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An increasing proportion of US children have
parents whowere born outside the United States.1

In 2012, 24% of children younger than18 years
had at least 1 foreign-born parent. Among US
Blacks, the proportion of children with foreign-
born parents has increased from 9% in 2000 to
17% in 2012 because of large migration streams
from Africa and the Caribbean. Despite the rapid
growth of this subpopulation over the past de-
cade—from roughly 930000 to over 2 million
children—relatively little is known about these
children, mostly because of data limitations and
the recency of these migration flows.2

Previous studies on the health of children
of foreign-born parents (whom we refer to as
foreign-origin children) have focused mostly
on Hispanic and, to a lesser extent, on Asian
children. Studies of Hispanic children generally
report that foreign-origin children have better
health than US-origin children despite Hispanic
families being socioeconomically disadvan-
taged.1,2 Studies also highlight considerable
heterogeneity in the health patterns of both
Hispanic and Asian foreign-origin children, in-
cluding differences by type of illness and levels
of parents’ acculturation and region of birth.3---7

Explanations for these patterns emphasize the
role of selective migration, acculturation, and
access to social and health-related resources.1,8,9

We examined differences in health outcomes
among US Black children according to the
mother’s region of birth and whether the chil-
dren of foreign-born mothers were born abroad
or in the United States. We investigated mea-
sures of general health status (child’s overall
health status, activity limitations, missed school
days due to illness) and highly prevalent specific
illnesses (allergies, asthma). We examined the
role of socioeconomic status (SES) and mother’s
duration of US residence as explanatory factors.

METHODS

Our data are from the 2000---2011 waves of
the National Health Interview Survey (NHIS).10

The NHIS is the largest annual cross-sectional
in-person survey on health and is nationally
representative of the US civilian noninstitution-
alized population. We obtained NHIS data from
the Integrated Health Interview Series, which
contain a harmonized set of NHIS variables.11

Information about child health in the NHIS is
asked of a knowledgeable adult in the house-
hold, usually a parent. Since 1998, the NHIS has
included 2 types of questionnaires: the core
questionnaire, which asks about the health of all
children in a family, and the sample child
questionnaire, which asks more detailed ques-
tions about the health of 1 randomly selected
child per family. We drew from both question-
naires in this analysis. We focused on children
aged from birth to 16 years, because there may
be differential coverage of 17-year-olds because
of college attendance or because these children
have left the household for other reasons. In the
core questionnaire, there were 49635 children
aged birth to 16 years who were identified by
their parents as being Black or African Ameri-
can. Of these, we included only children with
a biological mother present in the household

(n=42509). We dropped an additional 3177
children because they were missing information
on 1 of the following: mother’s place of birth
(n=197), 1 of the child health outcomes
(n=520), whether the child was born in the
United States or abroad (n=132), mother’s
marital status (n=418), a parent’s educational
level (n=482), Spanish-language interview
(n=1084), or duration of mother’s residence in
the United States (n=344). We excluded an
additional 394 children because their mothers
were born outside of the United States, Latin
America and the Caribbean, and Africa. We also
excluded from the sample foreign-born children
with US-born mothers (n=117). Our final
sample size from the core questionnaire was
38938 children. Percentages of missing data in
the sample child questionnaire were similar, and
our final sample size based on the sample child
questionnaire was 18030 children.

Mother’s Region of Birth and Child Health

Outcomes

We divided the sample into 3 origin groups
on the basis of the biological mother’s region of
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birth: the United States, Latin America and the
Caribbean, and Africa (for details, see Tables A
and B, available as a supplement to the online
version of this article at http://www.ajph.org).
Among children of foreign-born mothers, we
additionally distinguished between children
born abroad and those born in the United
States. We focused on the mother’s region of
birth because 64% of the final sample did not
have a biological father in the household.

We assessed 5 health outcomes. Two of the
outcomes (general health status, activity limita-
tions) were from the core questionnaire and the
other 3 (missed school days, asthma, allergies)
were from the sample child questionnaire.

We coded general health status on an integer
scale from 1 to 5, where 1 indicates excellent
health and 5 indicates poor health. A knowl-
edgeable adult in the family was asked, “Would
you say [child’s] health in general is excellent,
very good, good, fair, or poor?” Because the
Spanish translation of the question may lead to
different responses, we controlled for Spanish
language interview in models of general health
status.12 We coded a binary activity-limitations
variable 1 if the child had any type of activity
limitation, including limitations in play, activities
of daily living, walking, learning, and remem-
bering, or any other limitation due to physical,
mental, or emotional problems. Number of
missed school days is the number of days in the
past 12 months that a child missed school
through illness or injury. We measured it only
for sample children older than 5 years. The
asthma variable is a binary indicator of whether
a child had ever been diagnosed with asthma by
a doctor or other health professional. The binary
allergy variable indicates whether a parent had
been told by a health professional in the last 12
months that the child had eczema or any kind of
skin or respiratory allergy. We used these 5
outcomes because they are prevalent and are
core indicators of health for children across the
age range birth to 16 years. They are consis-
tently collected across survey waves and have
few missing cases.

Other Explanatory Variables

We measured SES by mother’s education,
family income, and family size. In 57 cases,
mother’s education was missing, so we used
father’s education. Family income was based
on 5 imputations performed by the National

Center for Health Statistics. We converted it
from a categorical to a continuous variable
using parametric smoothing methods, with
parameters estimated separately by mother’s
region of birth and survey year.13 We included
logged family income in the regressions. We
additionally included mother’s age (in single
years) at time of survey and marital status
(never married, married, or widowed, divorced,
or separated). Child-specific controls included
age (in single years), gender, and region of US
residence (Northeast, North Central and Mid-
west, South, and West), because health out-
comes vary by region and the regional distri-
bution of children varies by the origin of the
mother. The model for general health status
additionally controlled for whether the inter-
view was conducted in Spanish.

For foreign-born mothers, we used a cate-
gorical duration-of-residence variable that in-
dicated how long the mother had lived in the
United States. It is often theorized that longer
duration of US residence leads to greater
acculturation and adaptation of behaviors that
impinge negatively on the mother’s and the
child’s health and may thus moderate the
health advantage associated with having
foreign-born parents.8,9 The 4 categories were
(1) less than 5 years, (2) 5 to less than 10 years,
(3) 10 to less than 15 years, and (4) 15 years or
longer.

Statistical Analysis

We present descriptive statistics of our
explanatory variables by mother’s region of
birth. We used multivariate linear regressions
to model general health status and missed
school days. We used logistic regression
models for the binary outcomes (activity limi-
tations, asthma diagnoses, and recent allergies).
A first set of models included all children.
Model 1 adjusted for the mother’s region of
birth, child’s age, gender, region of residence,
mother’s marital status, and survey year. Model
2 additionally controlled for mother’s educa-
tion and family income, to examine the extent
to which health differences were explained by
differences in SES. To further characterize
health patterns among children of foreign-born
mothers, we estimated a second set of models
restricted to these children. We examined
differences in health outcomes between Latin
American---Caribbean-origin children and

African-origin children (model 1) and whether
these differences could be explained by mothers’
duration of US residence (model 2) or whether
the child was born in the United States or abroad
(model 3).

We conducted all analyses with Stata ver-
sion 11 (StataCorp LP, College Station, TX). We
adjusted estimates for complex survey design,
imputation of family income, and clustering at
the sibling level.

RESULTS

Descriptive statistics are presented in Table 1.
Approximately 12% of Black children in our
sample had foreign-born mothers, which is
consistent with national Census Bureau esti-
mates over this period.2 Among children with
foreign-born mothers, 69% were Latin Ameri-
can---Caribbean origin and 31% were African
origin. Eighty-seven percent of Latin American---
Caribbean-origin children were US born, com-
pared with 76% of African-origin children.
Mothers born in Africa had been in the United
States for less time than mothers born in Latin
America or the Caribbean. For example, 18% of
mothers born in Africa had been in the United
States less than 5 years, compared with 6% of
mothers born in Latin America or the Carib-
bean. Latin American---Caribbean-origin chil-
dren were more likely to reside in the Northeast
than African- or US-origin children. US-origin
children were more likely to live in the South
than children in the other groups. Both groups
of foreign-born mothers had higher levels of
college completion and family income than
US-born mothers. US-born mothers were the
least likely to be currently married.

Table 2 presents the mean values for each
child health outcome by mother’s and child’s
birthplace. All pairwise differences in Table 2
were statistically significant at the 5% level
except for general health status between
US-born and foreign-born children of foreign-
born mothers. For all outcomes, there was
a gradient such that children of US-born
mothers fared worse than children of mothers
born in Latin America or the Caribbean, who in
turn fared worse than children of African-born
mothers. Among children of foreign-born
mothers, those born in the United States had
poorer health outcomes than children born
abroad, except for overall health status.
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Table 3 presents estimates from regressions
that included all children. The results confirm
the pattern in Table 2, suggesting that children
with Latin American---Caribbean-born mothers
or African-born mothers were healthier than
children with US-born mothers, although not all
differences were statistically significant. In
model 1, we found that the general health status
of Latin American---Caribbean-origin and
African-origin children was better than that of
US-origin children (by 0.06 and 0.17 points on
the 1---5 scale, respectively). US-origin children

missed more school days than Latin American---
Caribbean-origin (1.01 more days) and African-
origin children (1.58 more days). Compared
with US-origin children, Latin American---
Caribbean-origin and African-origin children
had significantly lower odds of having had a skin
or respiratory allergy in the past 12 months
(32% and 64%, respectively), having ever been
diagnosed with asthma (20% and 51%, respec-
tively), or of having had any type of activity
limitation (46% and 58%, respectively). As
indicated by the results from model 2, very little

of these differences were explained by mother’s
educational attainment, family income, and
family size. We got similar patterns if we treated
the general-health-status and missed-school-days
variables as dichotomous.

We examined whether mother’s duration
of US residence or child’s nativity explained
differences between Latin American---
Caribbean-origin children and African-origin
children (Table 4), using models restricted to
children whose mothers were foreign born.
Model 1 included all explanatory variables other

TABLE 1—Sample Characteristics of Black Children (Aged From Birth to 16 Years) Born to US-Born and Foreign-Born Mothers: National Health

Interview Survey, 2000–2011

Mother’s Region of Birth

Characteristics

United States (n = 34 371),

Mean (SD) or %

Latin America and Caribbean

(n = 3 151), Mean (SD) or %

Africa (n = 1 416),

Mean (SD) or %

Total (n = 38 938),

Mean (SD) or %

Child’s Characteristics

Age, y 7.85 (5.39) 8.14 (5.71) 6.80 (5.29) 7.84 (5.42)

Female 50 51 50 50

Place of birth of children of foreign-born mothers

Abroad . . . 13 24 . . .

United States . . . 87 76 . . .

Region of residence in US

Northeast 14 50 23 17

Midwest 21 4 23 20

South 57 39 39 55

West 8 8 16 8

No. of family members 4.4 (1.7) 4.5 (1.8) 5.0 (1.8) 4.4 (1.7)

Mother’s Characteristics

Age, y 33.4 (8.3) 37.1 (8.7) 36.4 (7.9) 33.8 (8.4)

Duration of residence in US, y

< 5 6 18 11

5 to < 10 16 33 22

10 to < 15 20 21 21

‡ 15 57 27 47

Marital status

Never married 43 20 8 40

Married 38 62 78 41

Widowed, divorced, or separated 19 17 14 19

Educationa

< high school 17 23 20 18

High school 32 27 25 31

Some college 37 32 29 36

‡ college 14 18 26 15

Family income, $ 39 565 (32 985) 54 348 (46 675) 57 536 (49 183) 41 296 (35 222)

Spanish interview 0 11 0 1

Note. All sample means are weighted. Standard deviations, given in parentheses, are adjusted for imputation for family income. All pairwise differences for continuous variables are statistically
significant except for the difference between Latin American–Caribbean-born mothers and African-born mothers on mother’s age and family income.
aMother’s education when not missing, otherwise father’s education is used (n = 57).
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than mother’s duration of US residence and
child’s nativity. We then added separately
mother’s duration of US residence (model 2) and
child’s nativity (model 3). For all outcomes, we
found that African-origin children had signifi-
cantly better health outcomes than Latin Amer-
ican---Caribbean-origin children (model 1), with
the exception of activity limitations. The differ-
ences, although somewhat attenuated, remained
significant for most health outcomes when we
included duration of residence (model 2) or
child’s nativity (model 3). At the same time,
children whose mothers had been in the United
States longer were consistently less healthy than
were children whose mothers were more recent
arrivals.14---16 We further found that across most
health outcomes, children of foreign-born
mothers who were born abroad had significantly
better health than did those born in the United
States. They missed 0.71 fewer school days
(95% confidence interval [CI] =–1.15, –0.28),
and they had lower odds of allergies in the past
12 months (odds ratio [OR]=0.51; 95%
CI=0.29, 0.91), of ever having been diagnosed
with asthma (OR=0.43; 95% CI=0.27, 0.73),
and of having any type of activity limitation
(OR=0.41; 95% CI=0.24, 0.70).

In additional analyses, we reestimated our
models, controlling for mother’s health and the

smoking behavior of a family member, since
secondhand smoke may place a child at risk for
asthma or respiratory allergies.17,18 (Table C,
available as a supplement at http://www.ajph.
org, presents descriptive statistics for mother’s
health and the smoking behavior of a family
member by mother’s place of birth.) If children
of foreign-born mothers were healthy only
because their mothers were healthy, then the
association should be attenuated substantially
after we controlled for maternal health. In most
cases, inclusion of the mother’s health status
did not explain the differences by mother’s
region of birth (model 2 vs model 3; Table D,
available as a supplement at http://www.ajph.
org). Adding the sample adult’s smoking status
to the model had virtually no effect on the size
of the estimates by mother’s region of birth
(model 4; Table D). Inclusion of these variables
also did not attenuate the differences among
children of foreign-born mothers by whether
the child was born in the United States or
abroad (model 4; Table E, available as a
supplement at http://www.ajph.org).

DISCUSSION

In this study, we examined variation in 5
health outcomes among Black children by

maternal and child nativity. We found that
foreign-born children have significantly better
health outcomes than US-born children, re-
gardless of the nativity of the mother. We
additionally document that children of
African-born mothers are generally healthier
than children of Latin American---Caribbean-
born mothers, differences that could not be
explained by the mother’s duration of US
residence. Of particular note are the estimates
for asthma diagnosis, which is of great concern
in Black communities.19---21Children of US-born
mothers are more than twice as likely as
children of African-born mothers to have been
diagnosed with asthma. Children of Latin
American---Caribbean-born mothers, although
significantly less likely to be diagnosed than
children of US-born mothers, are nevertheless
significantly more likely to be diagnosed with
asthma than children of African-born mothers.
Similar patterns are observed for the child’s
general health status, missed school days, ac-
tivity limitations, and skin and respiratory
allergies.

We began by investigating differences be-
tween children of mothers born in the United
States and children of mothers born abroad.
Because higher family income, higher levels
of maternal schooling, and having married

TABLE 2—Health of Black Children (Aged From Birth to 16 Years), by Mother’s Region of Birth and Child’s Birthplace: National Health Interview

Survey, 2000–2011

General Health (n = 38 938),a

Mean Score (SD)

Missed School Days (n = 12 346),b

Mean (SD)

Allergy in Past 12 Months

(n = 18 030),c %

Ever Told Has Asthma

(n = 18 030),d %

Activity Limitation

(n = 38 938),e %

Total 1.78 (0.98) 3.0 (6.1) 23 19 8

Mother’s region of birth

United States 1.80 (0.98) 3.1 (6.3) 24 19 8

Latin America or Caribbean 1.74 (1.01) 2.1 (4.2) 17 16 5

Africa 1.55 (0.86) 1.4 (2.9) 11 9 3

Child’s nativityf

US-born 1.67 (0.96) 2.1 (4.1) 17 15 5

Foreign-born 1.67 (0.96) 1.4 (3.0) 9 8 2

Note. Standard deviations are given in parentheses for nonbinary variables. All estimates are weighted. All pairwise differences are statistically significant at the 5% level except for general health
status between first- and second-generation children. General health and activity limitation estimates are based on the full sample; allergy, asthma, and missed-school-days estimates are based
only on the sample child file. Children’s age range is birth to 16 years for all categories except “missed school days,” where it is 5 to 16 years.
aReported by his or her parent (scale = 1–5, where 1 = excellent and 5 = poor).
bRefers to the number of days in the past 12 months the child missed school because of illness or injury.
cRefers to whether the child had eczema or a skin or respiratory allergy in the past 12 months.
dRefers to whether the child had ever been diagnosed with asthma by a health professional.
eRefers to whether the child was limited in play, activities of daily living, walking, learning, or remembering.
fRestricted to children whose mothers were foreign born.
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parents predict better child health out-
comes,22---28 we hypothesized that controlling
for these family characteristics would help
explain variation in the observed health out-
comes among children of US- and foreign-born
mothers. However, controlling for family in-
come, maternal education, and mother’s cur-
rent marital status did little to attenuate the
health advantage of children of foreign-born
mothers compared with children of US-born
mothers, or differences between children of
African-born versus Latin American---
Caribbean-born mothers.

The foreign-born health advantage that we
observed for children is similar to what has
been previously documented for US Black
adults. These prior studies show that Black
adults born in Africa have lower levels of
disability and better self-rated health than
Latin American---Caribbean-origin adults and
US-born Blacks—differences that are robust to
controls for measures of SES similar to those
included in this study.15,29---31 Thus, our find-
ings further underscore that factors other than
those typically available in survey data account
for differences in health between US- and
foreign-born Black populations.

We also investigated health patterns among
children of foreign-born mothers, who are
a heterogeneous group. We found that a longer
duration of US residence was associated with
poorer health outcomes among children of
foreign-born mothers. Relatedly, among chil-
dren of foreign-born mothers, those born in the
United States generally had poorer health than
children born abroad. Because of the high
correlation between duration of US residence
and the birthplace of the child, we were unable
to estimate jointly the associations between
these 2 characteristics and child health out-
comes (i.e., it was unlikely for a mother who was
in the United States for more than 15 years to
have a foreign-born child). Because of data
availability, we also had to rely on a categorical
measure of duration of US residence with broad
cutpoints. Furthermore, the duration patterns
we report are based on cross-sectional data and
thus we are unable to control for maternal
characteristics at the time of migration, which
may vary by immigrant cohort. Nonetheless, our
findings support the notion that acculturation to
the US environment leads to poorer child health
outcomes, the precise mechanisms of which

require further study.14,32---34 At the same time,
the lingering health advantage of children of
migrants suggests that protective cultural traits
from the cultures of origin (cultural buffering)
may also play a role.32,35---38

The health advantages of Black foreign-born
children compared with their US-born coun-
terparts are similar to nativity advantages
observed among Hispanic and Asian American
children.5,33,39,40 For these and other health
outcomes, Hispanic and Asian American chil-
dren who are US born tend to be worse off than
those who are foreign born. The one exception
to this pattern appears to be obesity among
Hispanic children.3,34,41,42 We did not include
obesity in these analyses because data were
available only for children aged 12 to 17, and
only for the years 2008 through 2011; in
addition, the sample size was too small.

Migrants are not a random sample of their
sending country, but are positively selected on
the basis of ability, motivation, and desire to
migrate, characteristics not readily available in
health surveys.32 Although the importance of
selectivity to the health of migrant adults is
often noted, less attention has been given to the
role of selection in influencing health among
foreign-origin children. Selectivity is thought to
operate directly on adults—those who most
often make the decision to migrate. The health
of children may be a key factor in the migration
decision, and families with healthy children
may be in the best position to migrate. Thus,
first-generation children (i.e., those born
abroad) may be healthier on average than
second-generation children, who were born
after migration occurred.

The advantaged health patterns of
African-origin children compared with Latin
American---Caribbean-origin children, which
were not explained by differences in duration
of US residence, may be due to the greater
selectivity of the African-born mothers. Com-
pared with Latin American---Caribbean migra-
tion streams, African migration streams are
more recent, and the distance is far greater for
migrants from Africa than for those from Latin
America and the Caribbean. The recency of
flows suggests that there are less-established
familial and community networks for those
born in Africa compared with those born
in Latin America and the Caribbean, which
may be an obstacle to obtaining visas and
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establishing oneself in the United States. A
recent study in which immigrants were asked
to rate their own health relative to the health of
those in their country of origin concluded that,
among immigrant subgroups in the United
States, African immigrants are the healthiest
relative to people in the country of origin.43

Limitations

A key limitation in this study is the inability to
directly measure the magnitude of health selec-
tion, as that would require data from the sending
countries and health at the time of migration,
neither of which are readily available. We
focused on the health of Black children because
of the long-standing saliency of race in shaping
access to resources and its association with
poverty and race-based residential segregation.
Although many foreign-born Blacks migrate
from countries where they form the majority
racial group, they become subject to a “racial
minority” status in the United States and likely
face race-based discrimination.44 At the same
time, non-Hispanic US-born Black children have
been shown to be in the poorest health among
US racial/ethnic groups.4 Families of US-born
Blacks that have lived in the United States for
many generations have been subject to dis-
crimination over that time, and constitute a
particularly disadvantaged group.44---46

This study has other limitations. All mea-
sures of child health were based on parental
reports and are thus subject to reporting biases.
There may be differential access to or quality of
health care across the subgroups examined,
biasing the observed differences for measures
based on diagnoses (although binary controls
for health insurance coverage and usual source
of care did not alter our conclusions).47,48

Reporting of ill health may differ by origin and
duration of US residence. Because of sample
size constraints, we did not examine Hispanic
ethnicity, and the Latin American---Caribbean
group includes both Hispanics and non-
Hispanics. Finally, we eliminated observations
from our sample if the child’s biological mother
was not present in the family, and thus our
results are representative only of Black chil-
dren with coresident biological mothers.

Conclusions

To our knowledge, this is the first nationally
representative study to assess the health of Black
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children by mother’s region of birth and whether
the child was born in the United States or abroad.
In summary, we found that Black children of
foreign-born mothers display better health than
children of US-born mothers, and Black children
of foreign-born mothers who were themselves
born abroad were healthier than children born in
the United States. We also found that children of
African-born mothers were healthier than chil-
dren of both US-born and Latin American---
Caribbean-born mothers. Observed SES charac-
teristics did not explain these differences. Our
findings contribute to research on the health of
foreign-origin children in the United States,
which has previously focused on Hispanics and
Asians, as well as research on racial/ethnic
disparities in child health.49 j
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