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Abstract

Objective—Family leave benefits are a critical tool allowing parents to miss work to care for 

their ill children. We examined whether access to benefits varies by level of childcare 

responsibilities among employed parents of children with special health care needs (CSHCN).

Methods—We conducted telephone interviews with three successive cohorts of employed 

parents of CSHCN, randomly sampled from a California children’s hospital. At Wave 1 

(November 2003 to January 2004) we conducted 372 parent interviews. At Wave 2 (November 

2005 to January 2006) we conducted 396 parent interviews. At Wave 3 (November 2007 to 

December 2008) we conducted 393 parent interviews. We pooled these samples for bivariate and 

multivariate regression analyses, using wave indicators and sample weights.

Results—Parents with more childcare responsibilities (primary caregivers) reported less access 

to sick leave/vacation (65% vs. 82%, P<.001), access to paid leave outside of sick leave/vacation 

(41% vs. 51%, P<.05), and FMLA eligibility (2890025; vs. 44%, P<.001) than secondary 

caregivers. Part-time employment and female gender largely explained two of the three 

associations between more childcare responsibilities and less access to leave benefits. Even in the 

context of part-time employment, however, primary caregivers were just as likely as secondary 

caregivers both to miss work due to their child’s illness and to report being unable to miss work 

when they needed to.
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Conclusions—Due in part to employment and gender differences, leave benefits among parents 

of CSHCN are skewed away from primary caregivers and toward secondary caregivers. Thus, 

primary caregivers may face particularly difficult choices between employment and childcare 

responsibilities. Reducing this disparity in access to benefits may improve health for CSHCN and 

their families.
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INTRODUCTION

Socio-demographic and economic shifts among American families over the past few 

decades have resulted in more women entering the workplace and more men contributing to 

home and childcare tasks.1, 2 Balancing work and family responsibilities is now a common 

issue for parents, with 62% of married couples with children relying on two or more sources 

of income.3 In families with children with special healthcare needs (CSHCN), this balance is 

even more tenuous. CSHCN have far more medical encounters, hospitalizations, hospital 

days, and school absences than other children.4 During medical encounters and 

hospitalizations, parents often need to help or comfort their children and engage with health 

care providers,5 and during illness-related absences from school or childcare, children 

require care or supervision.6 Therefore, employed parents of CSHCN may have a much 

greater need for time off than other parents.7, 8

Family leave policies are designed to help working parents care for ill family members. The 

federal 1993 Family and Medical Leave Act (FMLA) guarantees up to 12 weeks of unpaid 

family leave to eligible employees.9 The FMLA, however, has had only a modest impact on 

actual leave-taking.10 This is due not only to eligibility restrictions (only 47% of US 

employees are eligible10) but also to a lack of uptake. Many who are eligible cannot afford 

to take unpaid leave or fear that they will suffer negative consequences at work if they take 

leave.9 Consequently, several states have begun to offer family leave programs.11–14 

California’s Paid Family Leave Insurance (PFLI) program, the first statewide paid family 

leave program in the country, was implemented in 2004 and guarantees up to 6 weeks of 

partially paid leave to nearly all employees.11 Our prior research, however, has shown that, 

among parents of CSHCN, awareness and uptake of the program have been minimal.15 

Therefore, in order to care for ill family members, most employees continue to rely on a 

patchwork system of formal and informal employer-provided leave.

It is unclear, however, how access to various types of leave is distributed among employed 

parents of CSHCN. In an efficient system, primary caregivers (those who provide all or 

most of the childcare) would have equal or greater access to family leave benefits than co-

primary caregivers (those who provide about half) or secondary caregivers (those who 

provide only some or none). This might occur, for instance, if primary caregivers self-select 

into jobs that provide more generous leave benefits. However, it is also possible that leave 

benefits are distributed inefficiently, with primary caregivers often having jobs that offer 

fewer benefits than jobs held by those who have fewer childcare responsibilities. This might 

Chung et al. Page 2

Acad Pediatr. Author manuscript; available in PMC 2014 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



occur, for instance, if primary caregivers—limited by conflicts between work and family 

responsibilities or by differences in education or career interests—enter lower-benefit 

sectors or roles or take part-time jobs. Such a pattern would suggest even less useful access 

to leave benefits than is reported in our previous studies,15–17 and therefore even less ability 

for parents of CSHCN to care for their ill children without risking their jobs or income. In 

this study we explored whether access to sick leave/vacation, other employer-provided paid 

leave, or FMLA benefits varied by caregiver status among employed parents of CSHCN.

METHODS

Sampling Frame

We sampled children receiving any care (inpatient or outpatient) at Mattel Children’s 

Hospital at the University of California, Los Angeles (UCLA). Children’s hospitals like 

Mattel provide the vast majority of highly specialized care for children with complex and 

rare conditions.18

We identified CSHCN by adapting a validated ICD-9 billing code approach.16, 19–27 The 

unmodified approach generally yields samples dominated by common diagnoses that 

typically require relatively few missed work days (e.g., asthma, attention deficit/

hyperactivity disorder) than other chronic conditions. Because we were most interested in 

CSHCN whose parents needed to miss work, we restricted the code-list to disease 

categories27 with the highest average per-patient physician charges. These categories 

included bronchopulmonary dysplasia, cerebral palsy, chronic anemias, chronic enteritis/

colitis, chronic renal failure, congenital heart diseases, cystic fibrosis, degenerative 

neurologic disorders, hydrocephalus, immunologic disorders, malignancies, organ transplant 

complications, and rheumatologic disorders. Physician charges have been shown to correlate 

well with illness severity.24–27

Using this list, we recruited three successive cohorts of children by identifying all children 

(<18 years old) in the hospital’s billing database who were assigned a qualifying diagnosis 

between 10/1/02-9/30/03, 10/1/04-9/30/05, or 10/1/06-9/30/07; listed as alive; and living in 

California.

Because PFLI is available only to employed people, we focused on CSHCN with employed 

parents. In order to under-sample parents who were less likely to be employed, we stratified 

by Medicaid status; details appear elsewhere.16

We identified CSHCN at UCLA: 1,570 Wave 1, 1,499 Wave 2, 2,582 Wave 3. At each 

wave, we randomly selected separate cohorts of 800 children.

Data Collection

Telephone interviewers conducted 40-minute computer-assisted-telephone-interviews 

(English/Spanish) with one parent per child. Details of our process for selecting parents in 

two-parent households appear elsewhere.16
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At Wave 1 (11/03-1/04), we interviewed 562 UCLA parents. Excluding parents who were 

never located (11%) or were otherwise ineligible (2% had moved out-of-state, or their child 

had died), the response rate was 82%.28 At Wave 2 (11/05-1/06), 583 UCLA parents 

participated. Excluding parents who were never located (5.5%) or were otherwise ineligible 

(4.5%, including those who had moved out-of-state or stopped caring for their child, whose 

child had died or been misidentified as CSHCN, or who had been in a previous cohort), the 

response rate was 81%. At Wave 3 (11/07-1/08), we interviewed 587 parents. Excluding 

parents who were never located (6.6%) or were otherwise ineligible, the response rate was 

82%. The pooled response rate across all three waves was 81%.

The UCLA IRB approved the study and provided a HIPAA waiver.

Survey

Outcomes and predictors are displayed in Table 1.

Outcomes—Respondent employment was assessed with the question, “Are you currently 

working for pay full-time or part-time? By full-time we mean 30 or more hours per week,” 

with the response options “full-time,” “part-time,” and “not working.” We asked all 

employed parents whether they had access to employer-provided sick leave or vacation 

(1=yes, 0=no), and whether they had access to employer-provided paid leave other than sick 

leave or vacation. We also asked a series of questions to determine whether parents were 

likely eligible for FMLA leave. To be considered eligible, parents had to have worked ≥12 

months for the same employer and ≥1,250 hours in the past year for that employer, and the 

employer needed to have ≥50 employees. Only parents who met all three requirements were 

considered eligible for FMLA leave. Finally, we asked parents in Wave 2 and Wave 3 

whether they had heard of PFLI; PFLI did not begin until after Wave 1.

Predictors—Our main predictor was caregiver status. We asked parents how much of their 

child’s daily care they provided (all, most, about half, some, or none). Answer categories 

were collapsed to define three types of caregivers – primary (providing all or most of the 

care), co-primary (providing about half), and secondary (providing some or none). 

Sensitivity analyses using other categorizations showed similar results. To account for key 

potential parent and family-related confounders, we also included information about gender 

of the responding parent and family structure, including marital status, spouse/partner 

employment status, and other adults or children in the household.

We also included standard demographic and employment data that might be associated with 

both caregiver status and access to leave. Many of the employment-related items came from 

the Department of Labor Survey of Employees. Other items were developed by the 

researchers; reviewed by clinicians, attorneys, and social scientists familiar with CSHCN 

and labor issues; and piloted among parents of CSHCN. We included overtime eligibility 

because having a non-salaried position that is eligible for overtime often indicates both 

lower job status and a less flexible work schedule. Similarly, we included supervisor status 

because being a supervisor sometimes indicates both higher job status and greater work 

schedule flexibility. Supervision was assessed with the question “Do you supervise two or 

more people?” (yes or no).
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We included three child health measures—a PedsQL short version,29 number of 

hospitalizations in the past year, and number of hospital nights in the past year—to account 

for potential associations between serious child health concerns and access to leave benefits. 

The PedsQL, a standard measure of pediatric health-related quality of life, is not intended 

for children <2; rather than empirically imputing a score, we assigned these children the 

mean PedsQL score in our data and marked them with an indicator variable. This approach 

allowed them to be included in analyses without biasing estimates of PedsQL-related 

associations. PedsQL scores for healthy children are typically above 80 (out of 100).33

Statistical Analysis—Analyses incorporated weights accounting for non-response (by 

applying inverse predicted probabilities of non-response derived from multivariate logistic 

regressions) and Medicaid-status stratification. No variable was missing >4% at any wave. 

To prevent bias caused by limiting multivariate analyses to complete cases,30 we imputed 

missing observations for key variables using a single chained-equations approach.31

The analysis sample for both waves consisted of all part-time and full-time employed 

parents (372 in Wave 1; 396 in Wave 2; 393 in Wave 3). Because wave did not interact 

significantly with caregiver status in our main analyses, responses from all three waves were 

pooled for analyses, with wave indicators included as potential covariates.

For our main analyses, we used access to sick leave or vacation, access to paid leave other 

than sick leave or vacation, and eligibility for FMLA leave as outcome variables in three 

sets of bivariate logistic regressions, with all other Table 1 variables as predictors. We then 

conducted three multivariate logistic regressions to determine whether caregiver status was 

associated with access to each of the three leave benefits, using Table 1 variables as 

covariates. To achieve parsimonious and parallel parameterizations across the multivariate 

models, we set a commonly-used family-wise error rate of P <.2032 in the bivariate 

regressions as the threshold for admission of a predictor variable into all three multivariate 

models. This approach resulted in one predictor variable (child gender) being dropped.

We conducted a number of secondary analyses. First, we examined whether caregiver status 

was associated with awareness of PFLI among parents at Waves 2 and 3. Since the benefit 

was nearly universally available, awareness was a better measure of access than mere 

eligibility. Second, we examined whether caregiver status was associated with previously 

reported measures of parents’ need for and use of leave – whether they missed any work in 

the past year to care for their ill child (1=yes, 0=no), missed >4 weeks of work in the past 

year to care for their ill child, and were always able to miss work when needing to care for 

their ill child. Third, it was possible that associations might mask fundamental differences 

between part-time and full-time employed parents. Therefore, we examined whether the 

main associations varied by employment status (part-time vs. full-time) by not only 

interacting employment status with caregiver status, but also repeating the multivariate 

regressions in sub-analyses of full-time employed parents only. Power was insufficient for 

sub-analyses of part-time employed parents only.

Analyses were performed using Stata 10 (StataCorp, College Station, Texas). Reported P-

values are 2-tailed. Significance level was set at P<.05.
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RESULTS

Sample Characteristics

A total of 1161 employed parents of CSHCN (372 in Wave 1, 396 in Wave 2, 393 in Wave 

3) completed interviews (Table 1). The average age was 40.3 years; 62% were female; 45% 

were white non-Hispanic, 36% Hispanic, 5% black non-Hispanic, and 14% other; and 36% 

had a college degree.

Seventy-five percent were employed full-time, 76% had a spouse or partner, and 45% had a 

spouse or partner employed full-time. Thirty-seven percent reported providing all or most of 

the childcare (primary caregiver), 30% about half (co-primary caregiver), and 33% some or 

none (secondary caregiver). Primary caregivers were mostly female (85%), while secondary 

caregivers were mostly male (65%). Primary caregivers were less likely to have a spouse or 

partner than secondary caregivers (67% vs. 90%, P<.001). Although 64% of parents 

reported access to sick leave or vacation through their employer, only 38% reported access 

to paid leave outside of sick leave and vacation (almost all of these parents reported access 

to sick leave or vacation as well); 38% met eligibility requirements for access to unpaid 

FMLA leave.

The average age of CSHCN in our sample was 9.0 years. On average, these children had 

pediatric quality-of-life scores of 67.6/100, as well as 1.4 hospital admissions and 10.2 

hospital nights in the past year.

Childcare Responsibilities and Access to Leave

In bivariate logistic regressions, greater self-reported childcare responsibilities were 

associated with less access to leave benefits (Table 2). Although 82% of secondary 

caregivers reported access to sick leave or vacation, only 65% of primary caregivers 

reported such access (P<.001). Similarly, more secondary than primary caregivers reported 

access to paid leave outside of sick leave and vacation (51% vs. 41%, P<.05); and more 

secondary caregivers than primary caregivers were eligible for FMLA leave (44% vs. 28%, 

P<.001).

Despite reporting less access to leave benefits, primary caregivers remained equally as likely 

as secondary caregivers to miss any work in the past year to care for their ill child and to 

report being unable to miss work despite needing to do so (not shown). Instead, primary 

caregivers were more likely than secondary caregivers to miss >4 weeks of work (OR 1.60, 

P<.05), more likely to be employed part-time rather than full-time (OR 2.86, P<.001, not 

shown), and far more likely to be women than men (OR 10.8, P<.001). Among Wave 2 and 

Wave 3 parents, caregiver status was not associated with awareness of PFLI (not shown).

Multivariate Regressions

In multivariate logistic regressions controlling for parent and child demographics, parent 

employment characteristics, and child health measures, primary childcare responsibilities 

were still associated with less access to sick leave or vacation (P<.05) but not FMLA 

eligibility or access to paid leave outside of sick leave and vacation (Table 3).
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In secondary analyses, we explored why the strong bivariate association between greater 

childcare responsibilities and less access to paid leave disappeared in multivariate 

regressions. Much of this bivariate association was explained by the correlations of female 

gender and part-time employment with both greater childcare responsibilities and less access 

to paid leave (not shown).

In multivariate regressions, being employed part-time was strongly associated with less 

access to sick leave or vacation and less FMLA eligibility but not less access to paid leave 

outside of sick leave and vacation (Table 3). We examined the possibility that associations 

between childcare responsibilities and access to leave benefits differed between parents 

employed part-time and parents employed full-time. Interactions between employment 

status and childcare responsibilities, however, were not significant (not shown).

With respect to the other covariates, greater education was generally associated with greater 

access to all three benefits. Both eligibility for overtime pay and greater household income 

were associated with greater access to sick leave or vacation and greater eligibility for 

FMLA leave, but not greater access to paid leave outside of sick leave and vacation (Table 

3).

DISCUSSION

This study is the first to show that access to family leave benefits among parents of CSHCN 

is skewed away from primary caregivers and toward secondary caregivers. The health policy 

importance of this finding is clear. In our sample, government and employer-provided 

benefits appeared to favor those employees who were either less likely to need them or less 

equipped to take advantage of them. Meanwhile, primary caregivers, who presumably have 

more incentive to miss work to care for their sick children and more experience providing 

that care, were often left without substantial access to leave benefits. This disparity was 

explained in part by the higher likelihood of primary caregivers to be female and part-time 

employed.

Some of this disparity in access is likely attributable to self-selection. Primary caregivers 

might choose jobs that are already designed to allow time off without the need for formal 

benefits. Part-time employment, for instance, could be one such choice, as might adopting 

relatively traditional gender roles (which, in our analyses, cannot be disentangled from non-

self-selection issues such as gender equity). However, our multivariate regressions 

continued to demonstrate a robust association between greater childcare responsibilities and 

less access to sick leave and vacation. These regressions included parent gender, as well as 

part-time employment and job status proxies such as overtime eligibility and supervisory 

responsibilities, suggesting that self-selection is only a partial mediator at best. Moreover, 

the associations we observed between caregiver status and any of our outcomes did not vary 

based on whether a parent was employed full-time or part-time. Nevertheless, future studies 

should also include more direct measures of job flexibility as covariates.

In light of these associations, the fact that primary caregivers reported no differences from 

secondary caregivers with respect to missed work is somewhat disquieting. It would suggest 
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that primary caregivers are continuing to miss work to care for their children, but that many 

are doing so without the help of leave benefits, which could translate to a greater risk of 

experiencing financial or emotional burdens when they do miss work, especially when the 

foregone benefit is one that would have provided pay (e.g., PFLI). Moreover, the fact that 

primary caregivers were no more likely to have heard of PFLI than secondary caregivers 

confirms that the previously reported dissemination failure of this potentially important 

benefit was widespread, including even the most vulnerable sub-populations.15

The study has some limitations. The most recent data are from 2008, just prior to the sharp 

economic downturn that may have altered the family leave benefit landscape. The data are 

also from CA, which has the oldest and perhaps the most progressive paid family leave law 

in the country. Both of these limitations, however, suggest that our findings may represent a 

best-case scenario with respect to access to leave, likely making the lack of access among 

primary caregivers a national concern.

This study brings to light a potentially compelling justification for reforming the patchwork 

system of government and employer-provided family leave. Currently, benefits appear to be 

allocated inefficiently, offered essentially as compensation for employment and performance 

characteristics that tend to be less common among primary caregivers. In other words, leave 

benefits flow to the employees who may be least likely to use them, while those who may 

need benefits most are often shut out. Although our study confirms that women and part-

time employees are placed at a disadvantage in this system due to their strong tendency to be 

primary caregivers, our findings also suggest that being a primary caregiver itself may have 

independent importance. Being a primary caregiver, for instance, may cause parents to 

choose jobs whose family-friendly characteristics (e.g., schedule flexibility) are undermined 

by an absence of benefits. Regardless, broader access to family leave benefits may be 

needed to reduce this important disparity.
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WHAT’S NEW

This study is the first to show that access to family leave benefits among parents of 

CSHCN is skewed away from primary caregivers and toward secondary caregivers, even 

though primary caregivers are as likely to miss work to provide care.
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Table 1

Weighted Characteristics of Employed Parents of CSHCN

Parent Demographic Variables Total (n=1,161) Wave 1 (n=372) Wave 2 (n=396) Wave 3 (n=393)

Childcare responsibilities (%)

     All/most (Primary caregiver) 36.7 32.9 40.0 37.1

     About half (Co-primary caregiver) 29.7 32.4 26.8 30.1

     Some/none (Secondary caregiver) 33.6 34.7 33.2 32.8

Employed part-time (%) 25.1 21.9 25.2 28.2

Spouse/partner employment status (%)

     Spouse/partner employed full-time 45.4 43.1 47.2 46.0

     Spouse/partner employed part-time 10.0 10.8 10.2 9.1

     Spouse/partner not employed 20.3 24.3 16.3 20.6

     No spouse/partner 24.0 21.0 26.3 24.3

Other non-spouse/partner adults in household (mean, SD) 0.5 (0.9) 0.5 (0.9) 0.5 (1.0) 0.4 (0.8)

Other children in household (mean, SD) 1.2 (1.2) 1.3 (1.2) 1.3 (1.3) 1.1 (1.1)

Age in years (mean, SD) 40.3 (8.4) 39.5 (7.6) 41.1 (8.7) 40.1 (8.6)

Female gender (%) 62.0 59.3 63.8 62.7

Race/Ethnicity (%)

     White non-Hispanic 44.9 44.5 40.9 49.4

     Hispanic 35.9 38.8 38.0 31.0

     Black non-Hispanic  5.3  6.1  5.7  4.0

     Other 13.9 10.6 15.4 15.6

Education (%)

     High school degree or less 31.3 31.3 33.8 28.8

     Some college, no degree 32.5 35.5 30.2 32.2

     College degree or more 36.1 33.2 36.1 39.0

Household Income (%)*

     $0–$19,999 17.9 21.1 19.4 13.4

     $20,000–$49,999 25.5 28.2 25.0 23.5

     $50,000–$99,999 29.2 27.0 29.3 31.1

     $100,000–$149,999 14.3 12.0 15.5 15.3

     ≥$150,000 13.1 11.8 10.8 16.6

Parent Employment-Related Variables

     Eligible for overtime pay (%) 44.3 43.8 40.8 48.3

     Supervises ≥2 people at place of employment (%) 33.8 34.5 34.3 32.6

     Access to sick leave or vacation (%) 73.3 76.6 73.8 69.7

     Access to paid leave (not including sick leave and 
vacation) (%)

46.2 48.0 43.1 47.7

     Eligible for FMLA leave (%) 37.6 37.7 38.2 36.8

Child Demographic Variables
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Parent Demographic Variables Total (n=1,161) Wave 1 (n=372) Wave 2 (n=396) Wave 3 (n=393)

     Female gender (%) 49.8 50.2 49.1 50.1

     Child age (years, SD) 9.0 (5.6) 8.9 (5.4) 9.5 (5.6) 8.7 (5.8)

     Child <2 years old (%) 12.3 12.4 11.7 13.0

     PedsQL score 0–100 (mean, SD)** 67.6 (23.3) 67.2 (23.0) 64.4 (24.7) 71.3 (21.6)

     Hospital admissions in past year (mean, SD) 1.4 (4.1) 1.7 (4.3) 1.2 (2.7) 1.4 (5.1)

     Hospital nights in past year (mean, SD) 10.2 (27.4) 12.8 (29.1) 8.8 (25.5) 9.1 (27.6)

*
P<.05,

**
P<.01. Bivariate analyses conducted using linear regression for continuous variables, ordered logistic regression for multicategory variables, 

logistic regression for dichotomous variables, and design-based F-test for categorical variables.
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Table 3

Multivariate Logistic Regressions (n=1,161)

Independent Variables Access to sick leave or
vacation

Access to paid leave (not 
including
sick leave and vacation)

Eligible for FMLA
leave

OR (95% CI) OR (95% CI) OR (95% CI)

Childcare responsibilities

     Some/none (Secondary caregiver)     Reference     Reference     Reference

     About half (Co-primary caregiver) 0.59 (0.33–1.08) 0.90 (0.60–1.35) 1.14 (0.75–1.72)

     All/most (Primary caregiver) 0.42 (0.21–0.82)* 0.83 (0.52–1.34) 0.67 (0.41–1.09)

Employed part-time (vs. full-time) 0.16 (0.10–0.26)*** 0.56 (0.37–0.86)** 0.18 (0.10–0.32)***

Spouse/partner employment status

     Spouse/partner employed full-time     Reference     Reference     Reference

     Spouse/partner employed part-time 0.69 (0.33–1.46) 1.50 (0.90–2.49) 1.11 (0.62–1.97)

     Spouse/partner not employed 1.00 (0.50–1.98) 1.31 (0.84–2.05) 1.20 (0.77–1.86)

     No spouse/partner 1.06 (0.56–2.00) 1.33 (0.85–2.08) 1.36 (0.83–2.22)

Other non-spouse/partner adults in household 0.77 (0.57, 1.04) 1.04 (0.82–1.06) 1.04 (0.82, 1.31)

Other children in household (number) 0.91 (0.75–1.10) 0.93 (0.82–1.06) 1.03 (0.90–1.17)

Eligible for overtime pay 2.63 (1.68–4.12)*** 0.97 (0.70–1.35) 1.74 (1.24–2.44)**

Supervises ≥2 people at place of employment (yes/no) 2.61 (1.62–4.21)*** 1.15 (0.85–1.54) 1.08 (0.76–1.54)

Age (per SD) 0.93 (0.70–1.23) 1.09 (0.89–1.33) 1.18 (0.94–1.50)

Female gender 1.56 (0.87–2.80) 1.22 (0.82–1.83) 1.03 (0.69–1.54)

Race/Ethnicity

     White non-Hispanic/Latino     Reference     Reference     Reference

     Black non-Hispanic/Latino 0.79 (0.20–3.16) 0.72 (0.35–1.50) 1.90 (0.86–4.22)

     Hispanic/Latino 1.07 (0.60–1.92) 1.26 (0.84–1.90) 1.26 (0.82–1.91)

     Other 1.02 (0.59–1.77) 0.86 (0.57–1.29) 1.06 (0.68–1.66)

Education

     High school degree or less     Reference     Reference     Reference

     Some college 2.53 (1.40–4.57)** 1.77 (1.11–2.82)* 1.84 (1.12–3.05)*

     College degree or more 2.75 (1.48–5.11)** 1.68 (1.02–2.76)* 2.35 (1.38–3.99)**

Household Income

     $0–$19,999     Reference     Reference     Reference

     $20,000–$49,999 2.84 (1.41–5.72)** 1.74 (0.95–3.16) 1.69 (0.84–3.42)

     $50,000–$99,999 2.67 (1.28–5.56)** 1.40 (0.75–2.60) 3.11 (1.47–6.55)**

     $100,000–$149,999 2.36 (1.02–5.48)* 2.10 (1.06–4.19)* 3.90 (1.69–9.00)**

     ≥$150,000 1.69 (0.70–4.05) 2.20 (1.08–4.48)* 3.24 (1.36–7.71)**

PedsQL score (per SD) 1.21 (0.98–1.48) 1.23 (1.05–1.45)* 0.80 (0.68–0.95)**

Child <2 years old 0.79 (0.37–1.72) 1.43 (0.85–2.42) 1.47 (0.83–2.62)
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Independent Variables Access to sick leave or
vacation

Access to paid leave (not 
including
sick leave and vacation)

Eligible for FMLA
leave

OR (95% CI) OR (95% CI) OR (95% CI)

Child age (years) 0.97 (0.92–1.03) 1.00 (0.96, 1.04) 0.99 (0.95, 1.04)

Hospital admissions in past year (number) 1.02 (0.96, 1.09) 1.00 (0.95, 1.05) 0.97 (0.90, 1.05)

Hospital nights in past year (number) 1.00 (0.99, 1.01) 1.00 (0.99, 1.00) 1.00 (0.99, 1.00)

Wave

     Wave 1     Reference     Reference     Reference

     Wave 2 1.08 (0.66–1.77) 0.83 (0.58–1.20) 0.98 (0.67–1.42)

     Wave 3 0.62 (0.38–1.02) 0.92 (0.64–1.32) 0.91 (0.62–1.34)

CI = confidence interval, OR = odds ratio.

*
P<.05

**
P<.01

***
P<.001
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