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Abstract

Background—We examined the association between parental access to paid sick leave (PPSL)
and children's use of preventive care and reduced likelihood of delayed medical care and
emergency room (ER) visits.

Methods—We used the child sample of the National Health Interview Survey data (linked to the
adult and family samples) from 2011 through 2015 and logistic and negative binomial regression
models.

Results—Controlling for covariates, the odds of children with PPSL receiving flu vaccination
were 12.5% [95%CI: 1.06-1.19] higher and receiving annual medical checkups were 13.2%
[95%CI: 1.04-1.23] higher than those of children without PPSL. With PPSL, the odds of children
receiving delayed medical care because of time mismatch were 13.3% [95%CI: 0.76-0.98] lower,
and being taken to ER were 53.6% [95%CIl: 0.27-0.81] lower than those of children without
PPSL. PPSL was associated with 11% [95%CI: 0.82—0.97] fewer ER visits per year.

Conclusion—PPSL may improve children's access and use of healthcare services and reduce the

number of ER visits.
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Introduction

Research has shown that parents substantially influence whether their children receive
preventive care and timely medical treatment, thus affecting how quickly they recover from
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illnesses and injuries, and enjoy good health [Waugh and Kjos, 1992; George and Hancock,
1993; Palmer, 1993; Heymann et al., 1996; Kristensson-Hallstrom et al., 1997; LaRosa-Nash
and Murphy, 1997; Heymann et al., 1999; Ruhm, 2000; Kuo et al., 2011]. However, the
ability of employed parents to provide this care may depend on workplace factors, such as a
flexible work schedule. Parents may also need access to paid or unpaid sick and vacation
leave. Heymann et al. [1996] and Clemans-Cope et al. [2008] showed that parents were
more likely to use paid sick leave (PSL) or vacation to care for family members.

PSL substantially improves access to and use of healthcare services for workers and their
dependents without wage penalty. DeRigne et al. [2016] showed that employees without
PSL were 3.0 times more likely than those with PSL to forgo medical care for themselves
and 1.6 times more likely to forgo medical care for their family. PSL for parents could help
improve the overall health of children by decreasing the risks of early childhood infections
and injuries [Redmond and Pichichero, 1984; Thacker et al., 1992; Hardy and Fowler, 1993;
Roe et al., 1999; Ruhm, 2000]. Ruhm [2000] examined data from 16 European countries
from 1969 through 1994, showing paid parental leave could cost-effectively improve
children's health on the societal level of analysis. Shepherd-Banigan et al. [2016] showed
that mother's access to PSL was associated with increased adherence to recommended
preventive care for children. Access to PSL may also help reduce the likelihood of adults
suffering non-fatal occupational injuries [Asfaw et al., 2012] and the spread of influenza
infection at workplaces [Kumar et al., 2013], and increase adults' use of primary care [Cook,
2011] and preventive cancer screening tests [Peipins et al., 2012].

Despite the advantages of PSL, many U.S. workers do not have this employer-provided
fringe benefit. Of 22 nations ranked highly for economic and human development, only the
United States did not guarantee PSL to workers [Heymann et al., 2009]. In 2015,61% of
U.S. private sector employees had access to PSL [Bureau of Labor Statistics (BLS), 2015].
Studies have shown that many low-income women were unable to take time off to care for
themselves and their children [Clemans-Cope et al., 2008; Shepherd-Banigan and Bell,
2014].

This study provided additional new evidence on whether children with PPSL were less likely
to receive delayed care due to time mismatch between parents and healthcare providers.
Among other factors, parents might need the time to make and keep medical appointments,
which are usually scheduled during regular working hours. The study also shed new light on
whether children with PPSL were less likely to use emergency care than children without
PPSL. In addition, this study provided evidence on the association between PPSL and
children's use of preventive healthcare. We hypothesized that children with PPSL would: (i)
be more likely to receive annual vaccination and well-child check-up; (ii) be less likely to
receive delayed care due to time mismatch between parents and healthcare, hereafter
referred to as “time mismatch”; and (iii) be less likely to use emergency care.

Data and Method

We used 2011-2015 data from the National Health Interview Survey (NHIS), a cross-
sectional household survey on the health of the civilian noninstitutionalized U.S. population.
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Data collection for the NHIS was approved by the Research Ethics Review Board of the
National Center for Health Statistics (Protocol #2009-16) and the U.S. Office of
Management and Budget (Control #0920-0214). The National Center for Health Statistics
offers more information about the survey's purpose, sampling procedure, and content at
http://www.cdc.gov/nchs/nhis/about_nhis.htm.

Each year, one sampled adult and one sampled child (if the family has any children under 18
years of age) are randomly selected for collecting detailed information. We used the “child
sample” data file and we linked it with the “adult sample” and “family” files to get full
information about the healthcare use of each sampled child. We only considered adult
respondents who were parents to the sampled child. More than 93% of sampled adults were
biological, adoptive, or step parents to the sampled children. We identified three groups of
child healthcare service indicators that might be affected by PPSL.: (i) use of preventive care;
(ii) delay in receiving medical care due to time mismatch; and (iii) emergency care use. We
used flu vaccination and a well-child checkup to measure children's use of preventive care
services. A child's medical care was considered as delayed due to time mismatch if parents
mentioned “The (clinic/doctor's office) wasn't open when you could get there,” or “Once you
get there, [sampled child name] has to wait too long to see the doctor” as a reason for
delaying medical care for their child. Finally, we measured emergency care by the incidence
and number of hospital emergency room (ER) visits. See Appendix for the details.

We measured our independent variable, PPSL, using responses to the question asked to only
one of the parents in the adult sample: “Do you have paid sick leave on this MAIN job or
business?” We assigned one to parents who responded “yes” and zero to parents who
responded “no” to this question. The NHIS does not provide information on whether
spouses or partners have access to PSL. We adjusted our results for the following covariates
in the regression analyses: information about the sampled child, including age (in years),
sex, and access to health insurance (HI), and about the sampled parent, including age, sex,
race, education, and employment type (hourly/salary). We also included family level
variables, such as whether a spouse or partner was living in the house; the number of family
members working full time and living in the house, children (under 18), older adults (age 65
or older) living in the house; total family income (three categories); and geographic location
(four regions) as covariates. The number of observations in each year were very similar.
However, due to missing cases, the sample size varied from 38,823 (in the case of ER visits)
to 40,289 (in the case of delayed care due to time mismatch).

We used univariate and multiple regression analyses to examine the association between
PPSL and children's access to and use of healthcare services. In the case of preventive care
and likelihood of delayed medical care and ER visits, we used logistic regression and
estimated odds ratios. Since the number of ER visits was count data (humber of ER visits
per year), the appropriate choice for modelling was the Poisson model. However, the
Poisson model assumes the mean is equal to the variance. In our case, the variance was more
than three times higher than the mean. Therefore, we used a negative binomial regression
model. To take into account the complex sample design of the NHIS and sampling weights,
we used the survey command of STATA.
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Results

Table | presents the descriptive statistics of the variables.

Children's Use of Preventive Care

With PPSL, 49.10% [95%CI: 48.14-50.06] of the children received annual flu vaccinations
compared to 44.49% [95%CI: 43.57-45.40] of children without PPSL, and the difference
was statistically significant (Pearson 2 test: A1,300) = 51.12, P< 0.0001). This shows that
the number of children with PPSL vaccinated against flu was 10.4% higher than the number
of children without PPSL. With PPSL, 84.91% [95%CI: 84.17-85.62] of the children
received annual checkups, while without PPSL, 80.36% [95%Cl: 79.57-81.13] of the
children received annual checkups and the difference was statistically significant (Pearson
x2 test: F(1,300) = 73.01, £< 0.0001).

To control for the impact of covariates, we estimated two logistic regression models by
including variables related to the sampled child, and his or her parent and family. The results
are presented in Table Il. Our key independent variable was PPSL. After adjustment for
covariates, the odds of children with PPSL receiving annual flu vaccinations was 12.5%
[95%CI: 1.06-1.19] higher, and the odds of receiving annual well-child checkups was 13.2%
[95%CI: 1.04-1.23] higher than the odds of children without PPSL.

Delayed Medical Care for Children Due to Time Mismatch

Without PPSL, medical care was delayed for 5.87% of children, compared with 4.01% of
children with PPSL and the difference was statistically significant (Pearson x? test: F
(1,300) = 47.19, P<0.0001).

The logistic regression results presented in Table 111 supported the univariate results. With
PPSL, the odds of children receiving delayed medical care because of time mismatch were
13.3% [95%CI: 0.76-0.98] lower than those of children without PPSL, controlling for the
covariates we included.

Children's Use of Emergency Care

With PPSL, 0.18% of the children were usually taken to the ER for treatment or medical
advice, compared with 0.61% of the children without PPSL and the difference was
statistically significant (Pearson XZ test: F(1,300) = 27.42, P< 0.0001). A similar difference
was observed in the frequency of ER visits. The average number of ER visits for children
with PPSL was 0.21 per year, compared with 0.30 per year for children without PPSL (¢=
10.86; P< 0.001). To control for covariates, we estimated a logistic regression model and the
results are presented in the second column of Table IV. After adjustment for covariates, the
odds of children with PPSL to be taken to the ER for either treatment or medical advice
were 53.6% [95%CI: 0.27-0.81] lower than those of children without PPSL. The incidence
rate ratio (IRR) from the negative binomial regression analysis, presented in the third
column of Table 1V, indicated that the number of ER visits for children with PPSL was 0.89
[95%CI: 0.82-0.97] times lower than the number of ER visits for children without PPSL per
year (P< 0.001).
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Discussion

We examined the association between PPSL and children's access to and use of preventive
and medical care. Both the univariate and the regression results demonstrated that PPSL was
significantly associated with higher likelihood of children getting preventive care and lower
likelihood of receiving delayed medical care due to time mismatch. Children with PPSL
were also less likely to be taken to emergency care, though the overall number of children
taken to ER was relatively small.

Our results are consistent with those by other researchers. Shepherd-Banigan et al. [2016]
found that the likelihood of children with maternal access to PSL to receive preventive care
was 9-28% points higher than that of children without maternal access to PSL. Another
study that used data collected from a large company in 1992 found that children whose
parents reported they had difficulty leaving work to take care of their sick children were 43%
less likely to have received adequate immunizations by age 2, compared with children with
parents who did not report such difficulty [Fielding et al., 1994]. Taken together, these
findings suggest that PPSL may help improve children's use of preventive care. Other
researchers suggested that access to PSL increased the likelihood of employees use
preventive care such as cancer screening [Scheil-Adlung and Sandner, 2010; Peipins et al.,
2012]. Because families, businesses, and society achieve long-term benefits by providing
preventive care to children [King, 2004; Caro et al., 2005] PPSL may help reduce long-term
healthcare costs.

Delayed medical care could lead to more serious illness, longer stays in the hospital, and
more expensive treatments [Mills et al., 1991; Weissman et al., 1991; Strickland et al., 2004;
Tennvall and Apelqvist, 2004; Huang et al., 2005]. Our results showed that PPSL could
reduce the predicted probability of delayed care for children. This might be because parents
with access to PSL could be more able to use time off work to take their sick children to a
clinic or doctor. For instance, Heymann et al. [1999] estimated that parents with access to
paid sick or vacation leave were 5.2 times more likely to look after their sick children than
parents without paid sick or vacation leave.

Our results also confirmed that a child without PPSL would be more likely to visit the ER.
Similar patterns were observed in the frequency of ER visits. Because ER visits are more
expensive and less effective than regular doctor visits, PPSL may not only help improve
access to care for children, but also—by reducing ER visits—decrease the overall long-term
societal burden of healthcare costs.

Our study has several limitations. First, the NHIS data are cross sectional. As a result, we
could not establish causality between PPSL and children's access to and use of healthcare
services. PPSL may be endogenous in our models, meaning that factors such as education,
that affect the likelihood of parents to get jobs with PSL, could also affect parent knowledge
about the importance of pediatric preventive and timely care [Sanders et al., 2009; Shepherd-
Banigan and Bell, 2014]. Second, children's health care use was measured by parental recall
of medical use which could lead to a recall bias, though we do not expect this bias to be
different between families with and without access to PSL. Note also that our well-child
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visits were measured in the past year while well-child visits often spaced out to every 2
years in school-aged children. This might underestimate the overall number of children who
received well-child visits. At the same time, infants are usually scheduled to have well-child
visits every 2-3 months for the first 1-2 years, so parents will report yes to the question,
although they may have missed multiple well-child visits. Again, these issues will not affect
our results; since, there are no statistically significant differences in the number of school-
aged children and infants between parents with and without PSL. Third, we had information
on access to PSL only for one of the parents. We did not have information on the number of
PSL days or parental access to paid vacation leave, work schedule, and work shift. We also
did not have information on the working status of spouses. However, the “number of family
members working full time” variable we used could have picked up some of the effects of
this missing variable. Fourth, one of the indicators we used to measure time mismatch—
“Once you get there, [sampled child name] has to wait too long to see the doctor”—might
not indicate only lack of PSL but also could reflect an office system problem or parent
impatience. Fifth, though the difference in the number of ER visits between children with
and without PPSL was statistically significant, its clinical effect might be limited. Overall,
the average ER visit per child per year was less than one. Sixth, the estimated odds ratios in
the case of preventive care should not be interpreted as risk ratios since the two values can
differ if the outcomes are more frequent [Schmidt and Kohlmann, 2008]. Finally, though
improved access to healthcare services would help to improve children's health, we did not
examine the direct association between PPSL and children's health.

Conclusion

Parents can play a significant role to improving their children's health by helping them get
access to and use healthcare services. However, this depends in part on how well parents can
balance their work and family lives. Our results showed that PPSL was significantly
associated with a higher likelihood of children receiving preventive care and a lower
likelihood of receiving delayed medical care or being taken to an ER for treatment or advice.
Future research might explore if these associations vary across different income groups.
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Appendix 1

Measurement of the Dependent Variables.

Variable Question used to measure the variable Value
Flu vaccination “During the past 12 months, has [sampled  Flu vaccination = 1 if the response
child name] had a flu vaccination?” was “yes,” 0 if response was “no,”and

missing if the response was
“refused,”not “ascertained,” or “don't
know”
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Well-child medical checkups “During the past 12 months did [sampled Well-child medical checkups = 1 if the
child name] receive a well-child checkup response was “yes,” 0 if response was
—that is, a general checkup when [he/she]  “no,”and missing if the response was
was not sick or injured?” “refused,” not “ascertained,” or “don't

know”

Delayed medical care due to Parents mentioned either “The (clinic/ Delayed medical care due to parents'

parents time mismatch doctor's office) wasn't open when you time mismatch = 1 if parents
could get there” or “Once you get there, mentioned “The (clinic/doctor's office)
[sampled child name] has to wait too long ~ wasn't open when you could get there”
to see the doctor” as a reason for delayed or “Once you get there, [sampled child
medical care for children. name] has to wait too long to see the

doctor” as a reason for delaying
medical care for children, and 0
otherwise.

Emergency care “Type of place that [sampled child name] Emergency room = 1 if the answer
usually goes when [he/she] is sick or you was hospital emergency room and 0
need advice about [his/her] health?” otherwise.

Number of emergency room “DURING THE PAST 12 MONTHS,

visits HOW MANY TIMES has [Sampled
child] gone to a HOSPITAL
EMERGENCY ROOM about [his/her]
health?”

References

Asfaw A, Pana-Cryan R, Rosa R. Paid sick leave and nonfatal occupational injuries. A J Public Health.
2012; 102:e64.

United States Department of Labor. , editor. Breau of Labor Statistics (BLS). Employment
Characteristics of Families Summary. 2015.

Caro JJ, Getsios D, Payne K, Annemans L, Neumann PJ, Trindade E. Economic burden of pertussis
and the impact of immunization. Pediatr Infect Dis J. 2005; 24:S48-S54. [PubMed: 15876924]

Clemans-Cope L, Perry CD, Kenney GM, Pelletier JE, Pantell MS. Access to and use of paid sick
leave among low-income families with children. Pediatrics. 2008; 122:e480-e486. [PubMed:
18676534]

Cook WK. Paid sick days and health care use: An analysis of the 2007 national health interview survey
data. Am J Ind Med. 2011; 54:771-779. [PubMed: 21761429]

DeRigne L, Stoddard-Dare P, Quinn L. Workers without paid sick leave less likely to take time off for
illness or injury compared to those with paid sick leave. Health Aff. 2016; 35:520-527.

Fielding JE, Cumberland WG, Pettitt L. Immunization status of children of employees in a large
corporation. JAMA. 1994; 271:525-530. [PubMed: 8301767]

George A, Hancock J. Reducing pediatric burn pain with parent participation. J Burn Care Res. 1993;
14:104-107.

Hardy AM, Fowler MG. Child care arrangements and repeated ear infections in young children. Am J
Public Health. 1993; 83:1321-1325. [PubMed: 8363010]

Heymann J, Earle A, Egleston B. Parental availability for the care of sick children. Pediatrics. 1996;
98:226-230. [PubMed: 8692622]

Heymann, J., Rho, HJ., Schmitt, J., Earle, A. Contagion nation: a comparison of paid sick day policies
in 22 countries. Center for Economic and Policy Research (CEPR); 2009.

Heymann J, Toomey S, Furstenberg F. Working parents: What factors are involved in their ability to
take time off from work when their children are sick? Arch Pediatr Adolesc Med. 1999; 153:870-
874. [PubMed: 10437763]

Huang ZJ, Kogan MD, Stella MY, Strickland B. Delayed or forgone care among children with special
health care needs: An analysis of the 2001 National Survey of Children with Special Health Care
Needs. Ambul Pediatr. 2005; 5:60-67. [PubMed: 15656708]

King, JC. Quoted in study shows school-based nasal influenza vaccinations significantly reduce flu-
related costs in families. Press Release; University of Maryland Medical Center: 2004 May.

Am J Ind Med. Author manuscript; available in PMC 2018 March 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Asfaw and Colopy

Page 8

Kristensson-Hallstrom |, Elander G, Malmfors G. Increased parental participation in a paediatric
surgical day-care unit. J Clin Nurs. 1997; 6:297-302. [PubMed: 9274231]

Kumar S, Grefenstette JJ, Galloway D, Albert SM, Burke DS. Policies to reduce influenza in the
workplace: Impact assessments using an agent-based model. Am J Public Health. 2013; 103:1406—
1411. [PubMed: 23763426]

Kuo DZ, Bird TM, Tilford M. Associations of family-centered care with health care outcomes for
children with special health care needs. Matern Child Health J. 2011; 15:794-805. [PubMed:
20640492]

LaRosa-Nash PA, Murphy JM. An approach to pediatric perioperative care. Parent-present induction.
Nurs Clin North Am. 1997; 32:183-199. [PubMed: 9030658]

Mills JL, Beckett WC, Taylor SM. The diabetic foot: Consequences of delayed treatment and referral.
Southern Med J. 1991; 84:970-974. [PubMed: 1882274]

Palmer SJ. Care of sick children by parents: A meaningful role. J Adv Nurs. 1993; 18:185-191.
[PubMed: 8436708]

Peipins LA, Soman A, Berkowitz Z, White MC. The lack of paid sick leave as a barrier to cancer
screening and medical care-seeking: Results from the National Health Interview Survey. BMC
Public Health. 2012; 12:1. [PubMed: 22214479]

Redmond SR, Pichichero ME. Hemophilus influenzae type b disease: An epidemiologic study with
special reference to day-care centers. JAMA. 1984; 252:2581-2584. [PubMed: 6333520]

Roe B, Whittington LA, Fein SB, Teisl MF. Is there competition between breast-feeding and maternal
employment? Demography. 1999; 36:157-171. [PubMed: 10332608]

Ruhm CJ. Parental leave and child health. J Health Econ. 2000; 19:931-960. [PubMed: 11186852]

Sanders LM, Shaw JS, Guez G, Baur C, Rudd R. Health literacy and child health promotion:
Implications for research, clinical care, and public policy. Pediatrics. 2009; 124:S306-S314.
[PubMed: 19861485]

Scheil-Adlung X, Sandner L. The case for paid sick leave. World Health Report. 2010
Shepherd-Banigan M, Bell JF. Paid leave benefits among a national sample of working mothers with
infants in the United States. Matern Child Health J. 2014; 18:286-295. [PubMed: 23584928]

Shepherd-Banigan M, Bell JF, Basu A, Booth-LaForce C, Harris JR. Paid leave benefits among a
national sample of working mothers with infants in the United States. Matern Child Health J.
2016; 18:286-295.

Strickland B, McPherson M, Weissman G, Van Dyck P, Huang ZJ, Newacheck P. Access to the
medical home: Results of the National Survey of Children with Special Health Care Needs.
Pediatrics. 2004; 113:1485-1492. [PubMed: 15121916]

Tennvall GR, Apelqvist J. Health-economic consequences of diabetic foot lesions. Clin Infect Dis.
2004; 39:5132-SS39. [PubMed: 15306992]

Thacker SB, Addiss DG, Goodman RA, Holloway BR, Spencer HC. Infectious diseases and injuries in
child day care: Opportunities for healthier children. JAMA. 1992; 268:1720-1726. [PubMed:
1527882]

Waugh TA, Kjos DL. Parental involvement and the effectiveness of an adolescent day treatment
program. J Youth Adolesc. 1992; 21:487-497. [PubMed: 24263976]

Weissman JS, Stern R, Fielding SL, Epstein AM. Delayed access to health care: Risk factors, reasons,
and consequences. Ann Intern Med. 1991; 114:325-331. [PubMed: 1899012]

Am J Ind Med. Author manuscript; available in PMC 2018 March 01.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Asfaw and Colopy

Descriptive Statistics (Mean [sd]) of the Variables by PPSL (2011-2015, NHIS)

Table |

PPSL
No Yes
Children who received annual flu vaccination per year (%) 44.49 (0.005)  49.10 (0.005)
Children who received annual well-child checkup per year (%) 80.36 (0.004) 84.91 (0.004)
Children who received delayed care due to time mismatch/year (%)  5.87 (0.002) 4.01 (0.002)
Children taken to ER per year (%) 0.61 (0.001) 0.18 (0.000)
Average number of ER visits per child per year 0.30 (0.008)  0.21 (0.006)

Control variables
Sampled children
Sex: male (%)
Age (in years)
Access to health insurance (%)
Parents
Sex: male (%)
Age (in years)
Race/ethnicity (%)
Non-hispanic white
Non-hispanic black
Hispanic
Non-hispanic other
Education (%)
Less than a high school diploma
High school diploma or GED
Some college or diploma
Bachelor's degree or higher
Job classification (%): paid hourly
Families
Spouse/partner living with the family (%)
Number of family members working full time per family
Number of children (aged under18) per family
Number of older adults (aged over 64) per family
Income
Poor (100% or less than the federal poverty level)
Near poor (between100% and 200% of the poverty level)
Not poor
Region
Northeast
Midwest
South
West

50.69 (0.005)
8.47 (0.050)
94.61(0.002)

39.37 (0.004)
36.54 (0.087)

53.19
9.89
28.61
8.3

12.22
21.44
36.05
30.29

69.35(0.005)

74.00 (0.004)
1.10 (0.007)
2.43 (0.013)
0.03 (0.002)

21.7
24.71
53.59

13.00
25.54
36.42
25.03

51.40 (0.004)
8.62 (0.043)
98.60(0.001)

45.19(0.004)
39.42 (0.084)

61.75
10.85
16.85
10.55

3.34
11.55
30.17
54.94

49,53 (0.005)

80.70(0.004)
1.38 (0.006)
2.26 (0.011)
0.03 (0.002)

5.60
15.13
79.27

17.21
23.78
36.39
22.62
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Table Il
Children's Use of Preventive Care: Logistic Regression Results (2011-2015, NHIS)
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Annual flu vaccination

Annual well-child checkup

Variable Odds ratio  [95% conf. interval] ~Odds ratio  [95% conf. interval]
PPSL 1.124 1.06-1.19 1.13 1.04-1.23
Child related covariates
Sex (Lif male, 0 otherwise) 1.00 0.96-1.05 1.06 0.99-1.13
Age 0.964 0.95-0.96 0.91 0.91-0.92
Access to health insurance 2104 1.80-2.45 3.02 2.61-3.50
Parent related covariates
Sex (Lif male, 0 otherwise) 1.03 0.98-1.08 0.93 0.86-1.00
Age 1.00 1.00-1.01 1.00 1.00-1.00
Race/ethnicity (Non-hispanic white, reference)
Non-hispanic black 1.05 0.96-1.14 143 1.27-1.61
Hispanic 1.244 1.15-1.33 1.06 0.96-1.17
Non-hispanic other 1.294 1.19-1.41 1.14 1.01-1.29
Education (No high school diploma, reference)
High school diploma or GED 0.834 0.75-0.92 1.26 1.10-1.46
Some college or diploma 0.804 0.73-0.88 1.47 1.30-1.67
Bachelor's degree or higher 1.06 0.96-1.19 2.01 1.74-2.32
Job classification (Lif paid hourly, 0 otherwise) ~ 1.00 0.93-1.06 0.94 0.88-1.01
Family related covariates
Spouse/partner living with the family 118 1.10-1.26 112 1.02-1.23
Number of family members working full time ~ 1.01 0.96-1.05 0.94 0.88-0.99
Number of children in the family 0.99 0.96-1.02 0.97 0.94-1.01
Number of older adults in the family 1.12 0.97-1.29 1.15 0.96-1.39
Poverty status (below the poverty line, reference)
Near-poor 0.844 0.76-0.92 0.89 0.78-1.00
Not poor 0.894 0.82-0.98 0.97 0.85-1.10
Region (Northeast ref)
Midwest 0.754 0.68-0.83 0.41 0.35-0.49
South 0.744 0.68-0.81 0.41 0.35-0.49
West 0.724 0.66-0.79 0.35 0.30-0.41
Constant 0.69 0.54-0.88 5.63 4.13-766
Number of observations 39,782 40,189

ap<0.01
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Children's Delayed Medical Care Due to Time Mismatch Among Parents and Healthcare

Providers: Logistic Regression Results (2011-2015, NHIS)

Delayed medical care due to time mismatch

Variable Odds ratio [95% conf. interval]
PPSL 0.872 0.76-0.98
Child related covariates
Sex (1if male, 0 otherwise) 1.03 0.92-1.15
Age 0.99 0.98-1.00
Access to health insurance 0.87 0.68-1.11
Parent related covariates
Sex (Lif male, 0 otherwise) 0.824 0.73-0.93
Age 1.00 0.99-1.00
Race/ethnicity (Non-hispanic white, reference)
Non-hispanic black 1210 0.99-1.48
Hispanic 1.864 1.62-2.13
Non-hispanic other 1.200 0.98-1.46
Education (No high school diploma, reference)
High school diploma or GED 0.744 0.61-0.90
Some college or diploma 0.820 0.67-1.00
Bachelor's degree or higher 0.79 0.65-0.97
Job classification (1if paid hourly, 0 otherwise)  1.04 0.90-1.19
Family related covariates
Spouse/partner living with the family 0.93 0.81-1.07
Number of family members working full time ~ 0.93 0.86-1.00
Number of children in the family 1.03 0.97-1.10
Number of older adults in the family 1.34 0.97-1.87
Poverty status (below the poverty line, reference)
Near-poor 0.89 0.75-1.05
Not poor 0.714 0.59-0.86
Region (Northeast ref)
Midwest 1.14 0.91-1.43
South 1.284 1.05-1.57
West 1.524 1.24-1.86
Constant 0.08 0.05-0.13
Number of observations 40,289
p<001.
bP< 0.05.
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Table IV
Children’s Use of Emergency Care: Logistic and Negative Binomial Regression Results

(20112014, NHIS)

Number of ER visits per year (negative

ER usual place to visit (logistic regression) binomial regression)

Odds ratio [95% conf. interval] IRR [95% conf. interval]
PPSL 0.464 0.27-0.81 0.894 0.82-0.97
Covariates
Child
Sex (Lif male, 0 otherwise) 1.00 0.66-1.50 1.00 0.93-1.08
Age 1.02 0.98-1.07 0.964 0.95-0.97
Access to health insurance 0.254 0.14-0.43 1.334¢ 1.06-1.68
Parent
Sex (1if male, O otherwise) 1.42 0.91-2.21 0.98 0.91-1.07
Age 1.00 0.98-1.02 0.994 0.99-1.00

Race/ethnicity (Non-hispanic white, reference)

Non-hispanic black 2474 1.34-4.55 1.214 1.07-1.36
Hispanic 1.48 0.87-2.50 1.04 0.94-1.16
Non-hispanic other 1.10 0.42-2.88 0.97 0.85-1.11
Education (No high school diploma, reference)
High school diploma or GED 1.07 0.64-1.81 1.08 0.91-1.27
Some college or diploma 0.66 0.37-1.20 111 0.94-1.31
Bachelor's degree or higher 0.304 0.13-0.73 0.764 0.64-0.90
Otherieil;ec)lassification (1if paid hourly, 0 0.98 057-1.71 1174 1.07-1.27
Family
Spouse/partner living with the family 0.620 0.38-1.01 0.804 0.73-0.89
al tilpl’nuember of family members working 118 0.78-1.79 101 0.95-1.08
Number of children in the family 1.05 0.86-1.29 0.914 0.87-0.94
Number of older adults in the family 1.55 0.82-2.93 1.01 0.85-1.21

Poverty status (below the poverty line, reference)
Near-poor 1.12 0.69-1.82 0.834 0.73-0.93
Not poor 0.68 0.37-1.26 0.684 0.60-0.75

Region (Northeast ref)

Midwest 1.14 0.52-2.48 1.00 0.90-1.11
South 1.55 0.75-3.22 0.93 0.85-1.03
West 0.91 0.43-1.93 0.79 0.70-0.90
Constant 0.024 0.00-0.06 0.68¢ 0.48-0.96
Number of observations 38,823 40,261
p<0.01
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bP<0.05.

The health insurance variable took an unexpected positive sign. Further analysis might explain this positive association between access to health
insurance and number of ER visits.
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