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Abstract

The New York City (NYC) Longitudinal Study of Wellbeing, or “Poverty Tracker,” is a survey of
about 2,300 New York City residents. Its purpose is to provide a multidimensional and dynamic
understanding of economic disadvantage in NYC. Measures of disadvantage were collected at
baseline and a 12-month follow-up, and include three types of disadvantage: (1) income poverty,
using a measure based on the new Supplemental Poverty Measure; (2) material hardship, including
indicators of food insecurity, housing hardship, unmet medical needs, utility cutoffs, and financial
insecurity; and (3) adult health problems, which can drain family time and resources. This paper
presents initial results for NYC families with children under 18. At baseline, 56% of families with
children had one or more type of disadvantage, including 28% with income poverty, 39% with
material hardship, and 17% with an adult health problem. Even among nonpoor families, 33%
experienced material hardship and 14% reported an adult health problem. Two-thirds of all
families faced disadvantage at either baseline or follow-up, with 46% experiencing some kind of
disadvantage at both time points. Respondents with a college education were much less likely to
face disadvantage. Even after adjusting for educational attainment and family characteristics, the
families of black and Hispanic respondents had elevated rates of disadvantage. Considering
income poverty alone greatly understates the extent of disadvantage among families with children
in New York City. These results suggest that in addition to addressing income poverty,
policymakers should give priority to efforts to reduce material hardship and help families cope
with chronic physical or mental illness. The need for these resources extends far above the poverty
line.
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A good deal of attention has focused on measuring and alleviating income poverty, and
rightly so. Money matters for child health and development, and a number of social
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programs have as their aim to help raise the living standards of the poor or near-poor. But
society's concern about poor children extends beyond income poverty. We also are
concerned if children lack adequate housing, food, and medical care, or if their families face
significant health challenges that drain time and resources. ldeally, we'd like to know not just
how many families are poor in income terms, but also how many are disadvantaged in other
respects — in particular, with regard to material hardship and health and well-being.

To better understand the links among income poverty, material hardship, and health, a group
of researchers at Columbia University, in partnership with the Robin Hood Foundation,
launched the New York City Longitudinal Study of Wellbeing, or “Poverty Tracker,” a
survey of approximately 2,300 New York City residents that gathered data on income
poverty, material hardship, and health and well-being. The Poverty Tracker is unusual in
gathering information from the same sample about these multiple aspects of disadvantage,
and in conducting interviews every three months over two years, to provide a more
comprehensive and dynamic picture of poverty and how it relates to material hardship and
well-being.

This article briefly describes the Poverty Tracker survey and how it measures disadvantage,
and summarizes some of our initial findings for families with children in New York City.
Drawing on the baseline and 12-month follow-up surveys, this article has several objectives.
The first is to describe the prevalence and interrelationship of income poverty, material
hardship, and adult health problems among families with children. The second is to describe
the “dynamics of disadvantage,” or the patterns of stability and change in disadvantage over
time. The third is to examine how the risk of disadvantage varies by individual and family
characteristics. By combining a measure of poverty with indicators of material hardship and
adult health problems, the results provide a distinctive picture of economic disadvantage in a
representative sample of urban families with children.

Conceptualizing and measuring disadvantage

The purpose of the Poverty Tracker is to provide a multidimensional and dynamic
understanding of economic disadvantage. Income poverty is an important element of this
construct; it is well-established that poverty is detrimental for children's development,
health, and wellbeing.1-3 The poverty measure we use is based on the Census Bureau and
Bureau of Labor Statistics' new Supplemental Poverty Measure, which is widely considered
to be an improved measure of income poverty relative to official statistics because it takes
into account government transfers such as the EITC and Food Stamps not counted in the
official measure, geographic differences in cost of living, as well as costs such as medical
expenses, child care, and commuting.* Families are classified as poor if their annual income
(defined as post-tax cash income plus in-kind benefits, less expenditures for medical care,
child care, or commuting) falls below a poverty line specific to New York City.

However, it is important to go beyond income to understand conditions that can reinforce
disadvantage and cause families to struggle. Capturing multiple dimensions of disadvantage
provides a fuller picture of the challenges and stressors faced by low- and moderate-income
families. The Poverty Tracker study examines two such conditions. One is material hardship,
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or the inability to make ends meet, as measured by indicators such as food insecurity or
inability to afford rent, utilities, or medical care. Material hardship has received increasing
attention as an influence on child health and well-being®-8 and as a mediator of the effects of
income poverty on children.® 10 The Poverty Tracker survey asked about five types of
hardship: financial (running out of money), bills (utility cutoffs due to nonpayment of bills),
food insecurity, unmet medical need, and housing hardship.

The Poverty Tracker also included an indicator of family health: whether the adult survey
respondent reported a work-limiting disability or poor self-rated health. Although family
health is not commonly used as an indicator of disadvantage, a parent's illness can place a
significant strain on the family, making it more difficult for parents to provide and care for
their children. Parental depression and other mental illnesses have significant implications
for children's psychosocial and health outcomes.11-18 A parent's physical illness or disability
can also have detrimental effects on children and families,27-2 in part because it increases
the risk of joblessness, poverty, and material hardship.22-2°

The Poverty Tracker builds on previous efforts to document the prevalence of material
hardship and its association with income poverty, both for the overall population and for
families with children.: 26-30 By adding adult health problems to our measure of
disadvantage, the Poverty Tracker reflects the insights of extensive research on health
disparities and on the links between health and social, psychological, and economic well-
being.31 The current paper documents the prevalence and patterns of change in this more
comprehensive disadvantage measure for families with children.

Data and Methods

This article presents data from the baseline and 12-month follow-up waves of the New York
City Longitudinal Study of Wellbeing, a representative survey of New York City residents
aged 18 or older. The Columbia University Institutional Review Board reviewed and
approved the study.

Sample and data collection

The baseline survey was conducted between December 2012 and March 2013. A sample of
2,002 NYC residents was recruited via random digit dial by the survey research firm Abt-
SRBI. In addition, a random sample (n=226) of clients recruited from a probability sample
of Robin Hood Foundation-funded social service agencies. Baseline surveys with agency
participants were usually conducted face-to-face. This “agency sample” was included to
augment the number of low- and moderate-income study participants, increasing statistical
power for subgroup analyses and providing insight into the lives of very disadvantaged
individuals, such as the homeless, who are often missed in phone surveys. About one in five
agency participants was provided with a basic cell phone in lieu of cash incentives for survey
completion; the phone facilitated study retention for participants who did not have a stable
address or means of communication. After completing the baseline survey, all study
participants were then re-contacted by phone and/or email roughly every 3 months to
participate in follow-up surveys; a small number of study participants completed paper
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surveys sent by mail. Consent was verbal for in-person and phone interviews and written for
online and paper surveys.

Baseline and follow-up samples are weighted so that they are representative of the adult
population of New York City. Survey weights account for survey nonresponse and attrition,
differential selection probabilities between and within households, and post-stratification
adjustments based on the American Community Survey (ACS).

The study employed three indicators of disadvantage. The first was a measure of income
poverty based on the Census Bureau's new Supplemental Poverty Measure (SPM). Unlike
the official poverty measure, the SPM includes unmarried domestic partners and their
relatives, unrelated children under age 15, and foster children under age 22 in calculating
income thresholds and household size. To develop poverty thresholds, 2012 SPM thresholds
were adjusted to reflect New York City's cost of living using data on fair market rents.
Household income included annual earnings, retirement income, and transfer income
including food stamps, disability, cash welfare, unemployment insurance, WIC, housing
benefits, and school lunches. After-tax income was used in order to include the value of
refundable tax credits such as EITC, as well as to subtract income and payroll taxes. The
annual costs of child care, commuting and work expenses, and medical out-of-pocket
expenses were deducted from household income, following procedures outlined by the
Census Bureau and Bureau of Labor Statistics.

The second measure, material hardship, taps a family's inability to meet its basic needs.
Material hardship was measured with ten items in the baseline and follow-up surveys; these
questions asked respondents to describe their status over the previous 12 months, and were
based on used validated scales from other surveys such as the Survey of Income and
Program Participation (SIPP) and the Fragile Families and Child Wellbeing survey. Five
types of hardship were measured. Financial hardship was defined as often running out of
money between paychecks or before the end of the month. Bill hardship was defined as
having electricity or other utilities cut off for nonpayment of bills. Food insecurity was
defined as reporting it was often the case that the family did not have enough food to eat, the
food didn't last, or the respondent worried that the food would run out. Medical hardship was
defined as having to forgo needed medical services because of lack of money for care.
Housing hardship was defined as having to move in with others or live in a shelter because
the family did not have a place to live. Our summary measure of hardship was coded as “1”
for study participants who had at least one of these hardship types.

The third measure, adult health problems, was based on survey items about the survey
respondent’s self-rated health and work-limiting disability. Study participants who described
their health as “poor” or who reported that health problems limited the kind or amount of
work they could do were classified as having a health problem. Both indicators were
assessed at baseline and follow-up.
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Several individual and family characteristics were included in analyses reported in this
paper: respondent race and Hispanic ethnicity, level of education, age in years, presence of a
co-resident spouse or domestic partner, and number of children under 18 in the household.
Families with children were defined as those in which the study participant reported living
with a related or foster child under the age of 18.

Missing data for variables used in the analysis were imputed using chained equations in
MICE for R; 3-5 datasets were imputed.

Analyses included only families with at least one child under age 18 at both baseline and 1-
year follow-up. We first analyzed the prevalence of disadvantage at baseline for all families
with children and for subgroups defined by race and ethnicity, family characteristics, and
education. Next, we looked at the dynamics of disadvantage between baseline and follow-up
survey waves, categorizing families as having experienced no disadvantage at either wave,
no disadvantage at baseline and disadvantage at follow-up (“entry”), disadvantage at
baseline and no disadvantage at follow-up (“exit”), or disadvantage at both waves
(“persistent disadvantage™). As with baseline prevalence, the dynamics of disadvantage were
examined for all families with children and for subgroups defined by race and ethnicity,
family characteristics, and education. We also examined the relationship of income poverty
to the other two measures of disadvantage. The baseline analytic sample included study
participants who reported living with at least one child under 18 at baseline. Analysis of the
dynamics of disadvantage included follow-up study participants who still lived in New York
City at follow-up and who reported living with at least one child under 18 at both baseline
and follow-up. All prevalence figures were weighted. P-values for these bivariate
associations were based on the corrected Pearson Chi-square statistic.32

We used logistic regression to evaluate associations between individual and family
characteristics and both baseline and persistent disadvantage, as well as the three specific
types of disadvantage. For all of these outcomes, the model included black race, Hispanic
ethnicity, respondent age, presence of spouse or domestic partner, number of children, and
level of educational attainment. All analyses were conducted in Stata 14.0.

An online supplement displays associations between individual/family characteristics and
the dynamics of income poverty, material hardship, and adult health problems.

Of the baseline sample of 2,228 respondents, 798 (36%) reported living with a child under
the age of 18 and were included in the analyses of baseline disadvantage. Of the 1,330
participants who completed the 12-month follow-up survey, 383 (29%) reported living with
a child under the age of 18 at both baseline and follow-up; of these study participants, 10
had moved out of New York City by the 12-month follow-up and were omitted from the
analysis, leaving a sample of 373 for analyses of the dynamics of disadvantage.
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Prevalence of disadvantage

Figure 1 displays the baseline prevalence of income poverty, hardship, and health problems,
as well as the proportion of families with any of these three types of disadvantage. About
56% of families with children experienced at least one type of disadvantage. Material
hardship was the most common of these disadvantages. About 39% of families with children
experienced at least one type of hardship; financial hardship (18%) and bill hardship (17%)
were the most common, followed by medical hardship (14%), food insecurity (12%), and
housing hardship (6%). The three types of disadvantage were correlated; poor families were
more likely to experience material hardship (55%) or an adult health problem (26%). Even
among nonpoor families, however, 33% experienced material hardship in the previous year,
and 14% had an adult health problem. Among nonpoor families, material hardship was most
common among those between 100% and 200% of poverty — 42% reported material
hardship at baseline — but even among those above 200% of the poverty line, 22% reported
material hardship at baseline.

The prevalence of disadvantage differed by race and ethnicity and other individual and
family characteristics (Table 1). About two-thirds of all black and Hispanic families
experienced at least one type of disadvantage in the previous year, with more than half
reporting material hardship and more than one in five facing an adult health problem.
Among families from other ethnic backgrounds, including Asian-American, nearly half
faced some kind of disadvantage in the previous year. While rates of disadvantage were
lowest for white families, almost a third experienced at least one type of disadvantage.
Survey participants who had no partner were more likely to face disadvantage. In addition,
there were striking differences by level of education; study participants without a college
degree had much higher prevalence of all types of disadvantage. Number of children was not
significantly associated with measures of disadvantage.

The dynamics of disadvantage

Figure 2 displays information on the dynamics of disadvantage. Nearly half of all families
with children experienced “persistent” disadvantage — in other words, they faced at least one
form of disadvantage at both baseline and follow-up. Only a third of all families faced none
of these disadvantages at either time point. It is clear that figures on persistent poverty
understate the level of sustained disadvantage that some families face: only 11% of families
with children were poor at both time points, while 46% experienced some type of
disadvantage at both time points. Among families who were poor at baseline, 81%
experienced at least one type of disadvantage at follow-up. Even among nonpoor families,
more than half faced some type of disadvantage at either baseline or follow-up.

Differences in the dynamics of disadvantage largely parallel those for baseline disadvantage
(Table 2). Black and Hispanic families had higher rates of persistent disadvantage, as did
families in which the survey respondent did not have a spouse or domestic partner.
Differences by number of children were not significant. Study participants with less
education were much more likely to face disadvantage in one or both years.
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Factors associated with risk of disadvantage

The first column of Table 3 displays odds ratios from multivariable logistic regressions
predicting baseline and persistent disadvantage. Compared with white families, black and
Hispanic families had significantly higher rates of baseline and persistent disadvantage.
Study participants without a spouse or domestic partner were at higher risk of baseline
disadvantage. Older respondents were more likely than younger respondents to experience
persistent disadvantage. Compared with college graduates, study participants with less
education were at significantly higher risk of both baseline and persistent disadvantage.

The last three columns of Table 3 display odds ratios from models predicting baseline and
persistent income poverty, material hardship, and adult health problems. Lower levels of
education are associated with all three types of disadvantage, but there are differences across
outcome in associations with other predictors. Race and ethnicity are associated with
material hardship but not with poverty or adult health problems. Age is associated with
material hardship and adult health problems but not with poverty.

Discussion and conclusion

Our survey of New Yorkers confirms that we would vastly underestimate the extent of
disadvantage among families with children if we focused only on income poverty. The share
of families experiencing disadvantage is twice as high as the share who experienced income
poverty alone. This is because many families with incomes above the poverty line
nevertheless experience material hardship and/or have family members who are in poor
health. Figures on the dynamics of disadvantage also indicate high prevalence, with two-
thirds of all families with children experiencing some kind of disadvantage at either baseline
or follow-up; nearly half were disadvantaged at both time points.

Notably, survey respondents who had not graduated from college were much more likely to
face either baseline or persistent disadvantage. They were also more likely to face all three
specific types of disadvantage. Associations with other characteristics varied by outcome:
income poverty was more common among respondents with no partner; material hardship
was more common among older respondents and those who were black or Hispanic; and
adult health problems were more common among older respondents and those with no
partner. This heterogeneity is important to keep in mind particularly when we consider the
causes of disadvantage.

In previous research, disadvantage has been defined as encompassing material hardship and
income poverty.5: 26 The current study extends that work both by adding a new dimension of
disadvantage — adult health problems — and by examining short-term change in patterns of
disadvantage. Using this combined measure of disadvantage, the Poverty Tracker survey
shows that economic disadvantage is widespread, with more than half of families with
children in New York City experiencing disadvantage at baseline and two-third of such
families experiencing disadvantage either at baseline or a year later. Future research will
exploit the panel nature of the data to examine the implications of disadvantage for child and
family well-being.
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These findings suggest that in addition to addressing income poverty, policymakers should
develop or expand initiatives that address material hardship and support families who are
coping with chronic physical or mental illness. Examples of such initiatives include direct
service provision, such as emergency food assistance, eviction prevention, and respite care
for caregivers, as well as case manager or navigator-type services that connect families with
existing resources. The results described here make it clear that the need for these resources
extends far above the poverty line.

Strengths of the study include the use of a novel, multidimensional measure of disadvantage,
as well as longitudinal data collection from a diverse sample. Readers should keep several
limitations in mind. First, the sample represents residents of New York City and findings
may not be generalizable to other locales. Second, the measure of adult health problems is
based on the health and disability status of the survey respondent, not the entire household:;
therefore it understates the prevalence of serious health problems among New York City
families. (Beginning with the 12-month follow-up, the Poverty Tracker survey includes
questions about health and disability of the respondent's spouse or domestic partner,
improving the quality of this measure.) Third, the Poverty Tracker excludes residents of
institutions such as nursing homes, and may for that reason undercount individuals with very
poor health. Fourth, although poverty, material hardship, and adult health problems put
children at greater risk, the effects of these risk factors on child outcomes are moderated by
other characteristics including social support networks and the quality of parent-child
interactions.33: 34 Lastly, although baseline and follow-up study participants are both
weighted so that they represent the population of New York City, attrition might have altered
the composition of the sample in terms of unobservable characteristics, affecting the
comparability of baseline and follow-up.

The Columbia Population Research Center recently launched a new cohort of the Poverty
Tracker study. This new cohort is substantially larger, which will allow more detailed
analyses of economic disadvantage especially when pooled with the first cohort. In addition,
informed by analyses of the first cohort, we have expanded measures of health and other
indicators of well-being. Future work based on this study will provide more insight into both
the causes and the consequences of economic disadvantage.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1.

Baseline prevalence of income poverty, material hardship, adult health problems, and any
disadvantage for all families with children and by family poverty; Note: All figures are
weighted. Family poverty was assessed at baseline using the supplemental poverty measure.
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Figure 2.

Change in disadvantage status between baseline and follow-up for all families with children
and by family poverty; Note: All figures are weighted. Family poverty was assessed at
baseline using the supplemental poverty measure. Disadvantaged families had at least one of
these three characteristics: (1) poverty as assessed using the supplementary poverty measure,
(2) material hardship, or (3) adult health problem. Families with “no disadvantage” were not
classified as disadvantaged in either year. Families in the “entry” category were not
disadvantaged at baseline and were disadvantaged at follow-up. Families in the “exit”
category were disadvantaged at baseline and were not disadvantaged at follow-up. Families
in the “persistent disadvantage” category were disadvantaged at both baseline and follow-up.
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types of disadvantage at baseline and at both baseline and follow-up

Table 3
Odds ratios from logistic regressions predicting any type of disadvantage and specific
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Any disadvantage | Income poverty | Material hardship | Adult health problem

Disadvantage at baseline
Black 217% 119 3417 1.49
Hispanic 2.45*** 1.35 3.38 % 1.62
Other race/ethnicity 1.20 1.20 1.52 1.15
No spouse or domestic partner 200%* 909 *** 124 1817
Three or more children 1.36 1.25 1.20 1.13
Age 1.01 0.99 1027* 105
Less than high school 6.38 " 6.247%*F 319" 4.70%%
High school graduate 3.08 " 259 %% 297 201**
Some college 240" 1.68 253 3.24™
N 798 798 798 798
Disadvantage at both baseline and follow-up
Black 245% 2.79 262% 131
Hispanic 3.45%** 3.03 276% 1.97
Other race/ethnicity 0.99 0.76 0.91 0.71
No spouse or domestic partner 1.28 1.63 0.94 1.46
Three or more children 1.16 0.99 1.01 1.22
Age 1.04™" 101 103" 107
Less than high school 6.07 " 10.10 ¥ 279% 4.227%%
High school graduate 5.66 " 5.62 7 3.377%% 1.07
Some college 3.20 % 3.00 237" 267"
N 373 373 373 373

P-values:

*
<.05,

-

<.01,
—
<.001
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