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DETERMINANTS OF HEALTH

By Emilie Courtin, Peter Muennig, Nandita Verma, James A. Riccio, Mylene Lagarde, Paolo Vineis,

Ichiro Kawachi, and Mauricio Avendano

Conditional Cash Transfers And
Health Of Low-Income Families In
The US: Evaluating The Family
Rewards Experiment

ABSTRACT Opportunity NYC-Family Rewards was the first conditional
cash transfer, randomized controlled trial for low-income families in the
United States. From 2007 to 2010, Family Rewards offered 2,377 New
York City families cash transfers that were conditional upon their
investments in education, preventive health care, and parental
employment. Their health and other outcomes were compared to those of
a control group of 2,372 families. The experiment led to a modest
improvement in health insurance coverage and a large increase in the use
of preventive dental care. It improved parents’ perception of their own
health and levels of hope, mainly through improvements in reported
financial well-being. While the program’s impacts on physical health were
weaker, our study might not have captured effects on chronic disease risk
that take longer to accrue. In the context of New York City’s operating
social-safety-net programs, conditional cash transfers may have led to
positive, albeit modest, improvements in the health of poor families.

onditional cash transfers have be-
come widespread in low- and mid-
dle-income countries over the past
fifteen years.' These transfers pro-
vide cash benefits to families on
the condition that they engage in activities that
generate long-term benefits, such as using pre-
ventive care services or attending school regular-
ly. These programs pursue two simultaneous ob-
jectives: to reduce immediate financial hardship
and to promote parents’ investment in both their
own and their children’s well-being. The over-
arching idea is that such incentives will break
the intergenerational cycle of poverty and gen-
erate individual as well as societal benefits.

In 2007 the Center for Economic Opportunity
of the New York City Mayor’s Office initiated the
first conditional cash transfer program in the
US, Opportunity NYC-Family Rewards (hereaf-
ter, Family Rewards). The program was explicitly
modeled| after Mexico’s Oportunidades.? The
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New York City program was privately funded?
and was offered to low-income families in six
of New York City’s most deprived communities—
two each in the boroughs of the Bronx, Brooklyn,
and Manhattan. It operated for three years
(2007-10) and provided cash rewards in the
areas of children’s education, preventive health
care, and employment.*

There were two main mechanisms through
which Family Rewards could improve the health
of poor families. First, through its health-related
incentives, it encouraged participating families
to increase their use of preventive care services.
The expectation was that such increases would
translate into better health outcomes. Second,
the increase in family income brought about by
the cash transfer could increase the ability of the
families to invest in healthy lifestyles and reduce
financial stress, since lifestyle and financial
stress are risk factors for poor physical and men-
tal health.’
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Robust evaluations of similar programs in low-
and middle-income countries suggest that they
hold promise as tools for improving population
health.® Oportunidades and other interventions
across Latin America have led to large increases
in the use of health services, including the num-
ber of visits to health facilities and receipt of
prenatal care and pediatric examinations.” Evi-
dence shows that the interventions have also
improved some health outcomes—in particular,
developmental, nutritional, and cognitive mea-
sures among children.'*"

In this article we examine the impact of Family
Rewards on the health of low-income families.
We synthesize findings from and extend previ-
ousreports on this experiment*'>** by examining
its effects on outcomes related to health care use
that were directly incentivized by the program
and on health outcomes.We also explore some of
the mechanisms through which Family Rewards
may have affected the health of participating
families.

The Family Rewards Experiment:
Design And Previous Findings

The program was created by the Center for Eco-
nomic Opportunity, in partnership with MDRC
(a nonprofit social policy evaluation organiza-
tion) and Seedco (a workforce and economic
development organization)."

The Oportunidades program had been imple-
mented in low- and middle-income rural settings
inits original location in Mexico. To tailor it fora
high-income urban context in the US, three key
adaptations were necessary.” First, Family Re-
wards was designed to complement existing
government programs such as the Earned In-
come Tax Credit. Second, payments were made
conditional on meeting a larger number of spe-
cific targets (there were twenty-two potential
rewards, compared to six in Oportunidades) to
link rewards more closely to specific behaviors.*
Third, Family Rewards offered rewards in the
domain of parental employment in addition to
children’s education and family preventive
health care use.

Family Rewards offered cash rewards for com-
pleting twenty-two activities in its three core
areas (for an overview of activities and rewards,
see online appendix exhibit 1)."” Participating
families were eligible to receive cash transfers
every two months over the three-year period.
All behaviors were verified by Seedco, using ad-
ministrative data or coupons submitted by fami-
lies. Seedco also oversaw the payment system.
No limits_or conditions were imposed on how
families could spend the rewards. Family Re-
wards received ethical approval from the MDRC

Institutional Review Board.

Health-related conditions included having
continuous health insurance coverage, preven-
tive health care checkups, and dental care. In-
centives for obtaining and sustaining health
insurance were available to those families that
were eligible for publicly provided health insur-
ance through Medicaid (including the Children’s
Health Insurance Program and Family Health
Plus) or through their employers.* Rewards were
designed to encourage families to obtain com-
prehensive preventive care and use private or
community health services (rather than emer-
gency services) for routine care.

The program was evaluated using a random-
ized controlled trial design: The 4,749 families
recruited at baseline were randomly assigned to
the program (“treated”) group (n = 2,377),
whose members received Family Rewards incen-
tives, or to a control group (n = 2,372), whose
members were not offered incentives. The sam-
ple was recruited in the period July 2007-Janu-
ary 2008, and the program operated for three
years (for details of the study design, see appen-
dix exhibit 2).” Eligibility was based on a com-
bination of family income (which had to be at or
below 130 percent of the federal poverty level),
the grade the child would enter in Septem-
ber 2007 (fourth, seventh, or ninth grade), home
location (in six community districts in the
Bronx, Brooklyn, and Manhattan), and citizen-
ship status (all participants, both parents and
children, had to be US citizens or legal residents
at the time of enrollment).

Family Rewards distributed a total of
$20.6 million in cash transfers to participating
families.® On average, households earned
$8,674 over the three years of the program.
Roughly 98 percent of families received cash in-
centives in the education and health domains,
while only 53.2 percent earned a reward in the
parental employment domain.'*® Family Re-
wards led to a significant increase in household
income and a reduction in poverty and material
hardship.”® These improvements diminished
once the cash transfers were no longer available,
but the positive effect on perceived financial
well-being was sustained beyond the end of the
program.” Family Rewards improved gradua-
tion rates for children in ninth grade when they
entered the program and other school outcomes
for children who entered high school as profi-
cient readers.”? Parental reported employment
increased as a result of the program, but this
was not confirmed by administrative data from
the state’s unemployment insurance system.'?
Additional details on the program can be found
in the 2010 MDRC report, which also includes a
qualitative evaluation of the experience of users

MARCH 2018 37:3

HEALTH AFFAIRS

Mauricio Avendano is a
professor of public policy
and global health in the
Department of Global Health
and Social Medicine, King's
College London, and an
adjunct associate professor in
the Department of Social and
Behavioral Sciences, Harvard
T. H. Chan School of Public
Health.

439
www.manaraa.com



DETERMINANTS OF HEALTH

440

and staff members.*

In this article we further examine the impact of
the experiment on health care use and health
outcomes, and we explore potential mechanisms
for linking cash transfers to health.

Study Data And Methods

DESIGN The analysis draws on three rounds of
survey data, capturing baseline outcomes and
those during and after the program. Survey data
were first collected at baseline for all participants
(4,749 families), covering demographic, socio-
economic, and health status information before
study entry. A randomly selected subset of the
sample was interviewed face-to-face at eighteen
and forty-two months (3,082 and 2,966 families,
respectively). The forty-two-month survey was
fielded six months after the program ended. Re-
sponse rates at eighteen and forty-two months
were 84 percent and 82 percent, respectively, for
the program group and 80 percent and 76 per-
cent, respectively, for the control group. Previ-
ous analyses suggest that program and control
groups were representative of baseline charac-
teristics and that there were no systematic dif-
ferences between the two groups in response
rates or missing data.'*"

HEALTH CARE USE Respondents were asked
whether they and their children had medical cov-
erage of any type in the previous month. Preven-
tive health care use was assessed using binary
indicators of whether or not, in the past year, the
respondent had seen their personal doctor or
health care provider, had had at least two dental
visits, had used the emergency department (ED)
as their usual source of care, and had been
treated for any medical condition. Unmet health
care needs were identified by whether the re-
spondent did not have medical care or did not
fill a prescription because of financial con-
straints in the past year.

Children’s health care access was assessed by
asking parents whether the child had a routine
health care provider and a personal pediatrician.
Preventive health care use was assessed based on
whether the child had had a health checkup and
at least two dental visits in the past year. In addi-
tion, for children younger than age six, respon-
dents were asked whether, in the past year, the
child had had a physical examination and a den-
tal checkup and had been screened for an early
intervention program.

PHYSICAL HEALTH For adults, self-reported
health was measured on a scale ranging from
1 (poor) to 5 (excellent). Respondents’ body
mass index (BMI) was determined based on self-
reported weight and height. In addition, respon-
dents were asked to report whether they had
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The program had
modest but
meaningful effects on
the use of some
preventive health
services, especially
dental care.

been diagnosed with asthma, high blood pres-
sure, high cholesterol, or diabetes. Respondents
were also asked whether they were current smok-
ers at the time of interview.

Physical health measures for children included
the child’s health as rated by parents, again on
a scale ranging from 1 (poor) to 5 (excellent);
and binary indicators of whether the child had
any health condition (physical, mental, or learn-
ing disability), an attention deficit disorder, or
asthma.

HOPE AND MENTAL HEALTH The State Hope
Scale is a validated six-item measure of hope.”
It includes two dimensions, measuring agency
(goal-directed thinking—that is, having the
ability to initiate and sustain action) and path-
ways (planning to accomplish goals).” The scale
ranges from 6 (low hope) to 24 (high hope).
Higher levels of hope are associated with several
indicators of positive mental health, while low
levels of hope are associated with symptoms of
mental illness and depression.’®

Ateighteen months, respondents were asked if
they had experienced serious psychological dis-
tress in the past month and were administered
the Kessler Psychological Distress (K10) scale,
a validated ten-item measure of psychological
distress experienced in the past month."” Scores
range from 10 (no distress) to 50 (severe dis-
tress). The State Hope Scale and the K10 scale
were measured among a randomly selected sub-
sample of all respondents (n = 2,043).

PERCEIVED MATERIAL CIRCUMSTANCES A per-
ceived financial well-being score was calculated
by asking respondents whether they agreed with
the following statements: “Your financial situa-
tion is better than last year,” “You don’t worry
about having enough money in the future,” “You
can generally afford to buy needed things,” and
“You sometimes have enough money to buy
something or go somewhere just for fun.” The
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A key difference
between Family
Rewards and its
Mexican predecessor
is Family Rewards’
lack of effect on
children’s health.

score ranges from 4 to 16 points, with higher
scores indicating higher financial well-being. A
food insufficiency scale assesses whether fami-
lies had enough to eat in the past month. The
scale ranges from 1 (often not enough to eat) to 4
(enough to eat of the kinds of food desired).

APPROACH Because Family Rewards was eval-
uated through a randomized controlled trial, its
effects can be identified by comparing outcomes
between the program and control groups. The
two groups were not significantly different in
most baseline characteristics.*

We conducted an intent-to-treat analysis to
assess the impact of Family Rewards on health
care use and health, separately for parents and
children. We used ordinary least squares regres-
sions to improve precision and eliminate any
group imbalances. All models controlled for
sex, race/ethnicity, parental level of education,
parental marital and employment status, num-
ber of children, and primary language spoken
at home.

We employed a Blinder-Oaxaca decomposition
approach to describe the factors that contributed
to the impact of Family Rewards on health.?
The method decomposed outcome differences
between the program and control groups into
two components: an “explained” part attributed
to differences between the two groups in terms
of factors affected by the program and an “un-
explained” part attributed to differences in how
the factors affected by the program are associat-
ed with the outcomes in the two groups.?® The
advantage of this approach is that it reveals the
extent to which differences in health might be
associated with specific intermediate measures.
For example, changes in self-reported health in
the program group might be explained by
changes in preventive health care use or health
insurance coverage. Decomposition analyses
used posttreatment follow-up assessments of

health insurance coverage, preventive health
care use, unmet health care needs, smoking,
and financial well-being. More details are pro-
vided in appendix exhibit 3.

LimiTaTioNs This study had several limita-
tions. First, the decomposition approach is de-
scriptive and not a definitive test of the relative
importance of different mechanisms.

Second, the integrated nature of the program
meant that causal effects could be ascribed to the
intervention, but not to specific incentives.

Third, although our results have strong inter-
nal validity, there are potential limitations to
their external validity. For one, participants
might have been more motivated, on average,
than nonparticipants to change behaviors and
report these changes. For another, the interven-
tion targeted low-income families—many of
which were African American or Latino families
headed by a single parent—which were represen-
tative of their neighborhoods* but not necessar-
ily of other cities or nations.

Fourth, the in-program and post-program data
were collected on a randomly selected subsam-
ple, which reduced statistical power. However,
previous analyses have confirmed that the survey
samples provided reliable estimates that could
be generalized to the study population.”

A final limitation is related to physical health
measures. The data did not include a clinical
examination: Outcomes were self-reported and
included binary diagnoses of chronic conditions,
which might fail to capture impacts on disease
management or prognosis improved by closer
contact with health services. Correcting for
BMI self-reporting bias did not substantially
change our results (see appendix exhibit 4 for
full results)."” Finally, no information was avail-
able on important health behaviors such as
drinking, nutrition, physical activity, and sleep,
which could have changed in response to the
program.

Study Results

More than 80 percent of participating house-
holds were headed by a single parent, most often
a mother (exhibit 1)."” Nearly all families were
either Hispanic or African American. Many fam-
ilies were already receiving public assistance at
baseline, in the form of Supplemental Nutrition
Assistance Program (SNAP) benefits (59.4 per-
cent) or housing assistance (53.3 percent). Just
over half of the sample were working at baseline,
but only about 20 percent were working more
than thirty hours per week. Only about 6 percent
of parents and 3 percent of children had no med-
ical insurance coverage in the past year. Most
parents had used preventive care services in
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EXHIBIT 1

Selected baseline characteristics of families participating in the Opportunity NYC-Family
Rewards program, overall and by program or control group, 2007

Overall Program Control
FAMILIES
Number 4,749 2377 2372
One-parent family 80.9% 80.5% 81.4%
Primary parent
Female 946 94.9 94.2
Hispanic 47.1 473 469
African American 505 50.7 50.3
Currently working 51.1 499 524
Currently working more than 30 hours
per week 19.7 19.2 203
Health insurance coverage
Public 726 724 727
Employer sponsored 189 194 183
Other 28 27 28
None 58 54 6.1
Within the past year, had:
Routine medical checkup 81.7 819 813
Preventive dental checkup 64.8 64.9 64.7
Self-rated health
Excellent or very good 435 433 437
Good 37.4 373 375
Fair or poor 19.1 194 189
CHILDREN
Number 11,331 5670 5661
Parent's rating of child's health
Excellent or very good 74.6% 75.7% 735%
Good 218 211 226
Fair or poor 35 32 38

source Authors’ analysis of data from the Family Rewards baseline sample. NoTES Percentages
might not sum to 100 because of rounding. Analyses are conducted on the primary parent within
each family. A fuller version of this table is included as appendix exhibit 5 (see note 15 in text).
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the past year, in the form of a routine medical
checkup (more than 80 percent) or dental check-
up (about 65 percent). Nearly one in five adults
rated their own health as fair or poor. Only
3.5 percent of children were described by their
parents as having fair or poor health.

EFFECTS ON PARENTS At eighteen months,
Family Rewards led to modest, albeit significant,
increases in the probability that respondents and
their children were covered by health insurance
compared to families in the control group (dif-
ferences of 1.0 percentage point and 1.9 percent-
age points, respectively) (exhibit 2). Program
participants also had significantly higher prob-
abilities of having seen their personal doctor or
health care provider in the past year and of hav-
ing been treated for any medical condition than
the control group, although these effects were
small in magnitude (differences of 3.9 percent-
age points and 4.2 percentage points, respective-
ly). They were also significantly less likely than
those in the control group to have used the ED
as their usual source of care in the past year (a
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difference of —1.7 percentage points). The largest
effect was found for dental visits, where the dif-
ference between the groups was 11.6 percentage
points. Program participants were less likely to
have forgone medical care due to costs in the past
year (a difference of —2.9 percentage points),
and they scored slightly but significantly higher
than those in the control group on the self-rated
health scale (a difference of 0.15 points on the
scale). The program had no significant effects
on other measures of physical health or on the
Kessler Psychological Distress scale (appendix
exhibit 6) at eighteen months.

At forty-two months (six months after the pro-
gram’s end), many of the effects observed during
the program had disappeared (exhibit 2). Pro-
gram participation was still associated with a
higher probability of having health insurance
coverage compared to the control group (a of
2.2 percentage points). The most consistent ef-
fect of the program among incentivized behav-
iors was on dental visits (a difference of 13.0
percentage points). A small reduction in forgo-
ing medical care because of cost persisted. No
effect on physical health outcomes was detected
at forty-two months. However, although not sig-
nificant, the effect on self-rated health was of
similar magnitude to that at eighteen months.
Family Rewards participants scored half a per-
centage point higher on the State Hope Scale.

EFFECTS ON CHILDREN At eighteen months, the
only consistent effect on children’s outcomes
was on dental visits, an outcome directly incen-
tivized by the program (exhibit 3). Children in
the intervention group were more likely to have
had at least two dental check-ups in the past
year, compared to those in the control group
(a difference of 11.8 percentage points). This
effect persisted at forty-two months (a difference
of 14.6 percentage points). Family Rewards was
not associated with increases in other preventive
health care use or with health outcomes in
children.

POTENTIAL MECHANISMs We decomposed ob-
served differences in adults’ self-rated health at
eighteen months and State Hope Scale scores at
forty-two months—two outcomes for which we
observed significant improvements among pro-
gram participants (appendix exhibit 8).” Differ-
ences between the program and control groups
in factors affected by the experiment explained
to a large extent the gap in these outcomes, ac-
counting for 56 percent of the gap in average
self-rated health at eighteen months and 42 per-
cent of the difference in average hope scores at
forty-two months. Differences in average self-
rated health at eighteen months were primarily
associated with families in the program group
enjoying higher levels of financial well-being
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EXHIBIT 2

Effect of Opportunity NYC-Family Rewards program on parental outcomes at 18 and 42 months

At 18 months (n = 3,082) At 42 months (n = 2,966)
Adjusted Adjusted

Control Program  difference Control Program difference
PREVENTIVE HEALTH CARE USE AND INSURANCE COVERAGE IN THE PAST YEAR
Health insurance coverage 943%  953% 939%  96.1% 2.25%
Children’s insurance coverage 928 94.7 939 953 1.4
Seen personal doctor 80.2 84.1 95.4 95.5 0.1
At least 2 dental visits 575 69.1 344 474 13.0%
Treated for any condition 419 46.1 46.8 50.3 35
ED was usual source of care 49 32 37 3.2 -05
No medical care because of cost 9.2 6.3 8.1 5.1 —3.07*
Did not fill Rx because of cost 14.6 14.2 109 124 1.5
HEALTH OUTCOMES
Average self-rated health? 3.05 32 0.15%* 3.0 3.1 0.13
Asthma diagnosis 153%  174% 2.1 165%  16.7% 02
Average BMI 30.4 30.2 -0.2 30.4 30.1 -03
High blood pressure diagnosis 204%  21.2% 0.8 248%  26.2% 1.4
High cholesterol diagnosis 8.6% 9.7% 1.1 103% 107% 04
Diabetes diagnosis 7.2% 9.1% 19 97%  11.9% 22
Currently smoking 233%  207% -26 233%  208% -25
Average State Hope Scale score® 17.3 175 0.2 175 179 0.57%*

souRrck Authors'analysis of data from the Family Rewards baseline sample and from 18-month and 42-month surveys. The two surveys
are of randomly selected subsets of the baseline sample. Analyses are conducted on the primary parent within each family. NoTES
Adjusted differences are those between control and program groups, obtained from a linear regression model. All models controlled for
the following selected baseline characteristics: age, sex, ethnic background, parental employment and marital status, household
primary language, and parental level of education. Robust standard errors were clustered at the household level. Full results are
presented in appendix exhibit 6 (see note 15 in text). ED is emergency department. BMI is body mass index, measured as kg/m*
°On a scale ranging from 1 (poor) to 5 (excellent). ®Scores range from 6 (low hope) to 24 (high hope). See note 17 in text.
**p < 0.01 ***p < 0.001

EXHIBIT 3

Effect of Opportunity NYC-Family Rewards on children’s outcomes at 18 months and 42 months

At 18 months (n = 6,559) At 42 months (n=6,464)
Adjusted Adjusted
Control Program  difference Control Program difference
PREVENTIVE HEALTH CARE USE AND INSURANCE COVERAGE IN THE PAST YEAR
Has routine health care provider 936%  939% 03 912%  926% 14
Has personal pediatrician 923%  925% 0.2 883% 877% -06
Had health checkup 96.6%  975% 0.9 940%  963% 23
Had at least 2 dental visits 605%  723% 11.8% 483%  629% 14.6%*
Physical health
Average children's health? 382 38 0.05 38 39 0.1
Has any health condition 282%  272% -0.1 275%  271% -04
Has an attention deficit disorder 4.9% 3.7% -1.2 3.6% 3.1% -05
Has asthma 108%  10.2% -06 9.1% 9.6% 0.48
FOR CHILDREN UNDER AGE 6 IN THE PAST YEAR
Had physical examination 971%  97.6% 0.6 96.2%  99.0% 28
Had a dental checkup 642%  735% 9.3 613% 637% 24
Was screened for an early
intervention program 249%  335% 86 247%  30.8% 6.1

souRrck Authors'analysis of data from the Family Rewards baseline sample and from 18-month and 42-month surveys. The two surveys
are of randomly selected subsets of the baseline sample. NoTEs Adjusted differences are those between control and program groups,
obtained from a linear regression model. All models controlled for the following selected baseline characteristics: age, sex, ethnic
background, parental employment and marital status, household primary language, and parental level of education. Robust
standard errors were clustered at the household level. Full results are presented in appendix exhibit 7 (see note 15 in text).
°Rated by parents on a scale ranging from 1/ (poor) fto 5 (excellent). ***p < 0.001
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(67 percent of the difference) and using more
preventive health care services (33 percent of the
difference). Improved financial well-being also
explained 32 percent of the gap in State Hope
Scale scores between the two groups at forty-two
months, while preventive care use explained
21 percent of the difference’ Other factors, such
as health insurance coverage, did not contribute
significantly to health differences between the
two groups.

Discussion

The objective of this study was to assess the ef-
fects of the Opportunity NYC-Family Rewards
experiment on participants’ health care use
and health. Several important findings emerged
from this experiment. First, the program had
modest but meaningful effects on the use of
some preventive health services, especially den-
tal care. Second, it had a positive impact on par-
ents’ perceptions of their health as well as their
level of hope, mainly through improvements in
reported financial well-being. Third, while evi-
dence of the program’s effects on physical health
is weaker, our study offers a limited window on
these outcomes and might not fully capture im-
pacts on chronic disease risk and management
that may take longer to accrue.

Program households made greater use of pre-
ventive health services than control households
did; use of preventive services was a key outcome
upon which a cash transfer was conditioned.!
However, the effects remained modest relative
to those observed in Latin American programs,
where baseline levels were low and effect sizes
many times higher.® The exception was dental
care, with a difference of 11.6-14.6 percentage
points as a result of Family Rewards. This is an
important effect: Oral health care is one of the
largest unmet health care needs in the US, and
the single largest among children.*

Adult participants also reported better self-
rated health, which echoes findings from Mex-
ico’s Oportunidades.’®* This positive effect is
remarkable, as very few social policy interven-
tions in high-income countries have managed to
move the needle on self-rated health.? At forty-
two months (after the program’s end), Family
Rewards participants also had higher scores
than controls on the State Hope Scale. While this
score is not a direct measure of mental health,
this finding should not be underestimated:
Higher levels of hope in adults are associated
with higher life satisfaction, self-esteem, and
self-rated physical health and with reduced de-
pressive symptoms.** Family Rewards’ effects on
health were mainly linked to improvements in
perceived financial well-being. Program partici-
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Further experimental
evidence is required
to explain the
relatively small
changes in behavior
generated by the
program.

pation was associated with a 22 percent increase
in average monthly income,'>*'® an effect simi-
larto that of Oportunidades, which increased the
average income of participating families by
25 percent.’ Reductions in financial hardship
may be a meaningful pathway by which the pro-
gram exerted an effect.

A key difference between Family Rewards and
its Mexican predecessor is Family Rewards’ lack
of effect on children’s health. While a range of
health outcomes improved among children in
Oportunidades,®" those in Family Rewards
saw only improved dental visits. Likewise, many
measures of adult physical health were left un
affected by the program. These findings have
been largely confirmed in Family Rewards
2.0,” a replication study implemented in Mem-
phis, Tennessee, and the Bronx in 2011 that
added family guidance to the original design
and reduced the number of rewards but still
found limited health effects in children and
adults.

Several factors might explain the mixed effects
of Family Rewards. First, it operated alongside a
range of long-standing social programs such as
the Earned Income Tax Credit and Medicaid.
This contrasts with the situation in lower-
income countries, where these transfers were
introduced in the context of relatively limited
social safety nets. A second, related explanation
refers to the very high levels of compliance at
baseline with behaviors incentivized by the pro-
gram, such as having health insurance coverage
and preventive checkups—in part the result of
previous efforts by the City of New York to ex-
pand health insurance to low-income families.*®
Consequently, there was limited room for addi-
tional take-up. This may also explain the large
effects for dental care visits, for which baseline
levels were lower than for other measures of
preventive care.
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Third, studies in low- and middle-income
countries have largely focused on postnatal
and early-life outcomes such as birthweight
and child growth." In contrast, our evaluation
focused on noncommunicable diseases and risk
factors. Changes in chronic disease risk may take
longer to manifest themselves and consequently
might not have been captured in the relatively
short time horizon of our evaluation. Finally,
a unique aspect of Family Rewards was to
add rewards for parental employment. While
53.2 percent of households earned a reward in
this area,'>' the program did not produce mean-
ingful improvements in parental employment—
a key outcome on which the long-term effects on
health and well-being had been hypothesized.
Weak effects on employment may be partly due
to the Great Recession of 2007-09, which likely
limited participants’ opportunities for paid em-
ployment. This in turn points to the limitation of
imposing conditions that cannot realistically
be met.

Policy Implications

Our findings contribute to the debate about con-
ditional cash transfers**® by providing experi-
mental evidence of effects on health in the US.
Overall, these results offer a contrasted picture.
Family Rewards improved measures of subjec-
tive health, hope, and dental care among poor
families, thus contributing to reducing health
disparities. However, it had no or limited effects
on disparities in a range of other health out-
comes. These findings suggest thatin the context
of New York City’s operating social-safety-net
programs and within a three-year window, con-
ditional cash transfers may have led to positive,
albeit modest, improvements in the health of
poor families.

Further experimental evidence is required to
explain the relatively small changes in behavior
generated by the program. Future studies should
also compare the health benefits of conditional
relative to unconditional transfers* and exam-
ine the potential long-term effects on children
and families. m

Funding for this article came from the
European Union's Horizon2020 research
and innovation program (Grant
Agreement No. 633666) (Lifepath).
MDRC provided core support for this
study. MDRC evaluated Family Rewards
through a contract with the Mayor's
Fund to Advance New York City and
under the direction of the Center for
Economic Opportunity of the New York
City Mayor's Office (now known as the

Mayor's Office for Economic
Opportunity). Funding for the Family
Rewards experiment came from
Bloomberg Philanthropies, the
Rockefeller Foundation, the Starr
Foundation, the Open Society Institute,
the Robin Hood Foundation, the Tiger
Foundation, the Annie E. Casey
Foundation, American International
Group, and the New York Community
Trust. Emilie Courtin also received

funding from the European Union's
Horizon2020 research and innovation
program (Grant Agreement No. 667661)
(MINDMAP). The findings,
interpretations, and conclusions
expressed in this article are entirely
those of the authors. The authors thank
Jared Smith at MDRC for his support
with data preparation and management.

NOTES

1 Fiszbein A, Schady N. Conditional
cash transfers: reducing present and
future poverty [Internet]. Washing-
ton (DC): World Bank; 2009 [cited
2018 Feb 6]. (World Bank Policy
Research Report No. 47603). Avail-
able from: http://siteresources
.worldbank.org/INTCCT/
Resources/5757608-
1234228266004/PRR-CCT_
web_noembargo.pdf

2 Aber L. Experiments in 21st century
antipoverty policy. Public Policy Res.
2009;16(1):57-63.

3 Funding for the full program, in-
cluding cash benefits, came from the
sources mentioned in the article
acknowledgments.

4 Riccio J, Dechausay N, Greenberg D,
Miller C, Rucks Z, Verma N. Toward
reduced poverty across generations:
early findings from New York City’s
conditional cash transfer program
[Internet]. New York (NY): MDRC;
2010 Mar [cited 2018 Jan 23].
Available from: https://www.mdrc
.org/sites/default/files/Fam
Rewards20100NYC%20FULL
9%20Report%20REd%202-

18-16.pdf
5 Muennig P, Fiscella K, Tancredi D,
Franks P. The relative health burden
of selected social and behavioral risk
factors in the United States: impli-
cations for policy. Am J Public
Health. 2010;100(9):1758-64.
6 Lagarde M, Haines A, Palmer N.
Conditional cash transfers for im-
proving uptake of health interven-
tions in low- and middle-income
countries: a systematic review.
JAMA. 2007;298(16):1900-10.
Attanasio O, Gomez LC, Heredia P,
Vera-Hernandez M. The short-term
impact of a conditional cash subsidy
on child health and nutrition in
Colombia [Internet]. London: Insti-
tute for Fiscal Studies; 2005 Dec
[cited 2018 Jan 23]. Available from:
https://www.ifs.org.uk/edepo/
rs_fam03.pdf
8 Morris SS, Flores R, Olinto P,
Medina JM. Monetary incentives in
primary health care and effects on
use and coverage of preventive
healthieare interventions in rural
Honduras: cluster randomised trial.
Lancet. 2004;364(9450):2030-7.

~N

9 Gertler P. Final report: the impact of
Progresa on health [Internet].
Washington (DC): International
Food Policy Research Institute; 2000
Nov [cited 2018 Jan 23]. Available
for download from: http://www
.ifpri.org/publication/impact-
progresa-health

10 Fernald LC, Gertler PJ, Hou X. Cash

component of conditional cash

transfer program is associated with
higher body mass index and blood

pressure in adults. J Nutr. 2008;

138(11):2250-7.

Fernald LC, Gertler PJ, Neufeld LM.

10-year effect of Oportunidades,

Mexico’s conditional cash transfer

programme, on child growth, cog-

nition, language, and behaviour: a

longitudinal follow-up study. Lancet.

2009;374(9706):1997-2005.

12 Riccio J, Dechausay N, Miller C,
Nuilez S, Verma N, Yang E. Condi-
tional cash transfers in New York
City: the continuing story of the
Opportunity NYC-Family Rewards
demonstration [Internet]. New York
(NY): MDRC; 2013 Sep [cited 2018
Jan 23]. Available from: https://

1

=y

MARCH 2018 37:3

HEALTH AFFAIRS

445
www.manaraa.com



DETERMINANTS OF HEALTH

ol Zy

13

14

15

16

17

www.mdrc.org/sites/default/files/
Conditional_Cash_Transfers_FR
%202-18-16.pdf

Riccio J, Miller C. New York City’s
first conditional cash transfer pro-
gram: what worked, what didn’t
[Internet]. New York (NY): MDRC;
2016 May [cited 2018 https://
www.mdrc.org/sites/default/files/
NYC_First_Conditional_Cash_
Transfer_Full_Report_0.pdf

MDRC had a contract with the
Mayor’s Fund to Advance New York
City. The Center for Economic Op-
portunity, the Mayor’s Fund, MDRC,
and Seedco collaborated on the
design of the intervention. MDRC
coordinated the consultation and
design process, but CEOmade the
final decisions. MDRC managed the
overall demonstration but did not
administer the program, which was
done by Seedco and the Neighbor-
hood Partner Organizations.

To access the appendix, click on the
Details tab of the article online.
Miller C, Riccio J, Verma N, Nuiez S,
Dechausay N, Yang E. Testing a
conditional cash transfer program in
the U.S.: the effects of the family
rewards program in New York City.
IZA J Labor Policy. 2015;4:11.
Snyder CR, Sympson SC, Ybasco FC,
Borders TF, Babyak MA, Higgins RL.
Development and validation of the
State Hope Scale. J Pers Soc Psychol.

37:3

18

19

20

2

-_

22

23

24

25

1996;70(2):321-35.

Feldman DB, Bach J. Hope. In:
Friedman HS, editor. Encyclopedia
of mental health. 2nd ed. Amster-
dam: Academic Press; 2016. 2:332-6.
Andrews G, Slade T. Interpreting
scores on the Kessler Psychological
Distress Scale (K10). Aust N Z J
Public Health. 2001;25(6):494-7.
Jann B. The Blinder-Oaxaca decom-
position for linear regression mod-
els. Stata J. 2008;8(4):453-79.
Mertz EA. The dental-medical divide.
Health Aff (Millwood). 2016;35(12):
2168-75.

Fernald LC, Hou X, Gertler PJ.
Oportunidades program participa-
tion and body mass index, blood
pressure, and self-reported health in
Mexican adults. Prev Chronic Dis.
2008;5(3):A81.

Pega F, Carter K, Kawachi I, Davis P,
Gunasekara FI, Lundberg O, et al.
The impact of in-work tax credit for
families on self-rated health in
adults: a cohort study of 6900 New
Zealanders. J Epidemiol Community
Health. 2013;67(8):682-8.

Kelsey KS, DeVellis BM, Gizlice Z,
Ries A, Barnes K, Campbell MK.
Obesity, hope, and health: findings
from the HOPE Works community
survey. J Community Health. 2011;
36(6):919-24.

Miller C, Miller R, Verma N,
Dechausay N, Yang E, Rudd T, et al.

26

27

28

29

Effects of a modified conditional
cash transfer program in two
American cities: findings from
Family Rewards 2.0 [Internet]. New
York (NY): MDRC; 2016 Sep [cited
2018 Jan 24]. Available from:
https://www.mdrc.org/sites/
default/files/CEOSIF_Family_
Rewards%20Report-Web-Final _
FR.pdf

Rasmussen PW, Collins SR, Doty
MM, Beutel S. Health care coverage
and access in the nation’s four larg-
est states [Internet]. New York (NY):
Commonwealth Fund; 2015 Apr
[cited 2018 Jan 24]. (Issue Brief).
Available from: http://www
.commonwealthfund.org/~/media/
files/publications/issue-brief/2015/
apr/1810_rasmussen_hlt_
coverage_four_largest_states_ib_
v2.pdf

Popay J. Should disadvantaged peo-
ple be paid to take care of their
health? No. BMJ. 2008;337:a594.
Cookson R. Should disadvantaged
people be paid to take care of their
health? Yes. BMJ. 2008;337:a589.
Pega F, Liu SY, Walter S, Pabayo R,
Saith R, Lhachimi SK. Unconditional
cash transfers for reducing poverty
and vulnerabilities: effect on use of
health services and health outcomes
in low- and middle-income coun-
tries. Cochrane Database Syst Rev.
2017;11:CDO11135.

www.manaraa.com



Courtin E, Muennig P, Verma N, Riccio JA, Lagarde M, Vineis P, et al. Conditional cash transfers and
health of low-income families in the US: evaluating the Family Rewards experiment. Health Aff
(Millwood). 2018;37(3).

APPENDIX

Appendix Exhibit 1. Amount and schedule of the cash transfers offered by Family
Rewards, Opportunity NYC-Family Rewards experiment, 2007-2010

Domain

Amount

Education incentives

Elementary and middle school students
Attends 95% of scheduled school days °
Scores at proficiency level (or improvement)
on annual math and English language arts
(ELA) tests

Parents reviews low-stakes interim test °

Parents discussed annual math and ELA test
results with teachers *

High school students
Attends 95% of scheduled school days
Accumulates 11 course credits per year
Passes Regents exams
Takes PSAT test
Graduates from high school

All grades
Parent attends parent-teacher conferences
Child obtains library card @

Health incentives

Maintaining public or private insurance °

Annual medical checkup
Doctor-recommended follow-up visit
Early-intervention evaluation for child under 30
months old, if advised by the pediatrician
Preventive dental care (cleaning/checkup)

Workforce incentives

Sustained full-time employment °
Education and training while employed at least
10 hours per week °

$25 per month

$300 per math test; $300 per ELA test for
elementary school students.

$350 per math test; $350 per ELA test for
middle school students

$25 for parents to download, print and review
results (up to 5 times per year)

$25 (up to 2 tests per year)

$50 per month

$600

$600 per exam passed (up to 5 exams)
$50 for taking the test (up to 2 times)
$400

$25 per conference (up to 2 times per year)
$50 once during the program

Per month: $20 (public); $50 (private) for each
parent covered

Per month: $20 (public); $50 (private) if all
children are covered

$200 per family member (once per year)

$100 per family member (once per year)

$200 per child (once per year)

$100 per family member (once per year for
children 1-5 years old; twice per year for family
members of 6 years of age or older)

$150 per month
Amount varied by length of course, up to a
maximum of $3,000 over three years

Source: Adapted from Riccio et al, 2010. Notes: In an effort to simplify the experiment, reduce its
costs and improve its replicability if successful, a number of rewards were eliminated after the first
year as noted in the table. The primary parent received the transfers corresponding to all health, work
and elementary/middle school related rewards, while high school students, depending on the reward,
directly received the entire payment or split half of the value with their parents.

? Discontinued after Year 2 of the program.

® Discontinued after Year 1 of the program.

¢ Full-time employment is defined as working 30 hours per week.

4 The employment condition was removed after Year 2 of the program.
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Appendix Exhibit 2. Randomization, program and follow-up of participants in Family
Rewards, Opportunity NYC-Family Rewards experiment, 2007-2010

Familiesin 6NYC | e,
comt.nu.mty districts Follow-up at Follow-up at
+ income at or Control group | 5 18 months  beeeemeeem oo S 42 months |
below 130% of the N=2,372 : N=1541 } ' N=1483
federal poverty ’ | : ’
level Random |/ UUUU/TYTUTYTYFLOLO TTmmmmmmmmmmen
+ at least one child assignment
in fourth, seventh
of ninth grade N=4,749
+ legal resident of families |\
the US Program Follow-up at Follow-up at
. group [~ > 18 months > 42 months
Recruitment between N=2,377 ON=1541 | L N=1,483
July and December o 1 o
2007 \ |
[
Randomly selected sub-samples
| Year 1 | Year 2 | Year 3 \
September 07 - August 08 September 08 - August 09 September 09 — September 10
Propram imeline

Sources: Adapted from Riccio et al, 2010. Notes: MDRC identified the target sample based on the
eligibility criteria described in the Exhibit and contact information from the NYC Department of
Education. Seedco in partnership with Neighborhood Partner Organizations oversaw recruiting the
families. MDRC calculated that a sample size of 5,100 families (2,550 per group) would give the study
80% power to detect effects on a range of outcomes, both for the full sample as well as by key
demographic characteristics. MDRC implemented the randomization off site in batches using a
random assignment algorithm to ensure appropriate randomization for each wave of recruitment.
Random assignment was completed in January 2008. Participants were notified of their allocation to
the program or control group by letters sent by Seedco (treated group) or MDRC (control group).
Families assigned to the program group were then scheduled for a program orientation session.
Randomly-selected subgroups were used for the collection of the survey data at 18 and 42 months
but administrative data follow-up (not used in this analysis) was available for the full sample of
participants.
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Appendix Exhibit 3. Technical Appendix, Oaxaca-Blinder decomposition

The Oaxaca-Blinder decomposition is a regression-based model which divides the
gap in the outcome of interest between two groups into an ‘explained’ portion and an
‘unexplained’ portion. The ‘explained’ portion of the gap corresponds to the
difference in the outcome attributable to group differences in a set of measured
predictor variables between the treated and control group. The ‘unexplained’ portion
comes from differentials in how the predictor variables are associated with the
outcomes in the control and treated groups. This is accomplished by building an OLS
regression equation to obtain slope values (beta) for all variables of interest, and
then varying the estimate (X) values of interest.

After adjustment on parental baseline characteristics (gender, race/ethnicity,
educational attainment, marital status, employment status, number of children and
primary language spoken at home), we considered a range of predictor variables in
our models: health insurance coverage (binary indicators of whether the respondent
had medical coverage (of any type) in the previous month; and whether all
dependent children had medical coverage (of any type) in the previous month);
preventive health care use (binary indicators of whether the respondent had a health
check-up since enrolment, had at least two dental visits in the past year and whether
he/she was treated for any medical condition); unmet health care needs (two binary
measures of whether the respondent did not have medical care because of cost in
the past year and whether the respondent did not fill a prescription because of cost
in the past year); financial wellbeing (financial wellbeing score and food security
scale); and health behavior (binary indicator of whether the respondent was currently
smoking). These factors were measured at 18 months for the self-rated health model
and at 42 months for the state of hope model.

We used the Oaxaca command in Stata 14 (18), with the pooled option to estimate
coefficients for the explained portion of the model. We used the program group as
the referent group. We also used the detail option of the command to subsume
coefficients in larger predictor categories as listed above.
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Appendix Exhibit 4. Effect of the program on self-reported and corrected BMI at 18
months and 42 months, Opportunity NYC-Family Rewards experiment, 2007-2010

18-month (N=3,082) 42-month (N=2,966)
Control Program Adjusted Control Program Adjusted
difference difference
Average BMI 30.4 30.2 -0.2 30.4 30.1 -0.4
Corrected average 31.3 31.2 -0.1 30.7 30.3 -0.4

BMI®

Sources: Data are from Family Rewards baseline, 18-month and 42-month surveys.

Notes: All models control for selected baseline characteristics: age, gender, ethnic background,
household primary language and parental level of education. Robust standard errors are clustered at
the household level. Statistical significance levels are reported as *p<0.10; **p<0.05; ***p<0.01;
****p<0.001.

# Corrected BMI is based on NHANES height and weight values corrected for gender- and ethnicity-
specific reported bias.
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Appendix Exhibit 5. Selected sample characteristics at randomization, overall and by
assignment status, Opportunity NYC-Family Rewards experiment, 2007-2010

Parents (N=4,749)
One-parent family (%)

Number of children under 19 (mean, SD)
Primary language spoken is English (%)
Household earnings above 130% of poverty line (%)
Receiving TANF ? (%)
Receiving food stamps (%)
Receiving housing assistance ° (%)
Primary parent
Gender (%)
Female
Male
Age (mean, SD)
Race/ethnicity (%)
Hispanic/Latino
Black
Other
Education level (%)
GED certificate °
High school diploma
Associate's degree/2-year college
4-year college or beyond
None of the above
Currently working (%)
Working more than 30 hours (%)
Average weekly earnings of those currently working ¢
(mean, SD)
Health insurance coverage (%)
Public health insurance
Employer health insurance
Other health insurance
Not covered
Had annual medical check-up when not sick
Within the past year
1-2 years ago
More than 2 years ago
Never
Had preventive dental check-up
Within the past year
1-2 years ago
More than 2 years ago
Never
Physical or mental health problem limiting work (%)
Self-rated health (%)
Excellent or very good
Good
Fair or poor

Children (N=11,331)
Gender (%)

Female

Male

Age (mean, SD)
Race/ethnicity (%)

Hispanic/Latino

Black

Other

Overall

80.90
2.49 (1.29)

77.24
11.85
24.01
59.40
53.35

94.57
5.43
38.85 (7.97)

47.13
50.53
2.32

11.20
20.72
8.56
7.73
51.79
51.14
19.75
390.84
(221.25)

72.6
18.88
2.77
5.76

81.69
14.53
3.58
0.25

64.83
23.50

10.93
0.74
21.95

43.46
37.40
19.14

49.95
50.05
10.64 (4.26)

46.98
49.84
3.18

Program

80.48
2.47 (1.25)

77.46
12.50
24.81
60.80
52.14

94.96
5.04

38.85 (8.05)

47.32
50.74
1.94

9.95
19.66
8.75
7.89
53.74
49.90
19.21
395.06
(219.4)

72.45
19.40
2.75
5.40

81.98
14.07
3.74
0.21

64.96
23.89

10.42
0.73
22.76

43.26
37.33
19.41

49.86
50.24
10.54 (4.3)

46.97
50.05
2.53

Control

81.37
2.50 (1.33)

77
11.17
23.21
58.02
54.56

94.17
5.83
38.85 (7.89)

46.95
50.34
4.15

12.45
21.80
8.36
7.57
49.82
52.40
20.28
386.61
(223.06)

72.75
18.35
2.79
6.11

81.30
14.99
3.42
0.29

64.70
23.10

11.44
0.76
21.14

43.67
37.47
18.86

50.14
49.86
10.71 (4.22)

46.48

49.62
3.90
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Health insurance coverage (%)
Public health insurance
Employer health insurance
Other health insurance
Not covered

Had annual medical check-up when not sick
Within the past year
1-2 years ago
More than 2 years ago
Never
Had preventive dental check-up
Within the past year
1-2 years ago
More than 2 years ago
Never
Physical or mental condition limiting work (%)
Parent’s rating of child’s health
Excellent or very good
Good

Fair or poor

81.07
14.51
1.72

2.70

90.75
8.34
0.75
0.15

74.63
17.16
3.06
5.15
13.29

74.65
21.84
3.51

81.12
14.97
1.32
2.59

90.50
8.47
0.80
0.23

73.85
18.14
2.93
5.08
12.92

75.70
21.07
3.24

81.03
14.04
2.08
2.85

91.01
8.21
0.70
0.07

75.42
16.17
3.19
5.21
13.65

73.50
22.62
3.78

Sources: Data are from Family Rewards baseline survey. Notes: Percentages may not add

up due to rounding.

@Temporary Assistance for Needy Families.

® This category includes living in public housing and receiving Section 8 rental assistance.

¢ General Education Development.
4 Earnings from work, in 2007 US dollars.
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Appendix Exhibit 6. Effect of the program on parental outcomes at 18 months and

42 months, Opportunity NYC-Family Rewards experiment, 2007-2010

18-month (N=3,082)

42-month (N=2,966)

Adjusted Adjusted
Control Program difference Control Program difference
Health insurance
coverage
Medical coverage 1.0** 2.2%*
in previous month (%) 94.3 95.3 (0.1, 2.0) 93.9 96.1 (0.3,4.1)
All dependent
children had coverage 1.9** 1.4
(%) 92.8 94.7 (0.3, 3.5) 93.9 95.3 (-0.8, 3.6)
Preventive health care
use
Seen personal
doctor/health care
provider in past 12 3.9%** 0.1
months (%) 80.2 84.1 (2.7,5.1) 954 95.5 (-1.1,1.5)
At least two dental
visits in the past year 11.6*** 13.0**
(%) 57.5 69.1 (8.6, 14.5) 34.4 47.4 (9.4, 16.5)
Treated for any 4.2%** 3.5
medical condition (%) 41.9 46.1 (0.4, 8.0) 46.8 50.3 (-0.8, 5.6)
Used emergency
room as usual source -1.7 -0.5
of care in past year (%) 4.9 3.2 (-2.7,-0.7) 3.7 3.2 (-1.8, 0.5)
Unmet health care
needs
No medical care
because of cost in past -2.9%** -3.0**
12 months (%) 9.2 6.3 (-4.0,-1.2) 8.1 5.1 (-5.4,-0.3)
Did not fill
prescription because of
cost in past 12 months -04 1.5
(%) 14.6 14.2 (-2.2,1.4) 10.9 124 (-1.9,5.1)
Physical health
Average self-rated 0.15*** 0.13
health 3.05 3.2 (0.11, 0.22) 3.0 3.1 (-0.01, 0.27)
2.1 0.2
Asthma (%) 15.3 17.4 (-0.1,4.3) 16.5 16.7 (-2.8, 3.1)
-0.2 -0.3
Average BMI 30.4 30.2 (-0.4,0.2) 30.4 30.1 (-1.2,0.4)
High blood 0.8 1.4
pressure (%) 20.4 21.2 (-1.7, 2.5) 24.8 26.2 (-3.8,5.4)
High cholesterol 1.1 0.4
(%) 8.6 9.7 (-0.8, 2.1) 10.3 10.7 (-2.8, 3.5)
1.9 22
Diabetes (%) 7.2 9.1 (-0.3, 2.8) 9.7 11.9 (-1.6,4.9)
Currently smoking -2.6 -2.5
(%) 23.3 20.7 (-3.1,2.9) 23.3 20.8 (-6.8,1.9)
Mental health
Average score on 0.2 0.51***
‘State of Hope’ scale 17.3 17.5 (-0.1, 0.5) 17.5 17.9 (0.2, 0.8)
Experience of
serious psychological
distress in the past -0.1
month (%) 13.6 13.5 (-2.6, 2.4) - - -
Average score on -0.5
k10 symptom scale 19.7 19.2 (-1.6, 0.2) - - -

Sources: Data are from Family Rewards baseline, 18-month and 42-month surveys. Notes: A
hyphen indicates that no data were available. All models controlled for selected baseline
characteristics: age, gender, ethnic background, employment status, primary language and level of
education. Robust standard errors were clustered at the household level. Statistical significance levels
are reported as *p<0.10; **p<0.05; ***p<0.01; ****p<0.001. 95% confidence intervals in parenthesis.
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Appendix Exhibit 7. Impact of the program on children outcomes at 18 months and 42
months Opportunity NYC-Family Rewards experiment, 2007-2010

18-month (N=6,559)

42-month (N=6,464)

Adjusted Adjusted
Control Program difference Control Program difference
Preventive health care
use
Has routine health 0.3 1.4
care provider (%) 93.6 93.9 (-1.5,2.1) 91.2 92.6 (-1.1,4.0)
Has personal 0.2 -0.6
pediatrician (%) 92.3 92.5 (-2.2,2.7) 88.3 87.7 (-3.5, 2.3)
Had health check-up 0.9 2.3
in the past year (%) 96.6 97.5 (-0.6, 2.5) 94.0 96.3 (-0.2,4.4)
Had at least two
dental visits in the past 11.8*** 14.6***
year (%) 60.5 72.3 (6.1, 17.5) 48.3 62.9 (9.5, 19.7)
Physical health
Average children’s 0.05 01
health as rated by parents  3.82 3.87 (-0.04, 0.1) 3.8 3.9 (-0.05, 0.2)
Has any health
condition (physical,
mental or learning -0.1 -0.4
disability) (%) 28.2 27.2 (-5.9, 2.6) 27.5 271 (-4.6, 4.0)
Has an attention -1.2 -0.5
deficit disorder (%) 4.9 3.7 (-3.4,0.5) 3.6 3.1 (-2.2,1.3)
-0.6 0.5
Has asthma (%) 10.8 10.2 (-3.8, 2.1) 9.1 9.6 (-2.2, 3.5)
For children under 6
Had physical
examination in the past 0.6 2.8
year (%) 97.1 97.6 (-2.8, 4.5) 96.2 99.0 (-1.4,6.4)
Had a dental check- 9.3 2.4
up in the past year (%) 64.2 73.5 (-0.5, 18.3) 61.3 63.7 (-10.9, 15.3)
Was screened for an
early intervention program 8.6 6.1
(%) 24.9 33.5 (-0.4, 16.8) 24.7 30.8 (-5.3, 15.7)

Sources: Data are from Family Rewards baseline, 18-month and 42-month surveys.
Notes: All models controlled for selected baseline characteristics: age, gender,
ethnic background, employment status, primary language and level of education.
Robust standard errors were clustered at the household level. Statistical significance
levels are reported as *p<0.10; **p<0.05; ***p<0.01; ****p<0.001. 95% confidence
intervals in parenthesis.
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Appendix Exhibit 8. Decomposition of the effect of Family Rewards on ‘final’ health
outcomes at 18 and 42 months, Opportunity NYC-Family Rewards experiment,

2007-2010
A. Decomposition of the effect of the program on self-rated health at 18
months

Coefficient Standard error z P
Difference
Treatment 3.24 0.03 122.01 0.00
Control 3.15 0.03 109.51 0.00
Difference 0.09 0.04 2.21 0.03
Explained
Baseline characteristics -0.01 0.01 0.66 0.51
Health insurance coverage -0.01 0.00 0.19 0.85
Preventive care use® 0.03 0.01 -1.81 0.04
Unmet health care needs 0.00 0.00 1.43 0.15
Financial wellbeing 0.06 0.01 6.47 0.00
Smoking -0.01 0.00 -0.02 0.98
Total 0.05 0.02 2.10 0.04
Unexplained
Baseline characteristics 0.72 0.38 1.90 0.06
Health insurance coverage -0.57 0.19 -3.06 0.00
Preventive care use -0.20 0.13 -1.55 0.12
Unmet health care needs -0.06 0.02 -3.71 0.00
Financial wellbeing -0.04 0.17 -0.24 0.81
Health behavior -0.04 0.06 -0.69 0.49
Total 0.04 0.03 1.26 0.21

B. Decomposition of the effect of the program on the ‘State of Hope’ scale at

42 months
Standard
Coefficient error z P

Difference

Treatment 17.95 0.09 204.71 0.00
Control 17.57 0.10 175.89 0.00
Difference 0.38 0.13 2.85 0.00
Explained

Baseline characteristics -0.04 0.03 -1.54 0.13
Health insurance coverage -0.01 0.01 -0.79 0.43
Preventive care use® 0.08 0.03 2.90 0.00
Unmet health care needs 0.01 0.01 1.06 0.29
Financial wellbeing 0.12 0.05 2.51 0.01
Smoking 0.00 0.01 -0.51 0.61
Total 0.16 0.06 2.55 0.01
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Unexplained

Baseline characteristics -4.37 1.53 -2.86 0.00
Health insurance coverage -1.07 0.76 -1.41 0.16
Preventive care use 0.47 0.40 1.19 0.23
Unmet health care needs 0.04 0.05 0.88 0.38
Financial wellbeing -1.71 0.57 -2.98 0.00
Health behavior 0.19 0.07 2.69 0.01
Total 0.22 0.13 1.76 0.08

Sources: Data are from Family Rewards baseline, 18-month and 42-month surveys.
Notes: The exhibit shows the regression-based decomposition results for the two outcomes
of interest: self-rated health at 18 months (panel A) and ‘State of Hope’ score at 42 months
(panel B). The first rows of the tables show the difference in outcome score between treated
and control. The second sets of rows show the contribution of each individual factor to the
difference explained by measured factors (the ‘explained’ portion). The final sets of rows
show the portion of the difference that is not explained by measured variables (the
‘unexplained’ portion). For example, in Panel A, the total difference between treated and
control groups in self-rated health at 18 months is 0.09 (3.24 minus 3.15). Of this difference,
56% is explained by measured individual factors (0.05/0.09*100). The ‘explained’ section of
the table details the relative contribution of each variable to this explained difference. For
example, Panel A indicates that financial wellbeing accounts for 67% of the explained
difference in self-rated health between treated and control (0.06/0.09*100).

®Preventive health care use is a composite measure based on binary indicators of whether
the respondent had seen their personal doctor or health care provider in the past 12 months,
had at least two dental visits in the past year, had the emergency room as usual source of
care in past year, and whether he/she was treated for any medical condition in the past year.
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