in the household between ages 12 and 18.
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Among preschoolers, hedth care utilization was sgnificantly reated to the children’s insurance
datus, a pattern smilar to that observed for their mothers. Nearly four times as many preschoolers
without hedlth insurance (12.1 percent) as those with insurance (3.4 percent) had not obtained routine
medical care in the prior year. And 43.4 percent of the younger uninsured children had not been to see
adentigt in the prior year, compared with 25.0 percent of the insured children.

Adolescents who had an illness or disability that limited their mother’ s participation in school or
work were sgnificantly more likely to have insurance than not, but even then about 6 percent of the un+
insured adolescents had such a disability, and nearly one out of seven adolescents without insurance
(11.6 percent) wasin fair or poor hedlth. As was true for the preschool-age foca children, adolescents
hedlth care utilization was linked to their insurance status. One-third of the uninsured adolescents hed
not seen a doctor for routine care in the prior year, compared with only 12.8 percent of those with in-
surance. And twice as many of the uninsured (54.2 percent) as insured adolescents (26.1 percent) had
not received denta care in the previous 12 months. (For both younger and older foca children, the dif-
ferences in recent medical and dental care by insurance datus remained datisticdly sgnificant when
family income and maternd background variables were controlled.) Findly, significantly more of the un-
insured older children than the insured ones needed glasses but didn’t wear them (14.2 percent versus
9.8 percent, respectively). Insurance status was unrelated to whether or not the adolescents had been
treated by athergpist for an emotiond problem in the prior yeer.

In summary, a number of children in the sample suffered from hedth problems without having
insurance coverage, and insurance was strongly related to whether or not these children were getting
medica and denta attention.

VI. Discussion

Overdl, the children in the Urban Change sample were substantidly less hedthy than children
nationdlly. These children were more likely than children in nationd surveys to have an activity-limiting
hedlth condition, to be rated in fair or poor hedth, and to have had a hospital stay in the prior year. Fully
one out of five Urban Change mothers said thet she had a child with an illness or disability that mede it
difficult for her to work or go to school. The ethnographic data provide rich indghts into the magnitude
of such burdens.

Thefindings for children’s hedth outcomes in relation to income source were remarkably smilar
to the findings for their mothers. Children of mothers who did not work were less hedthy than children
of working mothers — just as nonworking women had more hedth problems than working ones. The
group differences in the mothers congraints on employment semming from a child' sillness or disability
remained datidicaly sgnificant even after contralling for the family’sincome; this— together with find-
ings from the ethnographic data— lends support to the interpretation that the mothers employment be-
havior was affected by their children’s heath problems rather than being spurioudy correlated as a result
of differences in financid resources. Women may be congtrained from entering the labor force because
of the demands of ther children’s illnesses, and employed women with sick or disabled children often
face difficult choices about caring for ther children’s needs. For example, fewer than haf the women in
the Urban Change sample who were working had jobs that provided sick leave (see Table 2.5) — time
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off that may be needed for them to manage their children’s hedth care without incurring the risk of dis-
missal.

It should be remembered that the children in the four work/welfare groups aso differed in terms
of other factors that are hedlth-reated, as discussed in previous chapters. The children in the two non
working groups were living in the poorest households, with mothers who themsdlves were especidly
likely to be struggling with hedth problems and materid hardships. Children of nonworking mothers
were more likely than children whose mothers worked to be living in families with food insecurity and
worst-case housing needs and to have mothers who had been homeless or shdltered in the previous
year (Chapter 3). Compared with children in the two working groups, those in the two nonworking
groups aso had mothers who were less hedthy (Chapter 4) and at higher risk of depresson (Chapter
5), which has repeatedly been found to be associated with negative child outcomes. Thus, the children
and their mothers in the nonworking groups were especidly likely to be exposed to conditions that
posed threats to their health and well-being — and to conditions that might create obstacles to materna
employment.

Children’s hedlth care access, like access for their mothers, was a function of their mothers
welfare status more than their mothers employment. Children whose mothers had left welfare were
subgtantialy less likely to be insured and were a0 less likely to have obtained routine medical and den+
ta care in the prior year. Insurance status was strongly related to the children’s hedlth care utilization.
Many uninsured children in the sample had forgone routine care and had hedlth conditions that made
hedlth care and trestment essentid.

Children whose mothers neither worked nor received welfare appear to have had particularly
acute hedth vulnerabilities. Smilar to the Stuations experienced by their mothers, these children were
among the least hedthy — and were aso the least likely to have had hedlth care coverage.
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Chapter 8
Multiple Health and Nonhealth Problems

. Multiple Barriersto Employment

Multiple Barriersto Employment: Highlights of the Findings
Among the Urban Change survey sample, the mgjority of women (72.7 percent) had at least
one health problem (out of eight considered) that could be a barrier to employment.

The mgjority of women in al four work/welfare groups had a potential hedth barrier, but
women in the work-only group were least likely to have one.

About half the women in the two nonworking groups had two or more health problems that
could constrain employment.

A. MultipleBarriersin the Overall Urban Change Sample

As discussed in Chapters 4 and 5, women in the Urban Change survey and ethnographic sam+
ples often had co-occurring health and mental hedlth problems. To better understand congtraints to em-
ployment, a number of researchers have begun to create multiple barrier scales to describe the circum:
stances of poor women. For example, Quint, Fink, and Rowser (1991), using information from program
gaff in a nationd demongration of a comprehensive program (New Chance) for teenage mothers on
welfare, reported that 74 percent of the young women they rated had one of ten problems and that the
mgority of those with a problem had nultiple problems. (Notably, unlike other studies focused on mul-
tiple barriers, the New Chance results were based not on sdlf-reports but rather on the observations of
gaff who had an ongoing relationship with the women studied.) Olson and Pavetti (1996), using data
from the Nationa Longitudina Survey of Youth (NLSY'), found that 89.1 percent of the women receiv-
ing welfare in 1991, compared with 55.9 percent of those not receiving welfare, had at least one poten-
tid barrier to employment, out of six specific barriers (a hedth limitation, children’s hedlth problems,
depression, dcohol abuse, drug use, and very low scores on atest of basic skills). About haf the recipi-
ents in this retional sample had two or more such barriers. Zedlewski (1999), using data from the 1997
Nationa Survey of America's Families, found that over 40 percent of welfare recipients reported two
or more obstacles to work, including both hedlth and nonheslth obstacles. Speiglman, Fujiwara, Norris,
and Green (1999) developed a multiple barrier index composed completely of hedth-related barriers
and found that about two-thirds of welfare recipients in Alameda County (California) had one potentia
hedth barrier or more. Most recently, Danziger et d. (2000) developed a multiple barrier index com
posed of 14 barriers, including severd hedlth and mental hedlth problems. They aso found that dmost
two-thirds of their 1997 sample of welfare recipients in an urban Michigan county had two barriers or
more and that over one-fourth had four or more.
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Anindex of multiple potential health barriers' was crested in the present study using eight
hedlth indicators. having an unfavorable score on the physical component of the S-12 scale, being at
moderate or high risk of depression, having more than five doctor visits in the prior year,? being mor-
bidly obese, having been homeless or sheltered in the prior year, having been physicaly abused in the
prior year, having used a hard drug (cocaine, heroin) in the prior month, and caring for a child with an
illness or disability thet affected the mother’s employment.® The indicators were selected for the multiple
hedlth barrier index based, in part, on their correlations with a criterion — the woman's assertion that
she had a hedlth problem that made it difficult for her to work.* Table 8.1 lists the eight hedlth barriers
incduded in the index and indicates the prevaence of each in the overdl Urban Change survey sample.
As Figure 8.1 shows, fully 72.7 percent of the women had at least one of these hedth barriers. More
than two out of five women (41.4 percent) had multiple hedth impediments. On average, women faced
1.4 potentia hedlth barriers to employment.

The hedth problems of these women were often compounded by other impediments that pre-
sumably pose additiona chalengesto finding and keeping ajob. A separate index of non-health-related
barriers was condructed, usng five indicators. not having a high school diploma or Generd Educationd
Development (GED) certificate, never having worked for pay, not being able to converse in English,
having three children or more; and having a child under age 3. These are characterigtics (shown in Table
8.1 with prevdence rates in the Urban Change sample) that have been shown not only to deter exits
from wdfare but a0 to increase the likelihood of returning to welfare after an exit due to employment
(Harris, 1996).> Some 72.6 percent of the sample had at least one of these five impediments, and 14.1
percent had three or more (not shown).

Taking the two indexes together — the multiple hedlth barrier and the multiple nonhedth barrier
indexes— only 9.1 percent of the sample faced none of the 13 constraints In comparison, 15 per-
cent of the welfare recipients from a random sample of welfare recipients in an urban Michi-

'Health problems are not necessarily barriers to employment (that is, some women with health problems do work)
but, rather, are potential barriers. For simplicity sake, and for the sake of consistency with other studies, the term
“multiple barriers’ is used in this report in lieu of the more cumbersome but more accurate term, “multiple potential
barriers.”

%On average, U.S. women age 18-44 in 1996 had 4.7 office or clinic visits with physicians in the prior year (Na-
tional Health Interview Survey data).

3As explained in Chapters 4 and 5, for the physical component of the SF-12, a score below 40 (one standard de-
viation below the national norm) was considered a barrier; for the CES-D (depression) scale, a score of 16 or higher
was counted as a barrier; and a person was classified as morbidly obese if her body massindex (BM1) exceeded 40.

“Other health indicators that were considered for inclusion were alcohol abuse, food insecurity, having three or
more material hardships, smoking status, and self-rating of being in fair- or poor health. These were generally corre-
lated with the criterion, but at lower levels— or they were not included because of redundancy with other indicators.

°It is important to note that both the Urban Change ethnographic data and the findings from other studiesindi-
cate that this popul ation faces many other impediments to employment, most of which were not measured in the sur-
vey. These include not having a telephone, having responsibility for the care of sick family members other than one's
own children, problems finding stable child care, having a criminal record, having alearning disability, having a part-
ner or other family member who undermines self-sufficiency efforts, lack of self-confidence, and concerns about (or
experiences with) racia or gender discrimination.
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Table8.1

Prevalence of Health? and Nonhealth® Barriersto Employment

Percentagein Sample

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

Barrier (%) with Barrier
Health barriers?
Score of less than 40, physical component of SF-12¢ 31.2
At moderate or high risk of depressiorf 49.9
Had more than 5 doctor visitsin past 12 months 28.9
Morbidly obese (BMI greater than 40)¢ 7.1
Homeless or sheltered in past 12 months 25
Physically abused in past 12 monthsf 8.8
Use of heroin, cocaine, or crack 25
Has 1 child or more with an illness/disability affecting

mother's ability to work 19.8
Nonhealth barriers”
No high school diploma or GED 45.8
No paid work experience 8.0
Unable to converse in English 79
Has 3 or more children 41.7
Has achild under age 3 22.2

(continued)

NOTES: Calculationsfor thistable used data for all sample membersin the 1998-1999 Urban Change
Respondent Survey who were or had previously been welfare recipients. The sample sizes for individual
outcomes may fall short of the reported sample sizes because of missing or unusable items from some

interviews.

Rounding may cause slight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was
applied to test the significance of group differences. Statistical significance levels are indicated as *

(.05), ** (.01), or *** (.001).
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Table8.1 (continued)

aHealth barriers include: score of less than 40 on the SF-12 physical component, at moderate or
high risk of depression, had more than five doctor visits in the past 12 months, morbidly obese (BMI
greater than 40), homeless or sheltered in prior year, physically abused in past 12 months, used a hard
drug in prior month, and has one child or more with an illness or disability affecting the respondent’s
ability to work.

®Nonhealth barriers include: no high school diploma or GED, no paid work experience, unable to
conversein English, has three children or more, and has a child under age 3.

“The Short Form 12 Health Survey (SF-12) is a 12-item scale providing a generic,
multidimensional measure of physical or mental health status. It is standardized utilizing a sample of
the general U.S. population to a mean of 50 and a standard deviation of 10. Different versions of the
instrument inadvertently omitted response options for two questions. To account for this oversight,
responses to the remaining options for these two questions were weighted.

dRisk of depression was assessed utilizing standard criteriafor the Center for Epidemiological
Studies-Depression (CES-D) scale. CES-D scores range from 0 to 60. A score lessthan 16 is
categorized as at low risk, a score of 16 to 23 is categorized as at moderate risk, and a score greater
than 23 is classified as at high risk of depression.

€The ranges for weight were calculated utilizing the body massindex (BMI), which references the
risk of morbidity and mortality associated with weight. A person whose BMI is 30 or higher is
classified as obese.

"The respondent reported that she was hit, slapped, or kicked.
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Figure8.1

Prevalence of Health Barriers®?
Urban Change Respondent Survey Sample

5+ Barriers
1.5%

4 Barriers
4.5%

3Barriers

12.2% 0 Barriers

27.3%

2 Barriers
23.2%

1Barrier
31.3%

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTE:

3Health barriers include: score of less than 40 on the SF-12 physical component, at moderate or
high risk of depression, had more than five doctor visitsin the past 12 months, morbidly obese (BMI
greater than 40), homeless or sheltered in prior year, physically abused in past 12 months, used a hard
drug in prior month, and has one child or more with an iliness or disability affecting the respondent’s
ability to work.
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gan county had none of the 14 included barriers (Danziger et d., 2000),° and 23 percent of the TANF
recipients in the 1997 Nationd Survey of America's Families (NSAF) had none of the 7 barriers con
Sidered (Zedlewski, 1999). In the Urban Change survey sample, fully three times as many women had
four barriers or more as had none (29.6 percent versus 9.1 percent, respectively). It should be noted
that in the Urban Change study the two multiple barrier scaes were corrdated: Women with multiple
hedlth barriers tended aso to have multiple nonhedth barriers. For example, 23.2 percent of the women
with three or more structurd and human capita barriers— compared with only 14.8 percent of women
with none — aso had three or more hedlth barriers.”

B. MultipleBarriersin the Four Work/Wdfare Groups

Given the fact that women in the work-only group had invariably better hedth and mentd hedth
outcomes than women in the other three groups, as discussed in earlier chapters, it was expected that
fewer of them would face multiple hedth impediments. This expectation is dso consistent with other
work on multiple barriers. Olson and Pavetti (1996) found in their NLSY sample that recipients without
any of the barriers in their multiple barrier index were sgnificantly more likely to have recent work ex-
perience than recipients with moderate and severe barriers; for example, among recipients with at least
one of the six barriers, 59 percent had worked in the current or previous year, compared with 68 per-
cent without a barrier. In the 1997 NSAF, work activity among recipients declined steadily with
increasing employment barriers (Zedlewski, 1999). Danziger et d. (2000) found that the greater the
number of barriers among urban welfare recipients, the lower the likelihood that they would be working.
For example, the probability of working 20 hours or more per week was 82.1 for women with no
barriers, compared with 40.0 for those with 4 to 6 of the 14 barriers on their scale. Cancian, Haveman,
Meyer, and Wolfe (2000), in a recent study in Wisconsin, found that the likdihood of consstent
employment in the year after a welfare exit was sgnificantly higher among high-barrier women than
among low-barrier women.

As expected, women in the work-only group in the Urban Change survey sample were less
likely to have not only individud hedth problems but aso multiple hedth problems. As shown in Table
8.2, the mgjority of women in al four groups had at least one hedlth problem, but women in the work-
only group were least likely to have such a barrier (60.0 percent), and women in the welfare-only group
were most likely to have at least one (82.4 percent). More than haf the nonworking welfare recipients
(54.3 percent) had two or more hedth problems, and women in the no-work, no-wefare group aso
had a high rate of multiple hedlth barriers (46.0 percent). On average, women in the welfare-only group
had nearly twice as many hedlth barriers (1.8) as did women in the work-only group (1.0).

Women in the work-only group aso had the fewest structural and human capitd barriers (see
Chapter 2), such as low educationd atainment. Table 8.2 shows a pattern smilar to that observed for
the hedth barriers. Former recipients who were working had sgnificantly fewer nonhedth barriers

®There is considerable overlap between the 13 Urban Change barriers and the 14 barriers in the Danziger et al.
study: for example, education credentials, work experience, drug use, depression, health problem, child with a health
problem, and domestic violence.

"In the correlation matrix using all 13 barriers, the highest correlation was between having an unfavorable score
on the physical component of the SF-12 and having multiple doctor visits (r =.25). Out of 78 bivariate correlations,
only 6 (8 percent) exceeded .15.
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SOURCE: MDRC calculations from the Urban Change Respondent Survey.

Table 8.2
Multiple Potential Barriersto Employment,
by Work and Welfare Status®
Full Working, Not Working, Not Working, Not Working,
Characteristic (%) Sample on Welfare on Wdfare onWelfare  Not on Welfare
Health barriersP
Mean 1.4 *** 1.0 13 18 15
None 27.3 *** 40.1 27.0 17.6 23.3
1 313 338 34.1 28.1 30.7
2 or more 41.4 26.2 38.9 54.3 46.0
Nonhealth barriers
Mean 1.3 *** 0.9 13 1.6 13
None 27.4 *** 420 229 18.1 24.7
1 34.9 355 36.3 333 36.4
2 or more 37.8 225 40.8 48.7 38.8
Health and nonhealth barriers
Mean 2.7 *** 18 26 33 29
None 9.1 *** 18.3 75 34 4.2
1 18.7 28.5 17.8 11.6 15.9
2-3 425 39.7 479 40.8 485
4-5 235 11.9 23.7 32.8 25.9
6 or more 6.1 1.6 3.2 11.4 55
Samplesize 3,591 1,172 615 1,428 376
(continued)

NOTES:. Calculations for thistable used data for all sample membersin the 1998-1999 Urban Change Respondent Survey
who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the reported
sample sizes because of missing or unusable items from some interviews.

Rounding may cause dlight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, all the group
differencesin this table remained significant. The characteristics included site, age, educational attainment, race/ethnicity,
citizenship status, marital/partner status, presence of a child under age 6, number of children in the household, and time
elapsed between May 1995 and the interview date.

aWomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work
and welfare status at the time of the interview.
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Table 8.2 (continued)

bHealth barriersinclude: score of less than 40 on the SF-12 physical component, at moderate or high risk of
depression, had more than five doctor visitsin the past 12 months, morbidly obese (BMI greater than 40), homeless or
sheltered in prior year, physically abused in past 12 months, used a hard drug in prior month, and has one child or more
with anillness or disability affecting the respondent’ s ability to work.

Nonhealth barriersinclude: no high school diplomaor GED, no paid work experience, unable to conversein
English, has three children or more, and has a child under age 3.
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than women in other groups, and particularly fewer than current recipients who were not working. For
example, 42.0 percent of the women in the work-only group, compared with 18.1 percent of those in
the welfare-only group, had none of the five structurd and human capitd barriers.

It is therefore not surprisng that employed welfare leavers had the fewest of the combined
hedlth and nonhealth barriers. Nearly haf of them (46.8 percent) faced no more than one of the 13 bar-
riers on this index. In sharp contrast, anong women in the welfare-only group, a Smilar proportion
(44.2 percent) faced 4 or more of these barriers, and only a smal minority (3.4 percent) had none of
the potentid barriers to employment. Women in the no-work, no-wefare group aso had a high rate of
multiple barriers, with nearly athird (31.4 percent) reporting four impediments of more. The mgority of
women who combined work and wefare dso had multiple barriers, but they had fewer hedth problems
than women who were not working.

. Employment Enablersin the Face of M ultiple Health Problems

Employment Enablers. Highlights of the Findings

Despite multiple hedlth barriers, some women in the Urban Change survey sample were
able to work: About 26 percent in the work-only group and nearly 40 percent in the work-
and-welfare group had multiple barriers.

Working women with multiple barriers — especially welfare leavers — were more likely
than nonworking women to have enabling characteristics (for example, college credits,
good socid sKills, and car ownership) that likely contributed to their ability to work.

As has been found in prior research, multiple heath problems were corrdated with employment
datus and welfare receipt in the Urban Change sample. And yet it is striking that, despite thislink, some
women with multiple hedth problems were working. An important question is. What enabled some
women with multiple health barriers to work, while others did not work? Put another way: Why is
it that women in the work-only group and the wefare-and-work group were able to work, even if they
had multiple hedth problems?

The Urban Change survey provides information about a number of characteristics and circum-
stances of sample members that could be consdered employment enablers or fadilitators, incuding:
young age® having some college education, responsibility for no more than one child, availability of a
husband or partner to share household and parenting respongibilities, regular contact with the father of

8y oung age was considered an enabler for several reasons, including higher energy levels, possibly greater fa-
miliarity with technological innovations that characterize most workplaces, and possibly less entrenchment on wel-
fare. (Unfortunately, information about respondents’ welfare history was not obtained in the survey, but thisinforma-
tion will eventually be available through administrative records.)
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their preschool-age child,® ownership of or direct access to acar, lack of difficulty finding a trustworthy
child care arrangement, positive work attitudes, and good ocid skills. Table 8.3 presents the percent-
age of women in the four work/welfare groups who had these enabling factors among women who had
two or more health barriers. In each case, the group differences were satisticaly significant, suggest-
ing that these factors could account for differences in the employment behavior of women facing multiple
hedlth barriers. Some of the enablers distinguished al employed versus nonemployed women. For ex-
ample, women who worked — regardiess of their welfare status — were younger, less likely to say
they hed difficulty finding a trustworthy child care arrangement, and less likely to say they preferred not
to work so they could care for their families full time. However, for al the factors consdered to be en+
ablers, the group of former recipients who were working most consistently stood apart from the others.
These women were more likdly than others to have some college education, to have only one child in
their care, to be living with a partner or husband, to have a preschool-age child who had regular contact
with his the father, to have access to a vehicle, and to have excdlent socid skills as rated by the inter-
viewers. Thus, health barriers appear to constrain a woman's ability to leave welfare and start working,
but among those with multiple barriers, other factors either offset the hedlth problems or provided ways
of coping with the demands of ajob.

[1l. Health Barriersand the Work and Welfare Experience

Health Barriersand the Work and Wefare Experience: Highlights of the Findings

Among the Urban Change survey sample, working women with health barriers were more
likely than those without such barriers to be working part time; they were adso less likely to
be working in jobs with fringe benefits, including health insurance.

Welfare leavers with health barriers were more likely than those without barriers to have
left welfare recently; they were also more likely to say that they had been terminated by the
welfare agency rather than having left of their own accord.

Among current recipients, the greater the number of health barriers, the greater the likeli-
hood that the woman had been sanctioned in the prior year.

A. The Employment Experiencein Reation to Health Barriers

While previous studies have demongrated a link between hedlth and nonhealth barriers to em-
ployment, on the ore hand, and employment gatus, on the other, there is little systematic information
about the extent to which hedlth barriers are related to employment characteristics among former or cur-
rent welfare recipientss Olson and Pavetti (1996) looked a bariers in  rda

°Regular contact with the child’s father could enable mothers to work if the father is available for child care or
even occasional babysitting (for example, when the child is sick).
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Table 8.3

Employment Enablers Among Women with Multiple Health Problems,
by Work and Welfare Status”

Full Working, Not Working, Not Working, Not Working,

Outcome (%) Sample on Welfare on Wefare onWelfare  Not on Welfare
Isunder age 30 31.0 *** 40.2 35.1 28.5 19.0
Has some college education 16.6 *** 27.2 154 133 13.3
Has no child or only 1 at home 235 **x* 331 16.8 21.2 254
Lives with a husband or partner 17.5 *** 29.3 131 11.8 275
Has a preschool-age child who sees

father at least weekly 35.6 *** 50.4 274 32.8 35.6
Respondent or immediate family member

owns a vehicle 33.4 *** 60.2 313 21.8 394
Does not have difficulty finding a trust-

worthy child care arrangement 457 *** 574 52.2 39.0 445
Does not prefer to take care of family

full time rather than work 61.3 *** 69.1 67.8 574 55.1
Rated highly by interviewer for social

skills (9 or 10 rating) 57.1 *** 68.4 53.4 54.8 52.1
Samplesize 1,268 267 209 650 142

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used datafor all sample membersin the 1998-1999 Urban Change Respondent
Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of
the reported sampl e sizes because of missing or unusable items from some interviews.
Rounding may cause slight discrepancies in sums and differences.
The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test
the significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

When linear analysis of covariance procedures was used to control for background characteristics, al the group
differencesin this table remained significant. The characteristics included site, age, educational attainment, race/ethnicity,
citizenship status, marital/partner status, presence of a child under age 6, number of children in the household, and time
elapsed between May 1995 and the interview date.

aWomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work
and welfare status at the time of the interview.
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tion to continuity of employment, and they found that barriers were even more of an impediment to con-
tinuous employment (at least 50 weeks of the prior year) than to having ever worked in the prior year.
For example, only 11.0 percent of those with at least one serious barrier (not counting low basic kills)
hed full-year employment, compared with 26.8 percent of those without such a barrier. Cancian et d.
(2000) aso reported that high-barrier women were substantidly less likely than low-barrier women to
have worked in dl four quarters after awelfare exit. However, in addition to information about employ-
ment continuity, it would be useful to know the extent to which hedth problems are rdated to other as-
pects of poor women's employment experiences, such as hours worked, wages, benefits, and so on.

Table 8.4 presents sdected employment-related characterigtics of women in the two working
groups, according to the number of hedth barriers. The pattern that emerged is not especidly powerful,
but it is conggent: The smaler the number of hedth barriers, the more likely the women were to have
favorable employment stuations. Unlike the Olson and Pavetti study, there was no satigticaly sgnificant
relaionship between having hedth bariers and having held a job for a least one year. However,
women with no hedth barriers were sgnificantly more likely to be working full time, to have a fixed
schedule, to be earning above the minimum wage, and to have jobs with fringe benefits.

Of particular note was the fact that women with hedlth barriers were significantly less likdy to
have employer-provided hedth insurance for themselves and their children than were women with no
hedth barriers. While it might be hypothesized that this difference in hedth insurance coverage resulted
from the fact that women with many hedth barriers were less likely to be working full time, this was not
the case. Among part-time workers, the number of heglth barriers was unrelated to receipt of employer-
provided hedlth insurance (not shown). However, among women working full time (30 hours or more
per week), women with hedlth barriers were substantidly less likely to have medica benefits for them:
selves and their children than were women with no hedth barriers. For example, as Table 8.4 shows,
nearly haf (47.6 percent) the full-time workers without hedlth barriers had employer-provided hedlth
insurance, compared with 32.1 percent of those with three health barriers or more.

Differences in earnings in the prior morth in relation to number of hedth barriers were especidly
sgtriking. Women without health barriers had average earnings of $1,013 in the month before the inter-
view, roughly 50 percent more than the earnings of women with three barriers or more ($688).

Thus, hedth barriers were associated not only with lower rates of employment among women
who had been or Hill were on welfare but dso with less favorable employment ouicomes among women
who were working.

B. TheWeédfare Experiencein Relation to Health Barriers

Another question about which there is little information is whether hedlth barriers are related to
the women’s experiences with the welfare agency. In the Olson and Pavetti (1996) study using NLSY
data, individua hedlth and mental heglth problems were found to be consstently related to length of time
on wdfare. For example, 11 percent of the women who had been on wefare for five years or more said
that they wee not seeking work because of ther  own  medicd
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Table 8.4

Employment-Related Characteristics of Employed Women,

by Number of Health Barriers®

All Working No Heath 1-2Health 3+ Health

Characteristic Women Barriers Barriers Barriers
Worked 12 months or more in current job (%) 53.4 56.0 52.8 475
Works 30 hours or more per week (%) 72.5 76.5 71.0 66.5
Maintains afixed schedule at current job (%) 68.8 729 66.7 65.8
Hourly wage

Average, before taxes ($) 7.62 *** 8.07 7.55 6.97

Lessthan $5.15 (%) 13.3 ** 89 13.2 18.1

$5.16 - $7.50 (%) 46.0 44.6 48.5 46.4

More than $7.50 (%) 40.6 ** 46.5 38.3 355
Average earnings, prior month ($) 921.28 1,012.94 904.17 687.69
Has sick/personal days with pay (%) 43.6 46.5 41.9 422
Has medical benefits (%) 44.9 49.5 41.9 43.7
Has medical benefits for her children (%) 355 404 324 341
Has no fringe benefits (%) 44.5 38.8 46.8 51.9
Works 30 hours or more and has medical

benefits (%) 38.6 47.6 34.8 321
Works 30 hours or more and has medical

benefits for children (%) 30.7 385 27.7 24.3
Samplesize 1,555 553 844 158

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used datafor all sample membersin the 1998-1999 Urban Change Respondent
Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall
short of the reported sample sizes because of missing or unusable items from some interviews.
Rounding may cause slight discrepanciesin sums and differences.
The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to
test the significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or ***

(.001).

aHealth barriersinclude: score of less than 40 on the SF-12 physical component, at moderate or high risk of
depression, had more than five doctor visits in the past 12 months, morbidly obese (BMI greater than 40),
homeless or sheltered in prior year, physically abused in past 12 months, used a hard drug in prior month, and has
one child or more with an illness or disability affecting the respondent’ s ability to work.
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problems, compared with 4 percent of those on welfare for two years or less. And some 21 percent of
the long-term recipients reported having a child with a chronic medica condition, compared with 14
percent of recipients with two years or less of welfare receipt.

Although the Urban Change survey did not ask detailed questions about the women's welfare
history, some information about date of departure is available. Among the former recipientsin the sam
ple (that is, women in the work-only group and the no-work, no-welfare group), women without hedlth
problems were dightly more likely to have left welfare more than one year prior to the interview (see
Table 85), but this difference was only margindly sgnificant (p = .07). However, the reported reason
for departure was strongly related to the number of health problems. Women with three hedlth barriers
or more were about 50 percent more likely than leavers without hedlth barriers to say they were cut off
by the welfare agency rather than departing of their own accord (56.6 percent versus 38.9 percent, re-

spectively).

Nearly one-third (29.1 percent) of the welfare leavers with multiple health problems, compared
with 10.2 percent of those without health problems, said that they had reapplied for welfare in the pre-
vious 12 months but had been turned down. Women with multiple barriers were dso sgnificantly more
likely to report that they had had a dispute with the welfare agency in the prior year and that they had
sought legal advice about a wdfare issue. Although there was a tendency for women with more barriers
to report that they continued to recaive medical benefits after their welfare exit, this relationship was not
gatidicaly sgnificant. However, the greater the number of barriers, the more likely the women were to
say that they thought time limits were unfair.

Table 8.6 presents information about welfare experiences in relaion to hedth barriers among
current recipients (that is, women in the work-and-welfare group and the welfare-only group). Accord-
ing to these women's reports, hose with hedth barriers were sigjnificantly more likely to have been
sanctioned in the prior year than women with no hedth barriers™ One-third of the women with three
barriers or more, compared with about one-fourth of those with none, said the welfare agency had
sanctioned them. The individua hedth barrier most strongly associated with reports of sanctioning was
physica abuse: 41.1 percent of women who had been physicaly abused in the prior year reported a
sanction, compared with 28.6 percent of nonabused women. Other individud hedlth barriers that were
ggnificantly related to sanctions included being at risk of depression (31.9 percent versus 27.0 percent)
and having a child with a condition that constrained the women's ability to work (36.2 percent versus
27.9 percent) (not shown in tables). Congstent with the findings on sanctioning, the greater the number
of hedth barriers a woman had, the greater the likelihood that she would report having had a dispute
with the welfare agency in the prior year. Some 28.0 percent of the women with three health barriers or
more, compared with 18.3 percent of those without any, said they had had such a dispute.

The survey aso asked current recipients about their interactions with welfare staff. Interegtingly,
recipients with three health barriers or more were less likely than othersto say that they had gotten per-
sondlized atention from ther case managers. However, they were just as likdy to

%0ther studies have also found that sanctions are higher among recipients with barriers to employment. For ex-
ample, areview of sanctioned cases in Minnesotarevealed that in 76 percent of sanctioned cases the recipient had at
least one barrier to employment (cited in Kaplan, 1999). However, it does not appear that sanctions have been studied
in relation to health problems of recipients.
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Table8.5

Welfare-Related Experiences of Welfare L eavers,
by Number of Health Barriers?

All Welfare No Health  1-2 Hedth 3+ Hedlth

Characteristics (%) Leavers Barriers Barriers Barriers
L eft welfare more than 12 months ago 72.6 75.7 71.8 66.4
L eft welfare because agency cut her off 47.1 *** 38.9 50.8 56.6
Applied for welfarein past 12 months but

was denied 16.3 *** 10.2 17.7 29.1
Had a dispute with welfare agency, past 12 months 20.1 *** 14.2 21.3 33.6
Sought legal advice about awelfare issue, past

12 months 20* 12 19 46
Continued to get health insurance

after leaving welfare 45.7 40.7 48.2 50.0
Thinks the time limits are fair 56.9 *** 67.5 52.1 46.4
Samplesize 1,558 554 846 158

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES:. Calculations for thistable used data for all sample membersin the 1998-1999 Urban Change Respondent Survey
who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the reported
sampl e sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

@Health barriersinclude: score of less than 40 on the SF-12 physical component, at moderate or high risk of
depression, had more than five doctor visits in the past 12 months, morbidly obese (BMI greater than 40), homeless or
sheltered in prior year, physically abused in past 12 months, used a hard drug in prior month, and has one child or more
with anillness or disability affecting the respondent’ s ability to work.
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Table 8.6

Welfare-Related Experiences of Current Welfare Recipients,

by Number of Health Barriers®

All Current NoHealth  1-2 Hedth 3+ Health

Characteristic (%) Recipients Barriers Barriers Barriers
Reports no exemption from participation

requirements 60.3 *** 71.9 61.4 474
Has a health-related exemption from

participation requirements 13.4 *** 37 94 318
Has an exemption for pregnancy

or age of youngest child 9.2 6.5 104 8.7
Was sanctioned, past 12 months 29.8 * 24.8 301 33.6
Had a dispute with welfare agency, 24.3 ** 18.3 24.9 28.0

past 12 months
Case manager has given personalized attention 32.0 ** 34.8 335 25.9
Welfare staff pushes her to get job quickly 51.4 54.5 51.3 49.1
Thinks welfare program has improved chances

of employment 24,1 *** 26.5 26.6 15.8
Knows about the transitional medicaid benefits

for exits due to employment 52.4 *** 59.3 532 44.6
Knows about the time limits 76.3 79.2 75.3 76.0
Thinks the time limits are fair 47.1 *** 54.6 474 39.4
Sample size 1,726 355 969 402

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Cadculations for thistable used data for all sample membersin the 1998-1999 Urban Change Respondent Survey

who were or had previously been welfare recipients. The sample sizesfor individual outcomes may fall short of the

reported sample sizes because of missing or unusable items from some interviews.
Rounding may cause dight discrepancies in sums and differences.
The numbers shown are not statistically adjusted. An analysis of variance and chi-sgquared tests was applied to test the

significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or *** (.001).
#Hedlth barriersinclude: score of less than 40 on the SF-12 physical component, at moderate or high risk of

depression, had more than five doctor visits in the past 12 months, morbidly obese (BMI greater than 40), homeless or
sheltered in prior year, physically abused in past 12 months, used a hard drug in prior month, and has one child or more
with anillness or disability affecting the respondent’s ability to work.
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report that the welfare staff had pushed them to get a job quickly. Women with multiple hedlth barriers
were ds0 less likely than other recipients to believe that the welfare program had helped their chances
of getting or keeping ajob.

Women in dl three hedth barrier categories were equaly likely to know about the time limits
but, like welfare leavers, women with barriers were less likdly to think the time limits were fair. Interest-
ingly, knowledge about the avalability of trangtiond Medicad following work-related welfare exists
was higher among women without hedlth barriers than among those who presumably would need such
benefits the most because of hedth problems.

In summary, the welfare experiences of both welfare leavers and current recipients were related
in many ways to the number of hedth barriers they faced. In generd, the greater the number of hedth
barriers, the less favorable the experience — that is, the less supportive they perceived the agency to be
and the greater the likdlihood that they would have had conflicts, in the form of sanctions, disputes, and
terminations. While it is not possible to conclude whether the hedth barriers or other factors “ caused”
these experiences, these findings nevertheless have implications for welfare programs and policies, as
discussed in Chapter 9.

-190-



Chapter 9

Reflectionsand I mplications

. I ntroduction

This concluding chapter presents a summary of the mgor findings from this report and dso dis-
cusses possible interpretations and implications of those findings. First, however, severd caveats should
be noted.

The Urban Change survey and ethnographic samples were, by design, composed of women
who had lived in the most severdly disadvantaged neighborhoods in Cleveland, Los Angdles, Miami,
and Philadelphia. In May 1995, adminigtrative records indicated thet al the women in the survey sample
were unmarried welfare recipients caring for at least one child and living in neighborhoods with high
rates of poverty and welfare receipt.' Thus, it is important to remember that the findings in this report
are not based on a representative sample of welfare recipients but, rather, on a representative sample of
current and former recipients from very poor urban neighborhoods — women who were potentialy at
especidly high risk of experiencing the effects (good or bad) of welfare reform.

It isdso important to keep in mind that the findings do not necessarily reflect any consequences
of welfare reform — or, a least, consequences of reaching the time limits — because these women il
had time remaning on thair time-limit clocks when they were interviewed in 1998-1999. It is, of course,
possible — and even likdy — that the women’s work/welfare status in the four research groups was
affected by new wefare policies. That is, some of the working women in the sample were likely encour-
aged or urged to work by the welfare agency, just as some women in the no-work, no-welfare group
may have left wefare to avoid the new participation requirements or as a result of a sanction for non-
compliance with those requirements.

Findly, it should be remembered that the findings on hedth problems are based on sdf-reports
of statuses and thus do not represent clinica diagnoses. The data are dso limited by the absence of in-
formation about the severity of hedlth problems? Thus, evidence of a hedlth problem does not necessar-
ily indicate a permanent or severe disability that would make it impossble for a particular woman to ob-
tain employment, to quaify for an exemption from the time limits, or to be igible for Supplementa Se-
curity Income (SSl). However, if atrangtion to employment is to be successful, the presence of one or
more hedth problems may require specia services and an individuaized response from the welfare

agency.

'By the time of the interview in 1998-1999, some women had moved to better neighborhoods, but the majority
had not.

%One further limitation is that the survey does not provide extensive information about the health of other family
members — especially about other adults in the household. Some women likely had responsibility for ill or disabled
family members, which could have further limited their ability to work.
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I. Summary of Key Findings

A. Health in the Urban Change Population

The survey and ethnographic data clearly indicate that the women in the research samples were,
as awhole, an especidly disadvantaged group. Many had what could be considered important impedi-
ments to employment, including human capital barriers (for example, not having ahigh school diplomaor
GED certificate, or having no prior work experience), other structura barriers (such as having severd
children or a very young child in their care), and a variety of hedlth problems thet could interfere with
their ability to take or keep ajob.

This report repeatedly documented that the Urban Change women had substantiadly higher rates
of persond hedth and mental hedth problems and children’s hedth problems than is true in retiona
samples. As summarized in Table 9.1, the women in the Urban Change survey sample were more likely
than national samples of adults to be food insecure, to have housing problems, to be in fair or poor
hedlth, to have unfavorable scores on awidely used measure of emotiond well-being, to be overweight,
to smoke, to be uninsured, to have had numerous doctor visitsin the prior year, and to have childrenin
fair or poor hedth.

For severd hedth indicators, there were no appropriate national comparisons available, but the
absolute values further suggest burdens that are not typical of women in their twenties to early forties.
For example, many of the women in the Urban Change survey sample:

had a potentialy hazardous housing problem, such as vermin or awiring, heating, or
plumbing problem (54 percent);

lived in crowded households (21 percent);
had been robbed or mugged in the prior year (17 percent);

had a hedth limitation that constrained moderate activities, such as pushing a vac-
uum cleaner (37 percent);

fdt highly stressed in the prior month (50 percent);

had unmet medical and dentd care needs, ther persondly or among other family
members (30 percent);

had a child age 2-6 who had never seen a dentist (13 percent); and
had an adolescent child who needed glasses but did not wear them (11 percent).

These women's hedth problems were often compounded in severd respects. Fire, as docu-
mented in Chapter 8, many of them had more than one hedth problem, exacerbating the difficultiesthey
would face (or had adready faced) in securing a suitable job, leaving welfare for work, and remaining
employed. Moreover, many lived in conditions of chronic stress caused by materid hardships and diffi-
cult interpersond relationships that left them perpetudly vulnerable to assaults on their hedth. Second,
the hedth problems of these women were often experienced
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Table9.1

Comparison of Outcomes on Selected I ndicatorsfor Urban Change
Respondent Survey Sample and National Samples

Urban Change National

Outcome Sample Sample National Comparison Group
Average percentage of income spent 29 8 All households
on food? 12 Householdsin which reference

person is without HS diploma

Food insecure® (%) 49 10 All families
36 All families below poverty
Childhood hunger (%) 5 1 All families with children
Worst-case housing needs (%) © A 7 All families
Reportsfair to poor health (%) 25 8 Women age 25-44
12 Black women age 25-44
Score of lessthan 40, physical component
of (SF-12)¢ (%) 31 10 Adults age 18-44
Score of less than 40, mental component
of (SF-12)4 (%) 26 16 Adults age 18-44
Currently smokes cigarettes (%) 40 23 Women over 18
Overweight (BMI greater than 25)¢ (%) 66 37 Women age 20-34
50 Women age 35-44
Uninsured (%) 10 16 Nonelderly adults
Average number of doctor visits, past
12 months 6.0 5.4 Women age 18-44
Preschool-age child in fair to poor
hedlth (%) 8 3 Children under age 6
Adolescent child in fair to poor
health (%) 12 3 Children age 5-17
(continued)

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES:

aTotal income of the immediate family includes food stamp benefits but does not include Earned Income Tax
Credits (EITCs).

bThis measure collapses the three insecure categories from the Household Food Security Scale (insecure, no
hunger; insecure, moderate hunger; insecure, severe hunger).
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Table 9.1 (continued)

‘Families have worst-case housing needs if they have no rental assistance and pay more than 50 percent of their
income (not including food stamps) for rent and utilities.

dThe Short Form 12 Health Survey (SF-12) is a 12-item scale providing a generic, multidimensional measure of
physical or mental health status. It is standardized utilizing a sample of the general U.S. population to a mean of 50 and
astandard deviation of 10. Different versions of the instrument inadvertently omitted response options for two
questions. To account for this oversight, responses to the remaining options for these two questions were weighted.

°The ranges for weight were cal culated utilizing the body massindex (BMI), which references the risk of
morbidity and mortality associated with weight. A person whose BMI is 30 or higher is classified as obese.
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in addition to other congraints that presumably pose further challenges to finding and keeping ajob —
condraints such as those included in the nonhedth multiple barrier index described in Chapter 8 ?  and
they also faced a host of other impediments that were reveded in the ethnographic interviews, such as
turbulent living arrangements, transportation limitations, lack of a telephone, experiences of discrimina
tion, and so on. Third, the women's impediments to employment need to be understood within a context
of the care they needed to provide to their children — children who were a higher-than-average risk of
hedlth, academic, and behavior problems with which the mothers needed to contend, typicaly without
the assistance of the children’s fathers. The issue of the reciprocal effects of children on mothers and of
mothers on children is discussed later in this chapter.

B. Health in the Four Work/\Wéefare Groups

The findings indicating that the Urban Change respondents and their children were less hedthy
than nationd samples is not surprising, given that dmost al were poor. As previoudy noted, there is
ample documentation that people with low incomes in generd, and welfare recipients in particular, have
higher rates of hedth problems than those with higher incomes, and so the present findings smply add to
the vast literature on the link between hedlth and financia resources.

However, the findings in this report are important because they offer current informetion about
the scope and intengity of the hedth problems of welfare recipients and former recipients, at this critica
policy juncture. Moreover, to date there has been rdatively little information about factors rdating to
hedth variation within a low-income or welfare population. As shown in Appendix E, which summa-
rizes the results of multiple regresson analyses, severa characterigtics of the survey respondents did ac-
count for differences in their hedth outcomes. For example, age, citizenship status, education creden
tids, and tota family income were related to a number of key hedth outcomes in predictable ways.
Women who were older, noncitizens, less well educated, and poorer were more disadvantaged in terms
of hedth then others® None of these characteristics, however, was as consistently rdated to the
women'’s hedlth circumstances as was their work/welfare status.

The findings in the present study suggest that it may be mideading smply to compare welfare
leavers and welfare recipients in terms of their hedlth and other characterigtics, as severd recent sudies
have done. For example, Loprest and Zedlewski (1999) found that recipients and leavers did not differ
ggnificantly in terms of having poor mentd or generd hedth. However, in the present study, welfare
leavers were quite heterogeneous and included women with among the best and the worst hedlth
datuses. In fact, all four work/welfare groups in this study had persistently different health pro-
files.

The Urban Change findings indicate with great regularity that the women who hed |eft welfare
and were employed were living in hedthier circumstances — that is, they had fewer hedth-rdevant me-
terid hardships — than the other women. And women in the work-only group were, n fact, more
hedthy, possbly explaining their ability to enter the labor force. For example, compared with womenin

®Race and ethnicity were not important predictors of health outcomes in this low-income sample once other fac-
tors were simultaneously controlled. Marital status/cohabitation was related to material hardships but not to other
health outcomes. See Appendix E for further information.
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the other three groups, former recipients who worked were significantly less likely (even after controlling
background characterigtics) to:

have an unfavorable score (under 40) on the physica component of the SF12 (22
percent versus 36 percent);

beinfair or poor hedth (17 percent versus 30 percent);

have a hedlth condition that constrained work (12 percent versus 30 percent);
be at risk of depression (40 percent versus 54 percent);

have numerous doctor vistsin the prior year (average of 4 vidtsversus 7);

have a child with an illness or disahility that constrained work (13 percent versus 23
percent); and

have a preschool-age child in fair or poor hedlth (5 percent versus 9 percent).

Not only were women in the work-only group less likely to have individua hedth problems, but they
were dso less likely to have multiple hedth problems, as measured by the multiple hedlth barrier index
described in Chapter 8. Only 26.2 percent of the employed former recipients, compared with 49.1 per-
cent of the women in the other three groups, had multiple hedth barriers.

However, dthough women in the work-only group were the hedlthiest,” they were not smilarly
advantaged in terms of hedlth insurance and hedlth care access. In terms of hedth care, the two groups
of women who continued to receive welfare benefits were subgstantialy better off than the welfare leav-
ers — whether the leavers worked or not. Compared with welfare recipients, former recipients (that is,
the women in the work-only group and the no-work, no-wefare group) were sgnificantly more likely
to:

be without health insurance at some point in the prior 12-month period (48 percent
versus 16 percent);

be uninsured in the month before the interview (36 percent versus 6 percent);
have one or more uninsured child (29 percent versus 7 percent);
lack a usual source of medica care (16 percent versus 8 percent);

report that access to hedlth care had gotten more difficult in the prior year (38 per-
cent versus 28 percent);

“Women in the work-only group were healthiest and, as discussed in Chapter 8, also had the fewest structural
and human capital barriers, such as low educational attainment. Additionally, former recipients who worked were
most likely to be receiving child support and to have children who saw their fathers regularly, indicating higher ac-
cessto an important financial and emotional resource.
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have unmet medical care needs (34 percent versus 15 percent) either persondly or
among other family members, and

have unmet dental care needs (37 percent versus 16 percent).

Among the women who had exited welfare and were working, their health and their children’s
hedth (relative to other Urban Change families) can be seen as reasonably good on average; therefore,
the absence of hedlth insurance might not pose severe problems for some.> However, the same cannot
be said of the wedlfare leavers who were not working: Their hedth problems were nearly as numerous as
the women in the wdfare-only group and they had the highest rate of being uninsured of the four
groups, which makes them the group with the most compromised hedth stuations. Nevertheless, in both
welfare leaver groups there were substantia hedlth risks. Among the women in the no-work, no-wdfare
group who lacked hedth insurance at some point in the prior year, afull 40.6 percent had two or more
hedth problems. And among the uninsured women in the work-only group, one-quarter (25.1 percent)
had multiple hedlth problems.

This underscores an important point, namely, that even the most advantaged group in this
sample had a high rate of health problems Even though the women in the work-only group had the
fewest hedth problems, their Stuations were troubling. Substantia percentages of them were food inse-
cure (41.8 percent), had worst-case housing needs (17.9 percent), and had one or more potertidly
hazardous housing problem (46.4 percent). Although women in the work-only group were hedthier than
women in the other three groups, they were not as hedthy as nationd samples of same-age women. For
example, 17 percent described their hedth asfair or poor, compared with 8 percent of women age 25
44 nationdly — and compared with 12 percent of African- American women in that age group nation-
aly (National Center for Hedth Statistics, 1999). Thus, it appears that hedth risks remain high even
among welfare recipients who are able to move into paid employment — and that the risks can be ex-
acerbated by the fact that many lose hedlth insurance.

[1l. Thelink Between Health and Employment

As discussed in Chapters 1 and 4, there is consderable documentation of the relaionship be-
tween hedth and employment: People who are hedthy are more likdly to be working than those who
are less hedlthy. There are three possible explanations for the work/welfare group differencesin hedth
outcomes among the Urban Change sample:

1. Health affected employment and welfare status. Women who were hedthier
were better equipped to leave welfare and enter the labor force.

2. Employment status affected health status. Women who got a job became
hedthier as areault of their employment.

°0f course, health crises can occur at any point, even in the absence of chronic health problems or a history of
susceptibility to illness.
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3. Other characteristics affected both health and employment. Both women's
hedlth satus and their ability to work were caused by other factors — that is, the
relaionship between hedth and employment is spurious.

In the heuristic modd in Figure 1.1 (which was based on the research literature), hedth is
viewed as a direct and immediate determinant of women’'s employment and welfare behaviors and,
through this link, as an indirect contributor to family income; this corresponds to the first explanation.
The modd further suggedts thet, through more distd pathways, employment can aso affect hedth and
mentd hedth outcomes (for example, by reducing materid hardships and hedth care access through
higher income levels). The aoss-sectiond Urban Change data cannot reved with certainty which of
these explanations is correct. However, the evidence strongly suggests that the first explanation is most
sdient, dthough reciproca effects are do likely.

Fird, let us consder the third explanation, which invokes externd factors as contributing to both
poor hedth and women'’s ability to work. Characteristics that are known from other studies to be corre-
lated with both employment and health Satus include age, educationa attainment, number and ages of
children, city, and race/ethnicity. In the Urban Change sample, these factors — with the exception of
racelethnicity — did correlate with certain hedth outcomes and aso with work/welfare status. How-
ever, the work/wefare group differences in hedth outcomes persisted even when these and other back-
ground factors were controlled. In fact, work/welfare status was substantialy more consistent than any
other characteridtic in explaining individua differences in hedth outcomes. It is possible, of course, that
other, unmessured factors are the “redl” cause of both employment and hedlth status.® It seems unlikely,
however, that such characteristics ?  if they are powerful determinants of hedth and employment ?
would have faled to be identified in previous research or in theoreticd discussons. Thus, this third ex-
planation does not appear to have strong support.

The second explanation is that working had a poditive effect on the women's health outcomes.
There is some research evidence indicating that employment has beneficid effects on peopl€'s hedth.
For example, a least two longitudind studies have found that employment is associated with dower de-
dlinesin hedth (Ross and Mirowski, 1995; Ydin and Trupin, 1999).” The positive effect of employment
on hedlth has been hypothesized in the literature as reflecting several mediating factors:

1. Working improves sdf-esteem and, consequently, one€'s mental health; this in
turn, results in benefits to physical hedth.

®In addition to background characteristics previously described (see Appendix E), other variables were included
in regression models to see if work/welfare group differences in health would be eliminated: receipt of welfare as a
child, having had an out-of-wedlock birth, lack of any work experience, having been born outside the United States,
and having a language barrier. Work/welfare group differences remained strongly significant even with these addi-
tional factors controlled.

"However, there is also some evidence (for example, Karasek and Theorell, 1990) suggesting that the health bene-
fits of employment may be restricted to jobs that offer opportunities for flexibility, creativity, and decision-making —
that is, the types of jobs that women in the Urban Change sample would be unlikely to hold.
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2. Working improves a person’'s financial situation; this, in turn, leads to improved
materid resources, living arrangements, and hedth care, which al contribute to bet-
ter hedth.

3. Working improves access to social support, and socia support has a postive influ-
ence on hedth.

If the observed work/welfare group differences in the Urban Change survey sample primarily
reflect the contribution of employment to good hedlth, it might be expected that group differencesin
hedlth status would disappear when these mechanisms were controlled. However, this did not occur —
a least, with measures of the mediators available in the survey. In the regresson modd predicting poor
physica hedth — as measured by scores less than 40 on the physical component of the SF-12 — the
following variables that correspond to the three hypothesized mediating factors were included, in addi-
tion to the other background characteristics previoudy described:

1. Mental health: being at risk of depresson, having a high leve of dressin the prior
month, feding as good as other people;

2. Financial situation: totd family income in the prior month, total number of materid
hardships; and

3. Social support: having fdt londy in the previous week.?

All these variables (except loneliness) wer e found to be significantly related to women’s physica
hedlth, as measured by unfavorable scores on the SF-12. However, these variables did not diminate the
sgnificant work/welfare group differences. Even with these hypothesized mediating varigbles saidicaly
controlled, women in the work-only group were least likdly to have physcd hedth problems. These
analyses suggest that the relationship between employment and health outcomes did not occur
primarily because of the beneficial effects of employment on health.

There are additiond types of evidence that diminish the credibility or sdience of the second ex-
planation as the primary causal mechanism. Fird, for some hedth outcomes, the explanation that em+
ployment affects hedth makes less intuitive sense. It certainly seems plausible that employment could
“causg’ or influence better hedth among these women, for example, by improving their financid stue
tions or ther sdf-esteem. However, it seems less likely that employment could have prevented achild
from having a hedth problem or disability than that such a problem interfered with a mother’s employ-
ment. For example, thinking about the serious illnesses among children in the ethnographic sample, it
does not seem plausible that these children could have avoided cancer, HIV infection, cardiac prob-
lems, and seizure disorders had the mothers been employed — yet these conditions had clear implica-
tions for the mothers' ahility to take ajob.

®Perceived loneliness is not an ideal measure of social support, but, unfortunately, the survey did not include
any formal social support measure. However, one other variable widely considered as a social support indicator —
living with a husband or partner — was included in the regressions and similarly failed to eliminate work/welfare
group differencesin health status.
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Additiondly, as described in Chapter 8, hedlth problems were related to employment Situations
even among those employed. For example, women with multiple health problems were less likdly than
other employed women to be working full time, which could mean that the hedlth problems constrained
their ability to manage afull-time work schedule.

Of the three explanations concerning the link between women's hedth and employment, then,
the one that seems most plausible as the primary causa mechanism in the Urban Change population is
that women's hedth and the health of their children affected the women’s ability to work. This interpre-
tation is conggtent with findings from longitudind studies. For example, Yelin and Trupin (1999) found
that employed people who reported in 1998 that they had a health problem were more than twice as
likely as those without a hedlth problem not to be working in 1999. It has dso been found that hedth
problems induce greater use of welfare — even when the effect of poor hedlth on hours of work is con
trolled (Blank, 1987).

The firgt explanation dso has consderable vdidity on its face. llinesses and chronic hedth
conditions clearly impair energy level, concentration, and physical capacity, dl of which can undermine
productivity and work effort. Moreover, some medications lead to drowsiness, dizziness, or other Sde
effects that can make employment difficult or even hazardous. Hedlth problems could force women to
quit their jobs (or not look for jobs in the first place) if they fed physcaly unable to perform job duties.
Indeed, when nonworking women in the Urban Change survey sample were asked directly why they
were not employed, the mgority (56.0 percent) of women with three hedlth barriers or more explicitly
mentioned a hedth-related reason, compared with 8.0 percent of the women with none of the eight
barriers on the multiple hedlth barrier scle® Additionally, hedlth problems could lead to dismissas asa
result of frequent absences or inability to work efficiently or skillfully. The hedlth problems of children
are aso formidable barriers to employment, as so clearly described in the ethnographic data. Mothers
of sck children may have to be aosent fairly often to care for them during bouts of illness and to take
them to medica appointments. Especidly in the types of low-wage jobs that these women typicaly get,
flexibility in work schedule is not the norm; nor do most of these jobs offer such benefits as sick pay or
vacation days that can be used to aldress hedlth care problems. Without sick pay, working mothers
risk either losing their jobs or having a reduced paycheck when they or their children areiill.

As previoudy noted, the women in the Urban Change sample who were not working often had
multiple heglth and ronhedth problems: 96.4 percent of the nonworking women had at least one of the
13 hedth or nonhedth barriers, and 83.9 percent had at least two barriers. A sngle barrier might
have minimd effect on women's employment, but as the impediments mount up, the obstacles become
increesingly difficult to overcome — both because the women themselves have to cope with the barriers
and aso because the barriers make them less attractive to prospective employers. Not having a d-
ploma, for example, might not in itsdf disquaify awoman from certain jobs, especidly in a strong econ-
omy. However, an employer might be reluctant to hire a depressed high school dropout with no prior

°Among nonemployed women with no health barriers, the most frequently cited reason for not working was their
inability to find ajob (30.7 percent), followed by their current participation in an educational or training program (16.5
percent).



work experience who has asick child at home'® — and she herself would have to struggle in the job if it
were offered to her because of her own and her child’s needs, especidly if the job did not offer hedlth
insurance.

In addition, many of the nonworking women lived in circumstances that could undermine em+
ployment. For example, women who are food insecure and rely on food stamps and food pantries may
fear that taking a job would make it difficult to maintain these benefits, because their work hours could
conflict with access to these resources. Women who live in dangerous neighborhoods may worry about
thelr safety getting to and from their jobs, and about the safety of their children in trangt to child care.
And ? perhaps the biggest concern for those with hedlth problems ?  women are gpprehensive about
what will hgppen to their hedth insurance when they leave welfare. The ethnographic data highlight the
gtrong fedings that welfare mothers have about hedlth care coverage for themselves and their children.

In conclusion, for some women in this population, the evidence suggests that health problems
are alikely deterrent to employment (and thus to leaving wedfare) and aso exacerbate other congtraints
that make it difficult to obtain the types of jobs that offer the hedth care coverage they need. This hy-
pothesis can be explicitly tested later in the Urban Change project, when adminidrative data for these
women become available from wefare and Unemployment Insurance earnings records for the years
1992-2000.

V. Mothersand Ther Children

The Urban Change sample comprises disadvantaged mothers, dmost dl of whom weresingle a
the time of the interview. Thus, it isimportant to remember that, in addition to the hedlth problems many
of these women had, and in addition to other human capitd deficits that are known to limit their employ-
ability, these women were responsible for the care and safety of their children, often without financid or
emotiona support from the children’s fathers. The women who were working had developed Strategies
for the care and supervision of their children while they were a work. Women who were till on welfare
without working would need to develop such child care plansin order to work — which, because of the
wdfare time limits, most of them presumably must do fairly soon.

The women's parenting respongbilities tended to be more complicated than those of middle-
class mothers who work. Firgt, few of these women had a partner or husband who could help to shou-
der caretaking and supervisory responghilities. And, asindicated in the ethnographic data, women living
with a man could not aways count on his assstance, and some had additiond worries semming from
difficult or even unsafe or suspicious relationships between the man and their children. Second, many of
these women lived in crime-ridden inner-city neighborhoods where anxieties about their children’s safety
and conduct were understandably high. Third, these mothers had children with higher-than-average

%I ndeed, there is evidence from a 1997 survey of employersin three Michigan cities (Hol zer, 1999) that many em
ployers were willing to fill jobs with unskilled welfare recipients but that the employers were less concerned with tra-
ditional credentials such as education and work experience than with “soft skills’ such as punctuality and depend-
able attendance — criteria that pose challenges to women with health problems or whose children areill.
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hedth problems™ which impacted on their mothers in numerous ways, as the ethnographic data illus-
trate. Caring for a Sck child is time-consuming and worrisome — and it is made even more worrisome
when thereis aloss of hedlth insrance or arisk of losing it.*? Asthe women in the welfare groups reach
the time limits and become amployed, they will be deding with their children’s hedth and other prob-
lems even as they have lesstime available for parenting.

The Urban Change data indicate that while children’s hedlth and other problems have implica-
tions for women's ability to trangtion to employment, women's hedlth problems dso have implications
for their children’s well-being. The children of these women were at higher-than-averagerisk of living in
homes with mothers who were depressed, had physica limitations, had had episodes of homelessness,
had been victims of domestic violence, and had substance abuse problems. The children’s vulnerabilities
were not randomly spread across the sample; they tended to be more concentrated among mothers
who were not working. It remains to be seen what will transpire in these children’s lives as the women
reach the end of ther time limits

V. I mplications of the Findings

Information about the hedlth of current and former welfare recipients has a number of implica-
tions for public policymakers and for agencies working with this population. This section discusses some
of thoseimplications.

A. Transtions Off Wdfare

The current cross-sectionad Urban Change data cannot predict which direction these women's
lives will take. Nor do the data provide information about the ultimate effects of welfare reform on
women’s work/wefare trgectories or on their hedth. However, it is possible to make some goecula
tions based on interpretations of these data — speculations that can be tested more rigoroudy when dl
the Urban Change data from the various study components are available.

Except for those who may qudify for exemptions or extensons, al the women in the two recipi-
ent groups will leave wdfare fairly soon as a result of the time limits. That is, after they reach the time
limits, nonexempted ecipients will necessaily trangtion either to the work-only group or to the no-
work, no-welfare group. Based on the datain this report, it ssems likely that many — and perhaps most
— of the women in the work-and-welfare group will be able to leave wdfare for employment. A-
though the women who were combining work and welfare had more barriers to employment than those
who had dready left welfare for work, they had far fewer barriers than women in the two nonworking
groups. Moreover, some of their barriers will be reduced over time (for example, their young children
will get older) or may be diminated (for example, some 15 percent were in school or training and may
therefore improve their credentials). Nevertheless, as a group they are unlikey to have employment

“Many children in this sample also had a number of academic and behavior problems — problems that are
stressful to mothers and that require ongoing monitoring and intervention (not shown).

2Moreover, research has shown that individuals subjected to the stress of caring for chronically ill family mem
bers are themselves at risk of adverse effects on their own immune systems (Kiecolt-Glaser and Glaser, 1995).
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gtudions as favorable as the women who had dready left welfare and were working at the time of the
interview. This expectation is based on the fact that those who had previoudy exited had more human
capital resources and fewer hedth barriers it is dso congstent with the results of a recent study that
compared two cohorts of welfare leavers and found that the second cohort was doing worse (for ex-
ample, had lower earnings, higher poverty rates), largely because of differences in the characteristics of
the leavers (Cancian et d., 2000).

Undoubtedly, some of the women in the welfare-only group will aso leave wefare for work.
However, on the whole, current recipients who were not working looked more like women in the
no-work, no-welfare group than like those in the work-only group. For example, the mgority of
working former recipients (72 percert) had no more than 2 of the 13 barriers on the combined
hedth/nonheath multiple barrier index. But only 34 percent of the women in the welfare-only group —
and 40 percent of those in the group of nonworking former recipients — had two barriers or fewer on
the combined hedlth/nonhealth multiple risk scale. These two groups of women were smilar in terms of
education credentids, employment experience, and hedth problems, dl of which contribute to women's
ability to take and keep a job. Many of the womenin the welfare-only group would fdl into a category
that isincreasingly referred to as the “hard to employ.” If their barriers are not addressed, then some of
these women are likely to become members of the no-work, no-welfare group when they reach the time
limits

As previoudy noted, welfare leavers who were not working were especially disadvantaged.
They had, as a group, multiple hedlth problems and other barriers to employment, and they appeared
amilar to the nonworking wefare recipients — except that most did not have hedth insurance. It isim+
portant to recognize that welfare reform did not creste this group; studies that have examined work and
welfare dynamics regularly find former recipients who are not working. But when the time limits hit, this

group is likely to grow and to be composed of more disadvantaged women — and fewer women who
exit wdfare as aresult of amarriage.

B. Implicationsfor Wefare Policies and Programs

The 1996 passage of the Personad Responsibility and Work Opportunity Reconciliation Act
(PRWORA) created new opportunities and challenges for dates. Many state welfare agencies are tak-
ing advantage of the unprecedented flexibility and financia resources they now have for developing in-
novative programs to reduce welfare dependence and move people into jobs. However, sates must
now, for the first time, engage virtudly their full casdoads in work-related activities. Under the Job Op-
portunities and Basic Skills Training (JOBS) program ?  the federaly mandated welfare-to-work pro-
gram that preceded Temporary Assistance for Needy Families (TANF) ?  welfare recipients who were
“ill or incapacitated’ were categorically exempt from participation in work-related activities™ (Thus,
many women in the nonworking recipient group in this study would likely have previoudy been granted
an exemption.) Now, because of the two-year work requirement and mandatory work participation

BUnder JOBS, welfare recipients were considered ill or incapacitated when they faced conditions ranging from
temporary illnesses to long-term health problems that were not severe enough to qualify the person for SSI benefits
(Thompson, Holcomb, Loprest, and Brennan, 1998).



rates as st forth in PRWORA, states are working with recipients who have more hedlth and other bar-
riers to employment (the “hard to serve’) than clients did in the past, and they must devel op appropriate
drategies that balance the needs and limitations of their clients with their own desire to avoid financid

pendties by meeting federa participation standards. The findings from the present study have program:
matic implications for state welfare agencies that are now operating programs quite different from earlier
programs. The findings aso have implications for welfare policy at both the state and the federd levels.
In particular, some of the findings in the present sudy can play arole in informing upcoming delibera-

tions regarding PRWORA reauthorization, which is scheduled to occur by September 2002.

1. Screening and Assessments. A universa work-firgt srategy that welfare agencies have
adopted to encourage quick participation in the labor force may have been gppropriate for the recipi-
ents with the fewest problems when PRWORA was enacted, as well as for most new gpplicants. Such
a drategy likely moved as many recipients as possible into jobs relatively fast ?  during aperiod when
jobs were plentiful. Recipients who left welfare for work prior to reaching the time limits were plausibly
among the best suited of the casdoad for trangtioning into eanployment, because they were the women
with the fewest barriers (and, as discussed in Chapter 8, the greatest number of employment-enabling
factors).™

However, the findings in this report suggest that programs that require dl recipients to immedi-
ately seek employment could pose problems for women with certain hedth and emotiona barriers and
for women with multiple impediments to employment in the current time-limited environment. For three
magor reasons, it seems crucia for welfare adminidrators to be able to identify these women through
appropriate screening and assessment procedures. Firet, assessment information is critical asaplanning
tool. States now make numerous policy, programmetic, and resource alocation decisions in which as-
sessments could play akey role — decisions about sanctioning policies, exemption policies, diverson,
service provision, and so on. Planning is handicapped unless it is based on accurate information about
the prevdence of condraints facing recipients. Second, assessments are needed to plan a course of ac-
tion for women with persistent and complex barriers who now face time limits to welfare receipt. Third,
in the absence of some form of assessment, it is difficult for states to know the extent to which they are
in compliance with the Americans with Disabilities Act (ADA) of 1990. PRWORA specifically requires
states to be in compliance with ADA, and thus states need to ensure that their programs and policies do
not discriminate againg, or have the effect of discriminating againgt, people with disabilities. The ADA
definition of disability (*aphysca or mentd impairment that substantialy limits one or more of the mgor
life activities”) is sufficiently broad that many of the women in the wefare-only group of the Urban
Change survey sample might well be considered disabled.

Accurate identification of clients with hedlth barriers and disabilities is an important step in
working with these clients. Such identification calls for both screening (to determine the possibility that a
problem or disability exists) and assessment (for afuller diagnoss of the nature and severity of the prob-
lem).

“Indeed, as noted in Chapter 8, the fewer the health barriers awoman had, the greater the likelihood that she had
left welfare more than ayear before the survey interview.



At the present time, states appear to vary consderably in their approach to screening and as-
sessment. Some use forma instruments to identify particular problems such as substance abuse (for ex-
ample, Florida uses the Substance Abuse Subtle Screening Inventory, or SASSI). Other states rely on
cients sdf-disclosures during interaction with staff or with subcontracted service providers, and on
monitoring techniques built into case management, rather than on forma assessment tools as a means of
identifying hard-to-place clients. Such srategies may be sufficient for identifying some dlients with barri-
ers, but they may miss others — and such an gpproach clearly cannot provide sysematic information
for planners. It does not gppear that many states incorporate routine protocols for identifying a range of
the mgor hedth barriers to employment noted in this study, such as mgor depression, drug and acohol
problems, domestic violence, and turbulent housing situations that place women at risk of homelessness.
Brief screening ingruments do exist, however. For example, there is a four-item measure of menta
hedlth, based on items in the CES-D scdle, that could be used in menta hedlth screening, and an instru-
ment known as the Family Assessment Tool (FAT) could be used to identify a wide range of barriers
(Johnson and Meckstroth, 1998).

In the absence of forma screening and assessment procedures, most states appear to have
adopted an unstated strategy in which recipients with the most severe problems are “smoked out” sim+
ply by being the ones unable to comply with participation and other requirements. Indeed, some states
have deliberately avoided expengve, universal up-front assessments for dl recipients, perhaps regarding
such assessments as an obstacle that could actualy dow down the process of getting the mgority of
recipients into jobs. In other cases, such as in Cleveland, the welfare agency is stepping up assessment
and intervention activities for women who will soon hit the time limit and are not working. While such
efforts are likely to prove beneficid for some, the timeliness of this gpproach should be considered.
Strategies to address the needs of women with a severe problem or multiple barriers to employment
take time to succeed. The pressure of time-limited welfare hasimplications for the desgn, intensity, and
duration of appropriate services, suggesting that early identification of problems could be crucid.

In light of the high rate of hedth and nonhedth barriers among recipients, states might want to
congder alocating resources to the development of gppropriate procedures for screening recipients and
to the creation of a dimate in which recipients and aff recognize the vaue of identifying and addressng
employment congraints. Full-blown assessments may not be necessary or desirable for most recipients,
but effective, low-cost screening mechanisms, followed by more eaborate assessments for those with
potentid hedth and mentd hedth problems, could give welfare gaff the time they need to arrange for
needed amdiorative services. For example, Los Angeles County’ s welfare-to-work program has begun
using a short, salf-administered questionnaire during the intake process that asks about substance abuse,
menta health problems, and domestic violence. Clients who indicate that they may have a problem are
referred immediately to a socid worker for aclinica assessment.

In the absence of universa screening, assessments of sanctioned (or about-to-be-sanctioned)
clients may prove vauable, given the findings in this report that women with certain barriers such as do-
mestic violence and depression were more likely than others to have been sanctioned. For example, in
Cleveland the wdfare agency has contracted with nonprofit socia service agencies to make home visits
to every family who is sanctioned for noncompliance with wefare-to-work requirements. The home



visitors are trained to identify barriers and to arrange for services that could help the family regain com-
pliance.

2. Staff Training. Before PRWORA, most welfare staff never had to work with clients
who had hedlth problems or disahilities, because such clients were previoudy given categoricd exenp-
tions from the JOBS program. Now that staff must work with virtudly dl dients on the casdoad, they
need to develop new sKills so that they can identify potentid barriers, understand the impact of these
problems on employment, develop suitable plans to help move these clients from welfare to work, and
make appropriate referrds. Welfare staff would likely benefit from training on ssues relating to the
problems described in this report.

3. Services. Service provison to promote a permanent trangtion from welfare dependence
to sdf-sufficiency is an issue of rdlevance in terms of both program and policy design, and it is o of
relevance to al four work/welfare groups consdered in this report. Because of the time limits, it is im+
portant to develop strategies not only to nmove people into jobs but aso to enhance the likdihood that
they will stay in them.

Whdfare agencies have options regarding the provision of services to address various barriers,
whether to “count” certain services toward participation requirements, and whether to grant temporary
deferras — or more permanent exemptions — from requirements and time limits. Some of the barriers
identified in this study (such as serious chronic hedth problems) may be too intractable to remedy to the
point where the women could become totaly sdlf-aufficent — although it should not be assumed that
these women are totally unable to work and would not benefit from employment-related services. Deci-
sions need to be made regarding how such cases are to be handled at both the program and the policy
levels

Other barriers identified in this study, however, could potentidly be diagnosed and addressed
through interventions. In particular, substance abuse and mental hedlth services may prove to be critica
to certain segments of the welfare casdoad — as well as to women who leave welfare for work and
find it difficult to sustain employment. Women in al four work/wefare groups were at high risk of de-
presson, and mgor depression is the leading cause of disability in the United Sates. Y et, despite the
fact that depression is treatable, only 23 percent of adults with diagnosed depression receive treatment
(U.S. Department of Hedlth and Human Services, 2000b). Thus, it seems possible that aggressve men-
ta headth services could have favorable dfects on the ability of such women to enter and remain in the
labor force.

Enhanced case management is ancther sarvice strategy that might benefit recipients with multiple
or complex barriers. Programs with enhanced case management services could include such fegtures as
regular home vigits, mentoring, or the use of multidisciplinary service teams involving coordination with
other service providers. Indeed, coordination with other agencies and providers is undoubtedly a key
ingredient in developing effective drategies for working with hard-to-place and hard-to-employ recipi-
ents. Even with extensive training, welfare staff will not have the skills needed to address the often deep-
rooted hedlth and menta health problems of some of these women



It is noteworthy that specia provisons have been made to address the specid needs of victims
of domestic violence. The Family Violence Option (FVO) is an amendment to PRWORA and is some-
times referred to as the Wellstone-Murray amendment. States adopting the FVO™ can offer domestic
violence victims counsding, safety planning, and other needed services before they seek work.*® Fed-
erd regulaions promulgated in April 1999 indicate that states implemerting the FVO will not be subject
to federd financid pendties for failing to meet required work participation rates if the rates are reduced
by temporary exemptions granted to domestic violence victims. Policymakers might want to consider
whether smilar provisons should be made for menta hedth problems or other hedth problems de-
scribed in this report.

Of coursg, it is likdy unredigtic to expect that dl or even most women with multiple barriersto
employment can be served with a suiteble intervention.*” Given their health and personal impediments,
women with multiple barriers may dso face obstacles to accessng specidized services that could help
them address their needs, for example, clients hedth and menta hedlth problems, neighborhood safety
concerns, language problems, educational deficits and learning disabilities, and so on could pose obsta-
clesto receiving or sustaining the very services they need.

Among clients with fewer problems, welfare agencies till need to consder services designed to
enhance the likdihood that they can find and sugain full-time, regular employment in jobs with benefits.
One drategy is to provide services to srengthen employment “enablers.” As discussed in Chapter 8,
even women with hedth-related problems often do work, and some are able to sustain continuous em-
ployment. In this study, women with hedlth barriers who worked were more likely to have certain ena-
bling characteristics than those who did not work, and some of these enablers (education credentids,
English language sKkills, socid sKills) are amendble to intervention.

Another service that is critica to virtudly al recipients and former recipients is child care. Of
particular relevance to this report is the need for specidized child care — that is, care for children who
areill or who have specid needs. The difficulties that women face when they have children who become
ill or who have a chronic hedth problem have not received much direct attention, and yet they are akey
impediment faced by working welfare recipients or leavers, as well as by mothers who are required to
participate in work-related activities as a condition of keeping welfare berefits

>Among the four states in the Urban Change study, only Ohio elected not to adopt the FVO. Ohio’s state plan
does, however, allow domestic violence victims to be excused from regular assignments and to participate in alterna-
tive activities, but participation in such ativities does not stop the state’s 36-month clock for receipt of benefits
(Raphael and Haennicke, 1999).

SAnecdotal evidence suggests, however, that welfare agencies provide such services to relatively few women
and that part of the problem lies in identifying domestic violence victims. This only underscores the importance of
appropriate screening and assessment.

"There is ample evidence from rigorous eval uations that welfare-to-work programs have had some successin in-
creasing employment among recipients with modest barriers, but |ess success with those who have multiple impedi-
ments (see, for example, Gueron and Pauly, 1991). However, it isimportant to note that these eval uations were under-
taken at a time when welfare agencies had little or no experience working with hard-to-place clients and also had
fewer resources with which to assist them.
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4. Sanctions. The federd TANF law requires states to sanction recipients who do not par-
ticipate in mandated activities without good cause, and it enforces that requirement through financid
pendties to the stat€' s block grant. However, states have flexibility in terms of determining what congti-
tutes noncompliance, in establishing the amount and duration of the sanction, in establishing an gpped's
process, and in determining the effects of a sanction on Medicaid and food slamp benefits.

The findings of this study have implications relaing to sanctions. Barriers that make employment
difficult can dso be impediments to participation in mandated activities. Recipients with acomplex set of
barriers, who are neither exempt nor given specific help to resolve these problems, are especidly vul-
nerable to losing assstance through sanctions for failure to meet participation requirements. Indeed, a
substantid minority (30 percent) of those currently on wefare in the Urban Change survey sample re-
ported that they had been sanctioned in the previous 12 months.*® And, as discussed in Chapter 8,
hedth barriers were sgnificantly related to sanctions and to disputes with the welfare agency: 33.6 per-
cent of the welfare recipients with three health barriers or more reported a sanction, compared with
24.8 percent of those without a hedth barrier; and 28.0 percent of those with three barriers or more
sad that they had had a dispute with the welfare agency, compared with 18.3 percent of those with no
hedth barriers. Certain individua barriers — domegtic violence, depresson, and having a child with a
hedlth problem — were especidly likely to be associated with sanctioning.

Strategies are needed to avoid inappropriate sanctions for women whose noncomplianceis as-
sociated with serious or multiple barriers. Firdt, cogent communication is essentid to an eguitable and
effective sanctioning policy. Recipients need to know the agency’ s expectations and the consequences if
they do not comply. This means communicating information in an gopropriate way for those with poor
basic skills and for those who do not spesk English,*® and it means communicating frequently enough to
ensure that messages have been assmilated. Equaly important are procedures to make sure that clients
are aware of the avallability of “good cause” exemptions and of conciliation processes through which
gaff and clients can work together to address the underlying causes for noncompliance. Findly, ates
have latitude in defining good cause exclusons and, idedly, systematic assessment information relating to
hedlth and other barriers would be used to develop fair definitions; the findings in this report could dso
be used as abasis to expand or refine sanctioning policies.

5. Work-Related Requirements. PRWORA established minimum participation retes
and hours of work-related activities for states, and these standards increase over time. In 1998, for ex-
ample, when data for this study were collected, 30 percent of single parents were expected to be et
gaged in 20 hours per week in a work-related activity. By 2002, however, 50 percent of the caseload

8The most frequently cited reasons for the most recent sanction were failure to attend required classes (18.5 per-
cent), failure to keep an appointment or go to a redetermination hearing (15.3 percent), and failure to provide neces-
sary information or turn in paperwork (13.7 percent). It should be noted as well that many former recipients who had
left welfare within the previous year had al so been sanctioned in the previous 12 months. Sanctions were reported by
35 percent of those in the work-only group and by a full 47 percent of those in the no-work, no-welfare group who
had recent welfare assistance.

Certain health-related problems — for example, hearing and vision deficiencies — could also affect clients
comprehension of welfare policies; staff could be sensitized to such factors.



will be expected to participate for 30 hours per week or more in an appropriate activity.”’ However, the
findingsin this study suggest that recipients remaining on the casdload are increasingly likely to have mul-
tiple hedlth and nonhedth barriers to employment and to work-related activities. This means that, if any-
thing, it will be harder rather than easier over time for states to meet the work expectations set forth in
the PRWORA legidation. The reasonableness of the established standards should be reconsidered in
light of the findings in this report.*

Another issue iswhat to “count” as an dlowable activity. An dternative to lowering participation
standards might be to adlow specidized services that are designed to ameliorate barriers (for example,
life skills for domestic violence victims, drug rehabilitation programs for substance abusers, and so on)
to be treated as participation in awelfare agency’ s program.

6. Time Limits and Exemptions. The issue of time limits and the possibility of exemptions
from them isacritica one in thinking about Sate welfare strategies and about federal welfare policies. It
isan issue of consderable complexity and subtlety.

PRWORA set a 60-month maximum lifetime limit on federd cash assstance, but, in recognition
that some recipients will be unable to secure employment within the five-year time frame, the law dlows
dates to exempt up to 20 percent of their average monthly casdoad from the time limit by reason of
“hardship.” The definition of what condtitutes a hardship exemption is left up to the Sates.

The exemption policy essentidly creates a three-tiered system for recipients of cash ad. In the
fird tier are those with severe disabilities who qudify for SSI, according to srict and well-defined crite-
ria. In the second, not-wel-defined tier are those who will qudify for an exemption from the time limits
under the 20 percent provison. In the third and find tier are dl remaining recipients who are expected
— regardless of any hedth problems or other barriers — to leave welfare permanently within five years.
Among the pressng questions facing policymakers are the following:

Is a three-tiered system adequate? Are people in the third tier sufficiently homoge-
neous that it makes sense to have a uniform policy that gppliesto dl of them?

Is 20 percent an adequate percentage for those in the second tier? What are rea-
sonable criteriafor defining hardship?

What should be expected of recipients who are exempted?

What should the relationship be between exemptions from work participation and
exemptions from the time limit?

Although the findings from this sudy do not offer firm answers to these questions, they
neverthel ess contribute information relevant to their debate.

“As noted in Chapter 8, among the women in the Urban Change sample who worked, women with health prob-
lems were significantly less likely to be working 30 hours or more per week than women without these problems; that

is, they were more likely to be working part time.
“Participation rates are expected to be adjusted to account for caseload declines, but final regulations pertaining
to such adjustments have not yet been issued (Thompson et al., 1998).



a. The Three-Tiered System. The findings from this sudy strongly suggest that “hard-
ship” is better described on a continuum than in discrete categories. At one extreme of the continuum
are women who are readily employable and who leave wdfare for work with relatively little need for
services or support. Women in the work-only group appear to be & this end of the continuum, athough
many of them aso have hedth problems and other congtraints that may make it necessary for them to
return to welfare under certain circumstances (for example, worsening economic conditions, a collapse
of child care arrangements, aggravated hedlth conditions of a child). At the other end of the continuum
are women with severe disabilities who have turned to SSI for cash assstance. Some of the women in
the no-work, no-welfare group are at this end. In between are women with problems that vary in type,
number, and severity. Except for those who will qudify for an exemption, al these women “in between”
will be treated as though they are comparable to the women at the postive end of the continuum — yet
they clearly ae not. None of the women in the Urban Change sample had reached her time limit when
she was interviewed. But, as noted earlier in this chapter, some recipients — especidly those in the wel-
fare-only group — appeared a risk of reaching the time limit without being able to secure employment.

It seems possible that the ultimate aims of wefare reform — moving people from dependence
to sdf-suffidency — could be better served through policies that acknowledge that employability is not
dichotomous or trichotomous. Having policies that specificaly take the full continuum into consideration
may not be practicd or politicaly feasible; nevertheless, some strategies do exist that do not assume that
the 80 percent of the nonexempt caseload are homogeneous with respect to employability. For exam:
ple, in Arizona there is effectively a four-tiered sysem in which wefare dients who cam a medica
hardship or disability can be referred to a Vocationd Rehabilitation program operated by the state’'s
Rehabilitative Services Agency, in lieu of participating in the welfare agency’ s program, being exempted,
or being referred to the SS| program (Thompson et al., 1998).

b. The 20 percent Exemption Policy. PRWORA established an exemption policy
based on a “best guess’ about what an appropriate percentage would be. Based on the data from the
1998 Urban Change survey, it seems possible that more than 20 percent of recipients may need an ex-
emption from the time limit. Here are some possble definitions of “hardship,” dong with the
corresponding prevaence rates among women in this study’ s two welfare recipient groups.

Isinfair or poor hedth 28.5 percent

Has an unfavorable score (less than 40) on the physica
component of the SF-12 27.3 percent

Isat high risk of depresson (CES-D score of 24 or higher) 30.0 percent
Has aphysicad or mentd hedth condition that limits the

kind or amount of work she can do 28.6 percent
Hedth regularly limits her in dimbing a flight of gairs 22.9 percent
Pain interferes with her ability to do work or housework 26.3 percent

Has one child or more with an illness or disability that
makes it hard for her to work 23.1 percent
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All these definitions of “hardship” have prevaence rates above 20 percent. Moreover, women
meeting one definition are not necessarily the same as those meeting a different definition ?  for exam+
ple, women with disabled children are not necessarily the ones who are in poor hedth themsdlves ?
meaning that the prevalence rate of any of these conditions would be higher. Indeed, if the multiple
hedlth barrier index were used to define hardship, 79.5 percent of the current recipients in the Urban
Change sample would have at least one hardship, and haf would have two or more. Of course, this
sample i not representative of dl welfare recipients, and the Urban Change data are nonclinica and
therefore have limitations as forma measures of heath satus. At the same time, however, these hardship
edtimates are based on all recipients. As women in the work-and-wefare group trangition to the work-
only group — that is, as caseloads decline — the recipients remaining on the casdoad are likely to have
even higher prevaence rates. What seems clear is that, for public policy purposes, more information is
needed on the percentage of the caseload who truly quaify for an exemption. And states might want to
consder maintaining a data system with sufficient information to understand the characteristics and bar-
riers faced by their clients.

Under current PRWORA rules, if a state's exemption rate exceeds 20 percent, it can use its
own funds to support recipients who need assistance beyond the five-year time limit, and so states will
need to develop policies with regard to this option. Exemption policies will undoubtedly aso be a sub-
ject of discussion in the upcoming debates regarding reauthorization of PRWORA.

c. Expectations for Exempted Recipients Many women with one hedth barrier or
more can work, as discussed in Chapter 8. An exemption from the time limit does not mean that ex-
empted women should not be encouraged to work and not be supported in doing so; it means only that
exempted women would continue to receive cash wefare benfits. In fact, exemptions (and amilarly,
receipt of SSI) without services could be congtrued as a violation of the Americans with Disgbilities
Act. Categorica exemptions have in the past been a concern of advocates for the disabled because they
condtitute a disincentive for welfare agencies to work aggressvely in serving recipients with disabilities.
There needs to be a balance between, on the one hand, anerous work requirements and associated
pendties for people with hedth limitations and, on the other, Smply ignoring their needs and “warehous-
ing” them in an unserved category.

d. Coordination of Exemptions. An exemption from participation in work-related ac-
tivities is not the same as an exemption from the time limits, and it gppears that more sensble and cohe-
gve policies need to be developed with regard to how the two interrelate. In a recent andysis of state
policies affecting recipients with disabilities, Thompson et d. (1998) found that some States had a policy
of exempting such recipients from participation requirements but not from time limits. Thislack of coor-
dination is a concern because it implies that some people with health problems may not receive ongoing
employment services, but they could till face termination from welfare benefits at the end of their time
limit.

C. Implicationsfor Other Policies and Programs

Increasingly, policies and programs governing cash ad to wdfare recipients interact and inter-
sect with other policy initiatives, requiring coordination a various levels. Examples include policies for
such key safety net programs as the Food Stamp Program and Medicaid as well as for employment and
training programs, housing, and so on. The next three sections consider some of the implications of the
findingsin this report for policies and programs other than cash welfare.

1. Food Stamps. Most welfare recipients with multiple barriers will need ongoing public
assistance when they enter the labor force — and, of course, they will be in specid need if they fail to
enter the labor force but are terminated from welfare due to the time limits. As highlighted in the ethno-
graphic findings, food stamps are a critical resource for poor women; yet the current study as well as
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other sudies of welfare leavers suggest that some women who leave welfare also leave the Food Stamp
Program, even though they continue to be digible.

Clearly, steps need to be taken to ensure than women who exit welfare obtain the food stamp
benefits for which they are digible? The steps could include: (1) better training of caseworkers so that
they fully undersand new digibility rules and appreciate the importance of conagtently and regularly
communicating this information to clients; (2) better use of technology to identify quaified wefare leav-
ers who are digible for food stamps; (3) outreach to notify welfare leavers of their digibility; (4) more
convenient hours and mechanisms for employed people to apply for benefits or get recertified (for ex-
ample, mail-in recertifications, “one-stop shopping” locations for various services and benefits); and (5)
outreach at food pantries and other community agencies that serve the needs of the poor. As noted in
Chapter 1, arecent (April 2000) directive from the Hedlth Care Finance Adminigtration provided states
with new guideines designed to curtall improper terminations from Medicaid. Smilar initiatives for the
Food Stamp Program appear to be warranted.

Another issue that needs to be dedt with more effectively concerns the problems that arise
when people who have fluctuaing incomes lose and gain €ligibility for food samps (and Medicaid) on a
month-to-month basis. Women in low-wage jobs often have schedules that change weekly, or they may
have seasond employment; income may dso change frequently because women need to take sick days
without pay. Given the precarious financid Stuations of many of the Urban Change women, problemsin
obtaining the full food stamp benefits to which they are entitled can pose undue hardships.

2. Health Insurance. As with food stamps, efforts must be made to ensure that women
who leave wdfare and are digible for either trangtionad or noncash Medicaid continue to receive this
hedlth insurance coverage. All four Urban Change Stes have taken steps within the past year to improve
the ddivery of trangtiona Medicad benefits. It remains to be seen whether these efforts will be
successful in diminating the problems that Some women have experienced in losing Medicaid when they
leave welfare.

There are other problems, however. Many women who leave welfare and work full-time or
near-full-time schedules become indigible for Medicaid once their trangtiona benefits are exhausted.
Given the hedlth care needs identified in the present study, a critical public policy chalenge gppears to
be the development of mechanisms to ensure that such women have hedlth care coverage once they
leave wdfare. There are many ways this could be achieved, including incentives to employers, sate-
funded insurance programs, Medicaid buy-ins, and further expansions of Medicaid digibility.”® And
while it is laudable that recent initiatives have made an increasingly large number of low-income children
eligible for hedth insurance through Medicaid expansions and the Children’s Hedlth Insurance Program
(CHIP), the digparity in policies for low-income women and low-income children merits scrutiny. The
women in the Urban Change survey sample were less hedthy than their children, yet were less likdly to
have insurance and less likely to have access to hedth care — even though they were the ones who
shouldered the respongibility for raising and supporting their children. Welfare leavers who lack hedth
insurance will be forced ether to forgo hedlth care, if they cannot afford it, or to find care from adimin-
ishing supply of safety net providers.®

ZQuint and Widom (2000) discuss thisissue in detail.
20f course, universal health insurance is another policy option, but one that does not seem politically viable at
present.
#The number of safety net providers who offer free or low-cost health care to the indigent is diminishing at a
time when demand isincreasing as aresult of rising rates of uninsured people. There is some evidence that the pene-
(continued)
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In this study, former wdfare recipients in the work-only group who lacked hedth insurance
could be described as women who had played by the rules and yet lost ground. Under current policies,
women with heglth problems might be better off not working (or working only part time or in the under-
ground economy) after they hit the time limits, smply to retain Medicaid benefits. For women with mul-
tiple hedth barriers, Medicaid is far more valuable than cash ad. Incentives need to be structured to
ensure that women are encouraged to work the number of hours that are compatible with their skillsand
limitations, without fear of loang hedth insurance.

It is important to note that many of the goas and objectives of Hedthy People 2010 (the re-
tiond inititive for establishing and monitoring hedlth priorities for the upcoming decade) are likely to be
attainable only if efforts are made to address the needs of the Urban Change and other disadvantaged
populations. The Hedthy People initiative establishes benchmarks for a variety of hedth indicators, and
it seeks to achieve specific, measurable improvements — improvements that are most likely to be a-
tained among the poor, since there is less room for improvement among the more affluent. One of the
leading hedlth indicators for Hedthy People 2010 is access to hedlth care, and specific objectives in-
clude increasing the proportion of people with hedth insurance and increasing the proportion of people
with a specific source of ongoing health care over the next 10 years (U.S. Department of Hedth and
Human Services, 2000a). If welfare reform succeeds in moving large numbers of welfare recipients into
jobs — many of which will not offer hedth berefits — it is possible that the proportion of people who
are uninsured and have health care access problems will actudly increase, unless new hedth policies are
enacted.

3. Wdfare-to-Work Grants Program. The Wefare-to-Work (WtW) Grants Program,
authorized under the Balanced Budget Act of 1997, provides funds to be distributed to locd employ-
ment-focused programs through the U.S. Department of Labor. These grants are designed to assst the
most disadvantaged welfare recipients™ in moving from welfare to work, through work-related activi-
ties. Congress authorized $1.5 billion for this program for both FY 1998 and 1999, but for avariety of
reasons program enrollment and spending were lower than anticipated. Some commentators have a-
gued that the stringent digibility criteria were a mgor factor contributing to low enrollments. According
to the origind legidative provisons, 70 percent of al WtW grant funds were to be spent on long-term
recipients (30 months or more of receipt) or on those who were within one year of the TANF time limit
and who had two of three specified barriers (no diplomaor GED certificate, substance abuse problems,
and a poor work history). The remaining 30 percent of funds could be spent on recipients who had
characterigtics associated with long-term dependence, such as being a high school dropout or a teenage
parent. However, programs were reluctant to enroll people under the 30 percent criterion because they
were unsure that they would find enrollees who would meet the tight 70 percent criterion (Nightingde,
Trutko, and Barnow, 1999).

In recognition of these problems, the 1999 WtW amendment removed the requirement that
long-term recipients al'so have two of the three specified barriers to employment. Currently, 70 percent
of the grant funds are earmarked for TANF recipients who have received welfare for 30 months or
more, are within 12 months of ther time limit, or have reached the time limit without employment. It is
too soon to determine whether the amended criteria will result in full erollment in WtW-funded pro-
grams. If enrollment problems perss, it could be argued that the 70 percent funds be alocated using the
multiple barrier criterion — adding other barriers such as domestic violence and mental hedlth barriers

tration of Medicaid managed care is related to the availability of such providers (Cunningham, Grossman, St. Peter,
and Lesser, 1999).

Z\WtW grants can also be used to serve noncustodial parents of welfare children, to enhance their ability to pay
child support.

-213-



to the ligt of three in the origind legidation — in lieu of, or in addition to, the criterion based on long-
term dependence and time limits.

The findings from the current report aso are relevant immediately with regard to the 30 percent
funds. Under the amendment, TANF recipients qudify for the 30 percent dots if they have “sgnificant
barriers to sdf-aufficiency” under criteria established by loca Private Industry Councils (PICs). The
hedth and mentd hedth barriers to employment that are identified in this report could be used to guide
the development of those criteria

VI. Conclusion

It seems clear that, as public policymakers head toward decisions about the re-authorization of
PRWORA and about provisons and programmatic features that can improve the success of thislegida
tion, the hedth and hedlth care needs of welfare recipients in urban areas will need to be taken into con
Sderation.

In concluding, it is aso important to remember that the findings in this report are based on data
obtained a atime of unprecedented economic growth. In dl policies arenas relating to public assstance,
it is criticd not only to anticipate the inevitability of an economic downturn but aso to take employment
barriers into account in planning for such a downturn. In the strong economy of recent years, one barrier
or even two or more may not exclude recipients from the labor market — especidly if they have certain
enabling characterigtics that make them more atractive to employers. However, in a less favorable
economy, employers can be more sdective in hiring — and less cautious about firing — ther employ-
ees. In such an economic climate, women with even one hedlth or other barrier may find it subgtantiadly
more difficult to trangtion from welfare to work, and to sustain jobs, than the women in the Urban
Change sample. Anticipating such change could lead, for example, to conditiond policies thet tie the
unemployment rate to various provisgons of the legidation, such as the rates of exemptions and the time
limitsthemselves.
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Appendix A

Response Rates and Response Bias
in the Urban Change Survey Sample

l. Response Rates

Using adminigrative records from the four Urban Change stes, the survey sample was ran
domly sdected from women who, in May 1995, were food stamp and/or welfare recipients in the Aid
to Families with Dependent Children (AFDC) program and who met other sampling criteria. Specifi-
cdly, the study population conssted of women who in May 1995 were age 18-45; had one or more
children living & home; were not married; and resided in a census tract that had high rates of poverty in
1990 (30 percent of the residents or more) or high rates of welfare receipt in 1995 (20 percent of the
resdents or more). Additiondly, to be digible for the sample, the women had to speak ether English or
Spanish. Acrossthe four stes, 5,041 eigible women were sampled.

The targeted sample size was 1,000 completed interviews per Ste, and the targeted response
rate was 80 percent of those sampled. Although a higher response rate would, of course, have been
desrable, severd factors made achieving even an 80 percent response rate a formidable god. First,
there were no “basdling’ data from 1995 ? such data are often available in demongtration studies ?
and therefore there was no contact information other than the women’'s 1995 address from welfare
agency records (for example, no information about the names and addresses of others who might know
the women's wheregbouts). Second, welfare recipients are a highly mobile population, and therefore
many would have moved one time or more since 1995. This was consdered a particular problem re-
garding women not born in the United States, who sometimes move not only to another part of the city
but out of the country atogether. Third, between the “basdine date’ of May 1995 and the date of the
interview, over three years elapsed (39.0 months, on average). Women who continued to receive pub-
lic assstance in the sites where they were sampled were easier to locate than those who did not, be-
cause more up-to-date address information was available for them from welfare agency records. How-
ever, for women who had left public assstance, the address information was often two to three years
old. Moreover, with the introduction of eectronic benefit trandfer (EBT) systems for food stamp recipi-
ents, there is less incentive to keep address information accurate. Findly, the four stes are dl large ur-
ban areas where people are sometimes wary and reluctant to open their doors to strangers.

Despite these chalenges, Temple Universty's Ingtitute for Survey Research (the survey
contractor) was able to achieve an overall response rate close to the targeted rate: 78.6 percent. Of the
5,041 potentialy digible women in the origind sample* atotal of 3,960 were interviewed. Asshown in
Figure A.1, some 9.4 percent of the sampled women could not be located, and 9.7 percent were lo-
caed but refused to be inteviewed. The remaning 23 pecent of the

'Although the selected sample met all the basic eligibility criteria, it could not be determined from administrative
records whether sample members could speak English or Spanish. This was established by the interviewers after the
sample member was |located. Thus, some of the women who were unlocatable might not have been eligible, based on
their language abilities.
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The Project on Devolution and Urban Change
FigureA.1
Urban Change Respondent Survey Sample Disposition®

Unlocatable
9%

Refusals
10%

Other
2%

Interviewed
79%

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTE: 20f 5,041 eligible respondents sampled.



origind sample members were not interviewed for various reasons, such as mentd or physicad incapaci-
tation, or the fielding period having ended before an interview could be secured. Response rates in the
four gtes were as follows: Cleveland, 80.0 percent; Los Angeles, 75.6 percent; Miami, 78.7 percent;
and Philadelphia, 80.0 percent.

. Response Bias: Survey Respondents and Nonr espondents

An important question is whether the 21.4 percent of the sample who were not interviewed
were a random subset of the entire origind pool. Response bias could potentidly operate in two com-
peting directions. On the one hand, it is plausble that a disproportionate number of women who were
not interviewed were especidly advantaged. For example, women who had |eft welfare and were dso
no longer recaiving food stamps would presumably have been more difficult to find because the welfare
agency would no longer have their addresses. Locating such women would be very difficult if they had
married and changed their name or if they had moved away from the area due to employment or mar-
riage. On te other hand, it is dso plausble that the mogt highly disadvantaged women would have
proved difficult to locate or to interview. It would presumably be particularly chalenging to trace, for
example, women with a high rate of resdentid ingtability and homeessness, with fewer roots in the
community, and with a higtory of inditutiondization (for example, in jails, mental hospitals, or drug rehe-
bilitation programs). Moreover, women who avoided contact because of crimind or fraudulent activity,
or who feared deportation for themsalves or other family members, might have been especidly unwilling
to be interviewed.

Unfortunatdly, the data available for andyzing response bias are, a this point, extremey limited.
Information about only a handful of population characteristics was available in the alminidrative re-
cords, and the information varied from dte to Ste. (Eventudly, there will be historicd informetion about
welfare receipt and earnings going back to 1992, which will permit a more powerful analyss of re-
sponse bias.)

Information on two characterigtics of the selected sample members was available across al four
sites age and racelethnicity.? With data from all four sites pooled, age was not significantly related to the
likeihood of responding to the survey, but racelethnicity was: Even after contralling for Stein the logigtic
regresson andlyss, whites who were sampled were sgnificantly lesslikdy and African- Americans were
ggnificantly more likdy to have been interviewed. However, the differences between responders and
nonresponders were not sizable. For example, 69.9 percent of survey respondents were African
American, compared with 64.1 percent of nonrespondents. Among the women actually interviewed,
Africant Americans were better educated than women of other racia/ethnic backgrounds, suggesting the
possibility that better-educated women might have been somewhat overrepresented in the survey —
athough the educationd attainment of the nonrespondentsis, of course, unknown.

Information about the number of children in the household in May 1995 was available for three
gtes. Clevedland, Los Angeles, and Miami. In logigtic regresson andyses using data from these three

By design, al sample members were AFDC/food stamp recipients. Therefore, nonrespondents were no more
likely than respondents to be public assistance recipients.
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gtes, race/ethnicity continued to be sgnificant, and number of children in the household was dso sgnifi-
cant. Respondents had significantly more children, on average, than nonrespondents, but again the dif-
ferences were not large. The average number of children among respondents was 2.2, and the average
number among norrespondents was 2.0. Among the survey respondents, women with more children
tended to be somewhat |ess advantaged than those with fewer children (for example, number of children
was negatively correlated with tota family income), suggesting the possibility of a bias in the opposite
direction — that is, toward respondents being less advantaged than nonrespondents.

Overall, these response bias anayses do not indicate a strong or discernible pattern in a conss-
tent direction. Further analyses also suggest that the origina expectations might be supported — namdly,
that response biases run in opposite directions. It was reasoned that the women who were interviewed
in the last few months of the fielding period would be more like the nonrespondents than those who
were interviewed earlier. That is, the women who were the hardest to find or the least readily willing or
available to be interviewed were expected to be interviewed late in the fidding period. (If the fidding
period had been extended, it is likely that some of the nonrespondents would have been interviewed.)
Therefore, andyses were run to examine respondents characteristics in reation to their dete of entry
into the interview sample® Overdl, there were a very large number of significant differences, and the
differences are congstent with the prediction that both the most and the least disadvantaged women had
a tendency to enter the sample late. Firgt, consstent with data available for the “red” response bias
andyds, women with fewer children had significantly longer intervals between May 1995 and the date
of the nterview, suggesting that the line of reasoning in performing these interva anayses had some
merit. Additiondly, the interview date was sgnificantly later for women living with a husband or partner,
women in the work-only group, women who were food secure, women who had no material hardships,
and women with higher incomes — dl of which imply that women who ettered the sample late were
better off than those who entered earlier. On the other hand, there was aso asignificantly longer interva
for women who were noncitizens and who had three or more structura barriers to employment, sug-
gesting somewhat higher levels of disadvantage among some later entrants.

In concluson, both types of response bias anadyses suggest that survey respondents were not a
random sample of women who were sdlected from adminigtrative records. However, the biases gener-
aly do not seem sizable, and they appear to have operated in competing directions, possibly neutrdizing
some of the effects of these biases on the findings presented in this report.

[1l. Other Types of Response Bias

In addition to the patterns of nonresponse for the overal survey, two other types of anayses
were undertaken: a comparison d respondents who did and did not complete the sdf-administered
questionnaire (SAQ) portion of the survey; and a comparison of respondents who did and did not pro-
vide sufficient information to compute total household income.

A. SAQ Response Bias

*The variable indicating the time elapsed between May 1995 and the interview date was controlled in the regres-
sion analyses predicting health outcomes and was almost always statistically significant. See Appendix E.
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Many of the key outcomes presented in this report were derived from a portion of the interview
that was sdf-administered in paper-and-pencil format, rather than being asked ordly in interview format
through computer-assisted persond interview (CAPI) procedures. The decision to use an SAQ was
based on the expectation that respondents would be more candid in response to persona questions
about depresson, life stresses, domestic violence, substance abuse, and persond hedth limitations if
they could provide the information privately.

Some respondents, however, did not complete the SAQ: 45 refused, and another 45 apparently
agreed to do it but left the SAQ blank. These 90 women were compared with the other women in the
sample in terms of background characteristics and other health-related variables measured in the main
CAPI survey. Of more than 30 anayses conducted, only one was gatiticdly dggnificant. SAQ complet-
ers and noncompleters were comparable in terms of dte, age, race/ethnicity, educationd attainment,
citizenship status, marita/partner status, tota family income, food security, housing problems, obesity,
and insurance datus. Therefore, nonresponse to the SAQ does not appear to have biased the findings
summarized in this report.

B. Total Household | ncome Response Bias

Altogether, it was not possible to compute tota family income for 374 survey respondents —
roughly 10 percent of the sample. A few outcomes in this report (for example, worst-case housing
needs, food expenditures as a percentage of income) required totd income information, and therefore it
was congdered important to examine whether there might be response hiases in responses to income
questions.

There were a number of sgnificant differences between respondents for whom total household
income was and was not available, and in generd the pattern suggests that those for whom the data
were missng were more economically advantaged than those for whom the data were complete.
Women without tota household income information were, compared with women with complete
household income data, more likely to have a high school diplomaor GED certificate, be aU.S. citizen,
have no structurd barriers to employment, be food secure, live in a good neighborhood, be at low risk
of depression, and not live in public housng — dl of which are corrdated with household income.
These women were aso more likely to have left welfare — that is, to be in the work-only group or the
no-work, no welfare group. Of particular note is that they were espedadly likdy to be living in larger
households — and to have family members with a source of income they could not (or would not) esti-
mate.

Thus, the andyses in this report are likely to somewhat (1) overesimate the overdl sample’'s
level of disadvantage n terms of variables like worst-case housing needs and food expenditures as a
percentage of income and (2) underestimate differences between wefare recipients and nonrecipients
on these variables.
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Appendix B
Defining the Four Work/Welfar e Resear ch Groups

Congderable thought was given to the issue of how best to define the women's work/ welfare
gatus for the main analyses presented in this report. The central issue concerned whether (and how) to
address the fact that, in this population, there is consderable movement on and off welfare and in and
out of employment — that is, “churning.” The ddiberations focused on whether the definition should be
based on (1) current dtatus, (2) stability in status over a designated period of time, or (3) some
combination of the two. Ultimately, it was decided that the most defensible definition would be to base
the classification on the women's status a a fixed point in time (that is, the time of the interview),*
despite the fact that such a definition would mask some “noise’ resulting from dassification indabilities.
The decision was based on severa consderations, which are summarized below.

. Nature of the Health Outcomes

One definition of the four work/welfare groups that was considered was based on the women's
overdl labor force attachment. This approach would have included in the two employed categories only
those women who had worked for some minimum number of months within a fixed time frame (for ex-
ample, a least 6 of the past 12 months), regardless of whether they were currently employed. How-
ever, many of the critical health outcomes available in the survey were measures of current
status that were most likely to be associated with current employment and welfare status. For
example, current health insurance coverage of a woman and her family is more likely to be
linked to current employment and welfare status than to employment history. If a woman
worked 9 of the past 12 months in a job with health insurance benefits but is currently unem-
ployed and has no benefits, her previous job stability would bear no relation to her health cov-
erage. Similarly, if depression is linked to work status (for example, a woman may be less de-
pressed if work enhances her self-esteem, or may be more depressed if she is anxious about her
children while she is away from home), the link would likely relate to current status, rather than
to whether the woman worked 9 of the past 12 months. Thus, given the nature of many of the
key health outcomes, it seemed important to use information about current employment in the
definition of work/welfare groups.

'Specifically, for the purpose of this report, a woman was considered employed if she answered “yes” to the fol-
lowing question: “Are you currently working at any regular or odd job for pay?’ Respondents were asked this ques-
tion only if they answered affirmatively to one of two questions that explained to them the criteria for employment.
First, women were asked, “ Since [date two years prior], have you worked for pay at aregular job at all? Please don't
count unpaid work experience, but do include any paid jobs, including paid community service jobs or paid on-the-
job training.” Second, respondents who said “no” were probed with the following question: “A lot of people have
irregular or temporary jobs on the side to make ends meet. Thiswould include odd jobs like babysitting, doing hair, or
other paid work at home, or other occasional jobs like cleaning houses or doing day labor. Have you done any jobs
like that for pay since [two years prior]?” A woman was considered to be awelfare recipient if she answered “yes’ to
the following question: “Are you (or your son/daughter/any of your children) receiving cash welfare benefits right
now?’



[I. Sample Size Constraints

Consderation was given to using both current employment and employment stability in the
definitions of the work/wedfare groups, which would have required creating eight rather than four sub-
groups. However, this would have resulted in smal subgroup sizes for certain combinations. For exam:
ple, consder subgroups based on the following three criteria: current employment status (employed ver-
sus not employed), employment stability (worked at least 6 of the past 12 months versus worked less
than 6 months), and current welfare status (on welfare versus not on welfare). Based on such a classfi-
cation scheme, there would have been only 69 women in one cdll (those not currently employed nor on
wefare, but who had worked at least 6 of the past 12 months) and 117 in another (those currently not
employed who had worked at least 6 of the past 12 months and were on welfare). By contrast, other
cdl szes would have been quite large. For example, there were 1,288 unemployed welfare recipients
who had not worked 6 of the prior 12 months. Thus, both the small sample sze of certain cdlls and the
disparity in the Sze of subgroups led to the conclusion that using eight groups was not workable.

[11. Incomplete Historical | nformation

Ancther issue concerns the information available in the survey database. The survey collected
complete employment histories for jobs held during a two-year period prior to the interview. However,
comparable information about welfare history was not obtained. (Questions about start and stop dates
of wefare receipt were not included in the survey because, eventudly, this information will be avallable
from adminidrative records. However, this information was not available at the time this report was
prepared.) Thus, any definition of the groups based on “gability” would have necessarily referred only
to employment stability, not to duration of welfare receipt.

V. “Noise”

A number of analyses were undertaken to determine both the extent of noise relating to current
gtatus and the effect of any noise on the conclusions reached.

A. The Extent of Noise

Despite the fact that women who are or were welfare recipients have been found in other stud-
ies to have a rddively high rate of “churning” (moving in and out of the labor market and on and off
welfare), there was afairly high degree of employment stability in the Urban Change survey sample. As
shown in Table 2.5 (Chapter 2), the mgjority of women who were employed &t the time of theinterview
had been in their current job more than 12 months (54 percent). Fewer than one out of sx employed
women (17 percent) had been in their current job for less than three months, and under 5 percent had
held their current job for less than one month. Thus, defining the four work/welfare groups on the basis

?Using eight subgroups based on current employment status, employment stability, and current welfare status
was problematic for two additional reasons: (1) effective communication would be curtailed because, with eight
groups, the tabular material would be very complex, and it also would be difficult to characterize the eight groups
simply and clearly in the text; and (2) clear-cut trends across health outcomes for eight groups seemed unlikely,
which would make it more difficult to discern important and consistent patterns.
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of tenure in ther current job would not have resulted in groups substantidly different from those based
on the smpler definition of current status. For example, when the work, no-welfare group is defined on
the basis of current status only, 1,240 women qualify. When this group is defined in terms of working in
acurrent job for at least three months, 1,072 women qudify. In other words, 86 percent of the women
classified in this group on the basis of current employment status would be in the same group even when
job gtahility isincluded in the definition.

Also of concern was the possihility of creating a different type of noise or, smply, of shifting
noise from one group to ancther. If, for example, women were classfied as “employed” only if they had
held their current job for a least one month, this would reduce noise in the two groups of women who
worked (thet is, the women would be classified as workers only if they demonstrated a minimum leve of
attachment to their jobs). However, this would create greater noise in the two nonworking groups, be-
cause these groups would actually include women who were currently working but who began
their current job fairly recently. This can be most clearly illustrated by consdering information in Table
2.4 (Chapter 2), which shows selected characteristics of women in the four research groups. Using cur-
rent status to create the groups, the table shows that 27.3 percent of the nonworking current recipients,
and 38.2 percent of those who neither worked nor received welfare, did hold ajob at some point in the
prior 12 months. In other words, these people had “churned” and would have been classfied in a differ-
ent category had they been interviewed a a different point in time. However, by changing the group
definition to include the criterion that the current job be of at least one month’s duration to quaify the
person as employed, the noise would be even gregter. For example, with this definition, 44.9 percent of
the women in the no-work, no-welfare group (compared with 38.2 percent) would then be described
as having worked in the prior year — because, actudly, they were currently working & the time of the
interview, despite their inclusion in a nonworking group.

B. TheEffect of Noise

A number of andyses were undertaken to determine whether a definition of employment that
incorporated information about job stability would change the conclusions presented in this report. Ta
ble B.1 summarizes some of the results. In this table, the four work/welfare groups are defined three
different ways on the basis of the following criteria (indicated by 1, 2, and 3 in the table):

1. Current welfare receipt (yes'no) and currently employed (yes/no) — that is, exactly
as defined in this report

2. Current welfare receipt (yes/no) and currently employed in a job for one month or
more (yes/no)

3. Current welfare receipt (yesno) and currently employed in ajob for three months
or more (yes/no)

Severd aspects of Table B.1 are worth noting. First, with rare exception, the findings are
consistent across definitions. That is, no matter how the groups are defined, the leve of sgnificance
remains the same, and, except for one or two instances where the differences between two groups were
negligible, the ordering of the groups on the vaious hedth outcomes remans the
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Appendix TableB.1

Selected Health Outcomes,
by Work and Welfare Groups Defined Three Ways®

Full Working, Not Working, Not Working, Not Working,

Outcome (%) DefinitiorP Sample on Welfare on Wefare on Welfare Not on Welfare
Food secure* 1 51.2 *** 58.1 50.5 47.5 44.6
2 51.2 *** 58.5 50.0 47.8 44.6

3 51.1 *** 59.0 49.4 48.1 46.4

Haslessthan 3 1 28.2 *** 194 26.1 35.5 314
material hardships’ 2 28.2 *x* 19.0 26.8 35.0 31.2

3 28.2 *x* 18.9 28.2 34.0 29.1

Currently smokes 1 30.8 *** 322 39.9 44.9 4.1
2 39.8 *** 32.0 39.6 449 43.8

3 39.8 *** 32.0 39.6 445 414

Average SF-12 score® 1 46.9 *** 49.1 48.0 45.2 44.7
2 46.9 *** 49.1 47.9 45.2 451

3 46.9 *** 49.0 47.8 44.5 46.1

CES-D scoreless 1 49,7 *** 40.1 48.8 56.9 54.8
than 16 2 49.8 *** 39.5 48.8 56.8 B55.5

3 49.8 *** 39.3 48.7 56.3 52.5

No health insurance, 1 195 *** 33.6 6.1 6.2 445
prior month 2 19.5 *** 33.0 6.4 6.0 454

3 19.5 *** 31.6 6.1 6.1 455

Needed a doctor but 1 23.4 *** 324 13.9 15.9 39.5
couldn't afford one 2 23.4 *** 317 14.4 15.0 40.9

3 23.4 *** 318 14.9 14.8 39.0

Regular source 1 88.9 **x* 85.4 91.4 92.9 81.8
of hedlth care 2 89.0 *** 86.0 915 92.8 811

3 89.0 **x* 86.4 91.4 92.7 81.3

Child with hedlth 1 19.8 *** 13.1 18.6 25.0 23.1
problem that 2 19.8 *** 13.3 18.6 24.8 21.8
limits mother's work 3 19.8 *** 12.8 19.0 24.3 20.9
Samplesize 1 3,764 1,240 626 1,467 431
2 3,746 1,191 590 1,497 468

3 3,746 1,072 477 1,610 587

(continued)



Appendix Table B.1 (continued)

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES:

aDefinitions of outcomes are presented in the text: food secure, material hardships (Chapter 3); currently smokes, SF-
12 physical component scores (Chapter 4); CES-D scores (Chapter 5); health insurance and health care access (Chapter
6); and child with a health problem (Chapter 7).

bGroups were formed using the following definitions of welfare and employment status:
1 = current welfare receipt (yes/no) and current employment status (works/doesn’t work) -- that is, asin the text of the
report
2 = current welfare receipt (yes/no) and currently employed in ajob for one month or longer (yes/no)
3 = current welfare receipt (yes/no) and currently employed in ajob for three months or longer (yes/no)

“This measure collapses the three insecure categories from the Household Food Security Scale (insecure, no hunger;
insecure, moderate hunger; insecure, severe hunger).

9The eight material hardships used in this index include: food insecurity, receipt of emergency food in prior month,
spends more than 50 percent of income (including food stamps) on housing, has two or more housing problems, had
utilities turned off in past 12 months, has two or more neighborhood problems, witnhessed a violent crimein the
neighborhood, and homeless or sheltered in past 12 months.

€The Short Form 12 Health Survey (SF-12) is a 12-item scale providing a generic, multidimensional measure of
physical or mental health status. It is standardized utilizing a sample of the general U.S. population to amean of 50 and a
standard deviation of 10. Different versions of the instrument inadvertently omitted response options for two questions.
To account for this oversight, responses to the remaining options for these two questions were weighted.

fRisk of depression was assessed utilizing standard criteriafor the Center for Epidemiological Studies-Depression
(CES-D) scale. CES-D scoresrange from 0 to 60. A score lessthan 16 is categorized as at low risk, ascore of 16 to 23 is
categorized as at moderate risk, and a score greater than 23 is classified as at high risk of depression.



same. Second, for al outcomes, the actual values are similar across al three definitions® The group with
the most sizable changes is the no-work, no-wefare group, whose smdl sample size leaves it most vul-
nerable to change based on different definitions. And third, the changes are not aways what one might
predict, suggesting that some of the change reflects random fluctuation rather than systematically captur-
ing an important congtruct. That is, one would expect increasingly better outcomes for working women
as employment stability increases. In some cases this does occur, particularly among working women
who were not welfare recipients. For example, dightly improved outcomes are observed for the group
of working former recipients as job tenure increases in terms of food security, multiple materia hard-
ships, and depresson. However, amnong the working welfare recipients, food security actudly d&-
creased dightly, and material hardships increased with increased job stability. Taken together, this evi-
dence suggests that using an dternative definition of “employment” would not have affected any of the
conclusions reached in this report.

V. Compr ehensbility

Ancther less critical consderation — but one thet is consstent with the ultimate decison — is
that a definition of the research groups based on current status is easy to understand and easy to com+
municate. Thet is, a afixed point in time (when they were interviewed), the women ether were or were
not working. Relatedly, this definition is eeser to communicate kecause it does not require qudifiers.
For example, the employed former recipients can be described as such, without having to qudify this
repeatedly by saying “former recipients who had been working at least three months in tharr current
jobs.”

In conclusion, the decision to define the four research groups based on current employment and
welfare status was based on severd congderations. The particularly important factor was that other
definitions did not change the basic findings of the report.

*The figures shown in Table B.1 are unadjusted. When statistical controls for background characteristics are in-
cluded, the differences among the three definitions are even smaller.
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Appendix C
Site Differencesin Sample Characteristicsand Health Outcomes

As noted in Chapter 2, the four Urban Change research sSites are large urban aress that vary
congderably in terms of demographics, the loca economy, and public welfare policies. This appendix
summarizes differences among the Stes in the characterigtics and hedth outcomes of women in the sur-
vey sample. First, some background characteristics are presented, by site. Then, for each substantive
chapter of the text (Chapters 3-8), there is a corresponding table with key outcomes. Findly, severd
critica health outcomes are presented, by work/welfare satus, for each of the four Sites.

. Backaoround Characteristics

Survey respondents in the four Urban Change sites were different in a number of important re-
gpects, as shown in Table C.1. The most prominent differences related to the race/ethnicity of the re-
spondents and their citizenship status. Overal, only 5 percent of the survey sample are white,* with the
highest percentage in Cleveland (11.7 percent). The mgority of women in dl dtes are African
American, but there were sizable percentages of Hispanics in Los Angeles (42.4 percent) and Miami
(31.8 percent). In both these sites, about one out of five survey respondents were noncitizen immigrants.
Women in these two Stes were dso most likely to say that they had difficulty understanding spoken
English — about one out of seven women in Los Angeles reported such alanguage barrier.

The mgority of women in al four Stes were sngle mathers with one child or more living with
them. Women in Los Angdes and Miami were more likely than women in the other two Sites to be cur-
rently married, athough the women in dl Stes were Smilar in terms of living with either a husband or a
partner. Overal, about 20 percent of the sample were either married or cohabiting at the time of the
interview.

There were no dgnificant Ste differences in such characteristics as number of children in the
household and number of household members. On average, the women had 2.4 children living a home.
Just under haf the women in dl dtes had at least one child under age 6 living with them; the average age
of the youngest child was highest in Philadelphia. In dl four sites, about 4 percent of the women were
pregnant & the time of the interview.

Education differences among respondents in the four sites were subgtantid. Women in Los A+
geles were especidly disadvantaged in terms of education credentids: Over haf did not have a high
school diplomaor GED, and only 16 percent had any college credits. Women in Cleveland had the best
credentids: About 60 percent had adiplomaor GED, and nearly one-quarter had some college credits.

"Whites are underrepresented in the survey sample, relative to their representation in the welfare population of
the four sites, most likely as a result of the fact that survey respondents were sampled from census tracts with high
concentrations of poverty and welfare receipt. Table 2.2 of Quint et al. (1999) presents the racial/ethnic composition
of TANF recipientsfor the sites overall.
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Appendix TableC.1
Selected Characteristics of the Urban Change Respondent Survey Sample, 1998-1999,

by Site

Full Cuyahoga LosAngeles Miami-Dade Philadelphia
Characteristic Sample County County County County
Average age 33.7 33.2 34.0 33.6 338
African-American (%) 68.3 *** 79.8 52.4 65.1 74.8
Hispanic (%) 24.5 *** 7.0 424 318 18.2
White, not Hispanic (%) 5.4 *** 11.7 21 22 52
Not aU.S. citizen (%) 9.7 *** 0.2 215 17.8 0.6
Has trouble understanding spoken English (%) 7.2 *** 0.9 134 12.2 32
Married, living with spouse (%) 8.8~ 8.8 104 95 6.6
Living with partner, unmarried (%) 10.1* 11.2 8.7 85 11.7
Average household size 4.4 4.2 43 44 4.6
Average number of own children in household 24 24 25 25 24
No children in household (%) 41 4.8 40 33 43
Average age of youngest child 6.7 6.6 6.4 6.8 7.0
Child under age 6 in household (%) 47.1 48.8 497 451 44.9
Currently pregnant 3.7 4.1 35 34 3.7
Does not have a diploma or GED (%) 45.8 *** 39.5 524 46.5 45.2
Has a GED or high school diploma (%) 36.1** 37.2 315 36.9 38.6
Has some college credit (%) 18.1 *** 23.3 16.0 16.6 16.3
Never worked for pay (%) 8.0 *** 46 100 75 10.2
Ever employed, past 12 months (%) 65.5 *** 71.4 61.7 66.7 62.2
Currently employed (%) 50.8 *** 55.5 486 53.0 46.4
Currently receiving welfare (%) 67.7 *** 66.3 76.4 59.1 68.8
Average household income, past montha($) 1,276.28 *** 1,313.4¢ 1,384.99 1,196.64 1,206.16
Samplesize 3,771 970 920 898 983

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used datafor all sample membersin the 1998-1999 Urban Change Respondent Survey who
were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the reported sample
sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

aTotal monthly income includes family income from all sources (earnings, welfare, food stamps, child support, and so on)
but does not include income derived from the Earned Income Tax Credit (EITC). Therefore, income is underestimated for many
of those working.
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Conggent with their relative advantages educationally, Cleveland respondents were most likely
to have ever worked for pay, to have worked at any point in the previous year, and to be working at
the time they were interviewed (53.9 percent), dthough Miami respondents were not far behind in cur-
rent employment (51.3 percent). Women in Cleveland were dso more likely than women in other Stes
to be working full time: Among those working at the time of the interview, 78.2 percent in Cleveland
worked 30 hours or more per week, compared with 66.0 percent at the other extreme in Los Angeles
(not shown in table).?

Table C.1 indicates that just over half the women in the Urban Change survey sample were ill
recaiving welfare benefits at the time of the interview (55.6 percent).® Welfare receipt was highest in the
two gtes where employment rates were lowest: 57.0 percent of the women in Philadelphia were current
welfare recipients, and nearly 70 percent of those in Los Angeles were receiving cash welfare benefits.
Only in Miami had more than haf the women (54.8 percent) left welfare. Thisis congstent with the fact
that, since the 1996 passage of welfare reform, casdoads have declined more sharply in Floridathan in
other states involved in the Urban Change study.”

On average, women in the Urban Change survey sample had a tota family income of $1,276
per month (including food stamp benefits), annudized to be just over $15,000 per year. Table C.1
shows that the average family income in the month prior to the interview was higher in Los Angdes than
in other Stes — possibly because wdfare benefits were highest there (see Table 2.1, Chapter 2).
Women in Miami had the lowest average monthly family income, conastent with the fact that Florida
had the lowest welfare benefits of the four sites and the lowest average hourly wage among women who
were working (not shown).

In summary, it appears that the women in Cleveland were somewhat less disadvantaged than
women in other dtes. On average, they had the highest educationa attainment, they were most likely to
be employed, and they were most likely to have jobs with fixed schedules and fringe benefits.

*Moreover, employed women in Cleveland were most likely to have a fixed work schedule (72.7 percent) and to
have at least one fringe benefit (61.3 percent). Half the workersin Cleveland had employer-provided health insurance,
compared with only 36.3 percent of the workersin Los Angeles. However, the average hourly wage among employed
women was higher in both Philadel phia ($7.78) and in Los Angeles ($7.70) than in Cleveland ($7.53); it was lower only
in Miami ($7.27).

*There were sizable site differences among current welfare recipients with respect to their experiences with the
welfare agencies. In general, recipientsin Cleveland appeared most knowledgeabl e about new welfare rules and most
positive about interactions with caseworkers. For example, over 40 percent of recipients in Cleveland said that they
had personalized attention from the welfare staff, had been urged to get further education or training; and had been
hel ped with personal problems that made participation difficult. In other sites, the percentages were generally around
25-30 percent. Also, fewer of the current recipients in Cleveland said that they had been sanctioned in the past 12
months (22.3 percent, compared with nearly one-third in the other three sites). Recipientsin Los Angeles were |east
likely to report that they were subject to a participation requirement or that they were already working (53.1 percent,
compared with 66.5 percent in Miami); were least likely to say that they knew about the time limits (61.5 percent, com:
pared with 88.5 percent in Cleveland); and, among those who knew about the time limit, were most likely to say that
they did not know how much time was left on their time-limit clocks (32.9 percent, compared with 14.2 percent in
Cleveland).

“Between August 1996 and August 1998 (roughly the midpoint of when the survey data were collected), the
caseload decline was 53.6 percent in Florida (the sixth-highest decline in the United States), compared with 24.4 per-
centin California (U.S. General Accounting Office, 1999).



. M aterial Hardships

Table C.2 presents information about how the sites differed with regard to key measures of ma-
terid hardship — that is, outcomes described in Chapter 3. As the table indicates, Site differences were
sometimes sgnificant and szable, but no one Ste sood out sharply as having the worst materid hard-
ships across domains. Respondents from Cleveland fared better than those from other sites with regard
to housing codts as a percentage of their income, but they had one of the highest rates of neighborhood
problems, such as vandaism, abandoned buildings, and so on. Los Angeles respondents were most
likely to be food insecure and to have high housing costs but were least likdy to have neighborhood
problems. In Miami, women were especidly unlikely to have multiple housing problems, but they had a
higher-than-average rate of food insecurity and the highest rate of utility shutoffs. Women from Philadd-
phia were the most food secure,® but they had the highest rate of neighborhood problems and were
mogt likely to have witnessed a violent crimein their neighborhoods® Women in dl four sites had smilar
rates of homelessness.

Despite the gte differences in individud hardship ndicators, the women in the four Sites were
reasonably Smilar in experiencing multiple materia hardships. Although site differences were datidticaly
sgnificant, with Philadelphia having a higher rate than the other three sites, gpproximately one out of four
women in dl four sites had three or more of the eight hardships included in the materia hardship index.’

Table C.2 dso shows that the mgjority of women in al four sites participated in the Food Stamp
Program, which is designed to minimize food hardships in low-income families. The stes with the highest
percentages of food stamp recipients (Los Angeles and Philadelphia) were dso the sites with the highest
percentages of TANF recipients. Despite the fact that Miami had the highest rate of welfare exits of the
four gtes, it was Cleveland that had the highest rate of food stamp exits, perhaps reflecting the fact that
womean in Cleveland had higher incomes (dthough Cleveland had the highest rate of using food pan
tries).

*The site differencesin food security from the Urban Change survey are consistent with state differences, based
on data from national surveys. Pennsylvania has one of the lowest rates of food insecurity in the nation (7.1 percent),
and Ohio’s rate (8.5 percent) is also significantly below the national average of 10 percent. By contrast, both Florida
(11.5 percent) and California (11.4 percent) have significantly higher-than-average rates of food insecurity (Nord,
Jemison, and Bickel, 1999).

®This is consistent with the fact that, using citywide data from the Neighborhood Indicators component of the
Urban Change project, the homicide rate is substantially higher in Philadel phia than in the other three sites (see Table
2.3, Chapter 2).

'Site differences in having multiple material hardships, though modest, did persist even when the women’s
race/ethnicity, number of children, partner status, and work/welfare status were controlled, as shown in Appendix
Table E.1.

8Among women who were no longer welfare recipients, there were substantial site differences that are not re-
flected in the table. Welfare leavers from Miami were especially likely to still be getting food stamps (45.9 percent),
and leavers from Los Angeles were especialy unlikely to be food stamp recipients (15.7 percent). Across al four
sites, just over half the former welfare recipients who had also left the Food Stamp Program appeared to be income
eligible for food stamps.
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Appendix TableC.2
Selected Material Hardship,?

by Site
Full Cuyahoga LosAngeles Miami-Dade Philadelphia
Qutcome (%) Sample County County County County
Food insecure® 48.8 *** 45.1 56.3 53.8 41.0
Received emergency food, prior month 5.2 *** 8.6 4.7 49 2.7
Family member received food stamps, past month 69.1 ** 64.7 70.8 68.6 72.3
Housing expenditures greater than or
equal to 50 percent, prior monthf 29.6 *** 24.5 39.9 25.7 28.1
2 or more housing problems® 255 *** 235 24.6 21.8 318
Gas or electricity turned off 1 or more times,
past 12 months 13.5 *** 13.1 10.6 20.6 104
2 or more neighborhood problems® 46.8 *** 52.2 32.7 36.0 64.6
Respondent or child witnessed a violent
crime in neighborhood, past 12 months 14.2 * 12.0 15.2 132 16.2
Homeless or lived in an emergency shelter,
past 12 months 25 20 2.8 23 30
Had 3 or more material hardships? 28.1* 26.6 27.1 26.9 317
Samplesize 3,771 970 920 893 983

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used data for all sample membersin the 1998-1999 Urban Change Respondent Survey who
were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the reported sample
sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

aThe eight material hardships used in thisindex include: food insecurity, receipt of emergency food in prior month, spends
more than 50 percent of income (including food stamps) on housing, has two or more housing problems, had utilities turned off
in past 12 months, has two or more neighborhood problems, witnessed a violent crime in the neighborhood, and homeless or
sheltered in past 12 months.

bThis measure collapses the three insecure categories from the Household Food Security Scale (insecure, no hunger;
insecure, moderate hunger; insecure, severe hunger).

“Total monthly income includes family income from all sources (earnings, welfare, food stamps, child support, and so on)
but does not include income derived from the Earned Income Tax Credit (EITC). Therefore, income is underestimated for many
of those working.

dRespondents indicated whether they had any of the following housing problems: broken windows, leaky ceilings,
roaches/vermin, and problems with wiring, plumbing, heating, and appliances.

eNeighborhood problems are based on the interviewer’s observations of five characteristicsin the vicinity of the
respondent’ s home: vacant lots, vandalism, abandoned buildings, teenage gangs, and litter or garbage in the streets.



[1l. Health Status and Behavior

Table C.3 presents data for various physica hedth outcomes across the four Urban Change
gtes (discussed in Chapter 4). Asindicated in the table, in dl four Sites, the women's average scores on
the physical component of the S-12 (a standardized measure of physica hedth) were less favorable
than the national norm for people age 18-44 (52.8). There were no sgnificant Ste differences in mean
scores on the SF-12 physica component or in the proportion of respondents scoring below 40 on the
measure. However, there were significant differences in sdf-reported hedth status. Miami and Cleve-
land had the lowest proportions of women reporting thet they were in fair or poor hedlth (22.2 percent
and 23.9 percent, respectively). In contrast, Los Angeles (27.6 percent) and Philadelphia (28.1 per-
cent) had the highest proportions.® Philadelphiaaso had the highest percentage of women who reported
that they had a physica problem that limited the amount or type of work they could do.

Across the four Sites, about 9 percent of the women reported that they had collected disability
income (Supplementa Security Income, or SS) in the prior month. Women in Los Angeles were about
half as likdy as women in the other three Stes to be collecting SSI (about 5 percent versus about 10
percent). Thisis congstent with the fact that Los Angelenos were least likely to say they had a physica
disahility thet limited their work.

The mgority of respondents in al four Stes were overweight. The Ste differences on this hedth
outcome were relatively modest but sgnificant, ranging from a low of 65.2 percent in Cleveland to a
high of 70.2 percent in Los Angeles. Site differences in smoking, however, were substantial. About
twice as many women in Cleveland (50.8 percent) asin Miami (26.8 percent) smoked cigarettes. Simi-
larly, more than twice as many women from Cleveland (17.3 percent) as from Miami (8.0 percent) had
the combined risk factors of being obese and being a smoker. It should be noted that, for al four Urban
Change gtes, the rate of smoking in the Urban Change sample was nearly double the 1997 smoking
prevalence rates in their respective states.™

Ovedl, then, there is no clear-cut pattern to the Ste differences on the hedlth indicators avall-
able in the Urban Change survey. Women in Miami had the most favorable outcomesin terms of Smok-
ing and sdf-reported health status. Nevertheless, their average score on the physical component of the
SF-12 was amilar to the average scores of women in the other Sites.

V. Mental Health

Table C.4 presents ste differences for key menta hedth indicators that were discussed in
Chapter 5. Women in the four dtes had smilar average scores on the menta component of the

*However, site differences in self-rated health disappeared when other background characteristics of the women
were controlled, as shown in Appendix Table E.2.

The prevalence rates for adult smoking in 1997 were: California, 19.2 percent; Florida, 22.0 percent; Ohio, 26.1
percent; and Pennsylvania, 23.8 percent (National Center for Health Statistics, 1999). Thus, both in the Urban Change
sample and in the general adult population, smoking rates were higher in Ohio and Pennsylvania than in the other
two sites/states. In the Urban Change sample, the site differences in smoking remained significant even when other
background variables were controlled (see Appendix Table E.2).

-231-



The Project on Devolution and Urban Change

Appendix TableC.3
Selected Health Status and Health Behavior Outcomes,
by Site
Full Cuyahoga LosAngeles Miami-Dade Philadelphia
Outcome Sample County County County County
Physical component of SF-122
Mean score 46.9 46.8 475 471 46.4
Scored less than 40 (%) 312 30.2 293 311 34.2
Reportsfair to poor health (%) 255 ** 239 276 222 28.1
Has aphysical problem that limits work
or type of work (%) 24.0 ** 24.8 20.6 231 27.2
Received disability income (SSl), prior month (%) 8.7 ** 101 55 9.2 9.8
Moderately to severely overweight (%) 66.1 * 65.2 70.2 65.7 63.4
Currently smokes cigarettes (%) 30.8 *** 50.8 315 26.8 484
Currently smokes cigarettes and is obese (%) 13.3 *** 17.3 119 8.0 155
Samplesize 3,771 970 920 898 983

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor this table used data for all sample membersin the 1998-1999 Urban Change Respondent Survey
who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of the reported
sampl e sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

#The Short Form 12 Health Survey (SF-12) is a 12-item scale providing a generic, multidimensional measure of
physical or mental health status. It is standardized utilizing a sample of the general U.S. population to a mean of 50 and a
standard deviation of 10. Different versions of the instrument inadvertently omitted response options for two questions. To
account for this oversight, responses to the remaining options for these two questions were weighted.

bThe ranges for weight were calculated utilizing the body mass index (BMI), which references the risk of morbidity
and mortality associated with weight. A person whose BMI is 30 or higher is classified as obese.
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Appendix TableC.4
Selected M ental Health Outcomes,

by Site
Full Cuyahoga LosAngeles Miami-Dade Philadelphia
Outcome Sample County County County County
M ental component of SF-122
Mean score 47.1 46.9 47.5 475 46.5
Scored less than 40 (%) 32.7 325 30.3 324 354
Mean CES-D score (%)

Risk of depression® 176 * 17.1 17.0 18.0 18.2
None 50.1 50.0 52.5 49.6 48.6
Moderate 22.6 24.7 22.5 21.7 215
High 272 * 25.3 25.0 287 29.9

Self-reported substance use, prior month (%)

Drunk 3 or more times 7.0 *** 8.3 50 5.0 9.1

Any drug use 9.6 *** 114 6.9 47 149

Heroin, cocaine, or crack 2.5 *** 1.8 1.3 20 4.6

Physically abused, past 12 months® (%) 88 * 9.6 6.5 8.0 10.7
Samplesize 3,627 938 874 867 948

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used data for all sample membersin the 1998-1999 Urban Change Respondent Survey who
were or had previously been welfare recipients. The sample sizesfor individual outcomes may fall short of the reported sample
sizes because of missing or unusable items from some interviews.

Rounding may cause dight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levels are indicated as* (.05), ** (.01), or *** (.001).

aThe Short Form 12 Health Survey (SF-12) is a 12-item scale providing a generic, multidimensional measure of physical or
mental health status. It is standardized utilizing a sample of the general U.S. population to a mean of 50 and a standard deviation of
10. Different versions of the instrument inadvertently omitted response options for two questions. To account for this oversight,
responses to the remaining options for these two questions were weighted.

PRisk of depression was assessed utilizing standard criteria for the Center for Epidemiological Studies-Depression (CES-D)

scale. CES-D scoresrange from 0 to 60. A score lessthan 16 is categorized as at low risk, a score of 16 to 23 is categorized as at
moderate risk, and a score greater than 23 is classified as at high risk of depression.

“The respondent reported that she was hit, slapped, or kicked.



SF-12, and in al cases the mean scores were less favorable than the mean for people age 18-44 in the
standardization sample (49.8). There were dso no dite differences in the percentage of women scoring
below 40 on the mental component of the SF-12. However, there were modestly significant Site differ-
ences on the CES-D scde in dl four Stes, the scores indicated a fairly high level of depresson. The
average CES-D scores ranged from alow of 17.0 (least depressed) in Los Angeles to a high of 18.2
(most depressed) in Philadelphia. About 30 percent of the women in Philadel phia, compared with 25
percent in Cleveland, were a high risk of depresson.™

Site differences in substance use were more subgtantial. For dl three indicators shown in Table
C.4, women in Philadephia had the highest rates of substance abuse. They were nearly twice as likey
as women in Los Angdes and Miami to report having gotten drunk & least three times in the prior
month (9.1 percent versus 5.0 percent, respectively). And they were nearly three times as likely as
women in Miami to have used any drug (14.9 percent versus 4.7 percent). Women in Clevdland were
more like those in Philadelphia in terms of drug and acohol use than like the women in the other two
gtes.

The pattern is Similar in terms of domestic violence. Women in Philadelphia were most likely to
report having been physicaly abused (10.7 percent), followed by women in Cleveland (9.6 percent).
Physical abuse was least prevalent in Los Angeles (6.5 percent).*®

In summary, data from the Urban Change survey suggest thet women in Philaddphia hed the
least favorable outcomes in terms of indicators of emotiona well-being;** women in Los Angeles and
Miami fared better. In dl four Stes, however, emotiond distress was high.

V. Health | nsurance and Health Care Access and Utilization

Table C.5 presents information about how the Sites differed with regard to sdected hedth insur-
ance and hedlth care access outcomes that were discussed in Chapter 6. As seen in the table, site dif-
ferences with respect to individua and family insurance status were sizable and Satistically sgnificant.
Miami respondents were the most likely to say that they had been uninsured in the month prior to the
survey: The percentage uninsured in the month prior to the survey was more than twice as high in Miami
(30.1 percent) as in Philadelphia, the site with the lowest percentage uninsured (13.1 percent). The per-
centage of families in which everyone was uninsured in the prior month was dso nearly twice as high in
Miami (15.9 percent) as in Philadelphia (8.1 percent). Similarly, women in Miami had the highest rete of
having had a gpell without insurance in the prior year and of ha/mg any persond hedth related expenses
in the prior year.® should

"The site differences in being at risk of depression were not significant once background characteristics were
controlled, asindicated in Appendix Table E.3.

2Sjte differencesin drug use in the prior month remained highly significant when the women’ s background char-
acteristics were controlled. See Appendix Table E.3.

BWomen in Philadelphia were most likely to have been physically abused, even when their background charac-
teristics were statistically controlled, as shown in Appendix Table E.3.

“The high rate of emotional distress among Philadel phia respondentsis consistent with the fact that, using city-
wide data, the suicide rate is higher in Philadel phiathan in the other three sites (see Table 2.3).

>Site differences with respect to uninsurance remained statistically significant even after other background
characteristics were controlled (see Appendix Table E.4).
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Appendix TableC.5
Selected Health Insurance and Health Care Expenditure Outcomes,
by Site
Full Cuyahoga LosAngeles Miami-Dade Philadelphia
Outcome (%) Sample County County County County
Uninsured, prior month
Everyone in family? 10.3 *** 10.4 10.3 16.1 84
Self 16.0 *** 20.5 16.0 29.6 12.7
Past 12 months:
Ever uninsured 24.8 *** 35.8 24.8 39.7 21.9
Any health-related expenditure 43,7 *** 41.4 43.7 451 30.1
Had more than 1 emergency room visit 38.1 *** 50.1 38.1 36.0 43.6
Had an unmet need for medical or
dental care 28.6 *** 28.8 28.6 404 22.0
Had no usual source of care 13.3 *** 8.5 13.3 164 7.0
Felt access to health care was harder than
past 12 months 32.6 *** 334 37.3 319 28.1
Samplesize 3,770 970 920 897 983

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Caculationsfor thistable used datafor all sample membersin the 1998-1999 Urban Change Respondent
Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short of
the reported sample sizes because of missing or unusable items from some interviews.

Rounding may cause slight discrepancies in sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test
the significance of group differences. Statistical significance levels areindicated as* (.05), ** (.01), or *** (.001).

aFamily includes the respondent’ s husband or partner, her children, and any other household member she considers
asimmediate family and with whom she shares resources. Each person's health insurance status was determined, and
these data were used to construct these outcomes.



be noted that the results for the Urban Change sample are not consistent with State patterns in rates of
uninsurance based on nationd data. In 1998, Cdifornia ranked as the third- highest sate for its uninsur-
ance rate (U.S. Bureau of the Census, 1999b), and yet Urban Change women from Los Angeles were
less likely to be uninsured than women from Miami or Cleveland. The discrepancy islikely to reflect the
fact that Los Angeles had the highest rate of welfare receipt (and therefore Medicaid coverage) of the
four dtesin this study.

Conggtent with the ste differences rdaing to hedth insurance, women in Miami were most
likely to say that they had no usua source of care; they were more than twice as likely to say this as
women in Philadelphia (16.4 percent versus 7.0 percent, respectively). However, somewhat paradoxi-
cdly, resdents of Miami were dso least likely to have used emergency roomsin the prior year. Women
from Cleveland were particularly likely to have had an emergency room vist (50.1 percent).

Compared with women living in the other three cities, women living in Miami were particularly
likely to report an unmet need for medica care or dentd care. Two out of five Miami residents (40.4
percent) — compared with less than 30 percent of the women in the other three cities— said that they
or someone in their family had needed medica or dentd care in the prior year but could not afford to
get it. Again, this is likely to be a function of the fact that women in Miami were leest likely to have
hedth insurance.

In summary, hedlth care coverage and access varied substantially across the four Sites. Women
in Miami were especidly likely to be uninsured and to have problems accessing hedlth care. Thisis con
ggtent with the fact that Miami had the highest proportion of welfare leavers; as discussed in Chapter 6,
welfare exit was strongly related to loss of insurance and to problems accessing hedth care. It dso re-
flects, to a lesser extent, the fact that an gppreciable minority of Miami sample members were nonciti-
zens, who in generd had less favorable access to hedlth care than citizens, after they had left welfare.™
However, of dl four stes, Miami had the highest percentage of women who lacked insurance in the
prior month among both citizens and noncitizens.

VI. Children’sHealth and Health Care

Table C.6 presents selected children’s hedlth outcomes discussed in Chapter 7, by ste. The
gtes differed Sgnificantly with regard to many of the variables examined, but there was no clear-cut pat-
tern. For example, Miami was the Ste with the lowest rate of children with accidents or injuries in the
prior year (15.3 percent, compared with 22.6 percent in Philadelphia), but it was dso the site with the
highest rate of children’s hospitalizations (15.9 percent, compared with 10.5 percent in Los Angdles).
However, women in the four Stes were comparable in terms of having a child with anillness or disability
and in terms of having a preschooler or adolescent in fair or poor hedth.

sAmong all former welfare recipientsin the sample, 60.2 percent of the noncitizens lacked health insurance in the
month before the interview, compared with 34.4 percent of U.S. citizens. Thisis consistent with arecent analysis that
has documented the effects of citizenship on rates of health insurance among immigrants living in the United States
(Carrasquillo, Carrasquillo, and Shea, 2000).
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Appendix Table C.6
Selected Children's Health Outcomes,

by Site
Full Cuyahoga LosAngeles Miami-Dade Philadelphia
Outcome (%) Sample County County County County
Any child:
With an illness/disability that limits
mother's work or school participation 19.8 20.3 18.8 18.3 215
Had an accident or injury requiring
medical attention, past 12 months 18.5 *** 19.3 16.4 15.3 22.6
Hospitalized, past 12 months 14.1 ** 15.2 105 159 14.7
Without health insurance, prior month 16.5 *** 151 176 211 12.8
Health insurance, prior month
No health insurance 15.6 ** 14.8 16.2 20.7 11.0
Covered by Medicaid 66.7 *** 54.5 70.6 69.6 71.8
Covered by CHIP 5.2 *** 11.2 37 28 33
Not seen a doctor for routine care, prior
12 months 15,9 *** 14.1 230 14.3 12.2
Not seen a dentist, prior 12 months 30.5 *** 37.0 36.1 220 27.0
Samplesize 3,741 960 913 891 977

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculationsfor thistable used datafor all sample membersin the 1998-1999 Urban Change Respondent
Survey who were or had previously been welfare recipients. The sample sizes for individual outcomes may fall short

of the reported sampl e sizes because of missing or unusable items from some interviews.
Rounding may cause slight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to
test the significance of group differences. Statistical significance levelsareindicated as* (.05), ** (.01), or ***

(.001).
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Consgent with the fact that Miami had the highest percentage of welfare leavers, women in Mi-
ami were most likely to have an uninsured child (21.1 percent); those in Philadelphia were least likely
(12.8 percent). CHIP coverage was most common in Cleveland: 11.0 percent of adolescent focd chil-
dren and 9.6 percent of younger foca children (not shown) were reported to have CHIP coverage.'’ In
addition to being the ste with the fewest uninsured children, Philaddphia had the lowest rate of forgone
routine medica care in the previous year for adolescent (12.2 percent) and preschool foca children (3.6
percent, not shown). However, it was Miami rather than Philadel phia that had the best record for for-
gone denta care: 22.0 percent of the older foca children in Miami had not seen a dentist in the prior
year, compared with 37.0 percent of the adolescents in Cleveland.*®

VII. Multiple Health and Nonhealth Barriers

Chapter 8 presented two cumulative indexes of problems or barriers that could congtrain
women'’s ability to get or keep ajob. The first was a multiple health barrier index that indicates the num-
ber of hedth problems, out of eight consdered, that each woman faced. The second was a nonhedlth
barrier index that summed the number of structurd and human capitd barriers (out of five indicators)
confronting the women.

The hedth congdraints of the women in dl four sites were smilar, as shown in Table C.7. There
were no sgnificant differences in the average number of health barriers, nor in the percentages of people
with many or no hedth barriers. Sites did differ, however, in terms of the structurd and human capita
barriers, such as educationd atainment. Women in Cleveland had the lowest number of such barriers
and were aso mogt likely to have none of these barriers. By contrast, women in Los Angeles had the
mogt structurd barriers.

On average, women in the Urban Change sample had 2.7 combined hedth and nonhedth barri-
ers to employment, ranging from alow of 2.5 in Clevdand to a high of 2.9 in Los Angdes. Women in
Clevdand were epecidly unlikdly to have five or more employment barriers. However, it is apparent
that substantia proportions of women in dl four Stes faced impediments to finding or sustaining an

ployment.
VI, Work/Welfare Group Differencesin Health Outcomes, by Site

Table C.8 shows work/welfare group differences for five key heath outcomes, for dl four Sites.
These andyses were undertaken to determine whether the work/welfare group differences described in
this report were primarily driven by large group differences in just one or two dtes. As this table indi-
cates, the differences among the four research groups were largely comparable across all four
sites. With few exceptions, women in every site who worked had better hedlth outcomes than women
who did not — egpecdly if they had left wdfae and wdfare leavers in

Note, however, that the Children’s Health Insurance Program was just beginning to be implemented when the
survey data were coll ected.

181t is striking, however, that women in Miami were more likely than women in other sites to report that someone
in their family had had an unmet dental need in the prior year (36.1 percent versus 24.1 percent in Cleveland). This
could mean that the disparity between children’s and parents’ dental care was greater in Miami than elsewhere.
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Appendix TableC.7

Health?® and Nonhealth Barriers,”

by Site
Full Cuyahoga LosAngeles Miami-Dade Philadelphia

Outcome Sample County County County County
Health barriers?

Mean number 1.5 1.4 14 14 1.6

None (%) 25.8 26.0 25.3 28.7 234

3 or more (%) 19.4 19.1 175 19.9 21.1
Nonhealth barriers”

Mean number 1.3 *** 1.1 15 13 1.2

None (%) 27.4 *** 32.4 229 24.0 29.8
Health barriersand
nonhealth barriers

Mean number 2.7 *** 2.5 29 2.7 2.7

None (%) 8.6 * 10.1 6.4 8.0 10.0
Samplesize 3,595 917 873 864 941

SOURCE: MDRC caculations from the Urban Change Respondent Survey.

NOTES: Calculations for this table used data for all sample membersin the 1998-1999 Urban Change
Respondent Survey who were or had previously been welfare recipients. The sample sizes for individual
outcomes may fall short of the reported sample sizes because of missing or unusable items from some

interviews.

Rounding may cause slight discrepancies in sums and differences.
The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was
applied to test the significance of group differences. Statistical significance levels areindicated as* (.05), **

(.01), or *** (.001).

#Hesdlth barriersinclude: score of less than 40 on the SF-12 physical component, at moderate or high risk
of depression, had more than five doctor visitsin the past 12 months, morbidly obese (BMI greater than 40),
homeless or sheltered in prior year, physically abused in past 12 months, used a hard drug in prior month, and
has one child or more with an illness or disability affecting the respondent’s ability to work.

bNonhealth barriers include: no high school diplomaor GED, no paid work experience, unable to
converse in English, has three children or more, and has a child under age 3.
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Appendix TableC.8

Selected Health Outcomes,
by Site and Mother's Work and Welfare Status®

Full Working, Not ~ Working, Not Working, Not Working,
Outcome (%) Sample on Welfare on Welfare onWelfare  Not on Welfare
Food insecur €”
Cuyahoga County 451 * 40.5 52.1 4.4 55.8
Los Angeles County 56.3 *** 44.4 55.6 61.5 61.8
Miami-Dade County 53.8 * 484 52.1 58.6 58.2
Philadel phia County 41.0 ** 34.6 34.6 46.3 46.7
Reportsfair to poor health
Cuyahoga County 23.9 *** 17.9 19.6 28.0 39.6
Los Angeles County 276 * 25.8 21.0 323 271
Miami-Dade County 222 *** 12.6 13.3 321 324
Philadel phia County 28.1 *** 15.9 24.3 35.5 40.0
High risk for depression®
Cuyahoga County 25.3 20.9 28.6 26.8 318
Los Angeles County 25.0 ** 18.6 195 31.2 26.5
Miami-Dade County 28.7 *** 20.6 17.4 38.7 36.3
Philadel phia County 29,9 *** 18.9 304 3h5.1 40.8
3 or more health barriers?
Cuyahoga County 19.1 *** 12.2 13.6 274 25.0
Los Angeles County 17.5 *** 85 11.3 251 20.0
Miami-Dade County 19.9 *** 81 19.8 35.2 17.2
Philadel phia County 211 *** 8.7 12.3 31.6 28.2
Uninsured, prior month
Cuyahoga County 20.5 *** 33.2 8.3 49 47.8
Los Angeles County 16.0 *** 285 36 89 57.3
Miami-Dade County 29.6 *** 49.0 77 7.0 46.3
Philadel phia County 12,7 *** 21.0 6.5 4.0 30.3
(continued)



Appendix Table C.8 (continued)
SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: Calculations for thistable used data for all sample members in the 1998-1999 Urban Change Respondent Survey
who were or had previously been welfare recipients. Sample sizes may vary because of missing values. The maximum sample
size for each site follows: Cuyahoga County = 961, Los Angeles County = 914, Miami-Dade County = 890, and Philadelphia
County = 978.

Only one difference remained significant with controls--Child A not seen doctor, BUT, not seen dentist BECAME
significant with controls. Child B not seen doctor narrowly missed (.06).

Rounding may cause slight discrepanciesin sums and differences.

The numbers shown are not statistically adjusted. An analysis of variance and chi-squared tests was applied to test the
significance of group differences. Statistical significance levelsareindicated as* (.05), ** (.01), or *** (.001).

aVomen in the Urban Change sample were categorized into one of the four groups based on their self-reported work and
welfare status at the time of the interview.

bRespondents were placed in one of the four food security categories based on their scores on the 18-item Household
Food Security Scale.

‘Risk of depression was assessed utilizing standard criteria for the Center for Epidemiological Studies-Depression (CES-
D) scale. CES-D scores range from 0 to 60. A score lessthan 16 is categorized as at low risk, ascore of 16 to 23 is
categorized as at moderate risk, and a score greater than 23 is classified as at high risk of depression.

YHealth barriersinclude: score of less than 40 on the SF-12 physical component, at moderate or high risk of depression,
had more than five doctor visitsin the past 12 months, morbidly obese (BMI less than 40), homeless or sheltered in prior
year, physically abused in past 12 months, used a hard drug in prior month, and has one child or more with an illness or
disability affecting the respondent’ s ability to work.
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al four Stes were most likely to be uninsured in the prior month. In dl four Stes the group with the worst
hedlth scenario was women who neither worked nor received welfare, because they tended to have
among the poorest health outcomes and were a'so most likely to have hedlth care access problems.

IX. Summary

Women in the four Sites differed subgtantidly in terms of their background characteristics. They
aso differed in terms of their materid hardships and severd of their hedlth status ouicomes. The pattern
of dte differences, however, was much less consstent and clear-cut than the pattern with respect to the
women's work/welfare status, as discussed in this report. Some sites were especidly disadvantaged on
some outcomes but were better off than other Sites on other outcomes.

Only two themes emerged from the andyss of site differences. First, the women in Philadephia
gppeared to be mogt a risk in terms of their menta health outcomes. They were mogt likely to be at
high risk of depresson, to have used dcohal in the prior month, to have used hard drugs in the prior
month, and to have been physicaly abused in the year prior to the interview. Mogt of these differences
perssted even when their background characteristics — induding their employment and welfare satus
— were controlled. Thereis no obvious explanation for this pattern of findings

Second, women in Miami were more likely than women in other Sites to experience safety net
problems in relation to hedth insurance. Across most hedlth care access outcomes, women in Miami
had the most acute difficulties. This likdly reflects the facts that Forida has seen the steepest decline in
welfare casdloads of any of the four states involved in this sudy and that welfare leavers as a group had
substantid hedlth care vulnerabilities — whether or not they had left welfare for work. Also, Florida has
one of the lowest limits of the four Sites on adult digibility for Medicaid (see Table 2.1, Chapter 2). It
should be noted, however, that al stes have taken steps since the 1998- 1999 Urban Change interviews
to address welfare leavers problems with Medicaid coverage.
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Appendix D

Ever-Receivers and Never-Recevers of Welfare
in the Urban Change Sample

In this report, the andlysis of survey data excluded the 4.8 percent of the sample (188 women)
who had never received welfare." The decision to exclude these women was based on several consid-
erations. Fird, the excluson of these women would result in andyses that would be sharper, because
the groups of women in the work/welfare categories would be more lomogeneous. Second, some of
the analyses focus on the relaionship between income transitions and hedlth outcomes; thus, usng only
ever-recaivers of wefare ensured that the women in the two nonrecipient groups were necessarily wel-
fare leavers. Third, the group of never-recaivers was sufficiently smal that its excluson would have little
effect on the results. Moreover, because of the smal number of never-receivers, their experiences may
not adequately represent women who had received food stamps but not welfare.

Neverthel ess, some analyses were undertaken to better understand who these women were and
whether their excluson changed the report findings in any important way. Table D.1 summarizes -
lected background characteristics both of the women who were or had been welfare recipients (thet is,
the sample used in the andlyses reported in the text) and of women who had never been recipients. The
two groups were smilar in severa respects. There were no significant differences in terms of such char-
acterigtics as educationd attainment, number of children, and number of household members. However,
the never-receivers were significantly older and were less likely to have a preschool-age child. Further-
more, women who had never received wefare were subgtantialy more likely to be Hispanic, to be non-
citizens, and to be married. The two groups were equaly likely to be employed a the time of the inter-
view, but women who never received wefare were sgnificantly more likdly to work full time. The two
groups reported similar average family income from al sourcesin the prior month.

Table D.2 compares the two groups with respect to selected hedlth and hedlth-related out-
comes. The two groups were more smilar with respect to hedlth and hedlth care than they were with
regard to their demographic characteristics. Women who had never been on welfare had fewer housing
hardships than women who had been welfare recipients, but overal the groups were fairly comparable
in terms of materia hardships. The two groups were dso smilar in terms of severa indicators of hedlth
and mental redth, except that women who had never received welfare were sgnificantly less likely to
smoke or to use drugs. However, there were noteworthy differences with regard to hedth care and
hedlth insurance. The never-recaivers were significantly lesslikdy than the ever-receiversto have hedth
insurance, and they were aso more likely to say that they had needed to see a dentist but could not do
0 because of financid condraints. Having a regular source of hedth care was smilar in the two

groups.”

These women had, however, received food stamp benefits. The sample was drawn from administrative records
and included women who, in May 1995, were single mothers receiving either food stamps or cash welfare.

%0On the insurance and health care access outcomes, women who never received welfare did not differ signifi-
cantly from women who had |eft welfare.
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The Project on Devolution and Urban Change

Appendix TableD.1

Selected Background Characteristics of Ever-Receivers and Never-Receiver s
of Cash Welfare Benefitsin the Urban Change Respondent Survey Sample

Full Ever Received Cash Never Received Cash
Characteristic Sample Welfare Benefits Welfare Benefits
Average age 33.7 *** 33.6 35.9
African-American (%) 67.6 *** 68.4 52.9
Hispanic (%) 25.3 *x* 245 422
White, not Hispanic (%) 5.3 54 32
Not aU.S. citizen (%) 10.2 *** 9.7 191
Married, living with spouse (%) 9.4 *** 8.8 20.9
Living with partner, unmarried (%) 9.9 101 59
Average household size 4.2 42 4.0
Average number of children in household 24 24 2.3
Has no children in household (%) 43* 41 8.0
Average age of youngest child 6.8 * 6.8 7.7
Child under age 6 in household (%) 46.8 * 47.1 39.6
Does not have a GED or diploma (%) 54.3 54.2 56.5
Has some college credit (%) 18.2 18.1 204
Currently employed (%) 49.8 49.6 54.8
Currently employed full time (%) 36.2 ** 35.8 45,7
Never employed (%) 8.3* 8.0 133
Currently receiving welfare (%) 52.9 *** 55.6 0.0
Family received welfare during childhood (%) 45,0 *** 45.8 28.7
Average household income, past montt? ($) 1,277.99 1,276.28 1,321.40
Samplesize 3,956 3,768 188

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTE:

aTotal monthly income includes family income from all sources (earnings, welfare, food stamps, child support, and
so on) but does not include income derived from the Earned Income Tax Credit (EITC). Therefore, incomeis

underestimated for many of those working.



The Project on Devolution and Urban Change

Appendix TableD.2

Selected Health-Related Outcomes of Ever-Receivers and Never -Receivers
of Cash Welfare Benefitsin the Urban Change Respondent Survey Sample

Full Ever Received Cash Never Received Cash
Qutcome (%) Sample Welfare Benefits Welfare Benefits
Food insecure? 51.1 48.8 50.5
Has 2 or more housing problemsP 25.4 ** 25.8 16.6
Has 2 or more neighborhood
problems® 48.9 * 49.4 39.9
Lived in emergency shelter or was homeless,
past 12 months 24 25 05
Had 3 or more material hardships 28.0 28.2 22.7
Infair or poor heath 25.6 255 284
Currently smokes cigarettes 39.1 *** 39.8 255
Overweight/obese® 66.0 66.1 64.3
At moderate/high risk of depressionf 49.6 49.7 47.0
Was drunk 3 times or more, past 30 days 6.8 7.0 39
Used drugs, past 30 days 9.3 *** 9.7 17
Was physically abused, past 12 months® 8.7 87 85
Had unmet medical need, past 12 months 23.7 25.9 28.9
Had unmet dental need, past 12 months 25.7 *** 25.0 38.7
Has regular source of health care 88.9 88.9 89.3
Ever not insured, past 12 months 26.4 *** 25.9 36.6
Family currently has no insurance 11.4 ** 109 20.9
Samplesize 3,956 3,768 188
(continued)

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES:

aThis measure collapses the three insecure categories from the Household Food Security Scale (insecure, no
hunger; insecure, moderate hunger; insecure, severe hunger).

bRespondents i ndicated whether they had any of the following housing problems: broken windows, leaky ceilings,

roaches/vermin, and problems with wiring, plumbing, heating, and appliances.

“Neighborhood problems are based on the interviewer’s observations of five characteristics in the vicinity of the
respondent’ s home: vacant lots, vandalism, abandoned buildings, teenage gangs, and litter or garbage in the streets.



Appendix Table D.2 (continued)

dThe eight material hardships used in thisindex include: food insecurity, receipt of emergency food in prior month,
spends more than 50 percent of income (including food stamps) on housing, has two or more housing problems, had
utilities turned off in past 12 months, has two or more neighborhood problems, witnessed a violent crimein the
neighborhood, and homeless or sheltered in past 12 months.

€The ranges for weight were calculated utilizing the body mass index (BMI), which references the risk of morbidity
and mortality associated with weight. A person whose BMI is 30 or higher is classified as obese.

fRisk of depression was assessed utilizing standard criteria for the Center for Epidemiological Studies-Depression
(CES-D) scale. CES-D scores range from 0 to 60. A score less than 16 is categorized as at low risk, a score of 16 to 23
is categorized as at moderate risk, and a score greater than 23 is classified as at high risk of depression.

9The respondent reported that she was hit, slapped, or kicked.



It should be noted that when the women who had never received welfare were included in the
andyses of hedth outcomes, the findings regarding differences among the four work/welfare groups did
not change for any of the outcomes shown in Table D.2. Moreover, when “ever-receipt” of welfare was
added as a covariate in the model (together with other background characteristics such as age,
race/ethnicity, and education), the covariate was Saigticaly significant for only one outcome: current
smoking gatus. Thus, in this population of low-income wban women who had been public assstance
recipients in 1995, ever recelving welfare gppeared to be only marginaly related to hedth outcomes
once other factors were controlled.
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Regression Tablesfor Selected Health Outcomes
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The Project on Devolution and Urban Change
Appendix TableE.1

Estimated Regression Coefficientsfor
Material Hardship Outcomes

Food Insecurity? Worst-Case Housing Needs 3+ Material Hardships
Parameter Standard Parameter  Standard Parameter ~ Standard

Variable Estimate Error p-Value Estimate Error p-Vaue Estimate Error p-Vaue
Constant 0.71 0.13 0.00 * 0.34 0.13 0.01 ** 0.57 0.12 0.00 ***
Site

Cuyahoga County 0.06 0.02 0.01 ** 0.02 0.02 0.32 -0.05 0.02 0.03 *

Los Angeles County 0.12 0.02 0.00 *** 0.01 0.12 0.80 -0.03 0.02 0.15

Miami-Dade County 0.12 0.02 0.00 *** -0.05 0.02 0.02 * -0.03 0.02 0.17
Race/ethnicity

Black -0.05 0.06 0.47 0.02 0.06 0.70 0.05 0.06 0.41

Hispanic 0.05 0.06 0.46 0.12 0.06 0.06 0.00 0.06 1.00

White -0.03 0.07 0.66 0.16 0.07 0.02 * 0.06 0.07 0.33
IsaU.S. citizen -0.05 0.03 0.10 -0.05 0.03 0.11 -0.01 0.03 0.82
Age 0.01 0.00 0.00 *** 0.00 0.00 0.45 0.00 0.00 0.07
Education

Less than high school/GED 0.02 0.02 0.36 0.03 0.02 0.09 0.05 0.02 0.00 **

More than high school/GED -0.03 0.02 0.26 0.02 0.02 0.35 0.06 0.02 0.77
Number of children in household 0.03 0.01 0.00 0.00 0.01 0.76 0.02 0.01 0.00 ***
Child under age 6 in household -0.03 0.09 0.10 0.00 0.02 0.96 -0.04 0.02 0.02
Living with a partner/husband -0.07 0.02 0.00 -0.10 0.02 0.00 *** -0.05 0.02 0.02 *
Age 0.01 0.00 0.00 0.00 0.01 0.45 0.00 0.00 0.07
Months el apsed between May

1995 and interview date -0.01 0.00 0.00 0.00 0.00 0.79 -0.01 0.00 0.00 ***

(continued)



Appendix TableE.1 (continued)
Food Insecurity? Worst-Case Housing Needs 3+ Material Hardships®
Parameter Standard Parameter  Standard Parameter  Standard
Variable Estimate Error p-Value Estimate Error p-Vaue Estimate Error p-Vaue
Work/welfare status
Working, not on welfare -0.11 0.03 0.00 -0.17 0.00 0.00 *** -0.01 0.03 0.00 ***
Working, on welfare -0.07 0.03 0.02 -0.08 0.01 0.01 ** -0.60 0.03 0.04 *
Not working, on welfare 0.05 0.03 0.08 0.08 0.00 0.00 ** 0.02 0.03 0.40
Mean of dependent variable 0.50
R-square 0.06
F-statistic 12.55
p-value of F-statistic 0.00
48.8 34.1 28.1

Sample size
SOURCE: MDRC calculations from the Urban Change Respondent Survey.
aThis measure collapses the three insecure categories from the Household Food Security Scale (insecure, no hunger; insecure, moderate hunger; insecure,

NOTES:
bFamilies have worst-case housing needs if they have no rental assistance and pay more than 50 percent of their income (not including food stamps) for

rent and utilities.

severe hunger).
cThe eight material hardships used in thisindex include: food insecurity, receipt of emergency food in prior month, spends more than 50 percent of
problems, witnessed a violent crime in the neighborhood, and homeless or sheltered in past 12 months.

income (including food stamps) on housing, has two or more housing problems, had utilities turned off in past 12 months, has two or more neighborhood
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Appendix TableE.2

Estimated Regression Coefficientsfor
Physical Health Outcomes

Score Less Than 40 on SF-122 In Fair to Poor Health Currently Smokes
Parameter Standard Parameter Standard Parameter ~ Standard

Variable Estimate Error p-Vaue Estimate Error p-Vaue Estimate Error p-Vaue
Constant -0.037 0115 0.747 -0.040 0.061  0.507 0.308 0.122 0.011 *
Site

Cuyahoga County -0.001 0.020 0.970 0.004 0.010 0.727 0.014 0.021 0.585

Los Angeles County -0.029 0021 0.165 -0.010 0.011 0.384 -0.118 0.022 0.000 ***

Miami-Dade County -0.005 0020 0.815 0.010 0.011 0.368 -0.165 0.021 0.000 ***
Race/ethnicity

Black -0.032 0.057 0578 -0.052 0.029 0.079 0.051 0.058 0.387

Hispanic 0.029 0.058 0.612 -0.014 0.030 0.652 -0.064 0.060 0.280

White -0.043 0.064 0.501 -0.049 0.033 0.144 0.266 0.066 0.000 ***
IsaU.S. citizen -0.081 0.028 0.004 ** 0.006 0.014 0.657 0.112 0.029 0.000 ***
Education

Less than high school/GED 0.029 0.016 0.067 0.029 0.008  0.001 *** 0.114 0.017 0.000 ***

More than high school/GED 0.002 0.020 0.906 0.019 0.010 0.006 ** -0.022 0.021 0.301
Number of children in household 0.020 0.005 0.000 *** -0.007 0.003 0.013 -0.019 0.006 0.001 ***
Child under age 6 in household 0.002 0.017 0.915 -0.016 0.009 0.071 -0.033 0.018 0.066
Living with a partner/husband -0.016 0.018 0.386 -0.007 0.010 0494 -0.008 0.019 0.672
Months el apsed between May

1995 and interview date -0.002 0.002 0.393 0.000 0.001 0.993 -0.008 0.002 0.000 ***

(continued)



Appendix Table E.2 (continued)
Score L ess Than 40 on SF-12°2 In Fair to Poor Health Currently Smokes
Parameter Standard Parameter Standard Parameter ~ Standard
Variable Estimate Error p-Vdue Estimate Error p-Vaue Estimate Error p-Vaue
Work/welfar e status
-0.129 0.023  0.000 *** -0.060 0.012  0.000 **’ -0.079 0.024 0.001 ***
-0.097 0.027  0.000 *** -0.050 0.014  0.000 **’ -0.004 0.028 0.894
0023 0.161 0.014 0.012 0.243 0.028 0.024 0.244
25.5 39.8

Working, not on welfare
Working, on welfare
Not working, on welfare -0.033

23.9

Samplesize
SOURCE: MDRC calculations from the Urban Change Respondent Survey.
@The Short Form 12 Health Survey (SF-12) isa 12-item scale providing a generic, multidimensional measure of physical or mental health status. It is standardized
utilizing a sample of the general U.S. population to a mean of 50 and a standard deviation of 10. Different versions of the instrument inadvertently omitted response

NOTES:
options for two questions. To account for this oversight, responses to the remaining options for these two questions were weighted.
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Appendix TableE.3

Estimated Regression Coefficientsfor
Mental Health Outcomes

CES-D More Than 16° Used Drugs, Past Month

Physically Abused, Past 12 Months

Parameter  Standard Parameter Standard Parameter Standard

Variable Estimate Error p-Value Estimate Error p-Vaue Estimate Error p-Value
Constant 0.759 0.134  0.000 *** 0.246 0.078  0.002 ** 0.059 0.077 0.443
Site

Cuyahoga County 0.008 0.023  0.707 -0.036 0.013  0.007 ** -0.014 0.013 0.293

Los Angeles County -0.270 0.024 0261 -0.058 0.014  0.000 *** -0.038 0.014 0.006 **

Miami-Dade County 0.014 0.023 0560 -0.084 0.014  0.000 *** -0.020 0.013 0.140
Race/ethnicity

Black -0.066 0.066 0315 0.029 0.038  0.440 0.011 0.037 0.769

Hispanic -0.051 0.067  0.448 -0.044 0.039  0.262 0.007 0.038 0.845

White 0.012 0.074  0.869 0.000 0.043  0.991 0.036 0.042 0.395
IsaU.S. citizen 0.059 0.032 0078 0.016 0019 0.395 0.042 0.018 0.023 *
Age 0.003 0.001 0012 * 0.000 0.001 0.488 0.000 0.001 0.974
Education

Less than high school/GED 0.084 0.018  0.000 *** 0.009 0011 0.401 0.010 0.011 0.320

More than high school/GED -0.081 0.023  0.000 *** -0.027 0013 0.045* -0.010 0.013 0.458
Number of children in household -0.016 0.006  0.046 * -0.010 0.004  0.008 ** 0.002 0.004 0.657
Child under age 6 in household -0.031 0.019 0113 -0.023 0.011 0.046 * 0.005 0.011 0.650
Living with a partner/husband -0.038 0.021 0073 0.011 0.016 0.345 -0.005 0.012 0.667
Months elapsed between May

1995 and interview date -0.008 0.002  0.001 *** -0.002 0001 0.179 0.000 0.001 0.742

(continued)



Appendix Table E.3 (continued)
CES-D More Than 16 Used Drugs, Past Month Physically Abused, Past 12 Months
Parameter  Standard Parameter Standard Parameter Standard
Variable Estimate Error p-Value Estimate Error p-Vaue Estimate Error p-Vaue
Work/welfare status
Working, not on welfare -0.126 0.027  0.000 *** -0.038 0016 0.015* -0.049 0.015 0.001 ***
Working, on welfare -0.055 0.031 0.079 0.005 0.018 0.785 -0.038 0.018 0.035 *
Not working, on welfare 0.016 0.027 0556 0.009 0016 0.579 -0.014 0.015 0.368
Samplesize 49.6 9.2 8.8
SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTE:

depression.

-GG¢-

3Risk of depression was assessed utilizing standard criteria for the Center for Epidemiological Studies-Depression (CES-D) scale. CES-D scores range from 0 to 60
A scorelessthan 16 is categorized as at low risk, a score of 16 to 23 is categorized as at moderate risk, and a score greater than 23 is classified as at high risk of
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Appendix TableE.4

Estimated Regression Coefficientsfor
Health Insurance Outcomes

Ever Insured, Past Y ear Uninsured, Past Month
Parameter Standard Parameter Standard

Variable Estimate Error p-Value Estimate Error p-Vaue
Constant 0.319 0.118 0.007 ** 0.371 0.080 0.000 ***
Site

Cuyahoga County 0.096 0.020 0.000 *** 0.018 0.014 0.190

Los Angeles County 0.018 0.021 0.576 0.024 0.014 0.089

Miami-Dade County 0.065 0.020 0.002 ** 0.048 0.014 0.001 ***
Race/ethnicity

Black -0.043 0.056 0.447 -0.080 0.038 0.038 *

Hispanic -0.039 0.057 0.500 -0.053 0.039 0.179

White 0.059 0.064 0.351 -0.043 0.043 0.323
IsaU.S. citizen -0.062 0.029 0.032 * -0.050 0.019 0.010 **
Age 0.000 0.001 0.542 0.001 0.001 0.129
Education

Less than high school/GED 0.020 0.016 0.229 0.012 0.011 0.268

More than high school/GED -0.010 0.020 0.616 -0.004 0.014 0.005 **
Number of children in household -0.023 0.006 0.000 *** -0.019 0.004 0.000 ***
Child under age 6 in household -0.051 0.017 0.003 ** -0.032 0.012 0.006 **
Living with a partner/husband 0.002 0.019 0.900 0.021 0.013 0.097
Months elapsed between May

1995 and interview date 0.007 0.002 0.001 *** 0.000 0.001 0.768
Work/welfar e status

Working, not on welfare -0.089 0.025 0.000 *=** -0.045 0.017 0.007 **

Working, on welfare -0.289 0.024 0.000 *** -0.219 0.019 0.000 ***

Not working, on welfare -0.268 0.024 0.000 *** -0.213 0.017 0.000 ***

Samplesize 30.4 423.0

SOURCE: MDRC calculations from the Urban Change Respondent Survey.



WASTA

The Project on Devolution and Urban Change
Appendix TableE.5

Estimated Regression Coefficientsfor
Health Care AccessyUtilization Outcomes

Has a Usua Source of Care Access Harder Than Before Unmet Medical Care Need
Parameter  Standard Parameter  Standard Parameter  Standard

Variable Estimate Error p-Vaue Estimate Error p-Vaue Estimate Error p-Vaue
Constant 0.858 0.082 0.000 *** 0.189 0.124 0.128 0.293 0.109 0.007 **
Site

Cuyahoga County -0.014 0.014 0.310 0.061 0.021 0.004 ** 0.057 0.019 0.002 **

Los Angeles County -0.057 0.082 0.000 **=* 0.021 0.022 0.329 0.103 0.019 0.000 ***

Miami-Dade County -0.032 0.015 0.031* 0.079 0.022  0.000 *** 0.076 0.020 0.000 ***
Race/ethnicity

Black 0.050 0.040 0.203 -0.044 0.059 0.462 -0.110 0.052 0.036 *

Hispanic 0.013 0.040 0.756 0.030 0.028 0.624 -0.086 0.053 0.110

White -0.011 0.045 0.807 0.031 0.067 0.643 -0.045 0.059 0.444
IsaU.S. citizen 0.106 0.019 0.000 *** -0.013 0.030 0.660 -0.023 0.026 0.365 ***
Age 0.000 0.001 0.686 0.003 0.001  0.050 *
Education

Less than high school/GED 0.004 0.011 0.721 0.014 0.017  0.400 0.037 0.015 0.014 *

More than high school/GED 0.038 0.014 0.007 ** -0.021 0.022 0.336 0.032 0.019 0.090 **
Number of children in household 0.003 0.004 0.459 -0.006 0.006 0.291 -0.014 0.005 0.006 **
Child under age 6 in household 0.026 0.012 0.031* -0.022 0.018 0.221 -0.022 0.016 0.162
Living with a partner/husband 0.001 0.013 0.910 -0.036 0.020 0.067 0.078 0.017 0.000 ***
Months elapsed between May

1995 and interview date -0.004 0.001 0.005 ** 0.003 0.002 0.114 0.000 0.002 0.877

(continued)



Appendix Table E.5 (continued)
Has a Usual Source of Care Access Harder Than Before Unmet Medical Care Need
Parameter  Standard Parameter  Standard Parameter  Standard
Variable Estimate Error p-Value Estimate Error p-Vaue Estimate Error p-Vaue
Work/welfar e status
Working, not on welfare 0.012 0.016 0.478 ** -0.002 0.025 0.940 -0.033 0.022 0.125
Working, on welfare 0.059 0.019 0.002 ** -0.091 0.029  0.002 ** -0.195 0.025 0.000 ***
Not working, on welfare 0.075 0.016 0.000 *** -0.101 0.025  0.000 *** -0.181 0.022 0.000 ***
88.8 32.6 29.7

Sample size
SOURCE: MDRC calculations from the Urban Change Respondent Survey.
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Appendix TableE.6

Estimated Regression Coefficientsfor

Children'sHealth Care Access/Utilization Outcomes

Any Child with Disability Limiting Work
Parameter  Standard

Any Uninsured Child, Prior Month
Parameter  Standard

Variable Estimate Error p-Value Estimate Error p-Vaue
Constant -0.094 0.107 0.377 0.402 0.097 0.000 ***
Site

Cuyahoga County 0.005 0.018 0.776 0.018 0.016 0.265

Los Angeles County -0.019 0.019 0.326 0.059 0.017 0.001 ***

Miami-Dade County -0.005 0.019 0.796 0.043 0.017 0.010 **
Race/ethnicity

Black 0.027 0.051 0.604 -0.041 0.047 0.375

Hispanic 0.070 0.052 0.179 -0.008 0.047 0.864

White 0.065 0.058 0.265 0.016 0.053 0.769
IsaU.S. citizen 0.136 0.025 0.000 *** -0.097 0.023 0.000 ***
Age 0.000 0.001 0.703 0.005 0.001 0.000 ***
Education

Less than high school/GED 0.009 0.015 0.558 0.003 0.013 0.819

More than high school/GED -0.005 0.018 0.79%4 -0.039 0.017 0.021 **
Number of children in household 0.027 0.005 0.000 *** -0.006 0.005 0.244
Child under age 6 in household -0.007 0.015 0.669 -0.028 0.014 0.044 **
Living with a partner/husband 0.007 0.017 0.661 0.024 0.015 0.113
Months el apsed between May

1995 and interview date 0.002 0.002 0.323 ** -0.003 0.002 0.050 *

(continued)
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Appendix Table E.6 (continued)
Any Uninsured Child, Prior Month
Parameter  Standard p-Vaue

Any Child with Disability Limiting Work
Parameter  Standard p-Value
Variable Estimate Error Estimate Error
Work/welfar e status
Working, not on welfare -0.082 0.022 0.000 ** -0.045 0.020 0.024
-0.033 0.025 0.190 ** -0.026 0.023 0.000 ***
0.026 0.022 0.229 *** -0.259 0.020 0.000 ***
19.8 16.5

Working, on welfare
Not working, on welfare

Sample size
SOURCE: MDRC calculations from the Urban Change Respondent Survey.
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Appendix TableF.1
Household Food Security Scale, Item Frequencies

In the Past 12 Months...

Sample
Affirming (%)

Stage 1 Questions

1. Worried that our food would run out before we got money to buy more. 65.3
2. Food that we bought just didn’t last and we didn’t have money to get more. 56.2
3. Couldn’t afford to eat balanced meals. 34.8
4. Relied on only afew kinds of low-cost food to feed my children because

| was running out of money to buy food.? 47.9
5. Couldn’t feed my children a balanced meal, because | couldn’t afford that .2 29.7
Stage 2 Questions
6. My children weren't eating enough because | just couldn’t afford enough food.? 175
7. Adult in household cut the size of meals or skipped meals because

there wasn’t enough money for food. 214
8. Adult cut or skipped meals for 3 or more months. 16.7
9. Atelessthan | felt | should because there wasn’t enough money for food. 25.2
10. Hungry but didn’t eat because | couldn’t afford enough food. 141
11. Lost weight because | didn’t have enough money for food. 85
Stage 3 Questions
12. Adult in household did not eat for awhole day because 8.7

there wasn’t enough money for food.
13. Adult did not eat for awhole day during 3 or more months. 6.6
14. Cut the size of children’s meals because there wasn’t enough money for food.? 82
15. Children skipped meals because there wasn’t enough money for food.? 50
16. Children skipped meals during three or more months.? 4.0
17. Children were hungry, but | just couldn’t afford more food? 5.6
18. Children ever not eaten for awhole day because there wasn't

enough money for food2 16

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES: The Household Food Security Scale is administered in three stages; respondents affirming
(indicating agreement with) any of the first five questions are asked questionsin stage 2, and those
affirming any stage 2 questions are asked questions in stage 3. The percentages shown are for the entire

sample of Urban Change survey respondents who completed the stage 1 questions.
@Househol ds without children are not asked items 4, 5, 6, 14, 15, 16, 17, or 18.
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Appendix TableF.2

Individual Item Responses for SF-12

Question Percentage

In general, how would you say your health is?

Excellent 181
Very good 24.2
Good 30.2
Fair 194
Poor 54

How often does your health limit moder ate activities?®

Limited alot 17.3
Limited alittle 18.9
Not limited at all 60.8

How often does your health limit climbing flights of stairs?

Limited alot 195
Limited alittle 23.2
Not limited at all 54.0

During the past month have vou:

Accomplished less than you would have liked as aresult of your physical health?

Yes 34.4

No 61.9
Been limited in the kind of work or other activities?

Yes 27.3

No 68.5

Accomplished less than you would have liked as aresult of any emotional problems?
Yes 32.8
No 63.5

Not done work or other activities as carefully as usual?
Yes 25.2
No 70.7

During the past month, how much did pain interfere with your normal work?

Not at all 479
A little bit 24.7
Moderately 9.0
Quite a hit 10.2
Extremely 4.7

(continued)



Appendix Table F.2 (continued)

Question Percentage

During the past month, how often have vou felt calm and peaceful ?

None of thetime
A little of thetime
Some of thetime
Most of thetime
All of thetime

During the past month, how often have you felt ener getic?

None of thetime
A little of thetime
Some of thetime
Most of thetime
All of thetime

During the past month, how often have you felt downhearted and blue?

None of thetime
A little of thetime
Some of the time
Most of thetime
All of thetime

During the past month, how often have your physical health
or_emotional problemsinterfered with vour social activities?

None of thetime
A little of thetime
Some of thetime
Most of thetime
All of thetime

8.3
16.7
27.2
311
134

8.6
156
29.8
28.2
14.5

28.3
28.2
25.6
9.7
5.1

50.5
17.8
17.0
75
4.0

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES:

aThe Short Form 12 Health Survey (SF-12) is a 12-item scale providing a generic, multidimensional
measure of physical or mental health status. It is standardized utilizing a sample of the general U.S.

population to a mean of 50 and a standard deviation of 10. Different versions of the instrument inadvertently
omitted response options for two questions. To account for this oversight, responses to the remaining options

for these two questions were weighted.
bFor example, moving atable.
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Appendix Table F.3

Individual Item Responsesfor CES-D?

Frequency
LessThan Oneto Two Threeto Fiveto
Item One Day? Days Four Days Seven Dayst
During the past week:

| was bothered by things that don't usually bother me 427 32.4 143 838
My appetite was poor 46.3 27.4 16.8 7.8
| could not shake off blues even with help from family 50 22.9 149 104
| felt just as good as other people 16 12.8 15.6 53.7
| had trouble keeping my mind on what | was doing 47 28.2 136 89
| felt depressed 394 28.9 157 135
| felt everything | did was an effort 27.2 21.6 20.7 27.3
| felt hopeful about the future 17.3 15.6 214 427
| thought my life was afailure 58.6 18.5 10.8 81
| felt fearful 59.1 19 1 71
My sleep was restless 39.3 26.3 171 14.4
| was happy 117 16.7 278 412
| talked less than usua 432 274 17.8 88
| felt lonely 45.6 23.7 14.6 135
| felt people were unfriendly 56.3 23.3 1 6.3
| enjoyed life 11.8 12.4 19.7 52.8
| had crying spells 58.8 17.7 115 9.1
| felt sad 44.4 284 14 105
| felt that people didiked me 66.4 16.5 82 6.3
| could not get going 51.2 26.5 123 7.4

SOURCE: MDRC calculations from the Urban Change Respondent Survey.

NOTES:

aRisk of depression was assessed utilizing standard criteria for the Center for Epidemiological Studies-

Depression (CES-D) scale. CES-D scores range from 0 to 60. A score less than 16 is categorized as at low risk,
ascore of 16 to 23 is categorized as at moderate risk, and a score greater than 23 is classified as at high risk of

depression.

bRarely or none of thetime.
“Some or alittle of the time.
dQOccasionally or amoderate amount of the time.

®Most or all of the time.
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