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Health of Boston’s Children

Introduction

Welcome to Health of Boston’s Children: Parent and Caregiver Perspectives! This report presents
findings from the 2012 Boston Survey of Children’s Health (BSCH), one part of the three-part Boston
Child Health Study collaboration between the Boston Public Health Commission and Boston Children’s
Hospital. The study aims to provide information about child health that will inform policies and programs
across the city. In addition to the BSCH, the study includes a neighborhood environmental assessment
and a child health care utilization analysis. Together, the three parts of the study provide data about the
health of children living in Boston, experiences of families raising children in the city, children’s use of
health and related services, and the environments in which children live, learn, play, and grow. The study
addresses important gaps in our knowledge of Boston children’s health. First, it provides data at the city
level as well as for specific subpopulations such as racial and ethnic groups, gender groups, and family
income level. Second, it provides information about children of all ages (from 0 to 17); past studies have
focused on infancy and early childhood and on teens, but have left gaps in our knowledge about school
aged children. Third, it focuses on the environments in which Boston children live. Research over the past
decade makes clear that a child’s environment, including his or her social environment, has tremendous
influence on health status not just in childhood but across the life span [1, 2, 3]. The Boston Child Health
Study embraces this understanding, providing insight upon which to build a healthier Boston.

The BSCH, which is the primary data source for this report, presents the perspectives of parents and
caregivers of Boston children on a wide range of child health issues. These perspectives were gathered
through a random digit dial phone survey modeled after the National Survey of Children’s Health (NSCH).
The National Survey of Children’s Health has been implemented three times in the past 10 years by the
federal Maternal and Child Health Bureau and the National Center for Health Statistics, providing national
and state-level data on a wide range of issues impacting child health. By using a similar survey design
that includes many questions from the NSCH, the BSCH provides data that will, for the first time, make it
possible to compare outcomes for children in Boston with those for Massachusetts and the nation as

a whole.

The two additional components of the Boston Child Health Study will be featured in separate reports
to be issued in the future. The first, an assessment of neighborhood environment based on citywide
GIS analysis and in-depth environmental scans in three Boston communities will be released in winter
of 2013-2014. The final report in the series will present data on child health care utilization based on
analysis of insurance data.

References:

1. Williams, D. R., Mohammed, S. A., Leavell, J., & Collins, C. (2010). Race, socioeconomic status, and health:
complexities, ongoing challenges, and research opportunities. Annals of the New York Academy of Sciences,
1186(1), 69-101.
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Report Overview

This report begins with an executive summary and is followed by a section on health equity and social
determinants of health, which presents well-documented inequities in child health, explains the social
determinants central to the persistence of these inequities, and provides context that highlights the
importance of the information presented in the rest of the report. This is followed by a description of the
Boston Survey of Children’s Health (BSCH) methods and a section called “Note to Readers”, which is a
compilation of answers to questions readers may have as they review this report.

Next, Chapters 1-7 present information related to different aspects of child health. Chapter 1 presents
demographic and socioeconomic information about Boston children and families; Chapter 2 provides
data on health, utilization of health services, and family experiences with the health care system; Chapter
3 presents findings on health and wellness-related experiences and behaviors centered in the home;
Chapter 4 provides information on child and parent or caregiver experiences centered at school; Chapter
5 presents data on community-level experiences related to health and well-being among children and
parents or caregivers; Chapter 6 provides data on the health and experiences specific to Boston children
with special health care needs and their families; and Chapter 7 presents findings relating to parent and
caregiver health and experiences raising children in Boston.

Each chapter is divided into sections that first provide information and context from the literature about
how the indicators presented in the section relate to child health and why they are important, followed by
findings from the BSCH, and in some cases the U.S. Census Bureau. Findings are presented in tables
and charts that show prevalence of experiences or outcomes; comparisons between Boston children and
children statewide or nationally; and comparisons by different variables such as race and ethnicity, family
income, gender, age, and more. Important findings and differences are highlighted in text below each
table. Each chapter also ends with a summary of key messages and findings.
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Executive Summary

Health of Boston’s Children: Parent and Caregiver Perspectives provides information about the health of
children living in the city of Boston through parent and caregiver perceptions about their children’s health,
health-related resources, and quality of life. It is based on the Boston Survey of Children’s Health (BSCH)
— a citywide phone survey of 2,100 Boston parents and caregivers. Findings presented throughout this
report for Massachusetts and the United States are based on the National Survey of Children’s Health.
This report does not identify causality or make policy recommendations for observed child health and
social realities. Rather, the purpose of Health of Boston’s Children: Parent and Caregiver Perspectives

is to provide descriptive information about the health and related experiences of Boston children and
families in order to encourage dialogue, inform policy and practice, and stimulate further research aimed
at eliminating health inequities and improving the health of Boston’s children. What follows is a brief
summary of some of the descriptive information presented in this report.

Health Equity and Social Determinants of Health

Health inequities are differences in health outcomes across social groups that are systemic, avoidable,
unfair, and rooted in social and economic inequality [1]. Achieving health equity in our society requires
that every person, regardless of his or her social position or socially defined circumstances, has equal
opportunity to attain his or her full health potential [1]. To pursue health equity, it is crucial to first
understand the persistent health inequities that exist in our communities.

Inequities between health outcomes of White children and children of other racial and ethnic groups in
the United States have been well documented. For example, White children have lower rates of cerebral
palsy, HIV/AIDS and spina bifida than Black children and Hispanic children [2]. White children also have
fewer emergency department visits and hospitalizations for asthma and have better glycemic control with
type 1 diabetes than Black children and Hispanic children [2].

Although well documented, health inequities among children may be difficult to detect in studies such
as BSCH given the relatively small sample size and low prevalence of diseases in the child population.
What this survey and report do provide is unprecedented information on social conditions across groups
of Boston children and families that are known to contribute to health inequities. These conditions are
referred to as social determinants of health. Social determinants of health are non-biological factors that
directly impact health and well-being. For child health, these factors include the safety and stability of a
child’s home and community, access to healthy foods, convenient transportation, health services, and
good schools, among multiple other factors [3].

In the United States, racism creates and perpetuates health inequities among children and adults. Many
of the social inequities discussed above have origins in discriminatory laws, policies, and practices that
have historically denied people of color the right to earn income, own property, and accumulate wealth
[4]. Racism continues to drive health inequities today, as people of color are faced with discrimination

in virtually every aspect of life, including employment, access to healthy foods and encounters with

the criminal justice system [3, 4, 5, 6]. Research suggests that in addition to limiting people of color’s
ability to access health promoting resources such as health care, high quality housing, neighborhoods
and schools, experiences with pervasive racial discrimination may result in stress that can be harmful

to health [4, 7]. Understanding the multi-layered impact of racism on all aspects of society, including
socioeconomic status, health behaviors, neighborhood environment, and individual experiences of racism
and stress, is essential to addressing racial health inequities. The effects of racism and discrimination on
child health are even more complex, given that children’s experiences with racism and their responses
are affected by stage of cognitive and social development, as well as family and caregiver experiences
with racism [7].
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Demographic Profile of Boston Children and Families

This chapter provides context for subsequent chapters by presenting demographic and socioeconomic
information relevant to child health and well-being.

Key demographic findings presented in this chapter:

» Family households (with and without children) account for 46.0% of all households in Boston.
Twenty-three percent of households were family households with children ages 0-17. The overall
Boston population of children under age 18 was 116,559 in the year 2000 and 103,710 in 2010, a
decrease of about 11% over the 10 years.

+ Black and Latino children make up the highest percentages of Boston children at 33.2% and 30.1%
respectively.

» About 92% of Boston children were born in the United States. Higher percentages of Asian and Latino
children were born outside the United States than White children. The percentage for Black children
born outside the United States was similar to White children.

» English was the primary language most widely spoken in Boston children’s homes (77.7%) followed
by Spanish (16.2%). The BSCH was only conducted in English and Spanish; thus, children who
primarily speak other languages at home may be underrepresented.

Key findings related to socioeconomic status:

* More than a quarter of families with children lived in poverty. North Dorchester and Roxbury have
significantly higher percentages of families with children living in poverty than the city overall (39.2%
and 46.0% respectively).

» Higher percentages of White children lived in households with higher incomes and families and in
which a parent or caregiver had at least a bachelor’s degree than Asian, Black, and Latino children.

Child Health Status and Utilization of Health Services

Data presented in this chapter about child health and health care utilization can be used to address the
health of children in Boston, improve systems of care for children and families, and identify paths for
future research.

Key survey findings related to health status from this chapter include:

» Lower percentages of Boston children were in very good or excellent general health and very good or
excellent dental health than Massachusetts children.

» Higher percentages of White children and children who lived in households with higher family
incomes and increased parent or caregiver educational attainment had good or better general and
dental health than Black and Latino children, children who lived in households with lower family
incomes, and children whose parents and caregivers had less educational attainment respectively.

» A higher percentage of Boston children were overweight or obese than children in Massachusetts and
the United States.

» A higher percentage of children living in households with family income below the federal poverty
level (FPL) were born prematurely than children living in households with income 400% or more of
FPL.
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Key findings related to the utilization of health services include:

* Almost 93% of Boston children had at least one usual place of care, and for most children this was a
community health center, doctor’s office, and/or hospital outpatient department. A higher percentage
of Black children went to the emergency room for care than White children.

» A higher percentage of Boston children received preventive medical care than children living in the
United States. Higher percentages of White children, children who lived in higher-income households,
and children who had health insurance other than MassHealth/Medicaid received preventive medical
care than Black and Latino children, children in lower-income families, and children with MassHealth/
Medicaid.

* Insurance coverage for Boston children was higher than the national average, but lower than the
statewide percentage for Massachusetts.

» Major problems encountered by parents or caregivers when their children needed medical care
in the past year included the inability to take time off from work and inadequate health insurance.
Higher percentages of children in lower-income families and Black and Latino children had parents
or caregivers who reported problems paying their child’s medical bills in the past year than children in
higher-income families and White children respectively.

» A higher percentage of children who lived in lower-income households had parents or caregivers who
frequently felt that doctors did not do everything they should for their child’s medical care.

Children at Home

Family structure and parent or caregiver marital status can impact family dynamics and children’s
experiences at home. BSCH results reveal that:

* The most common family structures are two-parent biological or adoptive families (47.3%) and
mother-only (no father present) families (39.4%). Higher percentages of Black and Latino children
and children living in lower-income households lived in families headed by single mothers than White
children and children from higher-income households respectively.

» About 55% of Boston children lived with parents or caregivers who were currently married.

The home is the largest asset for most families and homeownership is associated with residential stability.
Key findings from this section include:

+ Forty-two percent of Boston children lived in homes owned by their parents or caregivers. Higher
percentages of White children and children with married parents or caregivers live in owned homes
than Asian, Black, or Latino children and children with unmarried parents or caregivers.

» Higher percentages of Black and Latino children and children in fair or poor general health had
changed residence more than twice than White children and children in good or better general health.

+ Children in fair or poor health were disproportionately represented in public housing and households
that receive rental assistance.

Positive experiences at home can promote resilience in children while negative experiences increase
vulnerability. Key findings about Boston children’s experiences in the home include:

+ Alower percentage of Boston children had meals with their family on a regular basis than children in
Massachusetts and the United States.
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Higher percentages of children in public housing or in households that received rental assistance
lived with smokers than children whose families did not receive governmental housing assistance.

Nine percent of Boston children had been exposed to three or more ACEs (Adverse Childhood
Experiences), which is similar to percentages for Massachusetts and the United States.

Experiences in infancy and early childhood can shape future health and development and are often
centered in the home. The BSCH found that:

A majority of Boston children (81.2%) were given breast milk for some period of time with similar
percentages across racial and ethnic groups. A lower percentage of children with special health care
needs were ever fed breast milk than children without special health care needs.

Percentages of children whose parents participated in infant home-visiting programs were similar
across racial and ethnic groups and parent or caregiver educational attainment.

The percentage of children who received 10 or more hours of childcare per week from a non-relative
was higher in Boston than in the United States overall but similar to Massachusetts.

Children at School

Experiences with school, including parent or caregiver perceptions of the school environment, can affect
children’s present health and well-being and influence their aspirations and opportunities for the future.
Main findings from this chapter include:

About 70% of Boston school-aged children were enrolled in public school. Higher percentages of
Black and Latino children were enrolled in public school than White children, and a higher percentage
of White children were enrolled in private or parochial school than Black and Latino children. A higher
percentage of children whose parents or caregivers had higher educational attainment attended
private or parochial school or were home-schooled than children whose parents or caregivers had
less education.

A higher percentage of Latino children in Boston had repeated a grade in school since starting
kindergarten than White children. A higher percentage of children in fair or poor health had repeated a
grade in school since starting kindergarten than children in good or better health.

There were no differences in school attendance by racial and ethnic group or by child’s general health
status.

Parents’ and caregivers’ satisfaction with the quality of their child’s education did not differ by child’s
racial and ethnic group or type of school, but a higher percentage of children in good or better general
health had parents or caregivers who were satisfied with the quality of their child’s education than
children in fair or poor health.

Over one-quarter (27.1%) of Boston school-aged children were bullied in the past year.

Children and Families in Boston Communities

Encounters that children and families have within their communities influence child health, well-being, and
quality of life. Data presented in this chapter show that:

A lower percentage of children in Boston participated in afterschool activities or had used community
recreation centers, parks, and playgrounds than children in Massachusetts and the United States
overall.

11
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* A higher percentage of White children than Black or Latino children had been to a park or playground
in the past year.

» Higher percentages of White children engaged in vigorous physical activity outside the school setting
than Black and Latino children.

» Almost 16% of Boston children had witnessed violence in their neighborhoods. Nearly twenty percent
of both Black and Latino children reported witnessing violence compared to 5% of White children.

Children with Special Health Care Needs at Home, in School, and in the Community

Children with special health care needs (CSHCN) are a diverse population in terms of demographics and
experiences with the health care system, at home, and in the community.

* The percentage of CSHCN in Boston (19.3%) was similar to the percentage for Massachusetts and
the United States.

» Alower percentage of CSHCN lived in two-parent families than non-CSHCN and a higher percentage
of CSHCN lived in households receiving public rental assistance than non-CSHCN.

» A higher percentage of CSHCN had been exposed to three or more ACEs (Adverse Childhood
Experiences) than non-CSHCN.

* Among children ages six to seventeen, a higher percentage of non-CSHCN participated in a sport or
club activity than CSHCN. There was no difference in participation of children with and without special
health care needs at a community or recreation center in the past year.

Parent and Caregiver Experiences Raising Children in Boston

Parents and caregivers are among the most influential people in children’s lives. As such, their
experiences and their health and well-being are important to consider among the factors that shape child
health. Key findings from this chapter include:

+ Over 60% of Boston children had parents or caregivers in excellent or very good general and mental
health. A higher percentage of children in good or better health had a parent or caregiver in good or
better health, and a higher percentage of children in fair or poor health had a parent or caregiver in
fair or poor health. A higher percentage of White children had parents or caregivers in good or better
general health and mental health than Black and Latino children.

» About 64% of Boston children had parents or caregivers who reported they were coping very well
with the demands of parenthood, a percentage higher than in Massachusetts overall but similar to
the percentage nationally. A lower percentage of Boston children had parents who reported that they
never or rarely felt angry with their child recently compared to Massachusetts and the United States
overall.

+ Sixteen percent of Boston children had parents or caregivers who encountered employment-related
difficulties due to issues with childcare.
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Health Equity and Social Determinants of Health

Achieving health equity in our society requires that every person, regardless of his or her social position
or socially defined circumstances, has equal opportunity to attain his or her full health potential [1].

To pursue health equity, it is crucial to first understand the persistent health inequities that exist in our
communities.

Health inequities are differences in health outcomes across social groups that are systemic, avoidable,
unfair, and rooted in social and economic inequality [1]. Not all group differences in health outcomes

are inequitable, of course. For example, people over the age of 60 have high rates of chronic disease
compared with younger people because of changes that occur as the human body ages. However, if a
sub-population of people over the age of 30 had the same rate of chronic disease as is typical for people
over the age of 60, this difference would be considered a health inequity because it suggests that social
conditions, rather than biological factors, limited this sub-population’s ability to attain optimal health.

Inequities between health outcomes of White children and children of other racial groups in the United
States have been well documented. For example, White children have lower rates of cerebral palsy, HIV/
AIDS, and spina bifida than Black children and Hispanic children [2]. White children also have fewer
emergency department visits and hospitalizations for asthma and have better glycemic control with type
1 diabetes than Black children and Hispanic children [2]. It has also been shown that while Black children
tend to show more symptoms of ADHD than White children, they are less likely to be diagnosed [2].

Similar health inequities by race and ethnicity can be seen in US childhood mortality data, which show
that White children die less often from asthma and diabetes and survive longer with Down syndrome,
traumatic brain injury, and acute leukemia than Black and Hispanic children [2]. In fact, overall childhood
mortality rates in the United States are higher for African-American children, Native Hawaiian children,
and Puerto-Rican children than for White children [3].

Although well documented, similar differences in health outcomes among children may be difficult to
detect in studies such as the BSCH given the sample size and the relatively low prevalence of diseases
in the child population. What this survey and report do provide is unprecedented information on social
conditions across groups of Boston children and families that are known to contribute to health inequities.
These conditions are referred to as social determinants of health.

Social determinants of health are non-biological factors that directly impact health and well-being. For
child health, these factors include the safety and stability of a child’s home and community, as well as his
or her access to healthy foods, convenient transportation, health services, and good schools [4]. They
also include exposures to environmental toxins, violence, and family stress that are harmful to health

[4]. Globally, researchers from the World Health Organization have demonstrated the importance of
social determinants, noting that social position is closely tied to health outcomes [5]. In the United States,
unequal access to resources that promote health and unequal exposure to health risks are largely based
on these socially constructed characteristics and central to child health inequities [4].

Literature shows differences in the following social determinants of child health across racial and ethnic
groups in the United States:

- Housing conditions [6, 7, 8, 9]

- Neighborhood conditions and the built environment [10, 11]

- Exposure to violence [12]

- Opportunities for physical activity [10]

- Access to healthy food [13]

- Parental employment and educational attainment [14, 4]

- Health insurance coverage [15]

- Access to health care [15, 16]
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In this report, you will see similar differences in access to resources and social experiences among
Boston children based on race and ethnicity.

While most of the social determinants mentioned are linked in some way to economic position, social
determinants of health are not limited to forms of material deprivation. Social marginalization, defined as
consistently being made to feel “less than” others, has also been shown to take a toll on health [17]. For
example, Boston data show that college-educated Black women not only experience significantly higher
rates of low-birth weight deliveries than college-educated White women, but also experience higher rates
of low-birth weight deliveries that White women with less than a high school education [18]. Since higher
education is generally associated with improved birth outcomes, these data suggest an important inequity
rooted in the social marginalization of highly-educated Black women [18].

Racism and Health Equity

In the United States, racism creates and perpetuates health inequities among children and adults. Many
of the social inequities discussed above have origins in discriminatory laws, policies, and practices that
have historically denied people of color the right to earn income, own property, and accumulate wealth
[19]. Racism continues to drive health inequities today, as people of color are faced with discrimination

in virtually every aspect of life, including employment, access to healthy foods and encounters with the
criminal justice system. A field study on employment discrimination conducted in Boston and Chicago
showed that resumes with “White-sounding” names elicited over 50% more call backs and interviews for
employment than the same resumes with “Black-sounding” names [20]. Furthermore, improvements of
the credentials and quality of resumes with “Black-sounding” names resulted in little to no increase in call
backs or interviews; while improvements made to resumes with “White-sounding” names resulted in about
a 30% increase in call backs and interviews [20]. Results were similar across all industries [20].

Another study on access to healthy foods, showed that predominantly Black communities, regardless of
income, had significantly more fast food outlets and less healthy food options than White communities
[13]. Racial discrimination is also evidenced by the differential treatment of youth of color in the criminal
justice system [21]. Though a majority of juvenile arrests involve White youth, minority youth are more
likely to be detained, formally charged in juvenile court, and waived to adult criminal court than White
youth charged with the same crimes [21]. Minority youth are also vastly overrepresented in both juvenile
and adult prisons in nearly every state [21]. Research suggests that experiences with this pervasive racial
discrimination may result in stress that can be harmful to health [22]. These experiences also limit the
ability of people of color to access resources such as health care, high quality housing, neighborhoods
and schools, and in turn limit their opportunities to achieve optimal health [19].

Understanding the multi-layered impact of racism on all levels of society including socioeconomic
status, health behaviors, neighborhood environment, and individual experiences of racism and stress, is
essential to addressing racial health inequities. The effects of racism and discrimination on child health
are even more complex given that children’s experiences with racism and their response are affected by
stage of cognitive and social development, as well as family and caregiver experiences with racism [22].

Impact of Health Inequities from Childhood through Adulthood

Research shows that health inequities among children persist into adulthood [23, 24]. Poor health

and exposure to adverse social and environmental conditions in childhood have been associated with
low educational attainment, low income, premature onset and heightened risk of chronic disease, and
poor overall health in adulthood [23, 24]. Thus, understanding and eliminating child health inequities is
important for improving health and well-being in all communities.
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Approaches to Achieving Health Equity

More research is needed to fully understand the impact of racism and social marginalization on the
health of children and families. Health inequities will likely persist as long as social, economic, and
environmental resources are distributed unfairly and unequally. Approaches to eliminating health inequity
must be built on the understanding that social, economic, and environmental inequity are root causes

of the problem, and that improving these conditions is necessary to improving health outcomes among
children and families.

In this report, we hope to contribute to the process of working toward health equity for children and
families in Boston by collecting and sharing unprecedented information on the health and social
experiences of local children and families. It is our hope that this information will be useful for
understanding social determinants of health among Boston’s children and sparking conversations around
strategies to improve the health of all children.
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Methods

The Boston Survey of Children’s Health (BSCH) is a random digit dial phone survey of adult parents
and caregivers of children ages 0-17 years. The survey was implemented from April 2012 through
October 2012. The survey questionnaire and methodology are modeled after the National Survey of
Children’s Health (NSCH) to allow the opportunity to compare data for Boston children with national and
Massachusetts data.

National Survey of Children’s Health

The NSCH is a national parent and caregiver phone survey conducted in English, Spanish, Mandarin,
Cantonese, Vietnamese, and Korean [1]. The NSCH is sponsored by the federal Maternal and Child
Health Bureau, Heath Resources and Services Administration (HRSA), and implemented by the National
Center for Health Statistics of the Centers for Disease Control and Prevention (NCHS/CDC). To date,

it has been administered a total of three times (2003-2004, 2007-2008, and 2011-2012) [1]. Data are
collected from a random, nationwide sample of households with children, with over 1,800 participants
from each state [1]. Data for the NSCH are collected in a way that allows for national and state-by-state
comparisons of child health assessment and outcomes. All data are available to the public through

the Child and Adolescent Health Measurement Initiative (CAHMI) Data Resource Center at: www.
childhealthdata.org [1].

Similar to the BSCH, the purpose of the NSCH is to paint a comprehensive picture of children’s health
across the country, including their physical and social contexts. Topics in the NSCH survey include: child
and family demographics; access and use of health care services; physical and mental health status of
children and parents or caregivers; and information specific to early childhood, middle childhood and
adolescence.

By using a similar survey design that includes many questions from the NSCH, the BSCH provides data
that will, for the first time, make it possible to compare outcomes for children in Boston with those for
Massachusetts and the nation as a whole.

BSCH Questionnaire

In 2012, the BSCH was conducted for the first time in the city of Boston. The BSCH questionnaire was
developed by integrating the 2011-2012 NSCH questionnaire with additional questions identified by
stakeholders. The resulting BSCH questionnaire grouped questions into 15 topical sections:

Initial Demographics

Health and Functional Status

Health Insurance Coverage

Health Care Access and Utilization

Medical Home

Medical Mistrust and Discrimination

Early Childhood (0-5 years)

Middle Childhood and Adolescence (6-17 years)
9. Family Functioning

10. Sick to School and Work Days Lost

11. Parental Health

12. Neighborhood and Community Characteristics
13. Additional Demographics

14. Additional Health Insurance Questions

15. Locating Information

ONoOR LN~
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Telephone administration of the survey was conducted from 9 a.m. to 9 p.m., Monday through Friday,
and 10 a.m. to 9:30 p.m., Saturday and Sunday, E.S.T. If an interview could not be completed in a single
session, at least one callback was attempted within the same month, no more than three days after the
first session. The average interview was 31.8 minutes in length.

BSCH Inclusion Criteria

For a household to be eligible for the BSCH, it must have included at least one child aged 0-17 years and
be a private Boston residence. In households with more than one eligible child, the child with the most
recent birthday at the time of the interview was selected. Trained interviewers asked to speak with the
parent or caregiver who knew the most about the health of the child or children living in the household.
If that person was unavailable, interviewers scheduled a time to call back. Only those who were over
18 were eligible to be respondents. A private residence was considered to be an eligible housing unit

if it had a separate entrance, occupants ate meals separately from non-occupants, and it was used by
its members as their principal or secondary place of residence. Non-eligible households included: (1)
vacation homes not occupied by household members for more than 30 days per year; (2) group homes
(e.g., sorority and fraternity houses, college dormitories, halfway houses, shelters); and (3) institutions
(e.g., nursing homes).

Sample

The sample for the BSCH included 2,100 parents and caregivers who met the inclusion criteria described
above. Eight percent of interviews were conducted in Spanish and the remainder in English. Participants
were selected from a random sample of telephone-equipped households in Boston. Of the 2,100
interviews completed, 1,794 were conducted over a landline telephone and 306 over cell phone. Within
the cell phone sample, 31% of respondents reported also having a landline telephone in their home. The
below chart describes the respondents interviewed for the BSCH based on their relationship to the child
that was the subject of the interview.

Survey Respondents

Father*
24.9%

Grandmother

" 5.2%
\Other

3.6%

Mother* 66.4% _—

*Includes biological, step, foster, and adoptive parent

NOTE: "Other" includes grandfather, aunt, female guardian, siblings, and other relatives or non-
relatives in household.

DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office
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Response Rates

Response rates for surveys conducted over landline phones was 40.8%, while the response rate for
cellular phones was 33.1%. These rates were higher than response rates for the NSCH, a positive result
because response rates provide one measure of interviewing success.

Weighted Data

In order to make scientifically valid claims about children in Boston, survey responses were adjusted to
account for the design of the survey and for population differences. These adjustments were scientific

in nature and resulted in weighted data which better represents the Boston population from which the
sample was drawn. Weights were created using the 2011 American Community Survey for the City of
Boston. Below, the 2010 Census demographic distribution for children ages 0-17 is shown alongside the
un-weighted BSCH data. As expected, distributions vary because the 2010 U.S. Census provides an
actual count and distribution, whereas the BSCH sample is a randomly drawn sub-sample of the entire
population. The weighted BSCH sample more closely matches 2010 Census data than the unweighted
BSCH sample, demonstrating that the weighting process provides us with a sample that more closely
represents the actual population of Boston.

Characteristics of Boston Children: Boston Survey of
Children’s Health and U.S. Census
BSCH Sample BSCH Sample 2010 U.S.
Unweighted (%) Weighted (%) Census (%)
Gender
Female 48.1 49.9 50.8
Male 52.0 50.1 49.2
Age
Ages 0-5 35.6 38.4 36.7
Ages 6-10 24.6 23.4 25.5
Ages 11-14 22.8 20.8 20.5
Ages 15-17 171 17.4 17.3
Race/Ethnicity of Child
Asian 3.1 2.8 6.9
Black 253 32.8 33.2
Latino 23.2 31.1 30.1
White 38.1 23.7 23.1

NOTE: The percentages for race/ethnicity of child do not add up to 100% because data for
multiracial/other race are not shown.

DATA SOURCES: Boston Survey of Children's Health, 2012; Census 2010, US Department of
Commerce, Bureau of the Census, American Fact Finder

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office
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Limitations

As is the case with all survey data, the BSCH has limitations. First, the data are based entirely on parent
or caregiver-reported information and may be subject to reporting errors, including inaccurate recall,

and non-response bias (i.e., respondents who answer a question represent a different population from
respondents who decline to answer a question). Second, the phone interview format excludes families
who do not live in cell phone or landline equipped households (e.g., households without telephones,
homeless families). Third, children living in institutional settings were not included in the sample. Finally,
due to resource limitations, the survey was only conducted in English and in Spanish; thus, non-English
and non-Spanish-speaking parents and caregivers were excluded from participating.

Reference

1. Child and Adolescent Health Measurement Initiative. (2013). National Survey of Children’s Health (NSCH), 2011/12,
Fast Facts about the Survey. Retrieved August 1, 2013 from http://childhealthdata.org/docs/drc/2011-12-fast-facts.pdf.



Note to Readers

This section is a compilation of answers to questions readers may have as they review this report.

What is the difference between census data and survey data?

Health of Boston’s Children: Parent and Caregiver Perspectives uses two types of data sources: U.S.
Census (excluding the American Community Survey), and survey (U.S. Census American Community
Survey, Boston Survey of Children’s Health, and the National Survey of Children’s Health). Data from the
2000 and 2010 U.S. Census and the American Community Survey, 2006-2010 are presented in Chapter 1:
Demographic Profile of Boston’s Children and Families.

Census data reflect what is generally considered to be the true underlying frequency of events or
population characteristics rather than estimates of the true frequency, since information for each
population member is sought.

All data presented from the Boston Survey of Children’s Health (BSCH) are survey data. The final dataset
was created by collecting information from a randomly selected subset, or sample, of the population:
parents and caregivers of Boston’s children. The sample was then adjusted statistically (weighted) to
allow the calculation of estimates that describe the entire population of Boston children.

Projecting these statistical estimates onto the entire population requires acknowledging a degree of
uncertainty about how well the sample data reflect the true frequency of events or characteristics of the
entire population. This degree of uncertainty is often quantified and referred to as the “margin of error”
and described with a “confidence interval” in order to emphasize that the true frequency exists within a
range of values with 95% certainty.

For this report, the confidence intervals for the estimates presented are used to make determinations
about whether estimates differ from one another significantly.

When describing survey data, how do we determine if one percentage is higher or lower than another?

As introduced in the previous question’s answer, survey data drawn from a randomly selected subset,

or sample, of the population are used to generate point estimates, or percentages, for the population.
Confidence intervals present a range of values associated with the point estimate that describe how
precise the point estimate is. To determine whether two point estimates differ significantly from each
other, the confidence intervals surrounding each estimate can be compared. If the confidence interval for
one estimate has overlapping values with the confidence interval for the other estimate then we cannot
say with 95% certainty that the two estimates differ significantly. If the confidence intervals do not have
overlapping values, then we can say with 95% certainty that one estimate is higher or lower than the
other. This determination is often referred to as “statistical significance”. In this report, when the text refers
to estimates as “higher” or “lower” than each other, it means that these estimates are statistically different
from each other with 95% certainty. When the text refers to estimates as “similar” or with no difference, it
means that the estimates were not found to be statistically different from each other with 95% certainty.

Making a determination about whether these differences are important, or meaningful, includes
interpreting the social context in which these data were collected in any given year, changes in how data
were categorized or reported, and citywide programs that may have affected event occurrence.

There are other statistical tests not used for this report that could reveal statistically significant differences
in some cases where confidence intervals overlap slightly.
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What does the term “insufficient sample size” mean?

In the notes underneath the figures, the phrase “insufficient sample size” is used to describe data points
that are not presented. This occurs when the stratification of survey data by population groups results in
a sample size that is too small to calculate reliable point estimates. Data are also suppressed to protect
the confidentiality of respondents when the sample size is too small. For BSCH data, sample sizes of less
than 50 respondents are considered too small to calculate reliable rates. That means for all BSCH point
estimates or percentages presented in this report, there were at least 50 respondents to the question for
each sub-group presented.

How do we determine racial and ethnic designations?

All racial and ethnic designations in this report are self-reported and presented according to U.S. Census
definitions. Several cautions should be kept in mind when using data reported by race and ethnicity. Race
and ethnicity are social constructions, not biological facts. There is often more genetic variation between
members of the same race than between members of different races. In addition, the meanings of these
designations are highly subject to historical, cultural, and political forces. Not only do these designations
change over time, but there is also a very subjective element that influences who is considered a member
of one group or another. The concept of race can be notably vague: the term “Black”, for example,
includes people describing themselves as African American, African, or Caribbean, groups with distinct
histories and differing health risks.

Nevertheless, racial designations are useful in that they are nearly universally used by people in the
United States to describe themselves, and they allow us to identify and address health inequities that
exist across racial and ethnic groups.

Boston-specific data in this report are presented for each racial and ethnic group when sample sizes

are large enough to allow presentation of percentages. In most cases we were able to present data for
Black, Latino, and White children. Due to the relatively small Asian population in Boston and relatively
small sample size for the BSCH, in many cases it was necessary to exclude data for Asian children when
presenting variables according to racial and ethnic groups.

Since Latinos can be of any race, the U.S. Census and other data sources often report Latinos within the
race categories Black or White. Given the large percentage of the population that Latinos represent and
consistent with commonly accepted federal standards, in this report, Latino respondents were separated
from other racial and ethnic groups and included as their own category.

How do we define neighborhood boundaries in this report?

Boston is made up of 17 neighborhoods, which include Allston/Brighton, Back Bay, Charlestown,
Chinatown, East Boston, Fenway, Hyde Park, Jamaica Plain, Mattapan, North Dorchester, North End,
Roslindale, Roxbury, South Boston, South Dorchester, South End, and West Roxbury. In this report,
Chinatown is included as part of the South End and the North End is included as part of Back Bay. Each
of Boston’s neighborhoods is distinct in its history, character, and the demographics of its residents.

Neighborhood boundaries can be delineated in a number of ways. In this report, zip codes are frequently
used to identify neighborhood boundaries since a child’s zip code of residence was requested during the
BSCH telephone interview. In many cases where census data is presented, neighborhood boundaries are
delineated using census tracts, although this is not always the case. Whenever neighborhood-level data
is presented, specification of neighborhood boundaries is noted underneath the figure.



Note to Readers

How do we define poverty?

There are two predominant definitions of poverty. One is defined by the U.S. Census Bureau and referred
to as “poverty thresholds,” and the other is defined by the U.S. Department of Health and Human Services
and referred to as “poverty guidelines.” The poverty definition used for data presented in poverty-related
charts in this report is that of the U.S. Census Bureau. Poverty estimates for Boston neighborhoods are
derived from the U.S. Census, American Community Survey, 2006-2010.

The U.S. Census Bureau’s definition of poverty is a federal definition characterized by a series of “poverty
thresholds” which specify pre-tax monetary income maximums in dollars an individual and/or family can
earn in a given year and still be declared impoverished. This definition is based on same household of
residence and takes into account family size and whether or not any members in one or two-person
familial units are over the age of 65. It also takes into account the number of children under age 18.

It does not include any income that may have been generated through federal financial assistance
programs, capital gains, or from children under the age of 15. Foster children are not included in the
calculations.

Since 1969, poverty thresholds have been modified annually to account for inflation according to rates
specified by the Consumer Price Index. Poverty thresholds are not adjusted for regional differences in
mean/median income levels, nor do they include prison inmates, residents of nursing homes, students
who live in on-campus university housing, and persons who live in military barracks. Persons living in
shelters are included.

How do we determine whether a child has a special health care need?

Chapter 6: Children with Special Health Care Needs at Home, at School, and in the Community, as well
as other sections of this report, provide data for children that have special health care needs. These
children are identified using the Children with Special Health Care Needs (CSHCN) Screener, a five item
parent survey-based tool. This tool was developed through a collaborative effort coordinated by the Child
and Adolescent Health Measurement Initiative (CAHMI).

The first part of each screener item asks whether a child experiences one of five different health
consequences:

1) Use or need of prescription medication

2) Above average use or need of medical, mental health or educational services

3) Functional limitations compared with others of same age

4) Use or need of specialized therapies (occupational therapy, physical therapy, speech, etc.); and /or
5) Treatment or counseling for emotional or developmental problems

To qualify as having a special health care need, the following criteria must be met:

a) The child currently experiences a specific consequence
b) The consequence is due to a medical or other health condition; and
c) The duration or expected duration of the condition is 12 months or longer.

All three criteria of at least one screener item (or in the case of treatment or counseling for emotional or
developmental problems, two parts) must be answered “yes” in order for a child to be identified as having
a special health care need.

For more information about the CAHMI CSHCN screener, please see the Child and Adolescent Health
Measurement Initiative, The Children with Special Health Care Needs Screener, available at:
http://cahmi.org/ViewDocument.aspx?DocumentID=115 (accessed July 2, 2013).
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How do we determine child weight status based on Body Mass Index (BMI)?

Chapter 2: Health and Health Services presents data on child weight status using Body Mass Index
(BMI). BMI is calculated from a child’s height and weight using the following formula:

BMI = weight (kg) / [height (m)]?

To determine whether a child is underweight, normal weight, overweight, or obese, his or her BMI is
compared against the BMI of other children of the same age and sex using standard growth charts from
the Centers for Disease Control and Prevention (CDC). The following table describes the weight status
categories:

Weight Status Category Percentile Range

Underweight Less than the 5th percentile

Normal Weight 5th percentile to less than the 85th percentile
Overweight 85th percentile to less than the 95th percentile
Obese Equal to or greater than the 95th percentile

BMI data are not presented for children ages 0-5 and ages 6-10 in this report because the data needed to
calculate BMI was missing for more than 20% of respondents in each of those age groups.

How do we calculate neighborhood cohesion in this report?

Chapter 5: Children and Families in Boston Communities presents data on neighborhood cohesion.
The neighborhood cohesion variable was derived from responses to three statements: “People in this
neighborhood help each other out”; “We watch out for each other’s children in this neighborhood”; “If
my child were outside playing and got hurt or scared, there are adults nearby whom | trust to help my
child”. Respondents were asked whether they definitely agree, somewhat agree, somewhat disagree,
or definitely disagree with each statement. Only children with valid responses on all three items were

included in the denominator.

Based on the responses to the three statements, the neighborhood cohesion variable was stratified into
three categories according to the following criteria:

Definitely or somewhat agree on all three statements=high neighborhood cohesion;

Definitely or somewhat agree on two of the three statements=medium neighborhood cohesion; and
Definitely agree or somewhat agree on only one of the three statements=low neighborhood cohesion.
The NSCH also provided a method to measure neighborhood support. However, the NSCH included one
additional statement to the three listed above: “There are people | can count on in this neighborhood”,
which was not included in the BSCH questionnaire. In order to make the national and state level data

comparable to Boston survey data, we dropped the above statement from our analysis and calculated the
national and state level neighborhood cohesion using the above criteria.

For more information about the NSCH method for measuring supportive neighborhoods, please visit:
http://childhealthdata.org/browse/survey/results?q=2523&r=23 (accessed July 2, 2013).
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Boston'’s Child Population

This section presents demographic information and trends for Boston children, drawing from U.S. Census
data and the Boston Survey of Children’s Health (BSCH). Citywide and neighborhood-specific information
about where children live and changes in the child population over time is important for making informed
decisions about resource allocation, and developing programs and policies that are effective in improving
the lives of local children and families. Figures 1.1 and 1.2 present Census data on the distribution of
children across the city of Boston, as well as changes in the Boston child population from 2000 to 2010.

Research shows that where children live impacts health. Neighborhood income, racial and ethnic
diversity, and residential mobility are associated with school readiness and academic achievement,
behavioral and emotional health, and sexual health outcomes among children and adolescents [1].
Access to resources, the presence (or absence) of different kinds of healthy relationships, social norms
and the physical environment may all play roles in how neighborhood environments impact children

and adolescents [1]. Additionally, resident perceptions of social and place-related characteristics have
been correlated with measures of health and quality of life among urban adults [2]. For example,
perceptions that one is economically “better off” compared to others in one’s community have been
associated with better self-reported health and quality of life, especially in lower-income communities [2].
Positive perceptions of neighborhood safety, neighborhood connectedness and neighborhood physical
structures have been associated with better reported health and quality of life, especially in higher-income
communities [2].

Many of Boston’s neighborhoods are racially and ethnically segregated, which can perpetuate the effects
of past discriminatory policies, and lead to disparities in access to health promoting environments and
resources between racial and ethnic groups [3, 4]. Segregation of people of color into poor neighborhoods
has been associated with poor birth outcomes, as well as increased infant and adult mortality [4]. Given
the importance of where children live in shaping children’s experiences and determining health, it is
important to monitor the distribution of Boston’s children citywide, as well as at the neighborhood level,

to inform child health equity work. Figure 1.3 presents Census data on the Boston child population by
neighborhood and race and ethnicity over time.

Figure 1.4 shifts from Census data to BSCH data on child place of birth overall and by race and ethnicity.
In addition to where a child lives in the city of Boston, a child’s country of birth is linked to health.
Foreign-born children may be exposed to both protective and risk factors that influence health outcomes.
Protective factors include family closeness and the existence of a cultural support system that can lead
to increased well-being for foreign-born children compared to US-born children [5, 6], while risk factors
include increased stress due to acculturation and family separation that can lead to heightened levels

of anxiety, depression, and increased adolescent substance abuse [7, 8]. Pre-migration hardships and
trauma a child experienced in his or her home country such as poverty, hunger, and political turmoil

can also influence health after arrival in the United States, and has been linked to post-traumatic stress
disorder and depression in foreign-born children and adolescents [9, 10]. Experiences of discrimination
and racism among this population can also contribute to poor health of foreign-born children [11]. Finally,
issues such as immigration policy and healthcare reform affect the health status of foreign-born children,
as foreign-born children are less likely to be insured and have access to sufficient healthcare compared
to US-born children [12]. Research shows that even insured foreign-born children have lower access

to and utilization of health services such as regular visits with physicians, suggesting that cultural and
legal barriers beyond insurance status exist in the health care system for foreign-born children and their
families [13].

Regardless of whether or not a child is foreign-born, a family’s primary language (the language that
is spoken at home) can be another significant factor that affects child health. This is true particularly
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if a primary parent or other caregiver is limited English proficient (LEP) [14, 15]. Language isolation

can affect access to insurance and medical providers, parental knowledge of appropriate healthcare
needs, such as how often a child needs to visit the dentist, and parent and caregiver ability to secure
employment, which affects poverty in families [14]. Parents who have limited English proficiency

may experience difficulty making medical appointments, navigating Boston’s transit system to get to
appointments, or communicating with medical providers once arrived [15]. Children in non-English-
primary speaking households are more likely to be overweight, to have poor dental health, and lack
insurance when compared to children in English-speaking households [14]. These inequities may
reflect social disadvantages associated with language isolation including discrimination and increased
likelihood of living in poverty [14]. In the BSCH, primary language spoken at home is a proxy measure
for parental limited English proficiency, however many families who speak a language other than English
at home may also be proficient in English. It is also important to note that BSCH interviews were only
conducted in English and in Spanish, thus households where the parent(s) or caregiver(s) are LEP may
be underrepresented. Figure 1.5 presents BSCH data on primary language spoken at home among
households with children.
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Figure 1.1 Percentage of Family Households with Children, Ages 0-17

Boston: 23.0%

Legend

Percentage
 41%-136%
(l) 1 2 4 Miles | 13.7%-28.6%

D 28.7% - 34.9%
B 35.0% - 39.3%

NOTES: A family household is a household consisting of a “householder” and one or more other people living in the same
household who are related to the householder by birth, marriage, or adoption. In most cases, the householder is a person
in whose name the home is owned, being bought, or rented. In Boston, family households (with and without children)
account for 46.0% of all households. For the percentages shown on this map, the numerator is all family households with
children and the denominator is all households. The neighborhood definitions are based on census tracts.

DATA SOURCE: Census 2010, US Department of Commerce, Bureau of the Census, American FactFinder

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

MAP CREATED BY: Boston Public Health Commission Research and Evaluation Office

Figure 1.1 presents the percentages of family households with children in different neighborhoods in
Boston. In 2010, approximately one in four Boston households was a family household with at least one
child under the age of 18. In North Dorchester, Mattapan, and Hyde Park, more than 35% of households
were family households with at least one child. In Fenway, Back Bay, Allston/Brighton, and the South End,
less than 15% of households were family households with at least one child.



Boston’s Child Population

Figure 1.2 Child Population
by Boston Neighborhood, Ages 0-17,
Neighborhood 2000 and 2010
2000 2010 % change

BOSTON 116,559 103,710 -11.0%
Allston/Brighton 6,439 5,380 -16.4%
Back Bay* 2,512 2,642 +5.2%
Charlestown 2,824 2,685 -4.9%
East Boston 9,049 9,025 -0.3%
Fenway 1,725 1,720 -0.3%
Hyde Park 7,481 7,228 -3.4%
Jamaica Plain 6,569 5,612 -16.1%
Mattapan 8,192 6,268 -23.5%
North Dorchester 18,023 15,346 -14.9%
Roslindale 8,053 6,595 -18.1%
Roxbury 9,644 8,547 -11.4%
South Boston 5,479 4,540 -17.1%
South Dorchester 22,285 18,006 -19.2%
South End" 3,478 4,329 +24.5%
West Roxbury 4,317 5,030 +16.5%

*Includes Beacon Hill, Downtown, the North End, and the West End

TIncludes Chinatown

NOTE: The neighborhood definitions are based on zip codes.

DATA SOURCES: Census 2000 and 2010, US Department of Commerce, Bureau of the Census,
American Fact Finder

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 1.2 presents child population data for the city of Boston using 2000 and 2010 U.S. Census
data. The overall Boston population of children decreased 11% between 2000 and 2010 from 116,559
to 103,710 for children under age 18. Although most Boston neighborhoods experienced a decrease,
decreases were greatest for Mattapan, South Dorchester, Roslindale, and South Boston. Despite
decreases in Mattapan, South Dorchester, and Roslindale, these neighborhoods still have higher
percentages of family households with children than Boston overall. The child populations of three
neighborhoods, South End, West Roxbury, and Back Bay, increased between 2000 and 2010.
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Figure 1.4 Foreign-Born Children by Race and
Ethnicity, Ages 0-17
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BOSTON Asian Black Latino White
7.9% 18.5% 6.4% 12.0% 2.6%
(6.0-9.9) (8.2-28.8) (3.1-9.6) (7.3-16.6) (1.4-3.7)

NOTES: Data for multiracial/other race are not shown.The percentage of foreign-born children for each
racial or ethnic group is out of the total number of Boston children within each racial or ethnic group.
DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 1.4 presents Boston foreign-born children by racial and ethnic group according to BSCH data. The
majority of children living in Boston were born in the United States (92.1%). Higher percentages of Asian
and Latino children were born outside the United States than White children.

Figure 1.5 Primary Language Spoken at Home
Among Households with Children, Ages 0-17
Other
Languages
6.1%
(4.4-7.8)

Spanish

16.2%
(13.5-18.9)
English
77.7%
~_(74.7-80.7)

NOTE: Of primary languages spoken at home other than English and Spanish, the most common were
French, Vietnamese, Chinese, and Russian.

DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 1.5 presents BSCH data on the primary language spoken at home among households with
children. English was the primary language most widely spoken in Boston children’s homes (77.7%),
followed by Spanish (16.2%). As mentioned previously, one limitation of the BSCH is that interviews were
only conducted in English and in Spanish, therefore households where the parent(s) or other caregiver(s)
are limited English proficient and speak languages other than Spanish may be underrepresented.
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Household Income and Poverty

This section presents information about household income and poverty among Boston families with
children. Household income is one of the strongest predictors of children’s health and developmental
outcomes, largely because it determines a child’s access to health promoting resources such as high
quality housing, health care, and education, and exposure to conditions that can negatively impact health
[16, 17]. Children’s overall health, as reported by parents in the 2011 National Health Interview Survey,
was closely associated with income, with children from very poor families experiencing the worst health
and children from very wealthy families experiencing the best [18]. Health inequities do not only exist
between children of the poorest and wealthiest families. Research shows that a social gradient exists
for children’s health similar to that observed in adults, whereby any increase in socioeconomic status is
associated with improved health [19]. Figures 1.6 through 1.9 present data on household income and
household poverty level among Boston children and families.

Figure 1.9 presents income data stratified by race and ethnicity and shows significant differences in

the distribution of income in Boston. As mentioned, research shows that income alone significantly
impacts child health [16, 17]. Additionally, the intersection of race and income influence health and health
inequities, as income is consistently patterned by race and ethnicity in the United States [20]. In general,
more children of color are poor compared to White children, thus more children of color are subject to

the health risks associated with low-income and poverty [20]. However, it is important to note that race
can also work independently from income to influence health. Social experiences associated with being a
person of color, such as racism and discrimination, as well as cultural and linguistic barriers to accessing
health care and other resources, can significantly influence health [20]. The influence of these other
factors is evidenced by studies that show the persistence of racial health inequities even when controlling
for income [21,22]. While the information in this chapter does not delve into social experiences such

as racism and marginalization that influence these kinds of findings, it does present a snap shot of the
demographic and socioeconomic distribution of Boston children and families.

Figure 1.6 Annual Household Income Distribution
Among Families with Children, Ages 0-17

$100K+ 2322‘22
22.1% '
25.8-32.7
(19.6-24.6) ( )

$75K-<$100K

14.8%
(12.4-17.2)
\ $25K-<$50K
20.5%
$50K-<$75K (17.4-23.7)
13.3%
(10.9-157)

DATA SOURCE: Boston Survey of Children's Health, 2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 1.6 presents the annual household income distribution of Boston families with children. More
children lived with families that made less than $25,000 than in any other income group. The next highest
income groups were $100,000+ and $25,000 — <$50,000.
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Figure 1.7 Average Median Household Income by Neighborhood and
Population Distribution of Children, Ages 0-17

Boston average median household
income: $50,684 ($49,625-$51,743)

0 1 2 4 Miles
| 1 1 1 | 1 1 1 |

NOTES: One dot denotes 50 children.The neighborhood
definitions are based on census tracts.

DATA SOURCE: US Census Bureau, 2006-2010
American Community Survey

DATA ANALYSIS: Boston Public Health Commission
Research and Evaluation Office

Legend
. 1 Dot = 50 Children

Average Median Household Income
:] Significantly lower than Boston overall
I:l Not significantly different from Boston overall
- Significantly higher than Boston overall

MAP CREATED BY: Boston Public Health Commission
Research and Evaluation Office

Figure 1.7 presents information on the average median household income by neighborhood on top of

a map which shows the population distribution of children across Boston neighborhoods. During the
2006-2010 period, the average median household income for Boston was $50,684. Jamaica Plain,
Charlestown, West Roxbury, Back Bay, Roslindale, and South Boston had higher average median
household incomes than Boston overall. Fenway, Roxbury, North Dorchester, and East Boston had lower
average median household incomes than Boston overall. This map also shows the density of children
ages 0-17 based on child population at the census tract level.
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Figure 1.8 Percentage of Families with Children Living in Poverty,
Children Ages 0-17

Boston: 28.5% (26.6-30.5)
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Legend
Family Poverty Status

4 Miles m Insufficient sample size

L1 . Significantly lower than Boston overall
- Not significantly different from Boston overall
- Significantly higher than Boston overall

NOTES: The neighborhood definitions are based on census tracts. The denominator is all families.

DATA SOURCE: US Census Bureau, 2006-2010 American Community Survey
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office
MAP CREATED BY: Boston Public Health Commission Research and Evaluation Office

Figure 1.8 presents a map of the percentages of families with children living in poverty across Boston
neighborhoods. During the 2006-2010 period, nearly 30% of families with children ages 0-17 were living
in poverty in Boston. Higher percentages of families with children were living in poverty in Roxbury and
North Dorchester, than Boston. A lower percentage of families with children were living in poverty in Hyde
Park and Roslindale than in Boston.
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Figure 1.9 Annual Household Income by Race and
Ethnicity of Child, Ages 0-17
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DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 1.9 presents annual household income for Boston families with children by racial and ethnic
group. Higher percentages of Black and Latino children than White children lived with families whose
household income was less than $50,000. Lower percentages of Black and Latino children than White
children lived with families whose household income was $75,000 or more. The percentages for Black
and Latino children were similar to that of White children from families whose household income was
$50,000 to less than $75,000. A higher percentage of Asian children than White children lived with
families whose household income was less than $25,000, while a lower percentage of Asian children than
White children lived with families whose household income was $100,000 or more. The percentage for
Asian children was similar to that of White children of families whose household income was $50,000 to

less than $75,000.
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Parent and Caregiver Education and Employment

Parental level of educational attainment and employment status are both significant predictors of child
health, with children of more highly educated and employed parents having better overall health than
children with less educated parents [18]. Research suggests that higher education leads to increased
economic and job opportunities for parents, which is then associated with the same advantages for child
health as family income [23]. The same can be said for parental employment status, in that employed
parents are more likely to have the economic ability to provide their children with environments and
resources that promote healthy development. Studies have also shown however, that child health can
affect parental employment, in that parents and other caregivers of children with special health care
needs often experience reduced or even discontinued employment [24]. For both parent or caregiver
level of educational attainment and employment status, we observe many of the same disparities that we
see in relation to household income based on race and ethnicity. Figures 1.10 and 1.11 present data that
illuminate these disparities.



Parent and Caregiver Education and Employment

Figure 1.10 Highest Level of Parent/Caregiver Educational Attainment
by Race and Ethnicity of Child, Ages 0-17
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GED (15.9-21.4) (9.0-47.2) (17.8-28.9) (16.8-28.0) (5.4-11.6)
Some
College/Technical 26.1% 17.4% 36.3% 29.4% 12.1%
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*Insufficient sample size

NOTES: Educational attainment refers to the highest level between mother, father, and/or respondent if not the mother or the father. Data
for multiracial/other race are not shown.
DATA SOURCE: Boston Survey of Children's Health, 2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 1.10 presents information about the highest level of parent or caregiver educational attainment for
Boston children by race and ethnicity. Approximately forty-four percent of Boston children live in families
where the highest level of education of a parent or caregiver is at least a bachelor’s degree. A higher
percentage of White children live in families where the highest level of education of a parent or caregiver
is at least a bachelor’s degree than Asian, Black, or Latino children.
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Figure 1.11 Employment Status of Parent/Caregiver,
Children Ages 0-17
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DATA SOURCE: Boston Survey of Children's Health, 2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 1.11 presents employment status information for parents and caregivers of Boston children.
Slightly more than half (53.9%) of parents or caregivers reported that they were employed full time,

while 18.2% were employed part time, and 27.9% were not employed. A higher percentage of Boston
children had a parent or other caregiver who was employed full time than Boston children with a parent or
caregiver who was employed part time or not employed at all.



Summary:
Demographic Profile of Boston Children and Families

The demographics of Boston’s children have shifted over time in terms of racial and ethnic make-up
as well as the distribution of households with children across the city. Despite recent decreases in
neighborhoods with historically high child populations and increases in neighborhoods with low child
populations, certain neighborhoods, including North Dorchester, Hyde Park and Mattapan consistently
have the highest percentages of children in Boston. Black and Latino children make up the highest
percentages of Boston children. Data presented in this chapter show that higher percentages of White
children in Boston lived in households with higher incomes and families in which the highest level of
education of a parent or caregiver was a bachelor’s degree or higher than Asian, Black and Latino
children. A lower percentage of White children lived in poverty than Asian, Black and Latino children,
and a lower percentage of White children were born outside of the United States. These differences in
demographic and socioeconomic factors influence child health and health equity.
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Chapter 2 presents data on the health status of
Boston children and their use of health services.
The content of Chapter 2 is organized around
the elements of the “Triple Aim,” developed by
the Institute for Healthcare Improvement (IHI)
to guide health system improvement efforts:
improving the health of populations; reducing
the cost of health care; and improving the
patient experience of care [1]. Included in this
chapter are data on general child health and the
prevalence of specific health conditions; health
care utilization; health insurance coverage
and out-of-pocket health care costs; barriers
to health care for children and families; and
provider/family relationships. These sections
align with the “Triple Aim” elements concerning
population health, health care costs, and quality
of care respectively. The data included in this
chapter touch upon each component of the
“Triple Aim” and may serve as a basis for health
care policy and practice that promotes child
health in Boston.

Health and Health Services
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General Health Status among Boston Children

This section provides an overview of child health in Boston, including a parent or caregiver assessment
of child health in general, child weight status as defined by Body Mass Index (BMI), and general dental
health among children. While these indicators of child health are all derived from parent or caregiver
report rather than professional or objective health assessment, parent report has been shown to be a
reliable indicator of child health status, and is widely used for that purpose [2].

The survey question on general child health gave parents and caregivers the opportunity to provide a
global view of the child’s health irrespective of any conditions with which the child had been diagnosed.
General health status may or may not reflect a specific diagnosis or special health care need [2]. For
example, a parent of a child with autism may respond that his or her child is in good health or the parent
of a child with no known diagnosis may report that his or her child is in poor health due to frequent
episodes of symptoms without any specific cause. This is not to say that general health is completely
unrelated to presence of a condition: in fact, parent and caregiver report of general health status has been
associated with physical, cognitive, behavioral, and emotional conditions [3, 4, 5, 6]. However, the link
between general health and diagnosis is not automatic. Figures 2.1 and 2.2 present data on general child
health.

BMI is calculated based on a child’s height and weight. Using age and sex-specific norms, clinicians
use BMI to determine weight status and to characterize a child’s status as underweight, normal weight,
overweight or obese [7]. The physical health consequences of childhood overweight and obesity include
increased risk among youth for conditions traditionally seen only among adults, such as cardiovascular
disease, hypertension, and type 2 diabetes [8]. Studies focused on health-related quality of life have
shown that overweight and obese children also experience decreased physical and social functioning,
decreased emotional health, and in some cases, poorer performance in school when compared to
children who are not overweight [3]. Figures 2.3 and 2.4 present data on child weight status, calculated
from BMI.

Components of general oral health status are presence or absence of: dental cavities, periodontal (gum)
disease, cleft lip and/or palate, and oral and facial pain [9]. Poor overall oral health can negatively impact
nutrition, pulmonary health, speech and communication development, and social/emotional health [10].
Despite the importance of oral health to overall child health, over half of children in the United States have
unmet dental health needs [10]. Figures 2.5 and 2.6 present data on child oral health.
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Figure 2.1 Child General Health, Ages 0-17

Excellent/Very Good F
% Good
Fair/Poor
Excellent/Very Good F
<§E Good
Fair/Poor
g Excellent/Very Good F
5 Good
8 Fair/Poor
0% 25% 50% 75% 100%
Percent of Children
Excellent/Very Good Good Fair/Poor
. 84.2% 12.7% 3.2%
United States (83.6-84.7) (12.2-13.2) (2.9-3.4)
Massachusetts 88.7% 9.3% 2.0%
(86.6-90.8) (7.3-11.3) (1.1-2.9)
83.5% 11.6% 4.9%
BOSTON (80.9-86.1) (9.4-13.8) (3.3-6.5)

DATA SOURCES: Boston Survey of Children's Health, 2012; National Survey of Children's Health, 2011-2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 2.1 presents data on child general health comparing BSCH data with Massachusetts and United
States data from the National Survey of Children’s Health. In Boston, approximately eighty-four percent
of children were in excellent or very good general health, while 11.6% were in good health and 4.9% in
fair or poor health. A lower percentage of Boston children were in excellent or very good general health
than children living in Massachusetts, while a higher percentage of Boston children than children living
in Massachusetts were in fair or poor general health. There were no differences between Boston and the
United States in terms of child general health.
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Figure 2.2 Children with Good or Better
General Health, Ages 0-17

BOSTON
Black
Latino
White
<$25K
$25K-<$50K
$50K-<$75K
$75K+
0% 25% 50% 75% 100%
Percent of Children
BOSTON 95.1% (93.5-96.7)
Race/Ethnicity of Child

Black 93.8% (90.6-97.0)

Latino 92.4% (88.8-96.0)

White 98.8% (96.9-100.0)

Annual Household Income

<$25K 89.1% (84.4-93.7)

$25K-<$50K 96.3% (93.1-99.4)

$50K-<$75K 95.6% (91.4-99.9)

$75K+ 98.5% (96.9-100.0)

NOTES: General health for children is indicated as “good or better” where respondents reported general health
status to be “excellent”, “very good”, or “good.” Data for Asian children are not presented due to insufficient sample
size. Data for multiracial/other race are not shown.

DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 2.2 presents data on percentages of children in good or better health by racial and ethnic group and
by annual household income. Approximately ninety-five percent of Boston children were in good or better
health, however a lower percentage of Latino children were in good or better health than White children,
and a lower percentage of children whose family annual household income was less than $25,000 were in
good or better health than those whose family annual household income was $75,000 or more.

Differences were also observed by parent or caregiver educational attainment. A higher percentage of
children whose parents or caregivers had a bachelor’s degree or higher were in good or better health
than children whose parents or caregivers had a high school diploma or GED (data not shown).
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Figure 2.3 Child Weight Status Based on
Body Mass Index (BMI), Ages 11-17
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DATA SOURCES: Boston Survey of Children's Health, 2012; National Survey of Children's Health, 2011-
2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 2.3 presents data on child weight status based on BMI comparing BSCH data with Massachusetts
and United States data from the National Survey of Children’s Health. Approximately forty percent of

Boston children ages 11-17 years were overweight or obese, which was higher than the percentage of
children in Massachusetts and the United States.
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Figure 2.4 Child Weight Status Based on
Body Mass Index (BMI), Ages 11-17

BOSTON

Female

Male

<$25K
$25K-<$50K
$50K-<$75K
$75K-<$100K

$100K+

0% 25% 50% 75% 100%

Percent of Children

®m Underweight/Normal m Overweight/Obese
Underweight/Normal Overweight/Obese
BOSTON 60.2% (54.4-65.9) 39.8% (34.1-45.6)
Gender
Female 70.1% (62.2-78.0) 29.9% (22.0-37.8)
Male 50.0% (42.4-57.7) 50.0% (42.3-57.6)
Annual Household Income
<$25K 55.1% (43.2-67.0) 44.9% (33.0-56.8)
$25K-<$50K 54.6% (40.2-69.0) 45.4% (31.0-59.8)
$50K-<$75K 65.3% (50.6-80.0) 34.7% (20.0-49.4)
$75K-<$100K 54.7% (37.4-72.1) 45.3% (27.9-62.6)
$100K+ 71.8% (62.3-81.3) 28.2% (18.7-37.7)

NOTE: Weight categories were calculated using parent/caregiver-reported height and weight of the child.
DATA SOURCE: Boston Survey of Children's Health, 2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 2.4 presents data on child weight status based on BMI by gender and annual household income.
Among children ages 11-17 years, about three out of every five Boston children were underweight or
normal weight, while two out of five Boston children were overweight or obese. A higher percentage of
male children were overweight or obese than female children. There was no difference in child weight
status by annual household income, however small sample size may explain the absence of differences
across groups in Boston, as larger, national studies, including the National Survey of Children’s Health,
have found significant differences in weight status by income.
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Excellent/Very Good

Figure 2.5 Child Dental Health, Ages 1-17
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DATA SOURCES: Boston Survey of Children's Health, 2012; National Survey of Children's Health, 2011-2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 2.5 presents data on child dental health, comparing BSCH data with state and national data
from the National Survey of Children’s Health. In Boston, approximately seventy percent of children

had excellent or very good dental health, while 23.6% had good dental health, and 6.1% had fair or
poor dental health. A lower percentage of Boston children had excellent or very good dental health

than children living in Massachusetts, while a higher percentage of Boston children had dental health
characterized as good. Boston did not differ from the United States in terms of parent or caregiver report

of child dental health.
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Figure 2.6 Children with Good or Better
Dental Health, Ages 1-17

BOSTON
Asian
Black
Latino
White
<$25K
$25K-<$50K
$50K-<$75K
$75K-<$100K
$100K+
0% 25% 50% 75% 100%
Percent of Children
BOSTON 93.9% (92.3-95.6)
Race/Ethnicity of Child

Asian 83.7% (64.5-100.0)

Black 92.5% (89.2-95.7)

Latino 93.6% (90.9-96.4)

White 98.3% (97.1-99.5)

Annual Household Income

<$25K 90.0% (85.9-94.0)

$25K-<$50K 97.4% (96.0-98.9)

$50K-<$75K 90.3% (83.9-96.6)

$75K-<$100K 97.3% (94.7-99.8)

$100K+ 97.7% (95.0-100.0)

NOTES: Dental health for children is indicated as “good or better” where respondents reported dental health
status to be “excellent”, “very good”, or “good.” Data for multiracial/other race are not shown.

DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 2.6 presents data on child dental health by racial and ethnic group and by annual household
income. Approximately ninety-four percent of Boston children were in good or better dental health. Lower
percentages of Black and Latino children were in good or better dental health, however, than White
children. A lower percentage of children whose family’s annual household income was less than $25,000
were also in good or better dental health than those whose family’s annual household income ranged
from $25,000 to less than $50,000, and for income brackets of $75,000 to less than $100,000 and above.

A higher percentage of children were in good or better dental health whose parents or caregivers had

a bachelor’s degree or higher than children whose parents or caregivers had a high school diploma or
GED, or less (data not shown). Additionally, a lower percentage of children that were in good or better
dental health were from households with income below the federal poverty level (FPL) than children from
households that were 400% FPL or above (data not shown).



Specific Health Conditions

This section provides data on specific health conditions among Boston children. Chronic physical,
emotional, and behavioral conditions can influence a child’s total development and general childhood
experience.

In addition to the direct effects a condition may have and the more frequent interactions with systems

of care it may entail, many conditions can limit a child’s engagement and performance at school, ability

to participate in physical activity, social functioning, self-esteem, and emotional health. In some cases,
treatments for a condition (such as surgeries, use of medications, or receipt of different kinds of therapies)
may also affect a child’s functioning in any of these domains [11, 4]. Figure 2.7 presents data on the
prevalence of 16 specific health conditions among Boston’s child population.

Figure 2.8 presents data on selected emotional, behavioral, and developmental conditions by gender.
Research on mental health disorders in childhood and adolescence indicates patterns of gender
differences by type of disorder and age of onset [12]. Young boys are much more likely than young girls
to be diagnosed with disorders that usually become apparent in early childhood such as ADHD, autism,
developmental language delays, and dyslexia [12]. However, girls have much higher rates of mental
health diagnoses for disorders that typically present in adolescence, such as depressive conditions
and other emotional disorders [12]. Further research is needed to determine whether this reflects true
differences between girls and boys, or whether they are a result of provider bias, stigma, or social
expectations pertaining to gender and mental health [13].
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Figure 2.7 Diagnoses of Children by Race and Ethnicity, Ages 0-17

. BOSTON Black Latino White
Diagnoses

% cl % cl % cl % cl
ADD or ADHD' 60 | 4575) || 53 | 31-75) | 64 | (33-94)| 53 | (3.2-7.3)
Anemia or Sickle Cell 09 | (04-14) | 09 | (0216) || 14 | ©0126) | * *
Anxiety Problems’ 40 | (2655) | 18 | (0433) | 66 |(27-105)| 48 | (2.8-6.8)
Asthma 126 |(10.3-14.9) 13.7 | (9.6-17.8)| 143 | (96-19.0)| 7.0 | (4.2-9.8)
Autism or ASD' 16 | (0824) | 17 | 0528 | 21 | 0142 | 09 | (0.3-15)
Beha‘"°raf' or Conduct 30 | 1.9-41) | 19 | (1029 | 47 | 1876) | 16 | (03-29)
Problems
Brain Injury 0.2 (0.0-0.3) * * * * * *
Cerebral Palsy' 0.1 | (0.0-0.2) * * * * * *
Depression 24 | (13-36) || 17 | (0629) || 47 | (1481) | 11 | (04-18)
Diabetes 0.2 (0.0-0.4) * * * * * *
Epilepsy or Seizure N N N . N .
D?sorzleyr 03 | (0.0-0.5)
Food or Digestive Allergy | 7.1 | (5.389) | 89 | (51-128)| 44 | (21-66) | 57 | (3.1-8.2)
Intellectual D'sa_b"':y or 06 | (0308) | 07 | 0112 | 05 | (0.1-09) || 03 | (0.0-0.7)
Mental Retardation
Learning Disability* 79 | 6197 | 80 | @47-112)| 91 | (52129 64 | 4.385)
Migraine Headaches 3.2 (2.1-4.3) 23 (0.8-3.7) 4.7 (1.7-7.6) 21 (1.1-3.1)
Speech o Otherlanguage | o | o547 | 40 | (1564) | 38 | @057 | 39 | 2255
Problems

*Insufficient sample size

"Does not include children under age 2 years due to required diagnostic criteria.
*Does not include children under age 3 years due to required diagnostic criteria.
NOTES: Data for Asian children are not presented due to insufficient sample size. Data for multiracial/other race are not shown.

Parents/caregivers of children with a learning disability were told by a doctor, health care provider, teacher, or school official that their child
had this condition; parents/caregivers of children with an intellectual disability or mental retardation were told by doctor or other health care
provider that their child had this condition.
DATA SOURCE: Boston Survey of Children's Health, 2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 2.7 presents data on the prevalence of sixteen specific health conditions among Boston children
by race and ethnicity. Percentages of diagnoses in children were similar by child racial and ethnic group.
Some differences in prevalence seen across demographic groups nationally were not evident in BSCH
data. For example, the 2011-2012 National Survey of Children’s Health indicated higher percentages

of Black children had been diagnosed with asthma, behavioral or conduct disorders, and epilepsy or
seizure disorder than White children and lower percentages of Latino and Black children than White
children nationally had been diagnosed with anxiety problems. Small sample size and the relatively low
prevalence of these conditions may explain the absence of differences across groups in Boston.
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Figure 2.8 Selected Conditions by Gender, Ages 2-17
. Female Male
Diagnoses
% Cl % Cl

ADD or ADHD 2.6 (1.5-3.6) 9.5 (6.7-12.2)
Anxiety Problems 3.5 (1.4-5.5) 4.6 (2.6-6.6)
Autism or ASD 0.5 (0.1-0.8) 2.8 (1.3-4.3)
Behavioral or Conduct

Problems 1.3 (0.5-2.1) 4.7 (2.7-6.7)
Depression 23 (0.7-4.0) 2.6 (1.0-4.2)
Intellectual Disability

or Mental Retardation 0-3 (0.0-0.6) 0.8 (0.4-1.2)
Learning Disability* 4.6 (3.0-6.3) 11.2 (8.1-14.4)

*Does not include children under age 3 years due to required diagnostic criteria.

NOTES: Children under age 2 years are not included due to required diagnostic criteria for the selected
conditions. Parents/caregivers of children with a learning disability were told by a doctor, health care
provider, teacher, or school official that their child had this condition; parents/caregivers of children with
an intellectual disability or mental retardation were told by a doctor or other health care provider that
their child had this condition.

DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 2.8 presents data on selected emotional, behavioral, and developmental conditions by gender.

In Boston, lower percentages of female children were reported having ADD or ADHD, autism or Autism
Spectrum Disorders (ASD), behavioral or conduct problems, or a learning disability than male children.
There were no differences in the percentages of children with anxiety problems, depression, or intellectual
disability or mental retardation by gender.
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Pediatric Health Care Utilization

This section provides data on children’s usual place of care, receipt of preventive medical and dental
care, and care by medical specialists.

Children who have a usual place of health care are more likely to receive preventive care and less likely
to have unmet medical and dental needs [14]. Having a usual place of care in a doctor’s office or health
center (as compared to an emergency room or walk-in clinic) is associated with increased patient and
family satisfaction, which may reflect the perceived benefit of having a provider who knows the child

and is familiar with his or her medical history and development [14]. Boston is served by 25 community
health centers and multiple medical centers that provide routine pediatric medical care. The BSCH asked
parents and caregivers to identify one or more usual places of care, or to indicate when a child had no
regular site for pediatric care. According to the BSCH, 92.6% of children had at least one usual place

of care; for most, this was a community health center, doctor’s office, or hospital outpatient department
(data not shown). A small minority of families used the emergency department as a usual place of care for
treatment of illness. This may reflect barriers to more consistent sources confronting some families. Some
parents or caregivers may think of an emergency room as one usual source of care even if they have
consistent primary care if their child has frequent episodes of a condition that comes on suddenly or can
be life-threatening. Figure 2.9 presents data on Boston children’s usual place of care.

Regular preventive medical and dental care, indicated here by parent or caregiver report that the child
saw a physician or dentist at least once in the past year for a check-up, improves health outcomes among
children through screening, early diagnosis and treatment of conditions, and the provision of anticipatory
guidance to reduce disease and injury risk [15]. It also helps to control personal, family, and overall health
care costs by reducing avoidable hospitalizations, reducing the need for advanced dental services, and
improving the overall health of children [15]. Figures 2.10 and 2.11 present data on the percentage of
children that received preventive medical and dental care in the past year.

For some children, access to regular pediatric care is not enough. Children with acute or chronic
conditions may need the care of pediatricians with specialized training to treat particular organ systems or
types of illness [16]. While the number of pediatric subspecialists practicing in the United States has risen
over time, medical literature continues to highlight their scarcity and the unmet needs of many children for
specialty care [17, 18]. National data indicate children are most likely to see subspecialists when they are
young, live in urban environments, are White, and have more severe medical conditions [19]. Nationally,
lower rates of specialist use are observed among Black and Latino children, even when controlling for
presence of a chronic condition or disability, insurance status and type, and socioeconomic status [20].
Figure 2.12 presents data on Boston children who visited a specialist in the past year.
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Figure 2.9 Place that Child Usually Went When He/She was Sick,
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NOTE: Data for multiracial/other race are not shown.

DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 2.9 presents data on the place that a child usually went (at the time of the survey) when he or
she was sick by race and ethnicity. Approximately fifty-nine percent of Boston children usually went

to a doctor’s office or a hospital outpatient department when they were sick; a higher percentage of
White children sought care at one of those sites than Asian, Black and Latino children. Approximately
thirty-six percent of Boston children went to a clinic or a health center rather than a private doctor’s
office or a hospital. Approximately half of Latino children sought care at these types of facilities; higher
than the percentage of Black or White children. Only four percent of Boston children usually went to a
hospital emergency room when they were ill, but a lower percentage of White children went to a hospital
emergency room than Black children.
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Figure 2.10 Children Who Received Preventive
Medical Care in Past Year, Ages 0-17
% Cl
United States 84.4 (83.8-84.9)
Massachusetts 91.4 (89.5-93.3)
BOSTON 89.0 (86.7-91.3)
Age
Ages 0-5 89.3 (85.6-93.0)
Ages 6-10 88.7 (84.1-93.3)
Ages 11-14 89.2 (84.0-94.3)
Ages 15-17 88.4 (83.2-93.6)
Race/Ethnicity of Child
Asian 90.5 (81.3-99.7)
Black 85.7 (81.2-90.3)
Latino 86.1 (81.3-91.0)
White 96.4 (94.7-98.1)
Child Place of Birth
US-Born 89.2 (86.9-91.6)
Foreign-Born 85.1 (75.8-94.5)
Federal Household Poverty Level
Below FPL 81.9 (75.8-87.9)
100-199% FPL 84.5 (78.1-90.8)
200-299% FPL 90.4 (85.5-95.4)
300-399% FPL 97.6 (95.3-99.9)
400% FPL or Above 96.4 (94.0-98.8)
Health Insurance

MassHealth/

Medicaid 85.7 (82.0-89.4)
Other 94.0 (91.6-96.4)

NOTE: Data for multiracial/other race are not shown.

DATA SOURCES: Boston Survey of Children's Health, 2012; National Survey of
Children's Health, 2011-2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation
Office

Figure 2.10 presents data on children who received preventive medical care in the past year. In Boston,
eighty-nine percent of children received preventive medical care in the past year, which was higher than
the percentage for children living in the United States. Within Boston, a higher percentage of White
children received preventive medical care than Black and Latino children. A higher percentage of children
living in households with annual income 300%-399% FPL or 400% FPL or above received preventive
medical care than children living in a household with annual income 100%-199% FPL or those below FPL.
A lower percentage of children with MassHealth/Medicaid received preventive medical care than children
with other health insurance. There were no differences by age group or by child’'s place of birth.
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Figure 2.11 Children Who Received Preventive
Dental Care in Past Year, Ages 1-17
% Cl
United States 77.2 (76.5-77.8)
Massachusetts 83.3 (80.9-85.7)
BOSTON 78.0 (75.1-81.0)
Age
Ages 1-5 56.5 (50.4-62.5)
Ages 6-10 93.5 (89.8-97.2)
Ages 11-14 90.2 (85.4-94.9)
Ages 15-17 83.9 (77.9-90.0)
Race/Ethnicity of Child
Asian 74.9 (59.7-90.1)
Black 81.1 (75.8-86.3)
Latino 80.0 (74.3-85.7)
White 72.8 (67.5-78.0)
Child Place of Birth
US-Born 77.3 (74.2-80.4)
Foreign-Born 83.8 (73.5-94.1)
Federal Household Poverty Level
Below FPL 80.9 (74.9-87.0)
100-199% FPL 75.1 (67.5-82.7)
200-299% FPL 81.7 (73.0-90.4)
300-399% FPL 76.1 (67.8-84.3)
400% FPL or Above 76.4 (70.8-82.1)
Health Insurance

MassHealth/

Medicaid 79.0 (74.6-83.4)
[Other 79.0 (75.0-82.9)

NOTE: Data for multiracial/other race are not shown.

DATA SOURCES: Boston Survey of Children's Health, 2012; National Survey
of Children's Health, 2011-2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation
Office

Figure 2.11 presents data on receipt of preventive dental care in the past year. Seventy-eight percent of
Boston children received preventive dental care in the past year, which was similar to the percentages for
children living in the United States and Massachusetts. A lower percentage of children ages 1-5 received
preventive dental care than children in all other age groups. No differences were seen based on race and
ethnicity of child, child’s place of birth, household income in relation to FPL, or health insurance.
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Figure 2.12 Children Who Had Seen a Specialist
in Past Year, Ages 0-17
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DATA SOURCES: Boston Survey of Children's Health, 2012; National Survey
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DATA ANALYSIS: Boston Public Health Commission Research and Evaluation
Office

Figure 2.12 presents data on children who had seen a specialist in the past year comparing BSCH data
to data from the National Survey of Children’s Health. Approximately 22% of Boston children had seen a
specialist in the past year, which was lower than the percentage of children in Massachusetts.

Of children that saw a specialist, about 36% (35.8%) were children with special health care needs (data
not shown). Lower percentages of Black and Latino children had seen a specialist in the past year than
White children (data not shown).



Health Insurance and Cost of Health Care for
Boston Parents and Caregivers

This section presents data on the health insurance status and types of coverage among Boston children
and on costs borne by parents and caregivers for their children’s health care. Parents and caregivers
were asked both the amount of money they paid for their children’s care and the degree to which those
expenditures caused family hardship.

Health insurance is crucial to early diagnosis and comprehensive treatment for both children and

adults. Children who are uninsured, or have gaps in insurance coverage so that they are uninsured for

at least part of a year, are much less likely than children with consistent coverage to access primary

and preventive care, are less likely to have medication prescriptions filled, and are more likely to use
emergency departments as a source of care [21]. Health insurance status can have a particular impact on
health outcomes and quality of life among children with special health care needs and their families [22].
Low-income families that are insured through Medicaid experience less financial burden than low-income
privately insured families [23]. Figures 2.13 and 2.14 present data on health insurance status and health
insurance type among Boston children.

Out-of-pocket costs, whether due to being uninsured or due to having health expenditures that are not
fully covered by insurance, have a disproportionate effect on poor families [23]. In fact, the literature
indicates that financial burden from medical expenses for one family member may reduce resources
spent on care for all members [23]. Healthcare-related financial burden is also a strong predictor of
delayed or forgone necessary health care among families with children [24]. In order to examine the out-
of-pocket costs of health care, the BSCH asked parents and caregivers how much they spent on their
child’s medical expenses and whether they had trouble paying medical bills for their child. These data are
presented in figures 2.15 and 2.16.

61



62

Health of Boston’s Children

Figure 2.13 Children with Health Insurance Coverage,

Ages 0-17
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DATA SOURCES: Boston Survey of Children's Health, 2012; National Survey of Children's Health,
2011-2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 2.13 presents data on child health insurance status comparing BSCH data with Massachusetts
and United States data from the National Survey of Children’s Health. Approximately ninety-six percent of
Boston children were reported by their parents or caregivers as being covered by health insurance, which
was higher than the United States but lower than Massachusetts.



Health Insurance and Cost of Health Care for
Boston Parents and Caregivers

Figure 2.14 Insured Children with MassHealth/Medicaid Coverage, Ages 0-17
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MAP CREATED BY: Boston Public Health Commission Research and Evaluation Office

Figure 2.14 presents data on health insurance type among Boston children. Of insured children in
Boston, between 46.7% and 53.5% were insured through MassHealth/Medicaid, and these children are

distributed differentially by neighborhood.
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Figure 2.15 Parent/Caregiver Spent More
Than $500 on Child's Medical Expenses in
Past Year, Children Ages 0-17
% Cl
BOSTON 12.9 (10.8-15.0)
Race/Ethnicity of Child
Asian 15.2 (5.4-25.0)
Black 9.2 (5.8-12.6)
Latino 9.9 (6.2-13.7)
White 20.1 (16.1-24.2)
Primary Language Spoken at Home
English 14.2 (11.8-16.6)
Spanish 8.3 (3.6-13.0)
Other 8.7 (2.4-15.1)
Child Place of Birth
US-Born 12.6 (10.4-14.7)
Foreign-Born 15.5 (8.1-23.0)
Health Insurance

MassHealth/

Medicaid 5.6 (3.4-7.8)
Other 19.6 (16.2-23.0)

NOTE: Data for multiracial/other race are not shown.

DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation
Office

Figure 2.15 presents data on the amount of money that parents or caregivers spent on health care for
their child across demographic groups. Approximately thirteen percent of Boston children had more than
$500 spent by their parent or caregiver for medical expenses in the past year. A higher percentage of
White children had more than $500 spent on them by their parent or caregiver for medical expenses in
the past year than Latino or Black children. A lower percentage of children with MassHealth/Medicaid had
more than $500 spent on them by their parent or caregiver for medical expenses in the past year than
children with other types of health insurance. There were no differences by primary language spoken at
home, or by child’s place of birth.

Lower percentages of Boston children ages 11-14 and 15-17 years had $1-$250 spent on them by their
parent or caregiver for medical expenses in the past year than children ages 0-5 years (data not shown).
A higher percentage of children ages 15-17 years had more than $500 spent on them by their parent

or caregiver for medical expenses in the past year than children ages 0-5 and children ages 6-10 years
(data not shown).
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Figure 2.16 Parent/Caregiver Had Problems
Paying Child's Medical Bills in Past Year,
Children Ages 0-17
% Cl
BOSTON 11.0 (8.8-13.2)
Age
Ages 0-5 6.7 (4.1-9.4)
Ages 6-10 12.0 (7.3-16.7)
Ages 11-14 11.3 (6.5-16.1)
Ages 15-17 19.4 (12.5-26.2)
Race/Ethnicity of Child
Asian 11.6 (0.0-23.9)
Black 13.2 (9.0-17.3)
Latino 13.7 (8.8-18.5)
White 5.9 (3.8-8.0)
Federal Household Poverty Level
Below FPL 10.3 (6.0-14.6)
100-199% FPL 17.7 (11.2-24.3)
200-299% FPL 10.2 (5.6-14.9)
300-399% FPL 5.8 (2.4-9.2)
400% FPL or Above 5.7 (2.7-8.8)
Health Insurance
MassHealth/
Medicaid 121 (8.6-15.6)
Other 9.2 (6.5-11.9)

NOTE: Data for multiracial/other race are not shown.

DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and
Evaluation Office

Figure 2.16 presents data on the degree to which parents or caregivers had problems paying their

child’s medical expenses. Approximately eleven percent of Boston children had parents or caregivers
with problems paying their child’s medical bills in past year. A higher percentage of children ages 15-17
than children ages 0-5 had parents or caregivers who reported hardship in paying for their child’s medical
bills. A lower percentage of White children than Black and Latino children had parents or caregivers who
reported hardship. A higher percentage of children living in a household with an annual household income
100%-199% of federal poverty (FPL) level had parents or caregivers with problems paying their child’s
medical bills in the past year than children living in a household with annual household income 300%-
399% of FPL and 400% or more of FPL. There was no difference by health insurance type, which may
suggest increased coverage and fewer out-of-pocket costs among MassHealth/Medicaid members.
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Barriers to Families Receiving Health Care
for Their Child When They Need It

This section provides data on barriers that Boston parents and other caregivers face when seeking and
receiving health care for their children. These barriers detract from quality of care, making it difficult for
parents or caregivers to assure that their children receive all the care they need and that care is received
in a timely fashion.

The BSCH asked parents and caregivers about twelve potential problems they might have encountered
while seeking medical care for their child. Approximately 68% of children had parents or caregivers who
reported that they did not experience any of these twelve problems (data not shown). Lower percentages
of Asian, Black and Latino children than White children had parents or caregivers who experienced no
problems (data not shown). Higher percentages of Black and Latino children than White children had
parents or caregivers who experienced three or more problems (data not shown).



Barriers to Families Receiving Health Care
for Their Child When They Need It

Figure 2.17 Problems Encountered in Past Year When
Child Needed Medical Care, Children Ages 0-17

% Cl
Could not take the time off of work 10.6 (8.4-12.9)
Did not have insurance 9.3 (7.2-11.5)
There was a problem with my health plan 8.6 (6.6-10.7)

Could not get or had difficulty getting an

appointment 6.7 (5.0-8.4)

Could not afford care 6.7 (4.8-8.5)

Could not get transportation/Had difficulty getting

to doctor’s office 6.0 (4.4-7.5)

Was not satisfied with the doctor 5.8 (4.4-7.3)
Did not know where to find a doctor who speaks 30 (1.8-4.2)
the same language that | do

Did not know where to find care 2.9 (1.6-4.1)
There was a. vaccine shortage so my child could 27 (1.6-3.8)
not get vaccinated

Did not have a referral for a specialist 2.6 (1.5-3.8)
Could not find a doctor who accepts child’s 24 (1.4-3.4)

insurance

NOTE: Respondents could select multiple problems encountered.
DATA SOURCE: Boston Survey of Children's Health, 2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 2.17 presents data on the specific problems parents or caregivers encountered when their child
needed medical care. Among the problems encountered by parents or caregivers when their child needed
medical care in the past year was the inability of parents or caregivers to take time off from work. This
affected 1 in 10 children. Other barriers were lack of health insurance for children, and problems with the
family’s health plan.
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Parent or Caregiver Trust in Medical Providers

This section provides data on parent or caregiver trust in their child’s doctors. A strong provider-patient
relationship facilitates effective exchange of medical information for the medical provider and for the
patient, increases patient self-confidence and motivation, and can promote a positive view of the

patient’s health status, which increases the likelihood of positive health outcomes [25, 26]. Patient-doctor
communication and trust is even more important in pediatric care than in care for adults, as pediatricians
must elicit and present information in ways that are effective for both child and parent [25, 26]. Figure 2.18
presents data on how often parents and caregivers felt that doctors did not do everything they should for
their child’s medical care. This is one measure of parent and caregiver trust in doctors.



Parent or Caregiver Trust in Medical Providers

Figure 2.18 How Often Parent/Caregiver Felt That Doctors Did Not Do Everything
They Should for Their Child’s Medical Care, Children Ages 1-17
Frequently Occasionally Rarely/Never
% Cl % Cl % Cl
BOSTON 7.3 (5.5-9.2) 8.9 (7.1-10.8) 83.7 (81.2-86.3)
Child General Health
Good or Better 6.6 (4.8-8.4) 9.0 (7.1-11.0) 84.4 (81.9-86.9)
Poor or Fair 23.1 (8.0-38.3) 6.6 (1.4-11.8) 70.3 (54.7-85.8)
Race/Ethnicity of Child
Asian * * 4.7 (0.4-9.1) 92.0 (86.3-97.8)
Black 9.2 (5.5-13.0) 9.5 (6.2-12.7) 81.3 (76.5-86.0)
Latino 8.1 (4.3-11.9) 11.5 (7.0-16.1) 80.4 (74.8-86.0)
White 4.8 (2.1-7.4) 6.2 (4.2-8.2) 89.1 (85.8-92.3)
Child Place of Birth
US-Born 7.6 (5.6-9.7) 9.4 (7.4-11.4) 83.0 (80.2-85.7)
Foreign-Born 5.8 (1.0-10.5) 4.6 (0.7-8.6) 89.6 (83.4-95.7)
Federal Household Poverty Level
Below FPL 12.9 (7.3-18.5) 8.8 (4.6-13.0) 78.3 (71.7-84.9)
100-199% FPL 6.0 (1.7-10.2) 11.8 (6.6-17.0) 82.3 (75.8-88.7)
200-299% FPL 5.4 (1.2-9.6) 9.0 (4.6-13.4) 85.6 (79.6-91.5)
300-399% FPL 6.9 (1.6-12.2) 8.7 (3.4-14.1) 84.4 (77.3-91.5)
400% FPL or Above 47 (2.3-7.1) 7.2 (4.0-10.3) 88.1 (84.3-92.0)

*Insufficient sample size

NOTES: General health for children is indicated as “good or better” where respondents reported general health status to be “excellent”,
“very good”, or “good.” Data for multiracial/other race are not shown.

DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 2.18 presents data on the frequency with which parents or caregivers felt that their child’s doctors
did not do everything they should for their child’s medical care. In Boston, 16.2% of children had parents
or caregivers who reported that they occasionally or frequently believed their child’s doctors did not do
everything they could for their child. A higher percentage of children in households with income below FPL
than children in households with income 400% of FPL or greater had parents or caregivers who reported
that they frequently felt that doctors did not do everything they should have for their child’s medical care.

There were no differences by race and ethnicity of child, child general health, or by the child’s place of
birth (data not shown).
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Summary:
Health and Health Services

Data presented in this chapter about child health and health care utilization can inform efforts to address
the health of children in Boston, to improve systems of care for children and families, and to identify areas
for future research. In Boston, lower percentages of children were reported to be in very good or excellent
general health and very good or excellent dental health than children in Massachusetts overall. A higher
percentage of Boston children were reported to be overweight/obese than children in Massachusetts and
the United States overall. Among Boston children, White children, children in higher income families and
children whose parents or caregivers had higher educational attainment were in the best general and
dental health.

Most (92.6%) of Boston children had at least one usual place of care, and for the large majority of children
this was a community health center, doctor’s office, and/or hospital outpatient department. However, a
higher percentage of Black children went to the emergency room for care than White children. A higher
percentage of Boston children received preventive medical care than children in the United States overall.
White children, children in higher-income families and children with health insurance coverage other than
MassHealth/Medicaid received more preventive medical care than Black and Latino children, children in
lower-income families and children insured by MassHealth/Medicaid.

Insurance coverage for Boston children was higher than the national average, but lower than the
statewide rate for Massachusetts. Problems encountered by many parents or caregivers when their child
needed medical care in the past year included the inability of parents or caregivers to take time off work,
lack of health insurance, and problems with the family’s health plan. Higher percentages of children in
low-income families and Black and Latino children had parents or caregivers who reported problems
paying their child’s medical bills in the past year than children in higher income families and White
children. A higher percentage of children in poverty had parents or caregivers who reported that they
frequently felt that doctors did not do everything they should for their child’s medical care.
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Chapter 3 provides information on children’s
lives in the context of home including information
on family structure, family housing status and
housing stability, and on children’s experiences
in the home environment related to meal times,
sleep, screen time, and consumption of sugary
beverages. Also included are data pertaining to
children’s exposure to a defined set of “adverse
childhood experiences” (ACEs) known to affect
development and long-term health [1, 2]. This
chapter includes a special focus on experiences
during infancy and early childhood, including
participation in home visiting programs for new
parents, breastfeeding, and use of childcare.
Experiences in infancy and early childhood,
generally centered in the home, set the stage
for children to reach their full health and
developmental potential [3].

Children at Home
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Family Structure and Parent or Caregiver Marital Status

Figures 3.1 and 3.2 present data on the structure of Boston families with children and marital status of
parents and caregivers in Boston, both of which can profoundly impact children’s experiences growing
up. Increasingly, children are growing up in families that do not match the traditional two-biological parent
family structure [4]. According to the Pew Research Center, United States births to unmarried women
increased from 5% in 1960 to 41% in 2008 [4]. During the same time period, the share of children raised
by a single parent increased from 9% to 25% [4].

The presence of caring adults and a well-functioning family environment are important to a child’s well-
being and development, regardless of family structure or parent or other caregiver marital status [5].
Single-parent families, and families that have experienced a divorce, however, are at increased risk for
experiencing financial hardship and familial stress, which impacts children’s home life, including access
to health-promoting resources inside the home and in the community such as high quality housing
conditions, healthy food, safe and clean neighborhoods, and health care [6]. Children living with single
mothers and children who have experienced parental divorce are at higher risk of poor overall physical
and dental health, experience higher rates of asthma and respiratory illness, miss more days of school,
and are at risk for more frequent headaches, more injuries, and poor mental and behavioral health
outcomes than children living in families with two married biological parents [6].



Family Structure and Parent or Caregiver Marital Status

Figure 3.1 Family Structure of Child's Household,
Children Ages 0-17

2 Paren 2 Paren
(Biologic;l:d:::ptive) (At et ;tep) pletiegenly (T
% Cl % Cl % Cl % Cl
BOSTON 47.3 (44.0-50.7) 4.3 (2.9-5.7) 39.4 (36.0-42.8) 9.0 (7.1-10.8)
Race/Ethnicity of Child
Asian 55.5 (36.5-74.5) * * 34.6 (15.3-53.8) 7.4 (0.0-16.0)
Black 36.7 (30.5-42.9) 3.7 (1.6-5.7) 49.2 (42.8-55.5) 10.5 (7.1-13.9)
Latino 34.9 (28.6-41.3) 6.6 (3.4-9.9) 49.0 (42.2-55.7) 9.5 (5.6-13.4)
White 72.9 (68.3-77.6) 3.7 (1.0-4.0) 17.9 (14.1-21.8) 5.4 (3.5-7.3)
Annual Household Income
<$25K 215 (15.4-27.6) 4.8 (1.4-8.2) 60.4 (53.2-67.5) 13.4 (9.0-17.8)
$25K-<$50K 32.7 (24.4-40.9) 5.2 (2.0-8.4) 52.1 (43.3-60.9) 10.0 (5.0-14.9)
$50K-<$75K 59.9 (50.6-69.2) 3.5 (0.9-6.0) 271 (19.0-35.3) 9.5 (3.2-15.8)
$75K-<$100K 64.4 (57.1-71.7) 1.2 (0.2-2.1) 27.8 (20.8-34.7) 6.7 (2.9-10.4)
$100K+ 74.7 (68.7-80.6) 5.8 (2.1-9.6) 14.1 (9.6-18.7) 5.4 (2.4-8.3)

*Insufficient sample size to present data for Asian children

NOTE: Data for multiracial/other race are not shown.

DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 3.1 presents data on family structure by multiple demographic variables. In Boston, 47.3% of
children lived in a two parent biological or adoptive family. The second most common family structure in
Boston was a mother only (no father present) family (39.4%). Higher percentages of Black and Latino
children lived in mother only families than White children. Higher percentages of children who lived in
households with an annual income of less than $25,000 or $25,000 - $50,000 lived in mother only families
than children in higher income households.
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Figure 3.2 Marital Status of Parent/Caregiver Living with Child,
Children Ages 0-17

Currently Married Sepamv\;it;cg‘?v:: reed/ Never Married
% Cl % Cl % Cl
BOSTON 54.9 (51.5-58.3) 16.2 (13.7-18.7) 28.9 (25.7-32.2)
Race/Ethnicity of Child
Asian 63.8 (44.5-83.1) 13.8 (0.9-26.7) 224 (4.0-40.8)
Black 42.8 (36.5-49.1) 17.0 (12.4-21.5) 40.2 (33.9-46.5)
Latino 39.7 (33.1-46.3) 235 (17.7-29.3) 36.8 (30.2-43.4)
White 86.5 (83.3-89.7) 8.0 (5.4-10.6) 55 (3.5-7.5)
Primary Language Spoken at Home
English 57.3 (563.6-61.1) 13.6 (11.2-16.1) 29.0 (25.4-32.7)
Spanish 39.2 (30.0-48.8) 27.9 (19.3-36.5) 329 (24.0-41.9)
Other Language 63.4 (49.4-77.5) 18.6 (6.0-31.1) 18.0 (7.4-28.6)
Parent/Caregiver Educational Attainment
Less than HS Diploma 33.3 (22.4-44.2) 26.0 (16.2-35.8) 40.7 (29.9-51.6)
HS Diploma/GED 32.9 (24.9-41.0) 229 (16.5-29.3) 442 (35.5-52.8)
Some College/Technical
School/ 41.7 (34.7-48.6) 20.2 (14.2-26.1) 38.2 (31.1-45.2)
Associate's Degree
Bachelor's Degree or Higher 77.0 (72.7-81.2) 8.7 (6.1-11.4) 14.3 (10.5-18.1)
Annual Household Income
<$25K 28.1 (21.3-34.9) 29.8 (23.1-36.5) 42.1 (34.8-49.4)
$25K-<$50K 36.9 (28.4-45.4) 222 (15.1-29.2) 40.9 (32.1-49.8)
$50K-<$75K 61.9 (52.2-71.6) 9.4 (4.2-14.6) 28.7 (19.3-38.2)
$75K-<$100K 80.7 (74.3-87.0) 7.1 (3.8-10.4) 12.2 (6.3-18.0)
$100K+ 86.9 (81.8-92.1) 4.2 (1.7-6.8) 8.8 (4.1-13.6)
Federal Household Poverty Level
Below FPL 30.8 (23.6-38.0) 255 (19.0-13.9) 43.8 (36.1-51.4)
100-199% FPL 37.7 (29.7-45.7) 24.0 (17.0-31.0) 38.3 (29.9-46.6)
200-299% FPL 62.3 (52.5-72.1) 13.2 (5.8-20.6) 245 (16.1-33.0)
300-399% FPL 76.6 (68.6-84.7) 6.3 (3.1-9.6) 17.1 (9.3-24.8)
400% FPL and Above 82.7 (77.7-87.8) 7.0 (4.2-9.8) 10.3 (5.8-14.8)

NOTES: Parent/caregiver educational attainment is the highest level of education between the mother, father, or respondent, if not the mother or the
father. Data for multiracial/other race are not shown.

DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 3.2 presents data on the marital status of parents and caregivers who lived with their children. At the
time of the survey, 54.9% of Boston children lived with parents or caregivers who were currently married.
Lower percentages of Asian, Black, and Latino children’s parents or caregivers were currently married than
White children’s parents or caregivers. A lower percentage of children who lived in a primarily Spanish-
speaking home had parents or caregivers that were currently married than children in primarily English-
speaking home or homes where the primary language was not English or Spanish. A higher percentage

of children with a parent or caregiver that had a bachelor’s degree or higher educational attainment lived
with parents or caregivers that were currently married than all other educational attainment levels. A higher
percentage of children living in households with incomes at or above 400% of the federal poverty level (FPL)
lived with parents or caregivers that were currently married than all groups except those in the 300-399% of
FPL category.



Housing Status and Stability among Boston Children

This section provides data from the BSCH on family homeownership, the number of times children have
moved, and the number of children in families that live in public housing or receive rental assistance. For
children, housing is shelter. But housing has more subtle meanings in relation to child health as well: it

is also a measure of how much wealth and, thus, access to resources a family has, and it is the most
important component of the physical and social environment in which child health and development is
shaped [7, 8, 9, 10].

Children living in homes that are owned by their families perform better in math and reading, and are at
less risk for behavioral problems, even when controlling for factors such as socioeconomic status [7].
Residential stability; the quality of the physical and social home environment, defined by the presence
of safe structures and materials, healthy air quality, the presence of caring and responsible adults,

and a lack of overcrowding or disruptive noise; and neighborhood conditions are important correlates

of homeownership that drive the association between family homeownership and children’s learning

and mental health [9]. In fact, in research models that control for these three factors, no relationship is
seen between homeownership and child outcomes [9]. Children who live in homes that are owned by
their families tend to live in higher quality homes and neighborhoods than children who live in homes
that are rented, which may explain the link between homeownership and child outcomes [7, 9]. In the
United States, homeownership is the primary way to accumulate wealth and is also often a marker of
social mobility within and across generations, as children inherit their parents’ property [10]. Poverty

and discrimination, both institutional and interpersonal, often limit a family’s housing options [8]. Thus
housing and homeownership are part of the complex web of social and environmental factors impacted by
discrimination that influence child health and wellness [8]. Figure 3.3 presents data on children who lived
in homes owned by their parent or caregiver.

Frequent change of residence, or residential mobility, is associated with adverse health, educational,
emotional, and behavioral health outcomes in children [11, 12]. Residential mobility is often accompanied
by children changing schools, which can disrupt the learning process and have serious implications for
academic success [12]. Members of racial minority groups and lower income populations are more likely
to move than their White, higher-income counterparts [12]. This can be explained, in part, by the reality
that higher percentages of low-income families and Black and Latino families are renters compared to
White and higher income families, while a higher percentage of White and high-income families own
homes [12]. Increasing the potential for disruption to a child’s life, low-income moves are less likely to be
for positive reasons and in some cases can lead to homelessness [11, 12]. Figure 3.4 presents data on
the number of times children in Boston had moved at the time of the survey.

Housing assistance and residence in public housing developments reduce a family’s rent burden,
allowing household resources to be allocated to other expenses that could benefit a child’s development
[13]. According to the BSCH, about 25% of Boston children lived in households that received housing
assistance (in the form of a voucher or other subsidy through the state or federal government), or lived in
a development owned by the Boston Housing Authority. Among children in fair or poor health, two out of
five (40%) resided in households receiving rental assistance. The greater frequency with which children in
fair or poor health lived in this type of housing lends further support the body of research that links poverty
and housing to child health. Figure 3.5 presents the distribution of Boston children that lived in public
housing or were receiving rental assistance at the time of the survey.
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Figure 3.3 Children Who Lived in Homes
Owned (Not Rented) by Parent/Caregiver,
Ages 0-17
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DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation
Office

Figure 3.3 presents data on children who lived in homes owned by their parent or caregiver. At the time
of the BSCH, 42.0% of Boston children lived in homes that were owned by their parents or caregivers. A
higher percentage of White children lived in homes that were owned by their parents or caregivers than
children in other racial and ethnic groups. A lower percentage of children with parents or caregivers not
currently married lived in homes that were owned by their parent or caregiver.
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Figure 3.4 Children Who Had Moved
Residences More than Twice,
Ages 0-17
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NOTES: General health for children is indicated as “good or better” where
respondents reported them to be in “excellent”, “very good”, or “good” health. Data
for multiracial/other race are not shown.

DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation
Office

Figure 3.4 presents data on children who had moved more than twice by racial and ethnic group and
child health status. Twenty-four percent of Boston children had moved more than twice in their lifetimes.
A higher percentage of Black and Latino children had moved more than twice than White children. A
higher percentage of children in fair or poor general health had moved more than twice than children in
good or better general health.
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Figure 3.5 Children Who Lived in Public Housing or Households
Receiving Rental Assistance by Child General Health, Ages 0-17
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DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 3.5 presents data on children who were living in public housing or were receiving rental assistance
at the time of the BSCH by child health status. In Boston, 11.6% of children lived in public housing and
13.5% lived in households that were receiving rental assistance. A higher percentage of children in good
or better health lived in neither BHA housing nor housing that received rental assistance than children in
fair or poor health. A higher percentage of children in fair or poor health than children in good or better
health lived in a household that received rental assistance.



Life at Home

This section provides data on the routine lives of Boston children at home. Included is information about
the frequency with which families share meals, the amount of time children spend sleeping, their screen
time, their consumption of sugary beverages, and their exposure to tobacco smoke at home. Also
presented are data on exposure to a defined set of “adverse childhood experiences” (ACEs) known to
affect development and long-term health. These factors have the potential to either promote or detract
from children’s health and resilience.

Family dinners foster social exchanges that may benefit children of all ages. Family meals have been
associated with healthier eating habits including increased intake of fruits, vegetables and dairy and
decreased consumption of sugary beverages among children and adolescents [14, 15]. Some past
studies indicated that high-risk behaviors, such as violence and tobacco, alcohol, and drug use,
decrease with frequency of family dinners. More recent research, however, suggests that these longer
term outcomes have been overstated [16, 17]. Dinnertime does provide an opportunity for parents and
caregivers to connect with their children, which can be beneficial to children and families. Figure 3.6
presents BSCH data on the frequency with which Boston children ate meals with their families over the
course of a week.

Sleep is an important factor in child and adolescent development. Children and adolescents who
regularly get adequate levels of sleep are more likely to be physically active and perform well in school
[17]. Children who sleep too little are more likely to be overweight, have lower learning capacity, and
have increased emotional and behavioral difficulties than children who sleep more [18, 19, 20, 21]. In
fact, some recent studies suggest that some children presumed to have ADD or ADHD may actually be
suffering the effects of sleep deprivation [22]. Figure 3.7 presents data on the number of hours of sleep
children were reported to get during a typical school night.

Increased television exposure and exposure to other electronic media among children, often referred to
as screen time, is associated with poor dietary habits and fitness practices and childhood obesity [23].

In addition to the impact of increased screen time on fitness and nutrition, children and adolescents

are increasingly exposed to images of violence and sexual references through television programming,
advertising, and video games, which has been shown to impact sexual initiation and health, aggressive
feelings and behaviors, social isolation, substance use, and emotional health [24]. The American
Academy of Pediatrics recommends that infants and children less than two years old not be exposed to
electronic media and that children older than age two be exposed to no more than 1-2 hours per day [25].
Figure 3.8 presents data on the amount of screen time that Boston children were reported to get during
the week.

Childhood obesity rates in the United States have more than tripled over the past 30 years [26]. As
discussed above, this could be the result of a shift from more active lifestyles to more sedentary ones,
the influence of food and beverage advertising on children’s attitudes and dietary choices, or most

likely, a combination of both [24, 27]. Limited access to healthy, affordable foods, and greater access

to and availability of energy dense foods and sugary beverages are additional factors influencing rates

of childhood obesity [28, 29]. Research shows that children today get an average of 10-15% of their

total daily calorie intake from sugary beverages, and that schools are a very limited source of these
beverages [29]. This suggests that the home environment is a likely setting in which most consumption of
sugary beverages takes place among children [30]. Figure 3.9 presents data on consumption of sugary
beverages among Boston children.

Prenatal and passive childhood exposure to tobacco smoke in the home has been associated with
multiple adverse health outcomes, including in the short term, low birth weight and birth complications,
sudden infant death syndrome (SIDS), and throughout childhood and into adulthood, asthma and
other respiratory problems, behavior problems, sleep difficulties, infections, cardiovascular effects, and
increased risk for cancer in adulthood [31].
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Measures prohibiting smoking in public settings have been effective in increasing awareness among
adults of the dangers of tobacco exposure for children, shifting attitudes towards smoking, and reducing
smoking rates among adults [32]. Research has also shown that interventions with parents and caregivers
work to reduce parental smoking and children’s exposure to tobacco smoke [33]. Effective September 30,
2012, the Boston Housing Authority became the first large housing authority in the country to implement

a no smoking policy in all BHA units and common areas [34]. The regulation was implemented the month
prior to completion of the BSCH and therefore we anticipate that BSCH data can be used as a baseline to
assess the impact of the policy on smoking rates in BHA households with children. Figure 3.10 presents
percentages of Boston children who lived in households where someone smokes tobacco.

As discussed throughout this report, childhood experiences, including negative experiences, can have a
lasting impact on child health and well-being. Adolescents and adults with history of ACEs (among them
household financial strife, parental death or incarceration, household substance abuse, and/or violence
in the home or neighborhood) are at increased risk of developing a wide range of health problems [35].
The principal study relating to ACEs found that children with exposure to multiple ACEs or with long-
term exposure to one kind of ACE were likely to have multiple health risk factors later in life [2]. Study
participants who had experienced three or more ACEs, compared to those who had experienced none,
were at increased risk for alcoholism, drug abuse, and depression; more likely to have 250 sexual
partners; and more likely to have a sexually transmitted disease [2]. ACEs have a strong influence on
mental health, reproductive health, smoking, alcohol consumption and drug abuse in adults [2, 36]. ACEs
also increased the risk of heart disease, chronic lung disease, liver disease, suicides and HIV/STDs [36].
There has been much focus among educators and clinicians on increasing resilience in children and
youth confronted with adversity [36]. While important, these efforts should not be seen as a substitute for
efforts to reduce the risk of exposure to adverse experiences in the environments in which children grow
and develop. Figures 3.11 through 3.13 present data on ACEs among Boston children.
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Figure 3.6 Days Per Week Child's Family Ate a Meal Together,
Children Ages 0-17
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Figure 3.6 presents data on days per week that children’s families ate a meal together. Slightly less than
half (48%) of Boston children were from families who reported eating a meal together 6-7 days per week.
This percentage was lower than that for children in all of Massachusetts and the United States.
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Figure 3.7 Usual Hours of Sleep Per School Night,
Children Ages 6-17
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Figure 3.7 presents data on usual hours of sleep children had per school night. Among Boston children
ages 6-10 years, approximately half slept 8-9 hours per school night. Among children ages 11-14 and 15-
17 years, 70.9% and 53.4%, respectively, slept 8-9 hours. Two out of every five children ages 15-17 years
slept less than 8 hours per school night. There is some debate about sleep guidelines for children [37],
but as a point of reference, the National Sleep Foundation recommends that children ages 5-10 years old
receive 10 or more hours per sleep every 24 hours and for children ages 11-17, between 8.5 and 9.25

hours every 24 hours [38].
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Figure 3.8 Time Spent on Average Weekday Watching
TV/Videos or Playing Video Games, Children Ages 0-17
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Figure 3.8 presents data on amount of screen time among Boston children. In Boston, only 12.7%

of children did not watch any television or videos or play video games on weekdays. Approximately a

third spent less than two hours daily with these media, while almost an additional third spent 2 to fewer
than 4 hours on an average weekday. As referenced previously, the American Academy of Pediatrics
recommends that infants and children less than two years old not be exposed to electronic media and that
children older than age two be exposed to no more than 1-2 hours per day [25].
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Figure 3.9 Average Daily Sugar-Sweetened Beverages
Consumed, Ages 0-17
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Figure 3.9 presents data on sugar-sweetened beverage (SSB) consumption among Boston children.
Citywide, 12.4% of children drank one or more SSBs per day. Nearly one in five children (19.7%) ages
15-17 years consumed one or more SSBs daily. A higher percentage of children ages 15-17 years drank

SSBs once or more daily than children ages 0-5 years.
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Figure 3.10 Children Who Lived in Households Where

Someone Smoked Tobacco, Ages 0-17
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DATA SOURCE: Boston Survey of Children's Health, 2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 3.10 presents the percentage of children who lived in households where at least one person
smoked tobacco by housing type. At the time of the BSCH, 16.3% of Boston children lived with a
household member who smoked tobacco. Higher percentages of children in public housing or in a
household that was receiving rental assistance also lived in a smoking household than children who
lived in households that did not receive governmental housing assistance. As noted above, recent policy
change is expected to reduce the percentage of children in BHA housing who live with an adult smoker.
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Figure 3.11 Adverse Childhood Experiences (ACEs),
Children Ages 0-17
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Figure 3.11 presents data on how many children have experienced ACEs by type of ACE. Almost half of
all children had endured ACEs (data not shown). Among the experiences defined as ACEs, financial strife

was most frequently experienced by children in Boston as reported by parents or caregivers.
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Figure 3.12 Total Number of Adverse Childhood Experiences (ACEs),

Children Ages 0-17
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Figure 3.12 presents data on the frequency of ACEs among Boston children compared with children in
Massachusetts and the United States as a whole. In Boston, approximately a quarter of all children have
experienced at least one ACE, while almost one in ten (9.0%) children have experienced three or more
ACEs in their lifetime. These percentages were similar to those found in Massachusetts overall and in the
United States.
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Figure 3.13 Total Number of Adverse Childhood Experiences

(ACEs), Children Ages 0-17
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Figure 3.13 presents the frequency of ACEs among Boston children by age group. A similar percentage
of children experienced one ACE across all age groups. Higher percentages of children ages 6-10, 11-14,
and 15-17 experienced three or more ACEs than children ages 0-5.
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Infancy and Early Childhood

This section presents data on factors that impact the health and well-being of infants and very young
children and their families, including breastfeeding, participation in infant home visiting programs for
new parents, and early child care. Full-term birth (and healthy birth weight, which is closely associated
with full-term birth) and breastfeeding are predictors of healthy child development and set the stage for
children to reach their full health and developmental potential [39, 40].

Premature birth is an important predictor of child health. Pre-term infants are at increased risk for infant
mortality, as well as increased risk for developmental delays, long term disabilities, and chronic conditions
that may impact the rest of their childhood and lives [39]. Figure 3.14 provides data on Boston children
born prematurely.

Breastfeeding is widely recognized as the optimal method of infant feeding, providing unmatched health
benefits to both mother and child [40]. Breastfed children, compared to formula fed children, experience
short and long term benefits including lower incidence of sudden infant death syndrome (SIDS), improved
oral health, more robust immune systems, optimal physical and cognitive development, lower risk of
obesity in childhood and adolescence, lower risk of type 1 diabetes, and lower rates of asthma, eczema
and allergic disorders [40]. Mothers who breastfeed also experience benefits such as improved recovery
after birth, lower long term risk of reproductive cancers, and healthy attachment formation with their infant
[40]. Figure 3.15 presents data on the ages up to which Boston children were breastfed.

Infant home visiting programs build parent or caregiver capacity to identify the needs of their infants and
young children and respond to them appropriately. These programs have been shown to promote healthy
development in early childhood that translates to improved health and development over the life course
[41, 42]. Figure 3.16 present data on parent and caregiver participation in new parent programs.

According to the Boston Survey of Children’s Health, more than half of parents and caregivers in Boston
rely on regular childcare from a non-relative, which is higher than the percentage nationally. Studies on
high quality childcare programs have shown that positive childcare experiences can promote healthy
cognitive and social development, including improvements in school readiness, scholastic achievement,
and social-behavioral functioning throughout their school-aged years and beyond [43, 44, 45]. Figure 3.17
presents data on children who received childcare from a non-relative.
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Figure 3.14 Children Born Prematurely by Federal Household
Poverty Level, Ages 0-17
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(9.4-136) | (12.2-24.1) | (5.5-13.4) | (4.0-16.9) | (5.9-17.2) | (5.8-11.6)

NOTE: Prematurity is defined as more than three weeks before due date.
DATA SOURCE: Boston Survey of Children's Health, 2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 3.14 presents data on prematurity by household income in relation to the FPL. In Boston,
approximately twelve percent of children were born prematurely, which is defined as more than three
weeks before the due date. Additionally, a higher percentage of children living in a household with annual
household income below FPL were born prematurely than children living in a household with annual
household income 400% FPL and above.
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Figure 3.15 Age at Which Breastfeeding Stopped Among
Children Who Were Fed Breast Milk, Ages 0-5

0% :
0 to 1 month 2-3 months 4-6 months 7-12 months  More than 12
months
1 month or 2-3 months 4-6 months 7-12 months More than 12
less months
14.5% 20.1% 23.4% 26.3% 15.7%
(9.9-19.2) (14.5-25.7) (17.5-29.3) (20.2-32.4) (10.7-20.7)

NOTE: Children still being breastfed were not included.
DATA SOURCE: Boston Survey of Children's Health, 2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 3.15 presents data on the age at which breastfeeding stopped among children who were fed
breast milk. In Boston, 81.2% of children under the age of 6 years were fed breast milk for some period
of time (data not shown). Among children ages 0 to 5 who were ever fed breast milk, around one in two
children stopped breastfeeding between the ages of 4 to 12 months. A higher percentage of children
stopped breastfeeding at the age of 7 to 12 months than children who were 1 month of age or less.

Among Black, Latino, and White children, the percentages of children that were fed breast milk at some
point were similar (data not shown). A lower percentage of children with special health care needs were
fed breast milk at some point than children without any special health care needs (data not shown).
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Figure 3.16 Children Whose Parent/Caregiver
Participated in an Infant Home Visiting Program,
Ages 0-3

BOSTON
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Less than HS Diploma

HS Diploma/GED
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School/Associate's Degree

Bachelor's Degree or Higher
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Percent of Children

BOSTON 26.3% (20.2-32.4)
Race/Ethnicity of Child
Black 32.9% (16.8-49.1)
Latino 22.0% (11.0-32.9)
White 22.7% (15.9-29.6)
Parent/Caregiver Educational Attainment
Less than HS Diploma *
HS Diploma/GED 22.9% (6.6-39.2)

Some College/Technical
School/Associate's Degree

Bachelor's Degree or Higher 22.8% (15.8-29.7)

38.2% (21.9-54.5)

*Insufficient sample size

NOTES: Data for Asian children are not presented due to insufficient sample size. Data
for multiracial/other race are not shown. Parent/caregiver educational attainment is the
highest level of education between the mother, father, or respondent, if not the mother or
the father.

DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 3.16 presents data on children whose parents or caregivers participated in an infant home
visiting program. In Boston, 26.3% of children under four years of age had parents or caregivers who
received professional help at home in preparation for the new baby or help to take care of the new baby
and mother. Percentages among different racial and ethnic groups and by parent/caregiver educational
attainment levels were similar.
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Figure 3.17 Children Who Received Care
10+ Hours/Week from a Non-Relative, Ages 0-5
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400% FPL and Above
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200-299% FPL 39.6% (22.1-57.1)
300-399% FPL 58.9% (45.2-72.6)
400% FPL and Above 67.3% (58.1-76.6)
Family Structure
2 Parent (Biological/Adoptive) 55.3% (48.2-62.5)
2 Parent (At Least 1 Step)/Other 58.8% (38.7-78.9)
Mother Only 51.4% (40.8-62.0)

DATA SOURCES: Boston Survey of Children's Health, 2012; National Survey of Children's
Health, 2011-2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 3.17 presents data on children that received 10 or more hours of care per week from a non-
relative. Slightly more than half (54.3%) of all Boston children under age six received 10 or more hours of
care per week from a non-relative. This percentage was higher than the United States overall. The Boston
and Massachusetts percentages were similar.

A higher percentage of children living in households with household income 400% FPL and above
received 10 or more hours of care per week from a non-relative than children living in households at
100% to 299% FPL. Percentages did not vary by family structure.
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Summary:
Children at Home

Family dynamics, the physical home environment, and activities and exposures at home all shape a
child’s health and development. Throughout infancy and early childhood, the home is the source of a
child’s first and most important influences.

Family structure and parental marital status can impact family dynamics and children’s experiences at
home. Just over half of Boston children lived with parents or caregivers who were currently married.
Higher percentages of Black and Latino children and higher percentages of children living in low income
households lived in families headed by single mothers than White children and children from higher
income households.

The home is the largest asset for most families and homeownership is associated with residential stability.
Less than half of Boston children lived in homes owned by their parents or caregivers, with higher
percentages of White children and children with married parents or caregivers living in owned homes than
Asian, Black, or Latino children or children with unmarried parents or caregivers. Higher percentages

of Black and Latino children and children in fair or poor general health had changed residence more

than twice than White children and children in good or better general health. Children in fair or poor
health were also disproportionately represented in public housing and households that received rental
assistance.

Positive experiences at home can promote resilience in children, while negative experiences increase
vulnerability. A lower percentage of Boston children had meals with their family than children in
Massachusetts and the United States. A higher percentage of children in public housing or in households
that received rental assistance lived with smokers than children whose families did not receive some sort
of governmental housing assistance. Nine percent of Boston children had been exposed to three or more
ACEs, which is similar to percentages for Massachusetts as a whole and the United States.

Experiences in infancy and early childhood can shape future health and development. A majority of
Boston children were given breast milk in infancy and percentages were similar across racial and ethnic
groups. However, a lower percentage of children with special health care needs were ever fed breast milk
than children without any special health care needs. Percentages of children of parents who participated
in infant home visiting programming were similar across racial and ethnic groups and different levels of
parent and caregiver educational attainment. The percentage of children who received 10 or more hours
of childcare per week from a non-relative was higher in Boston than in the United States overall, but
similar to Massachusetts. Percentages were similar between different family structures.
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Chapter 4 presents data on child enrollment in
public, private, and parochial schools in Boston;
school attendance; grade retention; bullying;
parent and caregiver perceptions of school quality
and the school environment; and frequency with
which schools contacted parents and caregivers
about problems their child was having at school.
A child’s experience in elementary, middle, and
high school can shape his or her future by opening
the doors to higher education, and through
education, greater employment opportunities,
higher earnings potential, and improved quality of
life [1]. Adults with higher educational attainment
report better physical, social, and emotional
health; lower rates of divorce; and lower rates
of incarceration than adults with lower levels of
educational attainment [1]. Positive engagement
in school has been associated with children’s
healthy development and their physical, social,
and emotional health [2, 3].
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Children at School




102

Health of Boston’s Children

Life at School

This section presents data on Boston children at school, starting with enrollment by type of school and
school attendance and moving on to grade retention and experience with bullying. School-aged children
can spend up to six hours or more per day at school, thus experiences at school play a major role in child
health and development [3].

The school system in Boston includes 122 public schools, including 21 pilot schools, three schools that
require an entrance exam, six innovation schools, and 30 charter schools [4, 5]. Charter schools and
innovation schools are publicly funded but operate with varying degrees of independence from the district
as a whole [4]. Boston is also home to over 40 private and parochial schools [6, 7]. Among children in
Boston, 57,100 students are enrolled in the Boston Public School system for the 2013-2014 academic
year, an increase of about 500 from the 2012-2013 school year [4]. The system of assigning children to
public schools across Boston is complex, and not necessarily based on where children live in the city

[8]. In response to ongoing community feedback, Boston Public Schools plans to change the system of
assigning schools to a new “home-based” model starting next school year (2014-2015) [9]. Figure 4.1
presents data on Boston children’s enrollment in different types of schools.

Ensuring that all children have the opportunity to benefit from regular attendance and engagement in
school is an important priority for promoting child and community health. Poor school attendance at any
phase of schooling is associated with lower academic achievement, lower likelihood of graduating from
high school, and less advantageous employment and economic stability as adults [10, 11]. Refusing

to attend school or remain in school for the entire school day is also associated with increased risk

for social and psychological problems in addition to low academic achievement [12]. While low school
connectedness, social problems, and feelings of emotional distress associated with school can lead

to a child’s refusal to go to school, a number of other factors can lead to high levels of absenteeism
among school-aged children, including chronic health issues and problems at home [10, 12]. Children
from low-income households are more likely to miss more days of school than those from wealthier
households, especially in the early years of their education [9]. Potential explanations for this include
difficulty complying with school policies (such as the requirement that vaccination be documented prior
to enroliment), inability to cover fees or pay for school supplies, low parental connection to the education
system, and the need for children to contribute financially to the family [11]. Figure 4.2 presents data on
school attendance.

Repeating a grade during any stage of schooling is significantly associated with higher risk of dropping
out of high school [13]. Students who are held back have poor long-term social, emotional, and
academic outcomes compared with students who are promoted and given other remedial options such
as extra tutoring and summer programs [14]. In general, students from low-income and single parent
families are held back at higher rates than students from wealthier, two-parent families [14]. As we have
discussed throughout this report, having access to fewer resources can significantly impact child health
and scholastic achievement. Low-income and single parents may not have the confidence or time to
demand alternative remedial options from a school system and are less able to pay for tutoring or other
programs that could help their struggling students [14]. Student performance also might be affected by
problems at home or in their communities [14]. In addition, literature indicates that teacher expectations
may vary based on race, class, or gender of students, subtly affecting the education process [15]. Thus,
research suggests that requiring a student to repeat a grade is not enough to address the complex set of
social, environmental, and economic factors that might lead to poor school performance, and that more
comprehensive approaches are needed to ensure success for all students [13, 14]. Figure 4.3 presents
data on number of children that have repeated a grade in school.



Life at School

Experiences with bullying can have a sharp impact on child health and wellness. A majority of bullying
incidents occur at schools, or in places near school grounds where adult supervision is minimal [16].
However, with recent increases in technology and social media use among children and youth, electronic
bullying has become an increasing problem that children may experience virtually anywhere [17]. Victims
of school and electronic bullying report feeling disconnected from their school, performing poorly at
school, and experiencing depressive symptoms and/or suicidal ideation [18]. Targeted bullying based

on race, sexual orientation, or disability is associated with worse physical and psychological health
problems among victims than other types of bullying [19]. Children who bully are also at increased risk
for depression and suicidal ideation, and criminal activity later in life [20]. School-based anti-bullying
programs and policies that include parent involvement, firm disciplinary policies, and improved playground
and lunch room supervision have been shown most effective at reducing and preventing school bullying
[21]. Figure 4.4 presents data on Boston children’s experiences with bullying.
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Figure 4.1 School Enroliment by Type of School,
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DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 4.1 presents data on Boston children’s enrollment in different types of schools overall and
stratified by race and ethnicity. Seven out of ten Boston children ages 6-17 years were enrolled in public
school. Less than 1% of Boston children were home-schooled (data not shown). A higher percentage of
Black and Latino children were enrolled in public school than White children. The percentage of children
enrolled in charter schools was similar across racial and ethnic groups, however a higher percentage

of White children were enrolled in private or parochial schools or were home-schooled, than Black and
Latino children.

A higher percentage of children for whom at least one parent or caregiver had a bachelor’s degree

or higher attended private or parochial school or were home-schooled than children whose parent or
caregiver had a lower level of educational attainment (data not shown). A higher percentage of children
whose parent or caregiver’s educational attainment was less than a high school diploma/GED attended
public school than children whose parent or caregiver had a bachelor’s degree or higher (data not
shown).
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Figure 4.2 School Days Missed in Past 12 Months Due
to lliness or Injury, Ages 6-17
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2012

DATA ANALYSIS: Boston Public Health Commission Research & Evaluation

Figure 4.2 presents information about school attendance for Boston children ages 6-17. Slightly more
than one quarter of all Boston children ages 6-17 years did not miss any days of school due to illness or
injury in the past year. This percentage was higher among Boston children than children in Massachusetts
or the United States as a whole. A similar percentage of Boston children missed 1-5 days, 6-10 days, and
11 or more days of school due to illness or injury as children in Massachusetts or the United States as a
whole.

The number of days of missed school due to iliness or injury did not vary by school type, including public
school, private or parochial school, and charter schools (data not shown). Also, the number of days of
missed school due to illness or injury did not vary among those in good or better health compared with
those in fair or poor health (data not shown).
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Figure 4.3 Children Who Had Ever Repeated a Grade

in School Since Starting Kindergarten, Ages 6-17
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NOTES: Data for Asian children are not presented due to insufficient sample size. Data for multiracial/other
race are not shown. General health for children is indicated as “good or better” where respondents reported
general health status to be “excellent”, “very good”, or “good.”
DATA SOURCES: Boston Survey of Children's Health, 2012; National Survey of Children's Health, 2011-

2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 4.3 presents information about the percentage of children who had ever repeated a grade in school
stratified by race and ethnicity, federal household poverty level (FPL), and child general health status.
Approximately one out of seven Boston children ages 6-17 years had repeated a grade in school since
starting kindergarten, a higher percentage than children in Massachusetts as a whole or the United States.

In Boston, a higher percentage of Latino children had repeated a grade in school since starting

kindergarten than White children. Also, a higher percentage of children whose general health was fair or
poor had repeated a grade in school since starting kindergarten than children whose general health was
good or better.




Figure 4.4 Bullied in Past Year, Ages 6-17
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Figure 4.4 presents data on children that were bullied based on parent and caregiver reports according
to age group. Over one-quarter (27.1%) of Boston children ages 6-17 years were bullied in the past year.
A higher percentage of children ages 6-10 years were bullied in the past year (37.0%) than children ages
15-17 years (15.6%).

There were no differences in the percentage of children that were bullied by gender or among racial and
ethnic groups (data not shown).
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Parents and Caregivers and the School Environment

This section presents data on how parents and caregivers perceive their children’s school environments.
It includes information about parents’ and caregivers’ perceptions of the quality of their child’s education
and perceptions of school safety. Also included are data on the number of times parents or caregivers
were contacted by schools about problems with their child. These data may provide some insight into the
extent to which parents and caregivers look to schools as allies in raising healthy and happy children.

Positive parent perceptions of their children’s school environment have been associated with increased
parental involvement and engagement with the school, especially for parents of elementary-aged children
[22]. Parent satisfaction and involvement with schools helps build integrated environments that support
children’s development and academic success [22]. Figure 4.5 presents information on how satisfied
Boston parents and caregivers were with the quality of their child’s education.

In addition to overall satisfaction with their child’s education, parents and caregivers were asked about
their perceptions of their child’s safety at school. Safe school environments are critical for children to
achieve academic and personal success [23]. Fear of violence at school or stress related to compromised
school safety can have developmental and long term psychological effects and decrease a child’s ability
to concentrate and learn [23]. Safe and supportive school environments promote self-esteem, positive
social development, and self-efficacy among students [24]. Figure 4.6 presents the percentage of Boston
children whose parents felt they were usually or always safe at school.

The number of times parents or caregivers are contacted by their child’s school for problems their

child was having provides some insight into relationships between parents or caregivers and schools.
Increased contact from schools to parents or caregivers about children’s difficulties could suggest that
schools are reaching out to support a child. On the other hand, it could represent schools placing the
onus on the parent or caregiver to manage a child’s behavior when the school finds the child disruptive.
Figure 4.7 presents data on the number of times within the past 12 months parents or caregivers were
contacted by schools for problems with their child.



Parents and Caregivers and the School Environment

Figure 4.5 Parent/Caregiver Satisified* with Quality of Child's

Education, Children Ages 6-17
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DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 4.5 presents data on parents’ or caregivers’ perceptions of the quality of their child’s education
stratified by child health status and school type. Approximately nine out of ten Boston children ages 6-17
years lived in households where the parent or caregiver was very satisfied or somewhat satisfied with the
quality of education that his or her child was receiving. A higher percentage of children who were in good
or better general health had parents or caregivers that were very satisfied or somewhat satisfied with the
quality of education that their child was receiving than children in fair or poor health.

The percentage of children who lived in households where the parent or caregiver was very satisfied or
somewhat satisfied with the quality of education was similar regardless of racial or ethnic group, primary
language spoken at home, and the type of school the child attended (data not shown).
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Figure 4.6 Parent/Caregiver Felt Child Was Safe* at
School, Children Ages 6-17
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Figure 4.6 presents percentages of Boston children whose parents felt they were usually or always safe
at school stratified by school type. Among Boston children ages 6-17 years who were enrolled in school
and were not home schooled, 84.1% lived in households where the parent or caregiver felt that his or her
child was always safe or usually safe at school. A higher percentage of children who attended private or
parochial school lived in households where the parent or caregiver felt that his or her child was always
safe or usually safe at school than children who attended public school.



Parents and Caregivers and the School Environment

Contacted by School for Problems with Child, Children Ages 6-17

Figure 4.7 Number of Times within Past 12 Months Parent/Caregiver
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Figure 4.7 presents the number of times within the past 12 months parents or caregivers were contacted
by schools regarding problems with their child stratified by racial and ethnic groups and school type.
Nearly two-thirds (62.6%) of Boston children had parents or caregivers that were never contacted by their
school for problems related to their child in the past year. A higher percentage of Black and Latino children
had parents or caregivers that were contacted by their school two or more times in the past year for
problems with their child than White children. Also, a higher percentage of children who attended charter
schools had parents or caregivers that were contacted two or more times in the past year for problems
with their child than children who attended public or private or parochial schools.
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Summary:
Children at School

Experiences with school, including parent and caregiver perceptions of the school environment, can affect
children’s present health and well-being, and influence their opportunities for the future.

Boston children may attend public schools, charter schools, or private and parochial schools. Less than
1% of Boston children were home schooled. A majority of Boston school-aged children were enrolled in
public school. However, higher percentages of Black and Latino children were enrolled in public school
than White children, and higher percentages of White children were enrolled in private or parochial school
than Black and Latino children. A higher percentage of children whose parents or caregivers had higher
educational attainment attended private or parochial school or were home-schooled than children whose
parents or caregivers had less education.

Poor school attendance and repeating a grade are risk factors for and indicators of low school
engagement [10, 11, 13]. A higher percentage of Boston children had repeated a grade in school than
children in Massachusetts or the United States as a whole. A higher percentage of Latino children

had repeated a grade in school since starting kindergarten than White children. Additionally, a higher
percentage of children in fair or poor health had repeated a grade in school since starting kindergarten
than children in good or better health. There were no differences in school attendance by child’s general
health status.

Research indicates the value of strong parent/caregiver-school relationships [22]. Parents’ and
caregivers’ perceptions of their child’s school, therefore, are important measures. Parents’ and caregivers’
satisfaction with the quality of their child’s education did not differ by racial and ethnic group or type

of school. However, higher percentages of children in good or better general health had parents or
caregivers who were satisfied with the quality of their child’s education than children in fair or poor health.
Additionally, higher percentages of children who attended private or parochial school had parents or
caregivers who reported feeling their child was safe at school than children who attended public school.
Over one-quarter of Boston school-aged children were bullied in the past year, with a higher percentages
of young students reported being bullied than older students.
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Chapter 5 presents data on child and
family experiences in the community.
This includes use of community
resources, participation in physical
activity, and neighborhood safety and
cohesion, all of which can positively
impactachild’swell-being[1,2]. Positive
connections to community in childhood
have been linked to improvements
in educational attainment, behavioral
outcomes, emotional health, social
functioning, and physical health [1, 2].

Children and Families in
Boston Communities
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Child and Family Engagement with Community
Resources and Physical Activity

This section presents information on engagement with community organizations, use of parks and
recreation centers, and participation in physical activity. Programs that encourage physical activity and
opportunities to interact with others have multiple benefits for children [3, 4].

Participation in high quality afterschool programs has been associated with improved school performance,
social functioning, and emotional well-being [5]. Figure 5.1 presents data on participation in sports, clubs,
and other organizations after school and on weekends.

The availability of safe, high quality parks and playgrounds, community centers, and other recreational
facilities in communities provides opportunities for physical activity and socialization for children and
families. Figures 5.2 and 5.3 present data on Boston children’s use of neighborhood parks and community
recreation centers, while Figure 5.4 presents data on the satisfaction of parents and caregivers with the
recreation opportunities available for children in their communities.

Time spent outdoors and use of recreational facilities among children have been associated with
increased physical activity [6]. Children that are less physically active are more likely to be overweight or
obese and to experience associated psychological, psychosocial, and physical problems than children
who are more physically active [7]. Literature shows that, historically, low-income urban communities and
communities of color have had inequitable access to community resources that promote physical activity
[6]. Figure 5.5 presents information on the percentage of children who participated in at least 20 minutes
of vigorous physical activity per day, while Figure 5.6 presents information on how and where children
usually get their exercise.

Bicycling is one form of exercise that can be beneficial to children from a health and environmental
perspective, however it carries a risk of injury and death if done without proper safety precautions.
Wearing a helmet is a primary way to protect against traumatic head injury and death, yet not all children
wear them [8]. Barriers to bicycle safety among children include poorly fitting or uncomfortable helmets
and the concern that wearing a helmet is unacceptable to peers [8]. Figure 5.7 presents data on helmet
use among Boston children.



Child and Family Engagement with Community
Resources and Physical Activity

Figure 5.1 Participation in Sports, Clubs, and/or
Organizations After School in Past Year,
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Figure 5.1 presents information about Boston children’s participation in activities after school and on
weekends. Seven out of ten Boston children ages 6-17 years participated in afterschool sports, clubs,
or organizations. A lower percentage of Boston children participated in these activities than children in
Massachusetts or the United States as a whole.

Although not presented here, among Boston children ages 6-17 years who participated in sports, clubs,
or organizations after school or on weekends, three out of four (74.5%) had a parent or caregiver who
always attended or usually attended events related to those activities. A higher percentage of children
ages 6-10 years (82.0%) had parents or caregivers who always attended or usually attended than
children ages 15-17 years (65.5%). Among gender groups (female and male), and among Black, Latino,
and White children, percentages were similar. Among children who lived in households where the primary
language spoken was Spanish, a lower percentage had parents or caregivers who always or usually
attended afterschool activities than children who lived in households where the primary language spoken
was English.
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Figure 5.2 Child Had Been to a Neighborhood Park or

Playground in Past Year, Ages 0-17
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Figure 5.2 presents data on the use of neighborhood parks and playgrounds. The majority (87.8%)
of Boston children had been to a park or playground in their neighborhood in the past year. A higher
percentage of White children visited a neighborhood park or playground in the past year than Black or
Latino children.



Child and Family Engagement with Community
Resources and Physical Activity

Figure 5.3 Child Had Been to a
Community or Recreation Center in Past
Year, Ages 0-17
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Figure 5.3 presents data on children’s use of community and recreation centers. Nearly half (49.3%) of
Boston children had been to a community or recreation center in their neighborhood in the past year. A
lower percentage of children who lived in households where the primary language spoken was neither
English nor Spanish had been to a community or recreation center in the past year. A lower percentage of
children who lived in households with annual income less than $25,000 visited a community or recreation
center in the past year than children who lived in households in any other income bracket except $75,000
to less than $100,000.
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Figure 5.4 Parents/Caregivers Who Were Satisfied*
with Youth Recreational Activities,
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Figure 5.4 presents data on parent or caregiver satisfaction with youth recreational activities. Nearly
three-quarters (73.4%) of Boston children lived in households where the parent or caregiver was very
satisfied or somewhat satisfied with the youth recreational activities available in his or her neighborhood.
A higher percentage of White children lived in households where the parent or caregiver was very
satisfied or somewhat satisfied with the youth recreational activities available in his or her neighborhood
than Black or Latino children.
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Figure 5.5 Twenty or More Minutes of Vigorous
Physical Activity*, Ages 6-17
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Figure 5.5 presents data on percentages of children who participated in at least 20 minutes of vigorous
physical activity daily. Slightly less than one-third (32.6%) of Boston children ages 6-17 years engaged
in physical activity everyday that made them sweat or breathe hard for at least twenty minutes. A higher
percentage of boys than girls engaged in physical activity everyday that made them sweat or breathe
hard for at least twenty minutes.
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Figure 5.6 Primary Mode of Exercise, Ages 0-17
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Figure 5.6 presents data on children’s primary mode of exercise. In Boston, the three most common
ways in which children got their exercise were outdoor activities (e.g., walking, running, biking; 32.8%),
playing with friends or family (23.1%), and school gym class (20.1%).

Higher percentages of Black (24.0%) and Latino (25.0%) children primarily got their exercise from school
gym class than White children (12.0%) (data not shown). Also, higher percentages of children who lived
in households with annual incomes of less than $25,000 and $25,000 to less than $50,000 primarily got
their exercise from school gym class (25.9% and 30.0%, respectively) than children from households with
incomes above $50,000 (13.4%) (data not shown).

122



Child and Family Engagement with Community
Resources and Physical Activity

Figure 5.7 Regular Helmet Use Among Children Who
Ride Bicycles, Ages 1-17
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Figure 5.7 presents data on regular bicycle helmet usage. In Boston, helmet usage differed by age and
racial and ethnic group. Higher percentages of children in the two youngest age groups regularly wore

a helmet than the two oldest age groups. A higher percentage of White children regularly wore a helmet
than Black children in all age groups. A higher percentage of White children ages 1-5 years and ages 6-10
years wore a helmet regularly than Latino children in the same age groups.
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Community Quality of Life

This section presents information on parent and caregiver reports of neighborhood cohesion and safety—
community characteristics shown to promote healthy development and resilience in children [9].

Social capital, defined as the presence of community cohesion and meaningful social networks in a
given neighborhood, can affect health and quality of life among children by allowing for a greater sense
of support for families; promoting faster dissemination of health information among community members
that encourage healthy norms and behaviors and control unhealthy ones; and increasing awareness
and access to community resources [10, 11]. Many social theorists argue that people living in urban
environments have fewer social ties within their neighborhood and feel less overall community cohesion
[12]. Other researchers claim that while this may be true of neighborhood cohesion in large cities, urban
environments can also facilitate other types of social ties, such as professional and social connections
between families that live in different parts of a city, that aren’t centered in the traditional neighborhood
[12]. This may help to explain the lower percentage of parents and caregivers reporting community
cohesion in Boston than in Massachusetts or the nation, as shown in Figure 5.8. It is also possible, of
course, that other characteristics of Boston are contributing to these differences. Figure 5.8 also presents
neighborhood cohesion data stratified by racial and ethnic group.

Having a safe, supportive neighborhood is important for child health and development and has been
associated with stronger connections with family, peers, and community members; increased participation
in afterschool programs and community activities; and increased volunteerism and community service by
children [13]. Conversely, unsafe neighborhoods can have negative effects on child health and well-being.
For example, children who live in unsafe neighborhoods are more likely to become victims or perpetrators
of violent crime [14, 15]. Also, children who have witnessed violence or crime in their neighborhood

have been found to exhibit higher levels of aggression, delinquency, depression, post traumatic stress
disorder (PTSD), substance abuse and withdrawal, and lower levels of school achievement [16, 17, 18].
Parental perceptions of neighborhood safety influence the extent and nature of children’s interaction

with their surrounding environments, and thus the extent to which they can engage in health promoting
behaviors [19]. Children whose parents are worried about neighborhood violence, for example, walk and
bike to local destinations less than other children, spend more time indoors watching television and less
time engaging in physical activity, and are thus at greater risk of obesity and other conditions related

to sedentary behaviors [19]. Figures 5.9 and 5.10 present percentages of children whose parents or
caregivers felt their child was unsafe in his or her neighborhood, and Figure 5.11 presents exposure to
neighborhood violence among Boston children as reported by parents and caregivers.
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Figure 5.8 Parent/Caregiver-Reported

Neighborhood Cohesion, Ages 0-17
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neighborhood help each other out", "We watch out for each other’s children in this neighborhood",
and "If my child were outside playing and got hurt or scared, there are adults nearby whom | trust

to help my child".

DATA SOURCES: Boston Survey of Children's Health, 2012; National Survey of Children's

Health, 2011-2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 5.8 presents parent or caregiver reports of neighborhood cohesion. Higher percentages of
children in Massachusetts and the United States as a whole lived in households where their parent or
caregiver reported high neighborhood cohesion than Boston children. In Boston, approximately three of
five children (61.1%) resided in households where their parent or caregiver reported high neighborhood
cohesion. A higher percentage of White children lived in households where their parent or caregiver

reported high neighborhood cohesion than Black or Latino children.
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Figure 5.9 Parents/Caregivers Who Felt Child
Was Unsafe* in Neighborhood, Ages 0-17
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Figure 5.9 presents data on parent and caregiver perceptions of neighborhood safety by neighborhood
and compares Boston data with data for Massachusetts and the United States as a whole. A higher
percentage of Boston children lived in households where their parent or caregiver felt that his or her child
was unsafe in their neighborhood than children in Massachusetts and the United States as a whole.

As seen in Figure 5.9, this percentage differs by neighborhood. A lower percentage of children who



Community Quality of Life

lived in the Back Bay (including Beacon Hill, Downtown, the North End, and the West End), Hyde Park,
Roslindale, South Boston, and West Roxbury lived in households where their parent or caregiver felt that
his or her child was unsafe in their neighborhood than children in Boston overall.

Figure 5.10 Parents/Caregivers Who Felt Child
Was Unsafe* in Neighborhood, Ages 0-17
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DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 5.10 presents data on parent or caregiver perceptions of neighborhood safety by racial and ethnic
group and age. A lower percentage of White children lived in households where their parent or caregiver
felt that his or her child was unsafe in their neighborhood than Asian, Black, or Latino children. A lower
percentage of children ages 0-5 years lived in households where their parent or caregiver felt that their
child was unsafe in his or her neighborhood than children ages 15-17 years.
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Figure 5.11 Children Who Had Witnessed Violence

in Their Neighborhood, Ages 0-17
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Figure 5.11 presents data on children who had witnessed violence in their neighborhood, as reported

by parents or caregivers. In Boston, 15.6% of children had witnessed violence in their neighborhoods. A
higher percentage of Black and Latino children had witnessed violence in their neighborhoods than White
children.



Summary:
Children and Families in Boston Communities

In addition to experiences at home and at school, encounters that children and families have within their
communities influence child health, well-being, and quality of life.

Involvement in sports, clubs, and youth organizations, such as the use of parks and playgrounds and
community recreation centers, often occurs on a community basis. At the time of the survey, fewer
children in Boston participated in these activities than children in Massachusetts and the United States
overall. Among Black, Latino, and White children, participation in these activities was similar, although
a higher percentage of White children than Black or Latino children had been to a park or playground in
the past year. In addition, a higher percentage of White children lived in households where their parent
or caregiver was satisfied with youth recreational activities available in their neighborhood, engaged in
vigorous physical activity outside the school setting, and wore bicycle helmets while riding their bikes.

The community social environment can promote or detract from healthy development and resilience
among children [1, 2, 9]. About three out of five Boston children lived in households where their parent

or caregiver reported high (as opposed to medium or low) neighborhood cohesion, which is lower

than reported neighborhood cohesion for Massachusetts and the United states as a whole. A greater
percentage of Boston children had parents and caregivers that reported feeling that their child was unsafe
in their neighborhood than children in Massachusetts and the United States. A higher percentage of White
children lived in households where their parent or caregiver reported high neighborhood cohesion than
Black or Latino children while a lower percentage of White children had parents or caregivers that reported
feeling that their child was unsafe in their neighborhood than parents and caregivers of Asian, Black, and
Latino children. While 15.6% of Boston children had witnessed violence in their neighborhoods, a higher
percentage of Black and Latino children had witnessed violence than White children.
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Chapter 6 starts with a demographic and socioeconomic
profile of children with special health care needs (CSHCN)
in Boston. The chapter includes data on the experiences of
CSHCN in the health care system and in the contexts of home,
school, and community. The term “children with special
health care needs” is defined by the federal Maternal and
Child Health Bureau (MCHB) to include children “who have
or are at increased risk for a chronic physical, developmental,
behavioral, or emotional condition and who also require health
and related services of a type or amount beyond that required
by children generally” [1]. This definition is operationalized
through a set of screening questions which ascertain whether
a particular child differs from peers in functional ability and/
or needs more or specialized services, including medical
care, therapies or medication [2]. This screener, used in
national studies, was incorporated into the BSCH to permit
identification of children with special health care needs in
the Boston sample. Families that care for a child with special
health care needs become uniquely familiar with health care
and other service systems based on their heightened need
for and increased interaction with them.

Children with Special Health Care

Needs at Home, at School,
and in the Community
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Demographic Characteristics of Children with Special
Health Care Needs in Boston

This section presents demographic data on CSHCN in Boston. Among Boston children, 19.3% met
screening criteria for CSHCN. This percentage is similar to Massachusetts and national percentages of
CSHCN [3]. Children who met the CSHCN criteria were found in all demographic groups: at all income
levels, in all racial, ethnic, and language groups, and in all neighborhoods across the city.

Given the increased need for health and related services among CSHCN, comprehensive insurance
coverage is crucial for these children and their families [4]. Research indicates that families with a child
covered by Medicaid have fewer out-of-pocket expenses than their privately insured counterparts and

are more likely to report their non-covered medical costs as being reasonable [4]. Findings as to whether
having Medicaid or private insurance impacts access to health care and other services are inconsistent
[4]. Although, research does indicate that privately insured families with a child with special health care
needs were more likely to report having coverage that allowed them to see the providers they felt were
needed for their child than families with a child covered by Medicaid [4]. For all children, including CSHCN,
the percent of the population with private insurance has decreased steadily since the 1980s, while
Medicaid coverage has been expanded [4].



Demographic Characteristics of Children with
Special Health Care Needs in Boston

Figure 6.1 Children with Special Health Care Needs
by Race and Ethnicity, Ages 0-17
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Figure 6.1 presents data on the racial and ethnic breakdown of CSHCN and non-CSHCN. The racial
and ethnic distribution of CSHCN and non-CSHCN was similar. As shown in Figure 6.1, the percent of
CSHCN in each racial and ethnic group was closely aligned with the percent of non-CSHCN in each racial

and ethnic group.
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Figure 6.2 Children with Special Health Care Needs
by Annual Household Income, Ages 0-17
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Figure 6.2 presents data on household income for CSHCN and non-CSHCN. There were no statistical
differences in the percentage of CSHCN who resided in households in the first four income groups,
compared with non-CSHCN. Compared to non-CSHCN, a smaller percentage of CSHCN are from the
wealthiest families with income of $100,000 or more. Among CSHCN, a higher percentage resided in
households with annual incomes of less than $25,000 than all other income levels. This may simply
reflect the distribution of income among families in Boston: more families fell into this lowest income group
than any other category (see Figure 1.6).



Demographic Characteristics of Children with
Special Health Care Needs in Boston

Figure 6.3 Children with Special Health Care Needs
by Health Insurance Type, Ages 0-17
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Figure 6.3 presents percentages of CSHCN compared with non-CSHCN by health insurance type. There
was no difference in the percentage of CSHCN by health insurance type compared with non-CSHCN.
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Figure 6.4 Children with Special Health Care Needs
by Primary Language Spoken at Home,
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Figure 6.4 presents data on the percentage of CSHCN compared with non-CSHCN by primary language
spoken at home. A higher percentage of CSHCN lived in households in which English was the primary
language than non-CSHCN. A lower percentage of CSHCN lived in the households in which the

primary language was neither English nor Spanish than non-CSHCN. These disparities may reflect real
differences between populations; it is more likely, however, that they reflect more limited diagnosis of
children in families whose primary language is neither English nor Spanish or more limited awareness of
and access to enhanced services among these families.



Children with Special Health Care Needs at Home

This section presents data on family structure and housing type for CSHCN compared to non-CSHCN.
Also presented are data pertaining to CSHCN and exposure to a defined set of “adverse childhood
experiences” (ACEs) known to affect development and long-term health in children (see Chapter 3 and
Figures 3.11, 3.12, and 3.13).

Families that include a child with special health care needs are impacted in complex ways. In some
cases, having a child with special health care needs can bring a family closer together, while in other
cases, stressors unique to having a child with special health care needs can have negative impacts
on families and the family structure [5]. Research shows that CSHCN are more likely to live with single
parents, often their mothers, than other children [6]. In addition, CSHCN who do not live with either
biological parent are more likely to live in households run by women [6]. Figure 6.5 presents data on
family structure among CSHCN.

As for all children, safe and affordable housing is important for the health and well-being of CSHCN [7].
However, depending on the nature of the child’s disability and his or her need for specialized medical
equipment, families with a CSHCN, particularly low-income families, may face special challenges in
securing housing that is adequate for the entire family. Figure 6.6 presents data on housing type among
CSHCN.

As described in Chapter 3 of this report, research indicates that children who have been exposed to ACEs

have a greater chance of poor health outcomes in adolescence and adulthood. According to the BSCH,
CSHCN in Boston have more exposure to ACEs than non-CSHCN. More research is needed, however,
to clarify the nature of the increased exposure. Figure 6.7 presents data on the frequency with which
CSHCN had a history of exposure to ACEs compared with non-CSHCN.
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Figure 6.5 Children with Special Health Care Needs by
Family Structure, Ages 0-17
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Figure 6.5 presents the percentage of CSHCN compared with non-CSHCN by family structure. A lower
percentage of CSHCN lived in two-parent families than non-CSHCN. A higher percentage of CSHCN lived
in other family structures (neither two parents nor mother only) than non-CSHCN.



Children with Special Health Care Needs at Home

Figure 6.6 Children with Special Health Care Needs
by Housing Type, Ages 0-17
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DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 6.6 presents the percentage of CSHCN compared with non-CSHCN by housing type. A lower
percentage of CSHCN lived in two-parent (biological/adoptive) families than non-CSHCN. There was no
difference in the percentage of CSHCN residing in Boston Housing Authority housing (BHA), however,
compared with non-CSHCN. Among non-CSHCN, the percentage of children residing in BHA households
was similar to the percentage of those in households receiving rental assistance. However, among
CSHCN, a higher percentage lived in households that received rental assistance than in BHA housing.
This situation may be explained by a need to go outside Boston Housing Authority units to meet some
accommodation need and/or priority status for rental assistance given to households that include a child
or an adult with a disability.
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Figure 6.7 Adverse Childhood Experiences (ACEs)
of Children with Special Health Care Needs,
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Figure 6.7 presents data on exposure to ACEs among CSHCN and non-CSHCN. A higher percentage of
CSHCN had two ACEs than non-CSHCN and a higher percentage of CSHCN had three or more ACEs
than non-CSHCN.
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Children with Special Health Care Needs
and the Cost of Health Care

This section presents data on out-of-pocket health care expenses for CSHCN. CSHCN and their families
are uniquely reliant on health and related services (e.g. therapies, equipment manufacturers, etc).
Frequent and sometimes specialized medical care for CSHCN can place a large financial burden on
families [8]. More research is needed to clarify the extent to which family socioeconomic status impacts
the level and variety of services that a child with special health care needs receives. Figure 6.8 presents
data on yearly out-of-pocket expenditures of more than $500 by families at different levels of annual
household income.

Figure 6.8 Parent/Caregiver Spent >$500 on Child's
Medical Expenses in Past Year
by Annual Household Income, Children Ages 0-17
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DATA SOURCE: Boston Survey of Children's Health, 2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 6.8 presents data on yearly out-of-pocket expenditures of more than $500 by families at different
levels of household income. When comparing CSHCN and non-CSHCN whose parent or caregiver

spent more than $500, a higher percentage of CSHCN resided in households with an annual household
income of $100,000 or more compared to non-CSHCN. There were no differences between other annual
household income levels. When comparing CSHCN whose parent or caregiver spent more than $500, a
lower percentage of CSHCN resided in households with an annual household income of less than $25,000
compared to CSHCN residing in households with an annual household income of $75,000 or more.
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Children with Special Health Care Needs at School

This section presents data on CSHCN in the school setting. CSHCN vary greatly in the nature, extent
and complexity of their health care needs. Some may have complex physical needs but be unaffected
in terms of cognition and behavior; others may have impairments entirely in the emotional, behavioral or
developmental domains; still others are affected in multiple domains. These variations affect children’s
experiences at school in different ways.

An Individualized Family Service Plan (IFSP) is required by law for all children who receive Early
Intervention (El) services and their families [9]. El services are available to children ages 0-3 with
developmental disabilities or delays [9]. In Massachusetts, and in a small number of other states, El
services are also available to children 0-3 who are at high risk of delay [9]. Typical El services include
audiology or hearing services, speech and language services, counseling and training for family members
and other caregivers, and a wide range of therapies [9]. Under Part C of the Individuals with Disabilities
Education Act (IDEA) families and program staff create a plan that outlines all services necessary to
support a child’s needs and his or her families’ priorities, resources, and concerns [10].

An Individualized Education Program (IEP) is required by law for all children enrolled in public school who
receive special education and related services [11]. By law, an IEP is developed by parents, teachers, and
other school staff in order to create an individualized program that will address a student’s academic and
functional skills [11]. IEPs are intended to allow accommodations unique to a student’s ability to promote
his or her academic and social success [11]. The components of a student’s IEP are dictated by Part B

of the Individuals with Disabilities Education Act (IDEA). Some IEP components required by law include
annual goals for the child, a list of special education and related services to be provided to the child or on
behalf of the child, and progress measurements, among many others [11]. IEPs are reviewed on a yearly
basis and any necessary revisions are made [11]. Figure 6.9 presents information on Boston children with
an IFSP or IEP among all children in Boston.

Many CSHCN are at increased risk for absenteeism, which can negatively impact academic performance
by affecting their learning capabilities, engagement in school, and overall desire to learn [12]. In turn, poor
academic performance can impact the health and well-being of CSHCN throughout the course of their
lives [12]. Poor school attendance is also one of the strongest predictors of dropping out of high school,
which limits employment and economic opportunities in adulthood [13]. Figure 6.10 presents information
on missed school days for CSHCN compared to non-CSHCN.



Children with Special Health Care Needs at School

Figure 6.9 Percent of Children with Developmental
Delays Requiring an IFSP or IEP, Ages 0-17
% Cl
BOSTON 11.5 (9.4-13.6)
Age

Ages 0-5 4.5 (2.5-6.6)

Ages 6-10 10.6 (7.5-13.7)

Ages 11-14 18.9 (13.0-24.8)

Ages 15-17 19.4 (12.6-26.2)

Gender
Female 8.2 (5.6-10.9)
Male 14.9 (11.6-18.1)
Annual Household Income

<$25K 16.7 (11.5-21.9)

$25K-<$50K 14.3 (8.1-20.6)

$50K-<$75K 5.4 (2.7-8.0)

$75K-<$100K 8.1 (4.6-11.7)

$100K+ 10.2 (6.7-13.6)

NOTE: These data are a percent of all Boston children, rather than children with special
health care needs only.

DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 6.9 presents data on children whose parents or caregivers reported that his or her child was
enrolled in Early Intervention or Special Education. Approximately one in nine Boston children (11.5%)
were reported as having an Individualized Family Services Plan (IFSP — indicative of enrollment in Early
Intervention) or Individualized Education Plan (IEP — indicative of enrolliment in special education). Not
surprisingly, a lower percentage of Boston children ages 0 to 5 years had an IEP or IFSP than children
over age 5: some delays only become evident as a child grows and more sophisticated functioning is
expected in all domains. A higher percentage of Boston’s male children had an IEP or IFSP than female
children and a higher percentage of children from households with annual incomes less than $25,000 or
between $25,000 and less than $50,000 had an IEP or IFSP than children from households with annual
income between $50,000 and less than $75,000.
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Figure 6.10 School Days Missed in Past Year Due to
lliness or Injury, Ages 6-17
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Figure 6.10 presents data on the number of days of school missed in the past year due to illness or injury
by CSHCN status. A higher percentage of CSHCN missed 6 to 10 days of school due to iliness or injury
than non-CSHCN. There were no significant differences between CSHCN and non-CSHCN in terms of
school days missed for all other number of day categories. This pattern may reflect the fact that most
CSHCN do not have needs that entail “sick days” out of school. The number who do spend time at home
or in hospitals receiving medical care may show up in the figure for “11+ days missed” but represent a
small segment of the CSHCN population, making it hard to draw statistical conclusions about them.



Children with Special Health Care Needs
and Their Families in the Community

This section presents data on engagement with community programs and resources among CSHCN.
Participation in a wide range of community programs can be beneficial to the physical, mental, and
emotional health of CSHCN [14]. Including CSHCN in programs provides them with opportunities to
socialize and interact with peers and other members of their community which may promote attainment of
new knowledge and skills, including social skills [14].

Participation in sports, recreation, and other physical activities, in particular, has been shown to provide
specific benefits for CSHCN [15]. Regular physical activity is associated with achieving or maintaining
healthy levels of muscular strength and endurance, two factors shown to help slow functional decline
associated with some disabling conditions [15]. In addition, sports and other physical activities promote
teamwork and the formation of friendships [14]. Participation in a variety of activities also promotes

the expression of creativity, the development of coping abilities, and the development of self-identity,
enhancing self-esteem and quality of life [16, 17]. Figure 6.11 presents data on CSHCN'’s participation
in sports and afterschool activities, while Figure 6.12 presents data on CSHCN'’s use of community and
recreational facilities.

145



146

Health of Boston’s Children

Figure 6.11 Child Participated in Sports or Club
Activities After School or on Weekends,

Ages 6-17
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DATA SOURCE: Boston Survey of Children's Health, 2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 6.11 presents data on the percentage of CSHCN that participated in sports or a club activity after
school or on weekends. Among children ages six to seventeen, approximately sixty percent of CSHCN
participated in a sports or club activity after school or on weekends. This is lower than the percentage of
non-CSHCN who participated in a sports or club activity.



Children with Special Health Care Needs
and Their Families in the Community

Figure 6.12 Child Attended a Community or
Recreation Center in Past Year, Ages 0-17
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Figure 6.12 presents data on CSHCN who attended a community or recreation center in the past year.

Approximately half of all Boston children (49.3%) attended a community or recreation center in the past
year (data not shown). There were no differences between children with and without special health care
needs in percentage of attendance.
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Summary:
Children with Special Health Care Needs at Home,
at School, and in the Community

Children with special health care needs are a diverse population in terms of demographics and
experiences with the health care system, at home, and in the community. The percentage of CSHCN in
Boston is similar to the percentage for Massachusetts overall and the nation. There were no differences
comparing CSHCN to non-CSHCN by race and ethnicity or insurance type.

The challenges of caring for a child with a special health care need can be a strain on families [5]. A lower
percentage of CSHCN lived in two-parent families than non-CSHCN and a higher percentage lived in
households receiving public rental assistance. A higher percentage of CSHCN had been exposed to three
or more ACEs than non-CSHCN.

About one in nine Boston children had an individualized family services plan (IFSP) or individualized
education program (IEP), indicating enrollment in Early Intervention before age 3 or special education
after age 3. A higher percentage of Boston’s male children had an IEP or IFSP than female children and
a higher percentage of children from households with annual incomes less than $25,000 or between
$25,000 and less than $50,000 had an IEP or IFSP than children from households with annual income
between $50,000 and less than $75,000. A higher percentage of CSHCN missed 6-10 days of school due
to iliness or injury than non-CSHCN. Among children ages six to seventeen, a higher percentage of non-
CSHCN participated in a sport or club activity than CSHCN. There was no difference in the percentage of
participation of children with and without special health care needs at a community or recreation center in
the past year.



References

1.

10.

1.

12.

13.

14.

15.

16.

17.

McPherson M, Arango P, Fox H, et al (1998). A new definition of children with special health care needs. Pediatrics,
102, 137-140.

Child and Adolescent Health Measurement Initiative (2012). Who Are Children with Special Health Care Needs
(CSHCN). Data Resource Center, supported by Cooperative Agreement 1-U59-MC06980-01 from the U.S.
Department of Health and Human Services, Health Resources and Services Administration (HRSA), Maternal and
Child Health Bureau (MCHB). Available at www.childhealthdata.org. Revised 4/2/12.

National Survey of Children’s Health. NSCH 2011/12. Data query from the Child and Adolescent Health
Measurement Initiative, Data Resource Center for Child and Adolescent Health website. Retrieved 7/12/13 from
www.childhealthdata.org.

Newacheck, P. W., Houtrow, A. J., Romm, D. L., Kuhlthau, K. A., Bloom, S. R., Van Cleave, J. M., & Perrin, J. M.
(2009). The future of health insurance for children with special health care needs. Pediatrics, 123(5), €940-€947.

Reichman, N. E., Corman, H., & Noonan, K. (2008). Impact of child disability on the family. Maternal and Child
Health Journal, 12(6), 679-683.

Cohen, P. N., & Petrescu-Prahova, M. (2006). Gendered living arrangements among children with disabilities.
Journal of Marriage and Family, 68(3), 630-638.

Krieger, J., & Higgins, D. L. (2002). Housing and health: time again for public health action. American Journal of
Public Health, 92(5), 758-768.

Hill, K. S., & Perrin, J. M. (2005). Financial burden for families of children with special health care needs. Maternal
and Child Health Journal, 9(2), 207-218.

National Dissemination Center for Children with Disabilities (NICHCY) ( 2012). Writing the IFSP for your child.
Accessed July 9, 2013 from: http://nichcy.org/babies/ifsp

Massachusetts Health and Human Services Department (2012). Individualized family service plan development.
Health and Human Services. Accessed July 9, 2013 from: http://www.mass.gov/eohhs/gov/departments/dph/
programs/family-health/early-intervention/family-info/individualized-family-service-plan-ifsp-dev.html

US Department of Education (2007). A guide to the individualized education program. Department of Education.
Accessed July 9, 2013 from: http://www2.ed.gov/parents/needs/speced/iepguide/index.html

Bethell, C., Forrest, C. B., Stumbo, S., Gombojav, N., Carle, A., & Irwin, C. E. (2012). Factors promoting or
potentially impeding school success: Disparities and state variations for children with special health care needs.
Maternal and Child Health Journal, 16(1), 35-43.

Roby, D. E. (2004). Research on school attendance and student achievement: A study of Ohio schools. Educational
Research Quarterly, 28(1), 3-16.

Murphy, N. A., & Carbone, P. S. (2008). Promoting the participation of children with disabilities in sports, recreation,
and physical activities. Pediatrics, 121(5), 1057-1061.

Durstine, J. L., Painter, P., Franklin, B. A., Morgan, D., Pitetti, K. H., & Roberts, S. O. (2000). Physical activity for the
chronically ill and disabled. Sports Medicine, 30(3), 207-219.

Dykens, E. M., Rosner, B. A., & Butterbaugh, G. (1998). Exercise and sports in children and adolescents with
developmental disabilities. Positive physical and psychosocial effects. Child and Adolescent Psychiatric Clinics of
North America, 7(4), 757-71.

Rice, S. G. (2008). Medical conditions affecting sports participation. Pediatrics, 121(4), 841-848.

149



Health of Boston’s Children

150



Chapter 7 presents data on the general and
mental health status of children’s parents and
caregivers, childcare, and participation in public
benefit programs. Parents and caregivers are
among the most influential people in children’s
lives. As such, their experiences, health and
well-being are important to consider among the
factors that shape child health.

Parent and Caregiver Experiences
Raising Children in Boston
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Health and Well-Being of Boston Parents and Caregivers

This section includes information about the health and well-being of parents and caregivers, including
general health and mental health status, ability to cope with the demands of parenthood, and frequency
with which they may experience feelings of anger towards their children.

Parental physical and mental health can significantly affect a child’s health and well-being. Studies
indicate that children whose parents reported or suffered poor health were found to have poorer overall
health [1]. Additionally, children whose parents were depressed or had other affective disorders were
more likely to develop mood disorders and behavioral problems, as well as to have difficulty in emotional
development and attachment [2, 3]. Much of what we know about parent health status and impact on
child health stems from research on maternal depression during and in the months following pregnancy.
Risk factors for maternal depression (both during and after pregnancy) include low self-esteem, low social
support, and major life events such as experiencing a miscarriage or experiencing financial hardship [4].
Early detection and treatment of parental affective disorders and parenting stress are critical for improving
both parental and child outcomes [5]. While prevalence of disorders such as maternal depression do

not differ by socioeconomic status, studies show that low-income mothers are much less likely to be
diagnosed or to access care [5]. Thus, by increasing access to care and improving low-income mothers’
experiences with the health care system, important disparities in both maternal and child health may be
narrowed [5]. Figures 7.1 through 7.3 present data on parent and caregiver general health status and
mental health status by selected variables.

Multiple factors may make coping with the challenges of parenthood especially difficult for some parents.
For example, parents of children with chronic health conditions tend to feel more stress from parenting,
both directly relating to care for their child’s health, and to parenting generally [6]. Low-income parents,
parents with a history of depression, and parents with a history of abuse are at increased risk for parental
depression or parenting stress [4]. Figure 7.4 presents data on parent and caregiver ability to cope with
the demands of parenthood.

Intense and ongoing parental anger toward children, especially when anger and negative parenting
behaviors are blamed on the child and viewed as unchangeabile, is a risk factor for child maltreatment [7].
Figure 7.5 presents data on how often parents or caregivers felt angry with their child during the past month.



Health and Well-Being of Boston Parents and Caregivers

Figure 7.1 Parent/Caregiver Health Status,
Children Ages 0-17
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DATA SOURCE: Boston Survey of Children's Health, 2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 7.1 presents data on parent or caregiver general health and mental health status. In Boston, a
higher percentage of children in good or better health had parents or caregivers who were also in good
or better health, than children in fair or poor health. Conversely, a higher percentage of children in fair or
poor health had parents or caregivers who were also in fair or poor health than children in good or better
health. In Boston, over 60% of children had parents or caregivers in excellent or very good general health
and excellent or very good mental health. Approximately 10% of children had parents or caregivers in fair
or poor mental health. In addition, approximately 15% of children had parents or caregivers in fair or poor

general health.
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Figure 7.2 Parent/Caregiver Health Status,
Children Ages 0-17
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DATA SOURCE: Boston Survey of Children's Health, 2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 7.2 presents data on parent or caregiver general and mental health status by racial and ethnic
group. In Boston, over 85% of children had parents or caregivers in good or better general health and
good or better mental health. A higher percentage of White children had parents or caregivers in good or
better general health and mental health than Black and Latino children.
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Figure 7.3 Parent/Caregiver Health Status by
Child Health Status, Children Ages 0-17
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Figure 7.3 presents data on parent or caregiver health status by child health status. In Boston, a higher
percentage of children in good or better health had parents or caregivers who were also in good or
better health than children in fair or poor health. Conversely, a higher percentage of children in fair or
poor health had parents or caregivers who were also in fair or poor health than children in good or better
health.
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Figure 7.4 Parent/Caregiver Ability to Cope with the Demands
of Parenthood, Children Ages 0-17
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DATA SOURCES: Boston Survey of Children's Health, 2012; National Survey of Children's Health, 2011-2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 7.4 presents data on parent or caregiver ability to cope with the demands of parenthood. In
Boston, 63.5% of children had parents or caregivers who reported they were coping very well with the
demands of parenthood. This percentage was higher than Massachusetts but similar to the United States.
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Figure 7.5 Parent/Caregiver Felt Angry with Child During
the Past Month, Children Ages 0-17
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2011-2012

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 7.5 presents data on whether parents or caregivers felt angry with their child during the past
month. In Boston, slightly more than half (54.9%) of all children had parents or caregivers who reported
that they never or rarely felt angry with their child in the past month. This percentage was lower than the
percentages for Massachusetts children and children in the United States.
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Impact of Childcare on Family Employment
and Participation in Public Benefit Programs

This section includes data on the impact of childcare on family employment, and parent and caregiver
participation in public benefit programs. Each of these highlight practical challenges that parents and
caregivers face on a daily basis and resources many rely upon to meet the basic needs of their families.

Access to childcare for young children, either at childcare centers or family daycare, is critical for working
parents. Over the past several decades, there has been a marked increase in the number of families with
two working parents, and single parent families in which the parent works [8]. Thus, demand for childcare
at centers or family daycare has been consistently on the rise [8]. Childcare related problems such as
affordability, unreliable childcare, or problems with a child’s health that need parental attention have been
linked to parental trouble obtaining and/or maintaining employment, especially among low income families
[9, 10]. Research suggests that employment disruptions related to childcare are less common among
families who receive childcare subsidies that help increase access to high-quality childcare options [11].
Figure 7.6 presents data on children whose family members’ employment has been affected by childcare.

Poverty, especially during the early years of life, has a substantial effect on children’s health and
development [12]. Families’ access to public benefit programs such as the Supplemental Nutrition
Assistance Program or SNAP (formerly the food stamp program) and cash assistance can help reduce
family financial burden and serve as a protective factor against the harmful effects of poverty, including
food insecurity, poor nutrition, familial conflict and stress, and parental stress [12]. As an example, family
enroliment in food stamp programs has been shown to decrease poor children’s risk of hospitalization,
poor health, iron deficiency, anemia, deficits in cognitive development, and behavioral and emotional
problems [13]. Figure 7.7 presents data on children and/or family members who participated in public
benefit programs.



Impact of Childcare on Family Employment
and Participation in Public Benefit Programs

Figure 7.6 Children Whose Family
Members' Employment was Affected by
Childcare Issues, Ages 0-5
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Figure 7.6 presents data on children whose family members’ employment has been affected by

childcare. In Boston, 16.3% of children under the age of six years had family members who encountered
employment-related difficulties due to issues with childcare. Higher percentages of children who lived

in households with annual incomes of less than $25,000 or $25,000 to less than $50,000 had a family
member who encountered employment-related difficulties than children living in households with annual
income of $100,000 or more. Also, a lower percentage of children whose parent or caregiver was currently
married had a family member who encountered employment issues related to childcare than children
whose parent or caregiver was never married.

159



160

Health of Boston’s Children

Figure 7.7 Children and/or Family Members Who
Participated in Public Benefit Programs
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Massachusetts | 42.2% (37.2-47.1) | 17.5% (13.5-21.4) | 50.0% (44.9-55.0) | 21.2% (16.8-25.6)
United States | 40.6% (39.6-41.6) | 11.8% (11.1-12.5) | 55.7% (54.7-56.6) | 22.5% (21.6-23.3)

*Only asked of households with income less than or equal to 300% of FPL

TOnly asked of households with more than one child aged 2 years and above
DATA SOURCES: Boston Survey of Children's Health, 2012; National Survey of Children's Health, 2011-2012
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

Figure 7.7 presents data on children and/or family members who participated in public benefit programs.
The parents or caregivers of children residing in households with annual incomes less than or equal

to 300% of the federal poverty level (FPL) were asked about their participation in various government
assistance programs. A similar percentage of Boston children compared with Massachusetts children
and children in the United States participated in the following public benefit programs: food stamps or
the Supplemental Nutrition Assistance Program (SNAP), school meal assistance (among children ages
2 years and older), and Women, Infants and Children (WIC). A higher percentage of Boston children
resided in families who participated in transitional assistance programs such as Temporary Assistance
for Needy Families, and Transitional Aid to Families with Dependent Children (TANF/TAFDC), than the

United States overall.




Summary:
Parent and Caregiver Experiences
Raising Children in Boston

Parents and caregivers are among the most influential people in children’s lives. As such, the health and
well-being of parents and caregivers can impact children’s physical and emotional health and well-being.
In Boston, a higher percentage of children in good or better health had parents or caregivers who also
were in good or better health, compared with children in fair or poor health. A majority of Boston children
had parents or caregivers in good or better general and mental health. However, a higher percentage of
White children had parents or caregivers in good or better general health and mental health than Black
and Latino children. Over half of Boston children had parents or caregivers who reported they were
coping very well with the demands of parenthood, a proportion higher than in Massachusetts overall, but
similar to the national percentage. A lower percentage of Boston children had parents or caregivers who
reported that they never or rarely felt angry with their child recently than children in Massachusetts and
the United States.

Access to reliable, high-quality childcare is critical for working parents and can be challenging. Many
Boston parents have encountered employment-related difficulties due to issues with childcare. These
difficulties were more prevalent among children living in low-income households and children living with
parents who were never married than children living in households with annual incomes of $100,000 or
more and children living with married parents.

Access to public benefit programs can help reduce low-income families’ financial burden and serve as a
protective factor for children against the harmful effects of poverty. Among children residing in households
with annual incomes less than or equal to 300% of FPL, a similar percentage of Boston children
participated in some public assistance programs as children statewide and nationally. These included the
Supplemental Nutrition Assistance Program (SNAP); school meal assistance; and Women, Infants, and
Children (WIC). A higher percentage of Boston children lived in households that participated in transitional
assistance programs such as Temporary Assistance for Needy Families and Transitional Aid to Families
with Dependent Children (TANF/TAFDC) than the United States overall.
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Boston Survey of Children’s Health Questions
used in Health of Boston’s Children Report

Notes about Survey Questions

In the following questions from the Boston Survey of Children’s Health (BSCH), [S.C.] stands for “Survey
Child”, defined as the child selected as the subject of the survey. In households with multiple children 17
years old or younger, one child was selected at random to be the “Survey Child” (see “Methods” section
for more information on selection of the “Survey Child”).

[MOTHER TYPE] refers to a child’s mother or other female caregiver and [FATHER TYPE] refers to a
child’s father or other male caregiver.

For questions that include the phrase [During the past 12 months/Since [S.C.]’s birth], respondents were
asked about the past 12 months if [S.C.] was older than 1 year. Respondents were asked about the time
since [his/her] birth if [S.C.] was younger than 1 year.

Many charts and tables throughout this report show data stratified by different variables. These include
stratifications by household income group, child age group, child place of birth, family structure, health
insurance type, highest level of parent/caregiver educational attainment, parent/caregiver marital status,
race and ethnicity, child health status, special health care need status, and more. The BSCH survey
questions listed below for each figure number only include questions directly related to the primary
indicator presented in the figure, and do not include survey questions related to these stratifications.
Figures that did not include BSCH data are not included below.

Chapter 1: Demographic Profile of Boston’s Children and Families

Figure 1.4: Foreign-Born Children by Race and Ethnicity, Ages 0-17
BSCH Survey Question(s):
Was [S.C.] born in the United States?

Figure 1.5: Primary Language Spoken at Home Among Households with Children, Ages 0-17
BSCH Survey Question(s):
What is the primary language spoken in your home?

Figure 1.6: Annual Household Income Distribution of Families with Children, Ages 0-17

BSCH Survey Question(s):

Please think about your total combined FAMILY income during (FILL LAST CALENDAR YEAR) for all
members of the family. Can you tell me that amount before taxes?

[INCLUDE MONEY FROM JOBS, CHILD SUPPORT, SOCIAL SECURITY, RETIREMENT INCOME,
UNEMPLOYMENT PAYMENTS, PUBLIC ASSISTANCE, AND SO FORTH. ALSO, INCLUDE INCOME
FROM INTEREST, DIVIDENDS, NET INCOME FROM BUSINESS, FARM, OR RENT, AND ANY OTHER
MONEY INCOME RECEIVED.]

Note: If survey respondent did not provide a numerical estimate, they were provided a series of estimates,
asking if their combined family income was more than or less than the estimate, to assess annual
household income (estimates were in increments of $10,000, 5,000, $2,500, and $1,000).

Figure 1.9: Annual Household Income by Race and Ethnicity of Child, Ages 0-17
See BSCH question(s) used to determine household income above (Figure 1.6).
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Figure 1.10: Highest Level of Parent/Caregiver Educational Attainment by Race and Ethnicity of
Child, Ages 0-17

BSCH Survey Question(s):

What is the highest grade or year of school you have/[S.C.]'s MOTHER TYPE] and/or [FATHER TYPE]
has completed?

Figure 1.11: Employment Status of Parent/Caregiver, Children Ages 0-17
BSCH Survey Question(s):

Are you currently working for pay?

Are you working full-time or part-time?

Chapter 2: Health and Health Services

Figure 2.1: Child General Health, Ages 0-17

BSCH Survey Question(s):

In general, how would you describe [S.C.]’s health? Would you say [his/her] health is excellent, very
good, good, fair, or poor?

Figure 2.2: Children in Good or Better General Health, Ages 0-17
See BSCH questions used to determine child general health above (Figure 2.1).

Figure 2.3: Child Weight Status Based on Body Mass Index (BMI), Ages 11-17

BSCH Question(s):

Without shoes, how tall is [S.C.] now?

Without shoes, how much does [S.C.] weigh now?

(see Note to Readers section for information on how BMI was calculated and weight status determined)

Figure 2.4: Child Weight Status Based on Body Mass Index (BMI), Ages 11-17
See BSCH questions used to determine weight status above (Figure 2.3).

Figure 2.5: Child Dental Health, Ages 1-7
BSCH Question(s):
How would you describe the condition of [S.C.]'s teeth: excellent, very good, good, fair, or poor?

Figure 2.6: Children with Good or Better Dental Health Status, Ages 1-17
See BSCH questions used to determine dental health status above (Figure 2.5).

Figure 2.7: Diagnoses of Children by Race and Ethnicity

BSCH Question(s):

Has a doctor or other health care provider ever told you that [S.C.] had...

Attention Deficit Disorder or Attention-Deficit/Hyperactivity Disorder, that is, ADD or ADHD?
Depression?

Anxiety problems?

Behavioral or conduct problems, such as oppositional defiant disorder or conduct disorder?
Autism, Asperger’s Disorder, pervasive developmental disorder, or other autism spectrum disorder?
Intellectual disability or mental retardation?

Cerebral palsy?

Speech or other language problems?

Migraine headaches?

Asthma?

Diabetes?

Epilepsy or seizure disorder?

A brain injury or concussion?

Blood problems such as anemia or sickle cell disease?

Any kind of food or digestive allergy?
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Figure 2.8: Selected Conditions by Gender
BSCH Question(s):
See BSCH questions used regarding diagnoses of specific conditions above (Figure 2.7).

Figure 2.9: Place that Child Usually Goes When He/She is Sick, Ages 0-17

BSCH Question(s):

Is there a place that [S.C.] USUALLY goes when [he/she] is sick or you need advice about [his/her
health?

What kind of place is it?

What kind of place does [S.C.] go to most often?

Is it a doctor’s office, emergency room, hospital outpatient department, clinic, or some other place?

Figure 2.10: Children Who Received Preventive Medical Care in Past Year, Ages 0-17

BSCH Question(s):

During the past 12 months/Since [his/her] birth, how many times did [S.C.] see a doctor, nurse, or other
health care provider for preventive medical care such as a physical exam or well-child checkup?

Figure 2.11 Children Who Received Preventive Dental Care in Past Year, Ages 1-7

BSCH Question(s):

During the past 12 months, how many times did [S.C.] see a dentist for preventive dental care, such as
check-ups and dental cleanings?

Figure 2.12: Children Who Had Seen a Specialist in Past Year, Ages 0-17

BSCH Question(s):

Specialists are doctors like surgeons, heart doctors, allergy doctors, skin doctors, and others who
specialize in one area of health care. During the past 12 months/Since [his/her] birth, did [S.C.] see a
specialist?

Figure 2.13: Children with Health Insurance Coverage, Ages 0-17

BSCH Question(s):

Does [S.C.] have any kind of health care coverage, including health insurance, prepaid plans such as
HMOs, or government plans such as MassHealth or Medicaid?

Figure 2.14: Insured Children with MassHealth/Medicaid Coverage, Ages 0-17

BSCH Question(s):

Is that coverage MassHealth or Medicaid?

See BSCH questions used to determine health insurance coverage and type above (Figure 2.13).

Figure 2.15: Parent/Caregiver Spent More Than $500 on Child’s Medical Expenses in Past Year,
Children Ages 0-17

BSCH Question(s):

The next question is about the amount of money paid during the past 12 months/since [his/her] birth

for [S.C.]’s medical care. Please do not include health insurance premiums or costs that were or will be
reimbursed by insurance or another source. But do include out-of-pocket payments for all types of health-
related needs such as co-payments, dental or vision care, medications, special foods, adaptive clothing,
durable equipment, home modifications, and any kind of therapy. During the past 12 months/since [his/
her] birth, would you say that the family paid more than $500, $250-$500, less than $250, or nothing for
[S.C.]'s medical care?

Figure 2.16: Parent/Caregiver Had Problems Paying Child’s Medical Bills in the Past Year, Children
Ages 0-17

BSCH Question(s):

In the past 12 months did your family have problems paying or were unable to pay any of [S.C.]'s medical
bills? Include bills for doctors, dentists, hospitals, therapists, medication, equipment, or home care.
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Figure 2.17: Problems Encountered in Past Year When Child Needed Medical Care, Children Ages 0-17
BSCH Question(s):

Please tell me yes or no which of the following have been a problem when [S.C.] needed medical care [in
the past 12 months/since [his/her] birth]?

Could not afford care

Did not have insurance

There was a problem with my health plan

Could not find a doctor who accepts child’s insurance

Could not get transportation/Had difficulty getting to doctor’s office

Could not get or had difficulty getting an appointment

Could not take the time off of work

Was not satisfied with the doctor

Did not know where to find care

Did not know where to find a doctor who speaks the same language that | do

There was a vaccine shortage so my child could not get vaccinated

Did not have a referral for a specialist

Figure 2.18: How Often Parent/Caregiver Felt That Doctors Did Not Do Everything They Should for
Their Child’s Medical Care, Children Ages 1-17

BSCH Question(s):

How often do you feel that doctors do not do everything they should for your child’s medical care? Would
you say frequently, occasionally, rarely, or never?

Chapter 3: Children at Home

Figure 3.1: Family Structure of Child’s Household, Children Ages 0-17

BSCH Question(s):

What is your relationship to [S.C.]?

Including the adults and all the children, how many people live in this household?

For the other people that live in your household with you and [S.C.], what is their relationship to [S.C.]?

Figure 3.2: Marital Status of Parent/Caregiver Living with Child, Children Ages 0-17

BSCH Question(s):

IF THE RESPONDENT WAS THE MOTHER: Are you and [S.C.]’s [FATHER TYPE] currently married,
separated, divorced, or never married?

IF THE RESPONDENT WAS THE FATHER: Are you and [S.C.]'s [MOTHER TYPE] currently married,
separated, divorced, or never married?

IF THE RESPONDENT WAS NEITHER THE MOTHER NOR THE FATHER, THEN READ: Are [S.C.]'s
[MOTHER TYPE] and [FATHER TYPE] currently married, separated, divorced, or never married?

Figure 3.3: Children Who Lived in Homes Owned (Not Rented) by Parent/Caregiver, Ages 0-17
BSCH Question(s):
Do you own or rent your home?

Figure 3.4 Children who Had Moved Residences More Than Twice, Ages 0-17
BSCH Question(s):
How many times has [S.C.] ever moved to a new address?

Figure 3.5: Children who Lived in Public Housing or Households Receiving Rental Assistance by
General Health Status, Ages 0-17

BSCH Question(s):

Are you:
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(1) A public housing resident living in a building owned by the Boston Housing Authority;

(2) Part of a household that receives rental assistance such as “Section 8” or any other rental assistance
program; or

(3) Neither of the above

Figure 3.6: Days Per Week Child’s Family Ate a Meal Together, Children Ages 0-17

BSCH Question(s):

During the past week, on how many days did all the family members who live in the household eat a meal
together?

Figure 3.7: Usual Hours of Sleep Per School Night Children Ages 6-17
BSCH Question(s):
How many hours of sleep does [S.C.] usually get on school nights?

Figure 3.8: Time Spent on Average Weekday Watching TV/Videos or Playing Video Games,
Children Ages 0-17

BSCH Question(s):

On an average weekday, about how much time does [S.C.] usually spend in front of a TV watching TV
programs, videos, or playing video games or with computers, cell phones, handheld video games, and
other electronic devices, doing things other than schoolwork?

Figure 3.9: Average Daily Sugar-Sweetened Beverages Consumed, Ages 0-17

BSCH Question(s):

During the past 7 days, how many times did [S.C.] drink a can, bottle, or glass of soda or pop, such as
Coke, Pepsi, or sweetened fruit,drinks, such as Kool-aid, cranberry juice cocktail or lemonade? DO NOT
include 100% fruit juice or diet soda or diet pop.

Figure 3.10: Children Who Lived in Households Where Someone Smokes Tobacco, Ages 0-17
BSCH Question(s):
Does anyone living in your household use cigarettes, cigars, or pipe tobacco?

Figure 3.11: Adverse Childhood Experiences (ACEs), Children Ages 0-17

BSCH Question(s):

Since [S.C.] was born, how often has it been very hard to get by on your family’s income — hard to cover
the basics like food or housing? Would you say very often, somewhat often, rarely, or never?

Did [S.C.] ever live with a parent or guardian who got divorced or separated after [S.C.] was born?

Did [S.C.] ever live with a parent or guardian who died?

Did [S.C.] ever live with a parent or guardian who served time in jail or prison after [S.C.] was born?
Did [S.C.] ever see or hear any parents or adults in [his/her] home slap, hit, kick, punch, or beat each
other up?

Did [S.C.] ever witness any violence in [his/her] neighborhood?

Did [S.C.] ever live with anyone who was mentally ill or suicidal, or severely depressed for more than a
couple of weeks?

Did [S.C.] ever live with anyone who had a problem with alcohol or drugs?

Figure 3.12: Frequency of Adverse Childhood Experience (ACEs), Children Ages 0-17
For BSCH questions used to determine a child’s exposure to Adverse Childhood Experiences, see above
(Figure 3.11).

Figure 3.13: Frequency of Adverse Childhood Experience (ACEs), Children Ages 0-17
For BSCH questions used to determine a child’s exposure to Adverse Childhood Experiences, see above
(Figure 3.11).
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Figure 3.14: Children Born Prematurely by Federal Household Poverty Level, Ages 0-17
BSCH Question(s):
Was [S.C.] born prematurely, that is, more than 3 weeks before [his/her] due date?

Figure 3.15: Age at Which Breastfeeding Stopped Among Children Who Were Fed Breast Milk, Ages 0-5
BSCH Question(s):

Was [S.C.] ever breastfed or fed breast milk?

[IF YES] How old was [he/she] when [he/she] completely STOPPED breastfeeding or being fed breast
milk?

Figure 3.16: Children Whose Parent/Caregiver Participated in an Infant Home Visiting Program,
Ages 0-3

BSCH Question(s):

Some new parents are helped by programs that send nurses, healthcare workers, social workers, or other
professionals to their home to help prepare for the new baby or take care of the baby or mother. Between
the time [you were / [his/her] mother was] pregnant with [S.C.] and up until the present day, did someone
from such a program visit your home?

Figure 3.17: Children Who Received Care 10+ Hours/Week from a Non-Relative, Ages 0-5

BSCH Question(s):

Does [S.C.] receive care for at least 10 hours per week from someone not related to [him/her]? This
could be a day care center, preschool, Head Start program, nanny, au pair, or any other non-relative.
Note: Child care should be reported regardless of whether care is paid or unpaid, or provided by certified
or uncertified providers. Occasional babysitting is not included.

Chapter 4: Children at School

Figure 4.1: Type of School Enrolled in Last Year by Race and Ethnicity of Child, Ages 6-17

BSCH Question(s):

At any time during the past 12 months, was [S.C.] enrolled in a public school, charter school, private
school, parochial school, or home school?

What kind of school is [S.C.] currently enrolled in? Is it a public school, private school, home-school,
parochial school, or charter school? IF THE CHILD WAS ENROLLED IN MORE THAN ONE TYPE OF
SCHOOL DURING THE CURRENT OR LAST SCHOOL YEAR, ASK THE TYPE OF SCHOOL THAT THE
CHILD HAS MOST RECENTLY ATTENDED.

Figure 4.2: School Days Missed in Past 12 Months Due to lliness or Injury, Ages 6-17
BSCH Question(s):
During the past 12 months, about how many days did [S.C.] miss school because of iliness or injury?

Figure 4.3: Children Who Ever Repeated a Grade in School Since Starting Kindergarten, Ages 6-17
BSCH Question(s):
Since starting kindergarten, has [S.C.] repeated any grades?

Figure 4.4: Bullied in Past Year, Ages 6-17
BSCH Question(s):
During the past 12 months, has [S.C.] ever been bullied?

Figure 4.5: Parent/Caregiver Satisfied With Quality of Child’s Education, Ages 6-17

BSCH Question(s):

How satisfied are you with the quality of education that [S.C.] receives at school? Would you say that you
are very satisfied, somewhat satisfied, somewhat dissatisfied, or very dissatisfied?

Figure 4.6: Parent/Caregiver Felt Child was Safe at School, Children Ages 6-17
BSCH Question(s):
How often do you feel [S.C.] is safe at school?
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Figure 4.7: Number of Times within Past 12 Months Parent/Caregiver Contacted by School for
Problems with Child, Children Ages 6-17

BSCH Question(s):

During the past 12 months, how many times has [S.C.]’s school contacted you or another adult in your
household about any problems [he/she] is having with school?

Chapter 5: Children and Families in Boston Communities

Figure 5.1: Participation in Afterschool Sports, Clubs, and/or Organizations in Past Year, Ages 6-17
BSCH Question(s):

During the past 12 months, was [S.C.] on a sports team or did [he/she] take sports lessons, or participate
in clubs or organizations after school or on weekends?

Figure 5.2: Child Had Been to a Neighborhood Park or Playground in Past Year, Ages 0-17
BSCH Question(s):
In the past 12 months, has [S.C.] been to a park or playground in your neighborhood?

Figure 5.3: Child Had Been to a Community or Recreation Center in Past Year, Ages 0-17

BSCH Question(s):

In the past 12 months, has [S.C.] been to a community center, a recreation center, or boys’ or girls’ club in
your neighborhood?

Figure 5.4: Parents/Caregivers Who Are Satisfied with Youth Recreational Activities by Race and
Ethnicity of Child, Children Ages 0-17

BSCH Question(s):

How satisfied are you with the youth recreational activities available in your neighborhood?

Figure 5.5: Twenty or More Minutes of Vigorous Physical Activity, Ages 6-17

BSCH Question(s):

During the past week, on how many days did [S.C.] exercise, play a sport, or participate in physical
activity for at least 20 minutes that made [him/her] sweat and breathe hard?

Figure 5.6: Child’s Primary Mode of Exercise, Ages 0-17

BSCH Question(s):

How does [S.C.] typically get most of his/her exercise? This might include playing on a sports team, in
school gym class, or playing outdoors.

Figure 5.7: Regular Helmet Use Among Children Who Ride Bicycles, Ages 1-17
BSCH Question(s):
When [S.C.] is riding a bike, does [he/she] wear a helmet for...
(1) All of [his/her] rides
(3) Most of [his/her] rides
(4) Some of [his/her] rides
(6) Never
(7) [helshe] does not have access to a helmet, or
(8) [he/she] does not ride a bike

Figure 5.8: Parent/Caregiver-Reported Neighborhood Cohesion, Ages 0-17
BSCH Question(s):
How much do you agree or disagree with each of these statements about your neighborhood or
community (definitely agree, somewhat agree, somewhat disagree, definitely disagree, don’t know).
“People in this neighborhood help each other out.”
“We watch out for each other’s children in this neighborhood.”
“If my child were outside playing and got hurt or scared, there are adults nearby whom [ trust to help
my child.”
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Figure 5.9: Parents/Caregivers Who Felt Child was Unsafe in Neighborhood, Ages 0-17
BSCH Question(s):

How often do you feel [S.C.] is safe in your community or neighborhood? Would you say never,
sometimes, usually, or always?

Figure 5.10: Parents/Caregivers Who Felt Child was Unsafe in Neighborhood, Ages 0-17
For BSCH questions used to determine parent/caregiver perceptions of neighborhood safety, see above
(Figure 5.9)

Figure 5.11: Children Who Had Witnessed Violence in Their Neighborhood, Ages 0-17
BSCH Question(s):
Did [S.C.] ever witness any violence in [his/her] neighborhood?

Chapter 6: Children with Special Health Care Needs at Home, at School, and in the Community

Figure 6.1: Children with Special Health Care Needs by Race and Ethnicity

BSCH Question(s):

The next questions are about any kind of health problems, concerns, or conditions that may affect [S.C.]'s
behavior, learning, growth, or physical development.

Does [S.C.] currently need or use medicine prescribed by a doctor, other than vitamins?

Is [his/her] need for prescription medicine because of ANY medical, behavioral, or other health condition?
Is this a condition that has lasted or is expected to last 12 months or longer?

Does [S.C.] need or use more medical care. mental health, or educational services than is usual for most
children of the same age?

Is [his/her] need for medical care, mental health or educational services because of ANY medical,
behavioral, or other health condition?

Is this a condition that has lasted or is expected to last 12 months or longer?

Is [S.C.] limited or prevented in any way in [his/her] ability to do the things most children of the same age
can do?

Is [his/her] limitation in abilities because of ANY medical, behavioral, or other health condition?

Is this a condition that has lasted or is expected to last 12 months or longer?

Does [S.C.] need or get special therapy, such as physical, occupational, or speech therapy?

Is [his/her] need for special therapy because of ANY medical, behavioral, or other health condition?

Is this a condition that has lasted or is expected to last 12 months or longer?

Does [S.C.] have any kind of emotional, developmental, or behavioral problem for which [he/she] needs
treatment or counseling?

Has [his/her] emotional, developmental or behavioral problem lasted or is it expected to last 12 months or
longer?

(See Note to Readers section for how children were determined to have a special health care need).

Figure 6.2: Children with Special Health Care Needs by Annual Household Income, Ages 0-17
For BSCH questions used to determine CSHCN status, see above (Figure 6.1).
For BSCH questions used to determine annual household income, see above (Figure 1.6).

Figure 6.3: Children with Special Health Care Needs by Health Insurance Type, Ages 0-17
For BSCH questions used to determine CSHCN status, see above (Figure 6.1).

Figure 6.4: Children with Special Health Care Needs by Primary Language Spoken at Home, Ages
0-17

BSCH Question(s):

For BSCH questions used to determine CSHCN status, see above (Figure 6.1).

For BSCH questions used to determine primary language spoken at home, see above (Figure 1.5).

Figure 6.5: Children with Special Health Care Needs by Family Structure, Ages 0-17

170 For BSCH questions used to determine CSHCN status, see above (Figure 6.1).For BSCH questions used to
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determine family structure, see above (Figure 3.1).

Figure 6.6: Children with Special Health Care Needs by Housing Type, Ages 0-17
For BSCH questions used to determine CSHCN status, see above (Figure 6.1).
For BSCH questions used to determine housing type, see above (Figure 3.5).

Figure 6.7: Adverse Childhood Experiences (ACEs) of Children with Special Health Care Needs,
Ages 0-17
For BSCH questions used to determine exposure to Adverse Childhood Experiences, see above (Figure 3.11).

Figure 6.8: Parent/Caregiver Spent >$500 on Child’s Medical Expenses in Past Year by Annual
Household Income, Children Ages 0-17

BSCH Question(s):

During the past 12 months/ Since [his/her] birth, would you say that the family paid more than $500, $250-
$500, less than $250, or nothing for [S.C.]'s medical care?

Figure 6.9: Percent of Children with Developmental Delays Requiring an IFSP or IEP, Ages 0-17
BSCH Question(s):

Does [S.C.] have any developmental problems for which [he/she] has a written intervention plan called an
Individualized Family Services Plan or an IFSP? OR Individualized Education Program or IEP?]

Figure 6.10: School Days Missed in Past Year Due to lliness or Injury, Ages 6-17
BSCH Question(s):
During the past 12 months, about how many days did [S.C.] miss school because of illness or injury?

Figure 6.11: Child Participated in Sports or Club Activity After or on Weekends, Ages 6-17

BSCH Question(s):

During the past 12 months, was [S.C.] on a sports team or did [he/she] take sports lessons, or participate
in clubs or organizations after school or on weekends?

Figure 6.12: Child Attended Community or Recreation Center in Past Year, Ages 0-17

BSCH Question(s):

In the past 12 months, has [S.C.] been to a community center, a recreation center, or boys’ or girls’ club in
your neighborhood?
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Figure 7.1: Parent/Caregiver Health Status, Children Ages 0-17

BSCH Question(s):

Would you say that, in general, your health is excellent, very good, good, fair, or poor?

Would you say that, in general, your mental and emotional health is excellent, very good, good, fair, or poor?

Figure 7.2: Parent/Caregiver Health Status, Children Ages 0-17
For BSCH questions used to determine parent/caregiver health status, see above (Figure 7.1)

Figure 7.3: Parent/Caregiver Health Status by Child’s Health Status, Children Ages 0-17
For BSCH questions used to determine parent/caregiver health status, see above (Figure 7.1)

Figure 7.4: Parent/Caregiver Ability to Cope with the Demands of Parenthood, Children Ages 0-17
BSCH Question(s):

In general, how well do you feel you are coping with the day to day demands of [parenthood / raising
children]? Would you say that you are coping very well, somewhat well, not very well, or not well at all?

Figure 7.5: Parent/Caregiver Felt Angry with Child During the Past Month, Children Ages 0-17
BSCH Question(s):
During the past month, how often have you felt angry with [S.C.]?
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Figure 7.6: Children Whose Family Members’ Employment was Affected by Child Care Issues,
Ages 0-5

BSCH Question(s):

During the past 12 months / Since [S.C]’s birth, did you or anyone in the family have to quit a job, not take
a job, or greatly change your job because of problems with child care for [S.C.]?

Figure 7.7: Children and/or Family Members Who Participated in Public Benefit Programs

BSCH Question(s):

At any time during the past 12 months, even for one month, did anyone in this household receive any
cash assistance from a state or city welfare program, such as Transitional Assistance, Massachusetts
TANF or TAFDC?

During the past 12 months/Since [his/her] birth, did [[S.C.}/any child in the household] receive Food
Stamps or Supplemental Nutrition Assistance Program benefits?

During the past 12 months, did [[S.C.)/any child in the household] receive free or reduced-cost breakfasts
or lunches at school?

Does anyone who lives in the household currently receive benefits from the Women, Infants, and Children
(WIC) Program?

In the last 12 months, did you or other adults in your household ever get emergency food from a church, a
food pantry, or food bank?

In the last 12 months, did you or other adults in your household ever eat any meals at a soup kitchen or shelter?









