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Introduction

Child maltreatment is an important public health issue 
with at least 1 in 7 children in the United States experi-
encing child abuse or neglect in the past year.1 In 2019, 
an estimated 1840 children died from abuse and neglect, 
which represents an increase compared with the 2018 
national estimate.2 Poverty is 1 key risk factor for pri-
mary and secondary prevention in maltreatment and a 
potential target for public health interventions.3

Children living in poverty are more likely to be 
abused and neglected.4 In addition to individual-level 
poverty, high county-level poverty, defined by percent-
age of the county population living below the federal 
poverty level (FPL), has been associated with increased 
rates of fatal child abuse in children younger than 5 
years compared with counties with less poverty.5 
Differential risk in poverty based on historical injustice 
and systemic racism6 has also led to inequities in mal-
treatment distribution, with black children having 1.7 
times higher maltreatment risk when socioeconomic sta-
tus is not controlled for.7 However, various studies have 
demonstrated that after controlling for socioeconomic 
status, this disparity disappears or reverses, and Black 
and Latinx children are actually less likely than white 

children to experience maltreatment.2,7 Socioeconomic 
status is the strongest predictor of maltreatment across 
all categories of maltreatment (except for sexual abuse 
in which the child’s sex is the strongest predictor).7 One 
systematic review also reveals a strong association 
between socioeconomic position and child maltreatment 
risk globally.8

Exposure to maltreatment compounds the risk of 
poor health in children experiencing poverty. Children 
from low-income families referred to Child Protective 
Services (CPS) have demonstrated a 74% to 100% 
increased risk of hospitalization for asthma, cardiorespi-
ratory issues, and non-sexually transmitted infections by 
the age of 18 years compared with non-referred chil-
dren.9 Children in foster care are twice as likely as the 
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general population to have a learning disability, asthma, 
hearing and vision problems, or a speech problem. These 
differences persist even when compared with children in 
similarly economically disadvantaged situations.10 
Children in foster care also have higher mortality rates. 
One cross-sectional study reported children in foster 
care are 42% more likely to die from all causes than the 
general population.11 Despite increased health care 
needs, children who have experienced maltreatment are 
also less likely to have a primary care provider (PCP) 
and may have reduced interactions with the health care 
system.12

While the relationships between poverty and poor 
health outcomes and poverty and maltreatment are well 
established, less is understood about the impact of pov-
erty on health outcomes in children who have experi-
enced maltreatment, particularly school-age children. 
This age group is important to investigate as antipoverty 
programs, like the Women, Infants, and Children 
Nutrition Program, are more frequently focused on 
infants and preschool-age children. The aim of our study 
was to evaluate the association of family poverty level 
with health outcomes and health care utilization for 
school-age children investigated by child protective ser-
vices. We hypothesized family poverty level would be 
associated with an increased risk of poor health out-
comes and increased health care utilization, even after 
controlling for other demographic factors. Understanding 
the association of poverty with child health outcomes 
for children referred for abuse and neglect may inform 
potential CPS interventions for these at-risk school-age 
children, an age group who are less often the focus of 
antipoverty interventions.13

Methods

Study Design and Data Source

This is a secondary analysis of children aged 5 to 9 years 
from the Second National Survey of Child and 
Adolescent Well-Being (NSCAW II).14 The NSCAW II 
is a nationally representative longitudinal observational 
study of 5872 youth from the United States of America, 
aged 0 to 17.5 years, who were investigated by child 
welfare agencies for concern of child maltreatment 
(abuse and/or neglect) from February 2008 to December 
2012. Surveys were collected at 3 time points: wave 1 
(baseline), wave 2 (assessment 18 months after the ini-
tial referral), and wave 3 (assessment 36 months after 
referral).15

Data for the NSCAW II were collected from caregiv-
ers, children, caseworkers, teachers, and administrative 
records. For our study sample, we chose to include 

school-age children, as they are old enough to manifest 
health outcome changes based on exposures but are less 
often targeted by antipoverty policies. We defined 
school-age children as those aged 5 to 9 years based on 
the US Census Bureau’s classifications.16 This study 
was deemed exempt for review by our hospital’s institu-
tional review board as we used a deidentified database, 
and written informed consent was obtained from all 
NSCAW II participants.

Outcome Measures and Variable 
Specifications

The primary outcomes were caregiver reports of child’s 
overall health, PCP visits in the previous 12 months, and 
emergency department (ED) visits in the previous 6 
months. Timeframes were defined by the variables in 
the data set. For the outcome of child’s overall health, 
the caregivers were asked to rate the child’s health based 
on the question, “How would you rate your child’s over-
all health: excellent, very good, good, fair, poor?” We 
dichotomized this outcome to “poor/fair/good” and 
“very good/excellent,” based on previous literature.17

Family income was determined by caregiver report 
of the combined income of all family members from all 
sources in the previous 12 months. This income was 
divided by the total number of household members 
dependent on this income and compared with the FPL as 
defined by the 2009 Department of Health and Human 
Services poverty level guidelines.18 This yielded 4 cate-
gories of percentage of FPL: <50%, 50% to 99%, 100% 
to 200%, and >200%.19 The FPL for a family of 4 in 
2009 was $21 756 USD.20 Other demographic variables 
selected based on previous studies with the same data-
base21 were child sex, race and ethnicity, urbanicity, 
placement type, and insurance type at the time of intake. 
The NSCAW II variable term “gender” was changed to 
“sex” for the purposes of this manuscript, as the NSCAW 
database did not include a measure of gender identity. 
The variable, “child’s placement type,” was dichoto-
mized to (1) in home with a biological parent versus out 
of home or (2) “other” (ie, in home with an adoptive 
parent, kin care, other out-of-home care including foster 
care).21

Statistical Analysis

From the subsample of children aged 5 to 9 years at 
baseline (n = 1115), we excluded children who were not 
assessed at waves 2 or 3 (n = 248), as well as children 
with missing poverty data (n = 61), leaving 888 chil-
dren in the analytic data set. No statistically significant 
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differences of demographic factors (race, sex, age) were 
detected between participants who were and were not 
retained at waves 2 and 3. In addition, no statistically 
significant differences in race or sex were detected 
between children with and without poverty data at wave 
1. However, children without poverty data were signifi-
cantly younger at wave 1 than those with poverty data 
(mean difference −1.4 years, 95% confidence interval 
[CI] −2.4 to −0.4).

The NSCAW II used a national probability sampling 
strategy to draw a sample of children by selecting pri-
mary sampling units, which were typically at the county 
level. This sample was constructed to be representative 
of US children and youth investigated by child welfare 
agencies for alleged child maltreatment. We calculated 
frequencies of demographic characteristics of the study 
sample, using sample weights. We present the weighted 
results, accounting for the probability of the county 
selection and the probability of each child’s selection 
within a county. We conducted univariate analyses to 
test the association between poverty level and the 3 
health outcomes (overall health, PCP visits, and ED vis-
its) as well as race and the 3 health outcomes using 
Pearson’s χ2 test. We also compared the overall health 
by caregiver report between those living with their bio-
logical parents and those who were in a different living 
situation, stratified by poverty level. We considered P < 
.05 as statistically significant.

To examine the longitudinal association of poverty, 
we conducted a set of multivariable logistic regression 
models reporting odds ratios (OR) with 95% CIs for the 
differences in the 3 health outcomes including overall 
health status, PCP visits in the previous 12 months, and 
ED visits in the previous 6 months (measured at waves 2 
and 3) compared with baseline (wave 1) as the depen-
dent variables. We included family poverty level (below 
FPL, above FPL), child age, sex, race and ethnicity, 
urbanicity, and child placement type as the independent 
variables. Due to the strong association between insur-
ance type and poverty status, we did not include insur-
ance as an additional covariate to avoid collinearity 
issues. Analyses were conducted using Stata version 
15.0 (Stata Corp, College Station, Texas).

Results

This study sample included 888 children, representing 
580 517 children aged 5 to 9 years investigated by CPS 
for child maltreatment during the study period. The 
majority of children in this sample (58%) were living 
below the FPL, compared with 20.7% of children in the 
general US population.22 Medicaid insurance accounted 

for the coverage of 78% of children living below the 
FPL (Table 1). The term Hispanic is used in Table 1 and 
hereafter to be consistent with the NSCAW II variable 
name.

At baseline, children living below FPL were more 
likely to be rated as having poorer health (29.8%) than 
those above FPL (18.0%) (P = .03) (Table 2). This ineq-
uity was also statistically significant at the wave-3 
36-month assessment, although not the wave-2 18-month 
assessment. There was no statistical difference in those 
who reported “excellent/very good” overall health 
among those below FPL and living with biological par-
ents (71%) compared with those who were not (65%) (P 
= .53). For those above the FPL, those living with their 
biological parents were more likely to have “excellent/
very good” health (87%) than those not living with their 
biological parents (63%) (P = .01). There were no sta-
tistically significant differences in PCP visits in the pre-
vious 12 months based on poverty level. For the outcome 
of ED visits in the past 6 months, children living below 
the FPL had lower frequencies of ED visits at the wave-2 
18-month assessment (19.7%) than those above the FPL 
(32.6%, P = .01). However, there were no statistically 
significant differences in ED visits at baseline or at the 
wave-3 36-month assessment (Table 2).

When examining race and ethnicity specifically, 
Hispanic children had the highest rates of not having 
had a PCP visit in the previous 12 months compared 
with White children and Black children at all 3 assess-
ments. This was statistically significant at baseline 
and the wave-2 18-month assessment. For ED visits in 
the previous 6 months, more White children had a visit 
at the wave-2 18-month assessment (32.5%) than 
Black (17.3%) or Hispanic (17.6%) children (P = .01) 
(Table 3).

In the multivariable regression models for differ-
ences compared with baseline in the outcome of overall 
health status, living below the FPL at baseline was asso-
ciated with increased odds of poorer health only at the 
wave-3 36-month assessment compared with baseline 
(OR 2.78, 95% CI 1.55-5.01) (Table 4). For the outcome 
of PCP visit in the previous 12 months, there was no 
specific association with poverty in the multivariable 
models. For the outcome of ED visit in the previous 6 
months, there were decreased odds of a visit for children 
living below the FPL (OR 0.55, 95% CI 0.33-0.92), 
Black children (OR 0.41, 95% CI 0.21-0.80), and 
Hispanic children (OR 0.39, 95% CI 0.19-0.82; Table 3) 
at the wave-2 18-month assessment compared with 
baseline. When comparing the wave-3 36-month assess-
ment with baseline, there were no statistically signifi-
cant differences associated with ED visits.
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Table 1.  Demographics of School-Age Children (5-9 Years Old) in the Second National Survey of Child and Adolescent 
Well-Being II, 2008 to 2012.

Characteristics
All, % (SE), 

N = 580 517

Below federal 
poverty level, % 

(SE), N = 336 699

Above federal 
poverty level, % 

(SE), N = 243 818 P value

Child age in years .25
  5 22.3 (0.02) 21.6 (0.03) 23.4 (0.04)  
  6 21.7 (0.03) 18.2 (0.03) 26.5 (0.04)  
  7 21.0 (0.02) 24.1 (0.03) 16.8 (0.03)  
  8 18.3 (0.02) 17.7 (0.03) 19.2 (0.03)  
  9 16.7 (0.02) 18.6 (0.03) 14.2 (0.04)  
Child sex .38
  Male 57.0 (0.03) 54.9 (0.04) 60.0 (0.04)  
  Female 43.0 (0.03) 45.1 (0.04) 40.0 (0.04)  
Child race and ethnicitya .20
  Black, non-Hispanic 22.2 (0.02) 25.3 (0.03) 18.0 (0.03)  
  White, non-Hispanic 46.2 (0.03) 42.0 (0.04) 51.9 (0.05)  
  Hispanic 26.0 (0.03) 27.8 (0.03) 23.7 (0.04)  
Urbanicity .02
  Urban 75.3 (0.02) 70.9 (0.03) 81.3 (0.03)  
  Non-urban 24.7 (0.02) 29.1 (0.03) 18.7 (0.03)  
Placement typeb <.01
  In home with biological parent 85.8 (0.02) 91.9 (0.02) 77.7 (0.04)  
  Other 14.2 (0.02) 8.1 (0.02) 22.3 (0.04)  
Insurance type <.01
  Public insurance only 63.0 (0.03) 78.0 (0.03) 42.9 (0.04)  
  Private insurance only 13.6 (0.02) 4.6 (0.01) 25.7 (0.04)  
  Both private and public insurance 4.1 (0.012) 3.5 (0.02) 4.9 (0.02)  
  Neither private nor public insurance 19.2 (0.03) 13.9 (0.03) 26.4 (0.05)  

All frequencies are national estimates based on raw data using survey weights.
aThe racial composition of the sample was white non-Hispanic (referred to as “white” 46.2%), Black, non-Hispanic (referred to as “black” 22.2%), 
Hispanic (26.0%), and “other” including American Indian or Alaskan Native, Asian, Hawaiian or other Pacific Islander, and unknown (5.6%).
bPlacement type was dichotomized as (1) in home with a biologic parent or (2) other (ie, in home with an adoptive parent, kinship care, or 
other out-of-home care including foster care).

Table 2.  Overall Health Status and Health Care Utilization by Poverty Level.

Wave 1,  
baseline

Wave 2,  
18-month assessment

Wave 3,  
36-month assessment

 

Below federal 
poverty level, 

% (SE)

Above federal 
poverty level, 

% (SE)

Below federal 
poverty level, 

% (SE)

Above federal 
poverty level, 

% (SE)

Below federal 
poverty level, 

% (SE)

Above federal 
poverty level, 

% (SE)

Caregiver report of child’s overall health status  
  Excellent/very good 70.2 (0.03) 82.0 (0.04) 78.5 (0.03) 79.6 (0.04) 70.1 (0.04) 87.3 (0.03)
  Poor/fair/good 29.8 (0.03) 18.0 (0.04) 21.5 (0.03) 20.4 (0.04) 29.9 (0.04) 12.7 (0.03)
  P value .03 .82 .01
Primary care provider visit in the past 12 months
  Yes 84.4 (0.03) 83.9 (0.04) 80.8 (0.03) 81.4 (0.04) 83.0 (0.03) 87.7 (0.03)
  No 15.6 (0.03) 16.1 (0.04) 19.2 (0.03) 18.6 (0.04) 17.0 (0.03) 12.3 (0.03)
  P value .91 .89 .22
Emergency department visit in the past 6 months
  Yes 28.9 (0.03) 21.5 (0.03) 19.7 (0.03) 32.6 (0.04) 19.1 (0.03) 16.8 (0.03)
  No 71.1 (0.03) 78.5 (0.03) 80.3 (0.03) 67.4 (0.04) 80.9 (0.03) 83.2 (0.03)
  P value .12 .01 .59
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Table 3.  Overall Health Status and Health Care Utilization by Race and Ethnicity.

Wave 1, baseline Wave 2, 18-month assessment Wave 3, 36-month assessment

 
White, % 

(SE)
Black, % 

(SE)
Hispanic, % 

(SE)
White, % 

(SE)
Black, % 

(SE)
Hispanic, % 

(SE)
White, % 

(SE)
Black, % 

(SE)
Hispanic, % 

(SE)

Caregiver report of child’s overall health status
  Excellent/very good 78.1 (0.03) 70.7 (0.05) 71.7 (0.05) 84.6 (0.03) 79.4 (0.04) 71.9 (0.06) 80.5 (0.03) 72.3 (0.05) 75.7 (0.05)
  Poor/fair/good 21.9 (0.03) 29.3 (0.05) 28.3 (0.05) 15.4 (0.03) 20.6 (0.04) 28.1 (0.06) 19.5 (0.03) 27.7 (0.05) 24.3 (0.05)
  P value .43 .05 .54
Primary care provider visit in the past 12 months
  Yes 89.1 (0.02) 82.4 (0.04) 74.2 (0.06) 80.7 (0.03) 89.1 (0.03) 72.1 (0.06) 82.5 (0.04) 93.1 (0.02) 81.6 (0.04)
  No 10.9 (0.02) 17.6 (0.04) 25.8 (0.06) 19.3 (0.04) 10.9 (0.04) 27.9 (0.06) 17.5 (0.04) 6.9 (0.02) 18.4 (0.04)
  P value .04 .02 .09
Emergency department visit in the past 6 months
  Yes 28.6 (0.03) 28.0 (0.05) 19.3 (0.04) 32.5 (0.04) 17.3 (0.04) 17.6 (0.04) 20.7 (0.03) 13.2 (0.03) 17.3 (0.04)
  No 71.4 (0.03) 72.0 (0.02) 80.7 (0.04) 67.5 (0.04) 82.7 (0.04) 82.4 (0.04) 79.3 (0.03) 86.8 (0.03) 82.7 (0.04)
  P value .24 .01 .52

Discussion

In our study examining the association of poverty with 
health outcomes of children referred to CPS for mal-
treatment, we found living below the FPL at time of 
referral was associated with poorer health status for 
these children 36 months later compared with children 
living above the FPL, even after controlling for other 
demographic factors. As most children in our study sam-
ple were living below the FPL, there may be a critical 
opportunity to intervene on the potentially modifiable 
risk factor of poverty to improve the health outcomes of 
these at-risk children. For the outcome of health care uti-
lization, at the wave-2 assessment, children living below 
the poverty level were less likely to have presented to an 
ED in the past 6 months.

Investigation by child protective services represents a 
legally mandated intervention to ensure safety but also 
an opportunity to assess needs, refer to services, and 
promote child and family well-being.8,10 Our findings 
demonstrate that poverty, and the duration of poverty, is 
associated with poor health outcomes for children 
referred for maltreatment. These findings contribute to 
the body of evidence that improving financial resources 
is associated with maltreatment prevention and health 
promotion.23 One study found a 10% increase in the 
Earned Income Tax Credit (EITC), the largest antipov-
erty program in the United States, was associated with 
241 fewer reports of child neglect per 100 000 chil-
dren.23 Although postinvestigative services tend to focus 
on immediate safety threats such as substance abuse and 
domestic violence,8,10 an increased focus on the upstream 
factor of poverty may be a critical way to improve health 
outcomes in this population. This may be of particular 
significance in the peri-COVID-19 era, with additional 
stressors and financial challenges facing many families, 

placing children at increased risk of abuse. Despite 
lower reported rates of child abuse in the early phases of 
the pandemic,24 the percentage of hospitalizations 
related to child abuse increased, suggesting an increased 
severity of injuries and potentially missed cases due to 
decreased interactions of children with mandated report-
ers.25 One way to address these challenges is to augment 
antipoverty legislation, including the Child Tax Credit 
and EITC. Tax credit expansion was a critical strategy of 
the American Rescue Plan Act (ARPA) of 2021 and led 
to the lowest child poverty level on record.26 
Unfortunatetly, these augmented tax credits were not 
extended beyond 2021. Given the demonstrated historic 
impact of tax credit expansion on child poverty and the 
impact of poverty on health outcomes for children 
referred to CPS, we recommend pediatricians advocate 
for expansion of tax credits to promote health equity.27 
In addition, antipoverty interventions most commonly 
target infancy and early childhood compared with 
school-age children. However, the effects of poverty are 
cumulative, with consequences at 1 stage potentially 
compounding and leading to worse outcomes in the 
next. Thus, antipoverty interventions focused on school-
age children are important areas for future research.

In addition to health status at baseline, we demon-
strated baseline poverty continues to be a predictor for 
poorer health status at the 36-month assessment. 
However, this was not statistically significant at the 
18-month assessment. One reason may be increased ser-
vices after CPS referral in the shorter-term positively 
impacted the health of the children in our sample. Over 
time (between the 18- and 36-month assessments), these 
services may have waned, unmasking the effects of pov-
erty over the longer duration. One analysis of the CPS 
response to poverty using the NSCAW database found 
living below the FPL was associated with twice the odds 
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Table 4.  Multivariable Analysis for Poorer Overall Health Status, PCP Visits, and ED Visits in School-Age Children Referred 
to Child Protective Services.

Demographics
18-Month assessment compared with 

baseline, OR (95% CI)
36-Month assessment compared with 

baseline, OR (95% CI)

Predictors of child’s poorer overall health status
  Income level
    Below FPL 1.07 (0.60-1.90) 2.78 (1.55-5.01)
    Above FPL Reference Reference
  Race/ethnicity
    White Reference Reference
    Black 1.53 (0.73-3.18) 1.49 (0.75-2.98)
    Hispanic 2.20 (1.10-4.50) 1.12 (0.54-2.33)
  Sex
    Male Reference Reference
    Female 0.88 (0.50-1.56) 0.85 (0.50-1.47)
  Age (by year) 1.19 (0.95-1.45) 1.14 (0.93-1.39)
  Urbanicity
    Non-urban Reference Reference
    Urban 0.73 (0.37-1.43) 1.10 (0.54-2.17)
  Placement
    In-home Reference Reference
    Other 1.82 (0.92-3.95) 0.86 (0.45-1.63)
Predictors of primary care visits in previous 12 months
  Income level
    Below FPL 1.00 (0.50-1.99) 0.61 (0.30-1.26)
    Above FPL Reference Reference
  Race/ethnicity
    White Reference Reference
    Black 1.94 (0.81-4.65) 3.29 (1.26-8.60)
    Hispanic 0.68 (0.29-1.57) 0.90 (0.44-2.15)
  Sex
    Male Reference Reference
    Female 0.96 (0.53-1.76) 1.08 (0.59-2.00)
  Age (by year) 0.80 (0.65-0.98) 1.12 (0.90-1.38)
  Placement
    In-home Reference Reference
    Other 1.02 (0.43-2.45) 0.91 (0.41-1.99)
  Urbanicity
    Non-urban Reference Reference
    Urban 0.93 (0.42-2.06) 0.96 (0.43-2.17)
Predictors of ED visits in previous 6 months
  Income level
    Below FPL 0.55 (0.33-0.92) 1.10 (0.60-2.00)
    Above FPL Reference Reference
  Race/ethnicity
    White Reference Reference
    Black 0.41 (0.21-0.80) 0.62 (0.29-1.32)
    Hispanic 0.39 (0.19-0.82) 0.79 (0.36-1.77)
  Sex
    Male Reference Reference
    Female 0.84 (0.52-1.41) 0.76 (0.44-1.31)
  Age (by year) 1.06 (0.88-1.23) 1.07 (0.89-1.30)
  Placement
    In-home Reference Reference
    Othera 0.71 (0.32-1.29) 0.56 (0.26-1.12)
  Urbanicity
    Non-urban Reference Reference
    Urban 1.65 (0.63-2.06) (0.05-1.13)

Columns represent OR at the 18-month and 36-month assessments compared with baseline.
Abbreviations: PCP, primary care provider; ED, emergency department; OR, odds ratio; CI, confidence interval; FPL, federal poverty level.
aOther includes in home with an adoptive parent, kinship care, or other out-of-home care including foster care.

of a family having a referral for emergency cash or 
income assistance; however, there were no significant 
decreases over time in the proportion of families report-
ing poverty. Another possible explanation is the 

cumulative effect of poverty over time leading to worse 
health outcomes. Previous studies have also shown the 
duration of poverty, independent of baseline neighbor-
hood poverty, is associated with increased maltreatment 
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reports, with predicted maltreatment reports increasing 
up to 3.7 times as the duration in antipoverty programs 
increased from 0 to 9 years.4 In contrast, an increased 
duration of financial support from income supplementa-
tion has been shown to have a positive health impact. A 
study of the effects of income supplementation on 
American Indian families found greater mental health 
impacts were seen among the children in the study with 
a longer exposure to higher income.27 The duration of 
antipoverty programs is important, with more long-term 
and stable interventions focused on poverty reduction 
being more likely to have a sustained impact.28

In addition to poorer health outcomes, our study dem-
onstrates an association of differential health care utiliza-
tion among children who have experienced maltreatment. 
This is consistent with previous studies, demonstrating 
children exposed to maltreatment are less likely to have a 
medical home29 or a PCP.12 Our analysis did not find any 
difference in primary care visits in the overall sample 
based on poverty level; however, there were differences 
when analyzed by race and ethnicity. There were signifi-
cantly higher rates of Hispanic children who had not seen 
a PCP in the previous year. This has also been reported for 
US children in a 2012 Centers for Disease Control and 
Prevention study, which reported 19.8% of Hispanic chil-
dren had not seen a PCP in the past 12 months, compared 
with 16.8% of Black, non-Hispanic, and 14.1% of White 
children.30 Increased engagement with the medical home, 
particularly in non-White children, may help improve the 
overall health status of children referred to CPS.

In addition to PCP visits, we found inequities in ED 
visits. In the multivariable analysis, we found at the 
18-month assessment, children living below the FPL and 
Black and Hispanic children were less likely to have an 
ED visit in the previous 6 months. Inequitable health care 
utilization has also been demonstrated among who have 
been maltreated with higher rates of inpatient and outpa-
tient mental health visits, ED visits, hospitalizations for 
physical injuries, and psychotropic medication use com-
pared with their non-maltreated counterparts.31  Children 
who have experienced maltreatment have demonstrated 
increased Medicaid costs31; however, they may actually 
receive inadequate care given their level of need and as a 
result of suboptimal health care use patterns.12,29 As we 
do not have data on reasons for ED visits, the clinical 
implications of our findings are unclear. Further studies 
on ED use are needed to better understand ED use pat-
terns, but some hypothesized reasons for a decrease in 
ED use include the adversarial nature of case investiga-
tion,32 leading to health care avoidance or avoidance of 
the ED for financial reasons. In addition, the complex 
interplay of systemic factors as they are related to pov-
erty including decreased access to care, lack of insurance 

or underinsurance, language barriers, systemic racism, 
and unequal treatment may contribute to differential 
health care utilization.6

Limitations

Our study had several limitations. Our results may not 
reflect the most current health outcomes or utilization 
practices for children investigated by the US child wel-
fare system and, specifically, may not reflect positive 
changes to access to health care as a result of the 
Affordable Care Act, which was passed during data-
bases collection. There are also important limitations in 
the NSCAW database regarding how some of the vari-
ables are represented and the sample size for certain 
variable responses. However, it is the only data source 
for children involved with child protective services that 
is both longitudinal and nationally representative. In 
addition, our main health outcome for analysis was 
overall health by caregiver report. This may be subject 
to reporting and recall biases or to differences in atti-
tudes and beliefs around health, particularly for those 
experiencing poverty. Despite these limitations, we felt 
that the caregiver’s report of overall health was likely 
reliable, as previous data have suggested that parent 
proxy report on a similar overall metric of health-related 
quality of life was reliable and valid.33 Another limita-
tion is the possibility of misclassification of race, a 
social construct that is often oversimplified and chal-
lenging to categorize. Our understandings of racial ineq-
uities collected in this data set are limited by the 
imprecise nature of racial constructs and ethnic divi-
sions such as “Black,” “Hispanic,” or “White,” which 
may not reflect the true diversity of background of the 
children in the study. Finally, our study analyzes the 
impact of various factors on health outcomes in isolation 
and does not consider an intersectional approach consid-
ering the complex interplay of race, poverty, and racism 
on health outcomes, which may be a helpful approach 
for future studies.6

Conclusions

School-age children in the child welfare system whose 
families are living below the FPL are at increased odds 
for having poorer overall health status over time com-
pared with children in the child welfare system living 
above the FPL. In this group of already at-risk children, 
understanding the detrimental impact of poverty on 
health status has important policy implications. 
Sustainable and effective antipoverty interventions to 
promote health in school-age children referred to their 
services are potential ways to impact their overall health. 
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Differences in health care utilization by race in children 
referred to CPS may limit the health care system’s 
potential to promote health in these children. A multi-
pronged approach with interventions focusing on anti-
poverty programs and increased connectedness to 
primary care and the medical home, particularly for non-
White children, may help improve health outcomes in 
children at risk of maltreatment.
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