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migrant children.

[child; Hispanic Americans; transients and migrants; health services accessibility; health services
needs and demand; health status; residential mobility; emigration and immigration.]

TEXT:
ABBREVIATIONS. MFW, migrant farm worker; WIC, Special Supplemental Nutrition
Program for Women, Infants, and Children; CI, confidence interval; OR, odds ratio.

Numerous studies have documented a positive association between need for medical care and
health services use. [nl-n13] Repeated use of the Behavioral Model of Health Services Use
[n14,n15] has shown that, of the explained variability in utilization (4%-25%), need for care
accounts for the majority--almost all of the variability in usage of hospital services, and
approximately two thirds of the variability in use of physician services. [n16-n18] There are
gaps, however, in our knowledge of the association of need for care with health services use for
certain vulnerable populations of children. Vulnerable populations "are at risk of poor physical,
psychological, and/or social health." [n19] One such vulnerable population in the United States is
the children of migratory agricultural workers. In particular, it is not known if the unique health
services access barriers faced by migratory families inhibit receipt of health care when needed.

Migratory workers immigrate to the United States to harvest the nation's agricultural crops.
Despite changes, over time, in their ethnic and cultural compositions, [n20,n21] successive
generations of migratory agricultural workers have experienced the constants of poverty, social
isolation, cyclical mobility, and limited availability of health services. Excluded from many
federal and state protections, farm worker families face low earnings; unstable seasonal
employment; lax child labor laws; limited economic mobility; and exclusion from pension plans~
unemployment insurance, and worker's compensation benefits. [n22,n23]

In addition to economic constraints, reports of poor health status among migratory agricultural
workers and their families are widely recognized. [n24-n28] Despite this, there is little health
services usage research directed to this population. [n27,n29] Moreover, most research of
migratory agricultural workers has been directed to adults; very little is documented about the
health status or the health services usage patterns of their children.

The health status of children of migratory agricultural workers has not been investigated
uniformly. Many researchers have documented the compromised states of migrant children's
dental [n30-n44] and nutritional health. [n31,n32,n45-n49] Few investigations document specific
health morbidities. A few published reports do document unfavorable health status trends among
migrant children and for migrant children as compared with national and regional populations.
These reports identify migrant children as having 1) high proportions of existing acute and
chronic health problems; [n26,n32,n50-n53] 2) poorer responses to global and functional
measures of health status than their nonmigrant ethnic counterparts; [n52] and 3) high childhood
and infant mortality rates. [n53] These reports underscore the need to better understand the
factors that influence migrant children's health services usage patterns.
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Migrant children encounter traditional and non-traditional barriers to the receipt of health care.
Examples of nontraditional barriers include language differences, high geographic mobility,
non-US child and parental citizenship status, and housing isolation. The published literature
documenting the associations between these barriers and the health services usage patterns of
migrant children contains many gaps. Routine health screens of infants and children accounted
for the second highest proportion of all outpatient visits by migrant workers in the Midwest
migratory stream. [n26] Other investigators report low in1munization rates and low rates of
health maintenance visits by migrant children. [n31 ,n49 ,n5 3] Still others document fewer
physician contacts for migrant children than for nonmigrant children, even after controlling for
health status. [n52] Dental health services usage among migrant children has been documented to
be low overall, and as compared with national data on non-Hispanic and Hispanic, nonmigrant
children. [n31 ,n44 ,n5 3 ,n54] Reports of hospitalization rates for migrant children (7%) were
similar to contemporary national data for nonmigrant children. [n45,n53] I

This investigation of migrant children: 1) provides initial documentation of the distribution of
sociodemographic factors, enabling resources, and need for health care among users and
nonusers of health services, and 2) investigates the association of health status with health
services usage, after controlling for enabling resources and sociodemographic factors. The
Behavioral Model of Health Services Use [nI4,nI5] guided variable selection. This model
explains how need for care, enabling resources, and predisposing factors influence whether
individuals receive health care services. We expect that the unique socioeconomic and political
contexts of migrant children's lives will alter the traditional association of these determinants
with health services use. The key determinant of health services use, for migrant children, is
anticipated to be the possession of enabling resources, rather than need for care. The hypotheses
tested are: 1) children in the 2 groups (users in the past 3 months versus nonusers in the past 3
months) will differ only in the distribution of enabling resources, and 2) health services use is
independently associated only with the possession of enabling resources, after controlling for
sociodemographic factors and indicators of need for care.

METHODS

Setting and Participants

Study participants were selected from 4 counties, in eastern North Carolina, with high levels of
agricultural activity. A migratory agricultural worker is defmed as "an individual whose principal
employment is in agriculture on a seasonal basis, who has been so employed within the past
twenty- four months, and who establishes for the purpose of such employment a temporary
abode." [n55] The terms migratory agricultural worker or migrant farm worker (MFW) are used
interchangeably with migrant worker. Adult caretakers of migrant children <13 years old were
interviewed.

Design and Sampling Procedure
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A cross-sectional study design was used. A 5-part, multistage sampling procedure was used to
identify respondents. In stage I, 4 counties with high migrant activity were purposively selected.
Stage II consisted of the generation of a random sample of 100 addresses, per county, from the
August 1998 through July 1999 county-based lists of children in the North Carolina Migrant
Education Program. Population mobility dictated that addresses (and not names) of migrant
families were sampled. For 1 county, where no list was available, the interviewer sampled
families from various parts of the county. Eligible households were identified (Stage III) by the
presence of: I) a respondent who spoke either English or Spanish, 2) an adult caretaker identified
as a migratory agricultural worker, 3) at least 1 child <13 years old, and 4) a knowledgeable adult
caretaker available for interview. After household selection, any resident child under 13 years old
was eligible for inclusion. The "last birth date" [n56] method was used to randomly select 1 child
per family for analysis (Stage IV). Stage V involved the identification of the respondent--the
adult caretaker who knew the most about the child. In cases of a refusal to participate, the
interviewer obtained the US length of stay of the adult refusing. An initial sample size of 333
participants was desired to detect a 20% effect size, with 90% power, for characteristics
distinguishing users from nonusers.

Instrument Development

A 40-item questionnaire--available for completion in English or Spanish, per respondent
request--was developed for face-to-face interviews. Survey translation to Spanish and
back-translation to English were independently performed by professionals experienced in
translation for migrant workers. A focus group and a pretest informed the content and phrasing
of questions.

Ethical Considerations

The Johns Hopkins University Committee on Human Research approved the study and the
infonned consent process (Committee on Human Research No. H.32.99.04.07.A).

Data Collection and Management

Data collection occUlTed over 2 and one half weeks (August 9, 1999 through August 26, 1999),
coinciding with peak harvest and planting seasons for tobacco and sweet potatoes. On interview
completion, respondents were remunerated with their choice of either a phone card to Mexico or
a grocery voucher, both of $ 10 value. Data were entered into Microsoft Excel 2000 for cleaning
and coding (Microsoft, Redmond, W A). Cold-deck imputation of central tendency values [n56]
was performed for responses of "Don't Know" to interview questions. Data were analyzed using
inter-cooled Stata 6.0 (Stata Corporation, College Station, TX). [n57]

Measurements and Coding

The dependent variable is use of health services over the last 3 months. Use of health services
was based on parental report, and was operationalized by the question: "During the last three
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months, how many times has this child been examined by a physician?" The dependent variable
was dichotomized before analysis as use (any report of examinations by a physician over the last
3 months) versus nonuse (no reports of examinations by a physician over the last 3 months), and
may include both acute and routine health care visits. Overnight hospital stays were excluded.
Focus group testing revealed that migrant workers did not distinguish physicians from physician
assistants or nurse practitioners.

The 6 enabling independent variables included the child's possession of insurance (yes vs no),
the child's country of birth (United States vs other), interpreter availability for medical
appointments (yes vs no), availability of transportation (own or borrowed for child's medical
visits vs other and none), family receipt of benefits from the Special Supplemental Nutrition
Program for Women, Infants, and Children (WIC) program (yes vs no), and income from all
family members at the last paycheck received within the last 2 weeks (greater than $ 500 vs </=$
500). The sociodemographic variables included the child's age, gender (female vs male), and
length of stay at the current address (>24 weeks vs 24 weeks or less), as well as the caretaker's
self-reported immigration status (legal vs not legal) and pressure to work (low vs high). The
24-week cutoff for length of stay was selected to coincide with the onset of the planting and
harvesting seasons in North Carolina, and thus to capture the annual in-migration of agricultural
workers to North Carolina. The variable pressure to work was constructed after inquiry into the
ease or difficulty in taking leave from work for the child's medical visits. Based on a 4-level
Likert type [n58] response scale, the responses of "very easy and easy" were coded as low
pressure to work. The child's age was recoded into categories: 3 years or less, >3 years through 6
years, and >6 years through 12 years of age (reference category).

The 4 need variables included the child's general health over the past 3 months, unmet need for
health care in the past year, the last well child examination, and ever receiving dental care.
Perceived general health status was assessed by the question: "In the past three months, would
you say that this child's health has been excellent, very good, good, fair, or poor?" Health status
was dichotomized as: excellent/very good health versus less than very good health (good, fair,
poor). The question on unmet need for care followed the National Health Interview Survey
(1994) format and inquired about any time over the past year that the child was unable to receive
medical care when the caretaker thought that the child needed medical care. Preventive care was
assessed by inquiry, in 2 separate questions, about the length of time since the child had received
a well child examination by a doctor or an examination by a dentist.

Statistical Procedures

[chi]<2> analyses tested the associations of dependent and independent categorical variables.
Two sample t tests were used to analyze the bivariate associations of the dependent variable with
nonIlally distributed interval covariates: for nonnonIlal interval covariates, nonparametric testing
was used. Pearson or Speannan rank correlation coefficients were used to assess
multicollinearity (r >/= .8) among all variables. For all analyses, a significance level of .05 was
used.
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Multiple logistic regression was used to model the odds of using health services in the past 3
months. All covariates were entered stepwise, as groups (need variables, then enabling resource
variables, then sociodemographic variables), into the multiple logistic regression models. Ifa
covariate was not statistically associated with the outcome at bivariate analysis, and provided no
contribution to the multivariable estimates or overall model fit, its retention in the model was
based only on its policy relevance. To better understand the potentially policy amenable variables
of health insurance and interpreter use, 2 interaction terms--the products of health status with
insurance and health status with interpreter availability--were also included and tested in the
model. The Hosmer-Lemeshow [chi]<2> statistic [n59] was used to test the goodness-of-fit of
the data to the fmal model.

RESULTS

Caretakers of300 children (96%) among 313 interviewed agreed to participate in the study. Of
the thirteen persons refusing survey participation, all had lived in the United States <1 year
(mean: 16 weeks): all were identified as of Latino ethnicity by the interviewer. "Don't know"
responses occurred in 3% of records (9 records). Analyses with and without imputed values did
not alter the results.

Caretakers were largely immigrants who spent most of the year working in agriculture; nearly
one half had not completed high school [n48] (Table 1). Most were fIrst generation immigrants
from Mexico. Twenty-three percent reported a legal US immigration category. Few reported
excellent or very good spoken English ability, less than half reported transportation
independence, and most reported high pressure to work. Less than half of the children had used
health services in the past 3 months (Table 2). Most children had moved within the last 4 months,
and were fIrst generation immigrants who were born in Mexico. Despite US birth, the caretakers
classified the majority of children as of Mexican nationality. The majority of children were
uninsured (73 %) over the previous 3 months, and were reported to never or rarely have an
interpreter available for medical appointments (65%). Table 2 also shows that: 1) approximately
four fifths of children (81 %) were reported to be in excellent/very good health over the previous
3 months; 2) just over one half (53%) had an unmet need for health care over the past year; 3)
approximately one third (34%) had never had a well child examination; and 4) almost four fifths
(79%) had never been evaluated by a dentist.
TABLE 1. Caret,Boker Characteristics n1

No. (%)

236 (79%)
Mean (SD)

5.6 (1.4)
9.5 (3.7)154 (51%)

3.6 (3.5)

269 (90%)
2 «1%)

29 (10%)

variable
Maternal caretaker
Family size
Caretaker education (y)

completed high school
US length of stay (y)
Country of birth

Mexico
United States
Other
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111
159

30

69

Home base

United States
Mexico
Other

Legal immigration status
Agricultural work last year n2

Nonagricultural work n3
Income (last paycheck)

Excellent/very good English
Transportation available
Low pressure to work

7.4 (2.6)
63 (21%)

$ 468 (146)
69 (23%)

132 (44%)
81 (27%)

SD indicates standard deviation.

nl N= 300.

n2 Months spent performing agricultural work over the past year.

n3 Performance of any nonagricultural work over the past year.

No. (%)

132 (44%)
Mean (SD)

91 (30%)

154 (51%)
47 (16%)

8 (3%)
0 (0%)

160 (53%)

78 (26%)
102 (34%)
236 (79%)

80 (27%)

93 (31%)
186 (62%)

Variable
Used health services n2
Need for care indicators

Health status n2
Excellent

Very good
Good
Fair
Poor

Unmet need (past year)
Last well check
1 y or less
Never

No previous dental exam

Enabling resources
Insured n2
Child's country of birth
United States
Mexico

Interpreter available
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196 (65%)
93 (31%)

160 (53%)

6 (3.6)

69 (23%)
82 (27%)

149 (50%)

271 (90%)

21 (7%)

Never/rarely
Family member with WIC

Sociodemographic factors
Female gender

Age (y)
3 or less
>3-6
>6

Child's nationality
Mexican
Guatemalan

Stay at current address n3
>24 wk

16 (13.5)
42 (14%)

SD indicates standard deviation.

nl N= 300.

n2 Last 3 months.

n3 Weeks (range: 1-104).

Except for the receipt of dental care, health services users were more likely to be categorized as
having less than very good health status (odds ratio [OR] = 3.6,95% confidence interval [CI]:
[1.9,6.7]), to have had an unmet need for medical care in the past year, and to have had a well
child care visit in the past year (Table 3). Health services users were also more likely to have
insurance coverage, an interpreter available for medical visits, and a family member currently
receiving WIC. In terms of sociodemographic factors, children using health services were more
likely than those who did not to: 1) be female, 2) be United States born, 3) have lived at the
current location for >24 weeks, and 4) have a caretaker reporting a legal immigration status
(Table 3).
TABLE 3. Bivariate Analysis of the Determinants of Health Services Use in the

Past 3 Months :[11

Vclriable Users
N = 132 (%)

OR 95% CINonusers
N = 168 (%)

29

61
44

30
16

10
47

11
67
48

3.591.92-6.72
1.791.12-2.84
6.153.41-11.10

.21 .12-0.34
4.922.82-8.58

Need
Less than very good health n5
Unmet need n2

Well check past year n5

Well check 3+ y ago n5
Never had well check n5
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Ever evaluated by dentist 21

Enabling resources
Child born in United States n5 51

Last paycheck >$ 500 37
Insured n5 46

Interpreter available n4 45

Transportation available 48
Family member with WIC n5 50

Sociodemographic factors
24+ wk current address n2 19
Low caretaker work pressure 30

Legal caretaker n2 30
Female child n5 64
Child's age (y) n5

3 or less
>3-6 or less
>6-12 or less n6

20 1.06 .60-1.86

1

3

1
2

4

1

5.633.28-9.66
1.12 .69-1.80

6.743.74-12.12
2.211.36-3.58
1.38 .87-2.19

5.223.06-8.91

10
24

18
45

2.071.07-4.03
1.35 .80-2.24
2.001.16-3.44
2.241.40-3.58

39

32

29

11
24

65

7.99
2.96
1.00

nl N= 300.

n2P< .05.

n3 P< .01.

n4P<.OOl.

n5 P < .0001

n6 Reference group.

Less than very good health status remained associated with health services use (OR 2.4, 95% CI:
[1.1,5.2]), even after controlling for enabling resource and sociodemographic differences (Table
4). Family use ofWIC, female gender, and young age exhibited independent associations with
use. The 2 interaction terms, the products of health status with insurance and interpreter
availability, were not statistically significant (respectively, P = .88 and P = .61), indicating that

the association of use of health services with either insurance possession or having an interpreter
available for medical appointments was not altered by the child's health status. The child's
country of birth was highly correlated with insurance status (r = .8), and was excluded from the

model. Income was not significant at bivariate analysis, was not contributory to the fmal model
or to the estimates, and was not retained. A separate analysis comparing excellent health versus
less than excellent health resulted in an unstable regression estimate, as evidenced by a very wide
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CI.
TABLE 4. Logistic Regression Model for

Utilization of Health Services in the Past

Months nl

Var:iable OR 95% CI

3.591.92-6.72

2.381.15-4.89

4.522.27-8.98

.89 .46-1.48

.83 .46-1.47

2.551.34-4.85

2.43 :

2.06

1.08

.89

2.16:

1.36

.61

1.50

2.26 :

Need
Less than very good health

Need + enabling resources

Less than very good health
Insured

Interpreter available

Transportation
Family member with WIC

Need + enabling resources +

sociodemographic factors
Less than very good health
Insured

Interpreter available

Transportation
Family member with WIC

24+ wk at address
Low work pressure

Legal caretaker
Female

Age (y)
3 or less
>3-6
>6-12 or less n2

nl N= 300.

n2 Reference group.

DISCUSSION

The report of the Committee on the Health and Adjustment of Immigrant Children and Families
(The National Research Council of the Institute of Medicine) noted "a glaring and significant gap
in the scientific literature" for research on undocumented children. [n60] In its recommendations
on health care coverage and access to care, the committee noted that "little is known about the
medical and health needs of undocumented children or children with undocumented parents, or
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their use of services, compared with legal immigrant and US-born citizen children. Little more is
known about citizen children in families with undocumented immigrant parents." [n60] For the
largely immigrant children of migratory agricultural workers, the American Academy of
Pediatrics has outlined specific health-related concerns. [n61,n62] This study addresses the
concerns of both of these organizations, and provides particular information on the associations
of child and parent immigration status, mobility, and health status with child health services use.
These concerns are salient, as children in MFW families often become permanent US residents.
[n20]

These results fill an important gap in our knowledge about this difficult to reach, linguistically
isolated, and mobile population of often undocumented immigrant workers and their children.
Moreover, this study's application of rigorous and innovative methodology to investigate this
elusive population provides a framework for future investigations of this population. Most
important among these methods are: I) the use of outreach workers as interviewers; 2) the survey
translation procedures used; 3) the use of qualitative input from farm workers into the
development of the survey; 4) the use of random sampling; 5) lack of reliance on health centers
for population access; 6) introduction of a unique sampling methodology to locate the children of
farm workers; and 7) use of the protections of anonymity and indirect questioning to increase the
accuracy of information obtained about the respondent's immigration status.

The univariate results support assertions of migrant children as a vulnerable population. The
sampled children were largely early school-aged, mobile, fIrst generation immigrants from
Mexico who live in immigrant families, have few health-related resources, and who, despite
being reported as healthy, often have never had preventive medical or dental care. The sample
finding that the majority of children were fIrSt generation immigrants is in contrast to a
contemporary report (of migrant children in Head Start) identifying migrant children as mostly
second generation. [n60] The large proportion (81 %) of children in this study with health status
of excellent/very good, as reported by their caretakers, parallels that found for US children
overall ([approximately] 82%). [n63] The caretaker-reported health status of the sampled migrant
children is somewhat less favorable than the distribution among non-Hispanic white children
(87% excellent/very good health), but more favorable than the distributions among 1)
non-Hispanic black children (75%); 2) Hispanic children overall (73%); and 3) Mexican
American children (70%). [n63] The study proportion of uninsured children (73%) is 5.5 times
higher than the rates for US children overall ([approximately] 13%) and non-Hispanic black
children (13%), and [approximately] 2.5 times higher than that of Hispanic children overall
([approximately] 28%) and Mexican American children ([approximately] 30%). [n63] With
regards to reports of unmet need, migrant children are particularly vulnerable. The study fmding
that 53% of caretakers reported an unmet need for the child's medical care is 1) 24 times higher
than that reported for US children overall (2.2%); 2) 29 times higher than that for non-Hispanic
white children (1.8%); 3) 20 times that of non-Hispanic black children (2.7%); and 4) 15 to 16
times higher than reports for both Mexican American (3.5%) and Hispanic (3.4%) children.
[n63]

The observed association between health services use and less than very good health status
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persists, even after controlling for enabling resources and sociodemographic characteristics.
These results suggest that when migrant caretakers perceive their child's health to be poor, they
overcome resource and sociodemographic barriers (such as mobility and undocumented
immigration status) to obtain needed health care. The independent associations found with use
suggest that selected resources (eg, young age, family receipt of WIC benefits, and female
gender) may confer an advantage in health services use. Thus, although the traditionally targeted
younger age group is well-represented in the health care system, school age, preadolescent
children, and boys are less often users of health services. Potential explanations for these
fmdings include I) the operational defmition of migratory agricultural worker used; 2)
differential quality of migratory patterns; 3) the effect of immigration and social policies on care
seeking; 4) differential group acculturation; and 5) an illness-driven motivation to seek care.

The 2-year time limit, for mobility-related agricultural work, in the defmition ofMFW used by
the Migrant Health Program may allow inclusion, as migrants, of families who intend to
transition from migratory to seasonal agricultural labor. These families would most likely have
longer lengths of stay locally or have fewer annual moves. This relative stability may allow time
for the attainment of resources, such as insurance or WIC, and for health services use. To ensure
that seasonal families are not "crowding out" more migratory families from using migrant health
services, efforts should be made to assess the mobility of those served.

Independent of migratory categorization, differences observed in health services use may reflect
qualitative differences in migration. Usage differences may reflect intra-national and
international migration patterns, and thereby differences in temporal and physical contacts with
the US health system. Under this scenario, users may more likely be intra-national migrants (and
more acculturated), whereas nonusers may more likely be international migrants. Some support
for this explanation is lent by the fmding that users were significantly more likely to have a
caretaker with a cumulative US length of stay of3 or more years (50% users vs 35% nonusers),
and that users were significantly more likely to have a caretaker reported as legally present in the
United States (30% vs 18%). The fmding of no significant difference, by use, in caretaker "home
base"-users (42%) and nonusers (33%) limits the clarity of this association. Future migrant health
research should include a measure of migration quality.

The passage of the Personal Responsibility and Work Opportunity Reconciliation Act of 1996
[ n64] linked the receipt of certain categories of health care to immigration status in a manner that
could potentially construct harmful scenarios for immigrant migratory children. The study
findings that higher proportions of children using health services were born in the United States
and had a legally present caretaker raises questions about the extent to which immigration status
linked restrictions on health services use may negatively influence access to health care for
migrant children. Of note, multivariable analysis reveals that when the child is perceived to have
less than very good health, the caretaker's immigration status does not retain a significant
association with use of health care. One possible conclusion is that migrant caretakers may
access health care for their ill children despite the threat of discovery of their own immigration
status. It may also be concluded that the health services system available to migrant children in
poorer health allows access and use independent of caretaker immigration status. This analysis
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does not allow inference of the degree to which caretaker immigration status is related to a delay
in care seeking.

The fmding that less than very good health status has an independent association with use may
suggest that migrant children's health services use is illness-driven. This fmding does not support
the hypothesized importance to health services use of enabling resource possession, despite need
for care. This fmding also does not support the largely anecdotal assertions of a large reservoir of
unmet need for illness care among migrant children. With regards to health services use for
children perceived to be in less than very good health, and despite the many nontraditional access
barriers encountered, migrant families appear similar to nonmigrant US families. This
illness-driven use of health services may derive from population or health system characteristics.
The combinations of economic impoverishment and mobility may lead families to focus on
survival goals, such as obtaining food and shelter, over the receipt of health care. This survival
orientation may lead to care seeking only in cases of illness. A caretaker who is fearful of
discovery of his or her own or their child's immigration status may manifest this same
orientation. Alternatively, the health services system, and the social policies that guide it, may
facilitate the receipt of care in illness, rather than in health. Investigation of the distribution of
access barriers encountered by migrant children in the receipt of preventive care or for care for
mild illnesses may be informative.

Several limitations of the current study should be noted. First, the cross-sectional design of the
study prevents antecedent-consequence detennination. Despite this limitation, a cross-sectional
study is optimal for an exploratory investigation of a linguistically isolated, mobile population for
whom little is known about factors that influence receipt of health care. Second, selection bias
may have limited participation of geographically isolated families or families that were highly
mobile, early moving, or early returnees south. Two steps were taken to reduce selection bias: 1)
the use of a sample frame from an organization (the Migrant Education Program) with extensive
and longstanding outreach to agencies and individuals (growers included) that provide services
to migrant children and their families, and 2) the execution of sampling during "peak harvest
season," when the highest numbers of migrant workers are present. Neither of these measures
addresses potential bias attributed to qualitative variations in mobility. Future studies of this
population may be able to address qualitative mobility dynamics by the inclusion of early and
late harvest interview cycles. Despite these limitations, the study's strengths are the inclusion of
nonusers of health services, the sampling methodology developed for migrant populations, and
multivariable analysis to control for potential confounders.

CONCLUSIONS

This analysis reveals migrant children to be a vulnerable population of largely fIrst and second
generation immigrants. Those children using health services appear to be distinct from those who
do not, with regards to sociodemographic characteristics, enabling resources, and indicators of
need for care. Health services use is associated with a caretaker's perception of the child's health
as less than very good, despite resource barriers and sociodemographic disadvantages (lack of
insurance, short length of stay locally, and having an illegal caretaker). Moreover, certain
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resources (WIC) and population characteristics (young age and female gender) are independently
associated with use, even when health status is taken into account. These fmdings suggest that,
although migrant families overcome traditional and nontraditional barriers to obtain needed
health care for their children, further efforts may be needed to improve access to care for migrant
children who lack contact with WIC, older migrant children, boys, and those with relatively high

geographic mobility.

Future research of migrant children's access to and use of health care should focus on:
1. Characterization of the qualitative and quantitative associations of mobility with health
servIces use.
2. Evaluation of reasons for the low level of health services use by boys, compared with girls,
and by school-aged children, compared with younger children.
3. The development and evaluation of programs designed to improve the dental health of migrant
children.
4. Evaluation of the association between differential program outreach structure and
intrapopulation variability in health services access and use.
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