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INTRODUCTION

ment and Emergency Medicine Services for Children
programs and the reauthorization of the Best Pharmaceuticals for Children and Pediatric Research Equity Acts.2
These are important issues, and we should be proud of
our ongoing advocacy and should continue these efforts.
However, there are big issues for children, issues that
affect their lives and their life trajectories, about which
we as pediatricians have talked, but not shouted, and
have not effected much change. Poverty and its consequences is an issue that hovers over, and dwarfs all other
issues; and the gross inequities among children based on
race/ethnicity are very much related to and interwoven
with poverty. I would like to focus this address on childhood poverty and on making a case for ending or at least
dramatically decreasing childhood poverty as well as alleviating the effects of poverty on poor children.

THE ACADEMIC PEDIATRIC Association (APA) is
a great and unique organization. The best minds and hearts
in pediatrics are our members. We are a family of teachers
and scholars and advocates and healers presiding over
academic pursuits, over the education and nurturing of
our young, fertilizing the ground of the future of society.
We have our eyes on protecting and supporting and
improving the lot of the most vulnerable children and families. We do so many good things. We are open to all levels
of diversity. We live in a village of pediatric organizations,
and we reach out to our sisters and brothers and embrace
them and make them our partners. There has been no
greater calling or honor or sacred duty for me than leading
the APA for this year and yet I feel incredibly humble and
insignificant compared with those whose accomplishments
have preceded this presidential address for more than 5
decades. I truly stand on the shoulders of giants.
This past year, the APA Board, as part of strategic planning, rewrote the APA mission, vision, and core values and
rededicated the APA to keeping children first in our minds
and actions.1 When we thought about our vision for the
future, it was to make a real difference for children, “to
create a better world for children and families.” And as
our mission now clearly states, our focus is both “the health
and well-being” of children. Furthermore, we have been
advocating for and continue to advocate for an “equitable
child health agenda.” Our efforts are especially for poor
and vulnerable children and adolescents.
My comments are made in the context of the important
advocacy that our organization, along with other pediatric
organizations, effectively does through the Pediatric Policy
Council. We have actively advocated for NIH funding for
research, Children’s Hospital Graduate Medical Education, Title VII & VIII health professions funding, Title V
Maternal and Child Health Block grant funding, and funding for preventive care services and WIC. We have fought
to protect Medicaid and CHIP as well as children’s health
insurance benefits as health care reform unfolds, and
strongly supported the Pediatric Subspecialty Loan RepayACADEMIC PEDIATRICS
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CHILDHOOD POVERTY IN THE UNITED STATES
Figure 1 shows different levels of poverty for children
from 1975 to 2010.3 A total of 22% are currently below
the federal poverty level (FPL)4 and almost half of these,
10% of all children, are in extreme or deep poverty. Poverty
has been stubbornly persistent for children, going up and
down with the economic cycles, but resistant to real
change. In general, 1 in 5 children grows up poor, and
we haven’t been able to do much about it.
The official US federal poverty level was developed in
the mid-1960s based only on food consumption: minimal
adequate diet by US Department of Agriculture standards.5
At that time it was assumed that food represented approximately one-third of family expenditures, so this number
was multiplied by 3 and adjusted for family size and has
been adjusted annually for changes in the average cost of
living in the United States.
There are 2 major weaknesses in the way we measure the
federal poverty level. First, food now costs between 10%
and 20% of budgets in most of the United States, not
33%. Housing and child care expenses now account for
much larger percentages of a family’s budget. Second,
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Figure 1. Percentage of children living below selected poverty thresholds, selected years, 19752010.3

regional variations in cost of living have a tremendous
impact. In a 2005 study of basic family budgets, estimates
of minimal budgets for a family of 2 parents and 2 children
ranged from 163% of the FPL in Casper Wyoming to 338%
of the FPL in Boston.6 Therefore, at least 200% and
perhaps as high as 350% of the FPL is the amount necessary for a family to barely meet its minimum needs and
has been referred to as a “family self-sufficiency standard.”
Families living below that level and above the 100% FPL
are living in “near poverty.” Research documents that
near poverty negatively affects the same cognitive, mental
health, social, emotional, and academic outcomes that
poverty affects.7 If we look at the numbers of children
living under 200% of the FPL, 43%, or nearly 1 in 2 children in the United States is poor or near poor.3
Children are the poorest group in our society (see Fig. 2),
and children younger than 5 years of age are even poorer,
with 1 in 4 living in poverty.4 Considering the importance
of early brain development, this is a national disgrace. In
contrast, only 9% of seniors live in poverty. These age
differences are even more dramatic when deep poverty,
that is, those who live at below 50% of the FPL, is examined. Children are 4 times more likely to be extremely
poor than seniors, or 10% versus 2.5%.
It wasn’t always like this. Figure 3 contrasts trends in
poverty among children and seniors from 1959 to 2010.
A half century ago, in 1959, seniors were the social group
with the greatest rate of poverty at 35%. Then came the
expansion of Social Security and the introduction of Medicare, and senior poverty plummeted to 25% in 1969, 15%
in 1979, and down to 9% today.8 The pattern for children is
a different story. Child poverty dropped from 27% to 14%
in the 60s due to Medicaid and other social supports but
began a gradual long-term climb so that now more than 1
in 5 children grow up in poverty. There are lessons in these
numbers. Government can work to make life better for
people. We have made decisions as a society to support
the elderly, but not to support, to the same degree, children.

If we took these government benefits away from seniors,
their poverty level would increase 5-fold, back up to
1959 levels. And I am not saying this to pit children against
seniors. What we have done for seniors is a good thing. The
question is: why not for children?
There are large inequities in poverty rates. More than 1 in 3
African-American and Hispanic children are living below
the FPL. And almost 1 in 2 African–American children
younger than 5 years of age lives in poverty.3 Minorities
are also likely to experience extreme poverty, as well as
persistent poverty and be poor for the duration of their childhood. Long-term rather than short-term poverty is associated
with the most severe impact on cognitive and socialemotional development. Families who are persistently poor
may also face concentrated neighborhood poverty as well
as family level hardship. Finally, they are also more likely
to lack “wealth” defined as net worth, the total value of assets
minus debts. There are vast differences of wealth or assets by
race. Overall, black families have a median net worth of
1/12th that of whites at the same income level and Hispanics
have 1/8th the net worth at the same income level.7
In summary, racial/ethnic minority children are much
more likely to be poor, much more likely to be extremely
poor and persistently poor throughout their childhood,

Figure 2. Percent living below the federal poverty level by age,
2010.4
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COMPARISON OF US POVERTY WITH POVERTY
IN OTHER DEVELOPED NATIONS

Figure 3. Percent poverty for seniors and children, 19592010,
selected years.8

and to lack assets that might cushion the experience of
poverty. And these inequities are magnified for the youngest children, who are going through rapid brain and skill
development.

How do we compare to other developed nations?
Figure 4 compares rates of relative childhood poverty
(percent living below 50% of the median national income)
among 35 developed nations.9 In the United States there
are greater poverty rates for children than almost all other
developed countries. The average for all 35 developed
countries is 12%, compared with 23% for the United
States. Only Romania has a greater childhood poverty
rate than the United States. As can be seen in Figure 4,
many European countries have childhood poverty rates
less than 10%. In addition, a number of these countries
have greater overall poverty rates than childhood poverty
rates, the opposite of what is the case in the United States,
where children are the poorest group in our society.10 This
positive outcome in other developed nations is the result of
government-led social policy to protect children.

Figure 4. The United Nations Children’s Fund Report Card 10. Relative childhood poverty: percentage of children (017 years) in households
with equivalent income less than 50% of the national median, in 35 economically advanced countries.9
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CONSEQUENCES OF US CHILDHOOD POVERTY
ON CHILD HEALTH AND WELL-BEING
The consequences to child health of poverty are well
known. They include increased infant mortality, low birthweight and subsequent health and developmental problems, increase in frequency and severity of chronic
diseases such as asthma, poorer access to quality health
care, food insecurity, increased accidental injury and
mortality, and increased obesity and its complications.11,12
Perhaps, however, the consequences of poverty for child
and adolescent well-being are even more critical than those
for health. These are the consequences that change their
life trajectories, lead to unproductive adult lives, and trap
them in intergenerational poverty.7,11 Children growing
up in poverty have poorer educational outcomes with
poor academic achievement and greater rates of high
school dropout. They also have less positive social and
emotional development and in turn have more problem
behaviors leading to so-called “trajectory-altering events,”
such as early unprotected sex with increased teen pregnancy, drug and alcohol abuse, and increased criminal
behavior as adolescents and adults.13 They are more likely
to be poor adults, with lower productivity and low earnings.
The lower productivity of poor children growing up to be
poor adults is estimated to lower our Gross Domestic
Product (GDP) by 1.3% annually. Together with the cost
of increased crime and increased health expenditures, the
total cost of childhood poverty is almost 4% of the
GDP.14 And all of these impacts on child well-being are
especially likely if children experience deep or extreme
poverty (50% FPL), long-term persistent poverty, or
poverty in early childhood.11

WHAT CAN THE US DO AS A NATION?
What can the United States do as a nation to reduce
childhood poverty? There are really 2 approaches, or 2
prongs of attack. One is to lift children out of poverty, and
the other is to alleviate the effects of poverty on poor children, both leading to improved health and well-being of
children and giving them a chance at more productive lives.
First let’s consider how the United States could really try to
lift children out of poverty. This involves the country first
making a commitment to do so, setting specific goals, and
using the power of good government to make it happen.
DECREASING THE LEVEL OF CHILDHOOD POVERTY:
LESSONS FROM THE UNITED KINGDOM
The United Kingdom is a model of a nation with an
agenda to end childhood poverty, and a good role model
for what we could be doing here in the United States. In
March 1999, Prime Minister Tony Blair declared war on
childhood poverty. He said, “Our historic aim will be for
ours to be the first generation to end child poverty.” Gordon
Brown, then Chancellor and later Prime minister, set
a further target of cutting child poverty by half in 10 years.
Over the next decade Blair and Brown committed considerable resources to attaining this goal: With the motto “One
Percent for the Kids,” an additional 1% of GDP was in-
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vested in families and children to decrease childhood
poverty.15–18
What did the British do? They focused on 3 major areas,
the first 2 to lift children out of poverty and the third to alleviate the effects of poverty on children. First they had an
agenda for promoting work and making work pay,
including establishing a minimum wage that moves
workers over the poverty line (consisting of 50% of median
wages, not 40% as in the United States, which cannot move
most families out of poverty), and a kinder, gentler version
of the welfare reform in the United States. Second, they
took steps towards raising incomes for families with children through expanded universal child tax benefits and
credits, an increased Working Tax Credit similar to the
US Earned Income Tax Credit for low-wage earning families, and generous child care tax credits that cover up to
70% of the costs of quality child care. These credits are
paid throughout the year so that families can use these
funds more effectively. They also made sure there were
more benefits for younger children. Finally, they invested
in children, especially early childhood programs, including
universal preschool for 3- and 4-year-olds, preschool for
disadvantaged 2-year-olds, extensive paid maternity leave,
and home visiting and other services for 0- to 3-year-olds in
disadvantaged neighborhoods.
The results are shown in Figure 5.16 In 19981999,
when the British began the effort, absolute childhood
poverty in the United Kingdom was 26.1%, greater than
in the United States (18.9%). As the result of the UK war
on childhood poverty, absolute poverty rates dropped
dramatically to 12.3% in 2008, and impressively, during
the deep recession, have continued to drop, so that in
2010 the rate was 10.6%.19 The opposite trend is seen in
the United States, with rates increasing from 18.9% in
1998 to 22.5% in 2010. Britain’s success in reducing childhood poverty over the past decade provides one very clear
lesson: where there is a serious public intention and effort
to decrease childhood poverty, substantial progress can be
made. If we in the United States think that there is nothing
that our government can do to reduce childhood poverty,
the British example clearly provides strong evidence of
what nations can, in fact, accomplish. High childhood
poverty rates are not an inevitable feature of our complex
and globalized economies. If Britain can cut childhood
poverty in half in 10 years, so can the US.15
As government in the United Kingdom switched from
Labour to the Conservative Party in 2010, there was a multiparty commitment to continue efforts to reduce childhood
poverty, and all 3 parties passed the Child Poverty Act of
2010.20 There is a continued commitment by the nation
and the government to reduce child poverty and what we
call near poverty by more than half yet again, by the year
2020.21 Will they succeed in reducing childhood poverty
and its effects further? I don’t know. I do know that we
in the United States cannot succeed because we have not
made a commitment, we don’t have goals, we don’t have
plans, and we are afraid of using government, the same
government that has done so much for seniors, to help
lift children out of poverty.
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Figure 5. Absolute childhood poverty in the United States and the United Kingdom, 19892009.16 Reprinted from Fast Focus, research brief
of the Institute for Research on Poverty, 8 (2010) ª 2010 by the Regents of the University of Wisconsin. Used with permission.

DECREASING THE LEVEL OF CHILDHOOD POVERTY: DO
MORE OF WHAT WE KNOW WORKS
One approach we can advocate for in the United States is
to do more of what we know already works. The US Census
Bureau and the US Department of Commerce developed
the supplemental poverty measure to more accurately
assess poverty. Government benefits and subsidies to
poor families are added as income, and necessary
expenses, such as child care for working parents, are subtracted from family finances.5 Using these measures, real
child poverty in 2010 was actually reduced by these
government programs by more than 4%, from 22.5% to
18.2%. The Earned Income Tax credit reduced poverty
more than 4% and food stamps by 3%.5,22 In contrast,
work and child care expenses increased poverty by 2%
and medical out-of-pocket expenses for the family
increased poverty by almost 3%.
Expanding high-quality child care options for families
and making it affordable with enhancement of the Child
and Dependent Care Tax Credit will simultaneously

decrease poverty rates and improve early childhood development.23 Furthermore, the Affordable Care Act is likely
to insure many parents who are not now insured and protect
poor and near-poor families from the significant out-ofpocket medical expenses they presently experience.
Together, these measures could decrease childhood
poverty by as much as 5%. And why not expand the Earned
Income Tax credit and permanently get rid of the marriage
penalty built into it?24 We should also learn from the
British and make these payments periodic so families can
effectively use the additional income for their children.25
These are real steps the United States could take as a nation
to use benefits and tax credits to decrease childhood
poverty.
PUBLIC SPENDING ON FAMILIES WITH CHILDREN:
COMPARISON WITH OTHER DEVELOPED COUNTRIES
A comparison of public spending in the United States on
families with children to public spending in other developed countries is sobering (Fig. 6).26 We spend a small

Figure 6. Public spending among selected developed nations on family benefits in cash, services, and tax breaks as percentage of each
nation’s GDP, 2003.26
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Figure 7. Average percentile rank on Peabody Individual Achievement Test-Math score by age and income quartiles. Income quartiles are computed from average family income between the ages
of 6 and 10.29 Heckman JJ. Skill formation and the economics of investing in disadvantaged children. Science. Jun 30 2006;312(5782):
1900–1902. Reprinted with permission from the AAAS.

amount of our GDP on benefits and tax breaks to families.
The average for other developed nations in this 2003 analysis is 2.4%. The United States only spends 1% of our GDP.
In contrast, the Scandinavian countries, such as Denmark,
spend 4% of GDP to help parents, including child
payments and allowances, parental leave benefits, and
high-quality childcare supports. We have a way to go to
even reach the average investment in families with children
of other developed countries. And it is not just Scandinavia. The United Kingdom was spending 3% of its GDP
on supporting families with children, well before their
latest Child Poverty Act.
THE OTHER PRONG OF ATTACK: ALLEVIATE THE EFFECTS
POVERTY ON CHILDREN
The other prong of attack on this problem, of course, is
to alleviate the effects of poverty on children; and here we
have ample evidence of effective programs, especially in
early childhood, as well as programs addressing school
and second chance job training. The problem is that we
haven’t implemented what we know works.
The clearest case for interventions is for investments in
early childhood. We know that brain architecture and skills
are caused by an interaction of genetics and individual
OF
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experience. We know that the skills needed to be a “competent adult” and the underlying neural pathways are hierarchical, that is, each level builds on earlier foundations. We
know that cognitive, language, and social-emotional skills
are interdependent and are all important both individually
and through interaction with each other. We also know that
early childhood is the most plastic and receptive time to
environmental influences and interventions. And finally,
we know that focusing on the family and on parenting is
as important as focusing on schooling, in fact more important.27,28
Early childhood is where the action is. Figure 7 shows
math achievement scores from age 6 to 12 by income level.
The majority of the gap caused by income at age 12 is
already there at school entry, with little change after that.
By third grade, gaps are stable by age, suggesting that it
is hard to make up for an inadequate early childhood environment in the home.29,30 The same outcomes are true for
reading skills. By the 4th grade, half of poor children have
difficulties reading and most will never catch up. To quote
James Heckman, 2000 Nobel Laureate in Economics,
“Investing in disadvantaged young children is a public
policy initiative that promotes fairness and social justice
and at the same time promotes productivity in the
economy and society at large.”29
We have good models of early childhood programs that
work. Figure 8 shows the High/Scope Perry Preschool
Program findings when graduates reached age 40 years.31
As can be seen in Figure 8, the program had impacts on
IQ at age 5, basic achievement at 14, high school graduation rates, earned income and employment, and led to
fewer arrests (and fewer arrests for violent and drugrelated crime). In addition, more graduates of the program
owned their own home, owned a car, and had savings
accounts. There was significantly less use of social service
programs. And more men raised their own children. Cost
benefit analyses have shown cost-benefit ratios of 10 to 1
or more!31
Home-visiting programs targeting parenting and
improved child development outcomes have also been
shown to be successful. They are less intensive and less

Figure 8. Major findings: High/Scope Perry Preschool study at age 40.31 From The High Scope/Perry Preschool Project Through Age 40:
Summary, Conclusions, and Frequently Asked Questions. Ypsilanti, MI: High/Scope Press; 2005. (p. 2) by Schweinhart LJ, Montie J,
Xiang Z, et al., Ypsilanti, MI: HighScope Press. ª 2005 Year HighScope Educational Research Foundation. Used with permission.
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expensive than programs like High/Scope Perry. One
example is the Parent-Child Home Program, which
provided twice-weekly visits for 2 school years to poor,
low-education mothers with 2- to 3-year-old children.
Intervention children had significantly increased pass rates
of cognitive skills assessments in the first grade compared
with all children, poor children, or other African-American
children.32 All these results were statistically significant.
Other replications of this intervention have been shown
to increase high school graduation rates significantly, so
long term effects are also seen.
Finally, least intensive, and least expensive are interventions in primary care pediatric programs serving poor children. These programs have also shown results, although
there are as of yet no long-term studies of these programs.
Reach Out and Read now reaches more than 4 million children per year, about one quarter to one third of all lowincome children in the United States. It has been shown
to increase parent reading aloud to their children and to
increase child receptive and expressive language.33 Other
somewhat more intensive interventions have also been
studied. The Video Interaction Project for children from
birth to 3 years, developed at Bellevue Hospital, has been
shown to increase parent-child interactions and vocalizations; improve child cognitive, language and social
emotional development; and reduce the need for early
intervention services.34,35

SUMMARY AND CONCLUSIONS
In summary, as a nation:
 We need to commit to reducing childhood poverty and
alleviating its effects.
 We need to emulate the United Kingdom and set national
goals, make long term plans, and delegate responsibilities.
 We know how to help through benefits, cash transfers,
and tax breaks: Let’s do more! Let’s go from 4% help
to 10%! Let’s make a commitment to spend “One
Percent More for the Kids.”36
 Science supports a focus on early childhood programs:
We should fully fund preschool, home-visiting, and
primary care pediatric interventions for all poor and
near poor children.
What can the APA do as an organization?
 We can raise our voices: make this our greatest priority
advocacy activity.
 We can make it our business: act!
– Our Committees, SIGs, Regions can discuss this
issue, write policy papers, hold workshops, and
sponsor symposia and plenary sessions at Pediatric
Academic Societies’ Annual Meetings.
– We should publish a special journal issue/supplement
on childhood poverty, not only to review the evidence
of its impact, but to suggest solutions.
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– We should and will create a Task Force on Childhood
Poverty to lead these efforts.
 We should educate our residents, fellows, and young
faculty about this, the most important problem facing
children in the United States today.
 And we should lead from the front: We should reach out
to engage our pediatric colleagues in other organizations
so that we can speak with one voice.
There are many voices of hate and selfishness and knownothingness in our country now. We can hunker down and
try to do what we know how to do. And we should continue
to do what we do well, including promoting research,
education, and professional development. There are those
who say, let’s wait it out; perhaps it will get better. Some
espouse a realpolitik approach: let’s not alienate the powers
that be and interfere with our ability to accomplish the good
that we can accomplish. I say that we go to sleep every
night knowing many children are hungry, that many will
never graduate from school, that many will never become
productive adults, and that many will never be able to, as
our Declaration of Independence says, pursue happiness.
I say, we must at least try, as individuals, but more importantly as the APA.
So, as an agenda for children and adolescents for the
APA, let us pledge together to speak out about childhood
poverty, and all the important issues that affect the life
trajectories of children and adolescents. Let us feel powerful. We are the most important advocates for the most
vulnerable children and families. What we say in unison
matters to our elected officials and policy makers. Let us
focus on starting the long process to end childhood
poverty. All great changes start with a vocal few.
All religions have the concept of social justice, compassion, and mercy: responsibility for our fellow humans.
Almost two thousand years ago, the rabbis writing the
Talmud, reeling from the trauma of the destruction of Israel
by the Romans, wrote of “Tikkun Olam,” the duty to repair
or perfect the world. I believe that pediatricians in general
and APA members in particular believe deeply in that principle. The rabbis said, “It is not your obligation to complete
the task of perfecting the world, but neither are you free to
stop from doing all that you can.”37 And I say, “We in the
APA don’t have to complete the task of ending poverty for
children, but it is our obligation to start trying to do so and
to do all that we possibly can.” If not us, who? If not now
when? Remember, the children are depending on us!
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