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Still in Peril: The Continuing Impact of Poverty and Policy

On America’s Most Vulnerable Children

Summary

Compared to other modern political campaigns dverpiast sixty years, the run-up to the 2012
elections seems particularly devoid of substardigeate on critical issues or real solutions to
unmet challenges. One of the most pressing contacimgy the U.S. relates to how we are—or

are not—addressing the needs of America’s children.

In fact this is an appropriate and compelling monterassess the overall status of children with
respect to trends in poverty, homelessness, famturity and selected specific child health
challenges that continue to affect the nation’steaferable children and their families. While
progress has been made (including the passage &fttild Health Insurance Program in 1997
and its reauthorization in 2009 as well as improwashunization rates), rates of child poverty,
homelessness and a number of specific health itwdgchave stagnated or worsened over the

past quarter century.

For instance:
» Child poverty rate in the U.S. in 1987 was 21.4%mpared to the current rate of 22%
* Estimated number of homeless children in the Lth3987 was 1 million; currently 1.6
million
* National childhood asthma prevalence was 8.8%t&1880s, now 13.6% with much
higher rates in inner city or homeless populations

» Childhood obesity was at 11.2% of total child p@piains in 1987; now is at least 18%

During this 25-year span, political control of goweent at every level has shifted back and
forth between the two major parties. And the natil@tonomy has also cycled between times of
great prosperity and times of dangerously depressedomic indicators, including high
unemployment, massive budget deficits and deessene

Yet an unfortunate constant, through good timestaat] has been the seemingly intractable
childhood poverty levels and an unstable, increggiporous safety net for children who have



immediate need for food security and accessiblecakdare. While food and health care are
immediate and urgent challenges, permanent sokitmpersistent poverty and strategies to
implement a rational, affordable health care systemain elusive or highly vulnerable to

political and ideological attack.

Sadly, for very disadvantaged children, the abtlitypucceed in school and life is profoundly
affected by unmet health care needs. In the abs#rtorely access to the right kind of health
services, the chances of a hearing or visual defaing undiagnosed is high. The same is true
for an early developmental deficit, environmentgd@sure to lead, chronic anemia or a host of
other conditions that can undermine brain develagne®gnitive capacity, and the chance of
achieving success in school. This is a major canaeuch exacerbated by the prevalence of
sub-standard schools in the communities where ttigg#ren live.

If yet another generation of children are losthe tinmet challenges of poverty, poor access to
appropriate and timely health care, and an inghiitfix our educational system for all children
in every community, the next 25-year report froml@en’s Health Fund will be written when
America’s global leadership is diminished in wayattare impossible to imagine. Every child
that has been cared for by Children’s Health Fungqams since 1987—and all those who
didn’t have such opportunities—is part of the vitdric of our society. The extent to which they
are able to succeed at their full potential willedenine the fate of our country in the decades to

come.

Children’s Health Fund: 25 Years of Health Care forMedically Underserved Children
Throughout the 1980s, stories in the press abeugtbwing crisis of homelessness in New York
City became increasingly frequent and more dranaatithe media reported on growing numbers
of homeless families and the deplorable conditmfrthe city’s welfare hotels and shelters.
These facilities became the mainstay of a shejtem that was simply unable to accommodate
a homeless population that seemed larger and megitheevery passing day. What's more, it
was clear that homelessness was taking a partigtdarible toll on children.

Intended as a short-term response to an urgeméneat and what was then considered to be a

“temporary” crisis, pediatrician Irwin Redlener asidger-songwriter Paul Simon created



Children’s Health Fund to bring doctors to the diwep of New York City’s homeless shelters
and provide badly needed care to the childrendiwmextreme urban squalor. They, along with
Karen Redlener, designed and funded a unique -&gjiypped mobile clinic, outfitted it with all
the facilities of a conventional pediatrician’sio#f, and started the New York Children’s Health

Project, the first direct medical care initiativieGhildren’s Health Fund.

Twenty-five years later, Children’s Health Fund atsdNew York City programs continue to
play a key role in assuring access to quality éarédomeless and other medically underserved
children and their families. While conditions inrheless shelters have qualitatively improved,
the number of homeless children has dramaticallyesh On an average day in 1987 there were
nearly 11,000 homeless children in New York Citjile there are now almost 18,000. Across
America, there are currently at least 1.6 milli@mteless kids, up from an estimated 1 million in
the late 1980s.

Today, after program expansion and replication|dZéin’s Health Fund has gone from the
single mobile pediatric clinic serving homelessltie in New York City in late 1987 to a
national fleet of 50 mobile clinics. [1, 2] Workingth partners, including major academic
medical centers across the country, Children’s tHdalind’s national network provides high
quality health care to some of the nation’s mostexable populations. The New York
Children’s Health Project, which remains the Furftigship program, now includes four mobile
clinics providing medical and dental care at 11 blmss and domestic violence shelters. The
remainder of the fleet provides service in 16 ostates and the District of Columbia. In
addition to its mobile clinics, Children’s Healtlurid has also established fixed site and school-
based clinics in underserved communities with maghs of poverty where access to other
sources of medical care is extremely limited. Figséd programs in New York City include the
South Bronx Health Center, the new Center for CHiclth and Resiliency, and a school-based

health care program in Harlem.

For 25 years, the doctors and medical professiomlatswork in these programs have witnessed
firsthand the impact of poverty on America’s chddr In early 1988 when the new mobile

pediatric program was barely two months old, DrdIReer and his team were already seeing



many young children who were under-immunized aritsng from hearing loss, speech-
language delay, asthma, nutrition deficits, andtemal problems. Some children needed
specialty care and many required extensive tratsiian assistance to get it. [3] Those needs are
still present and, if anything, more severe in 200t#ough the years, Children’s Health Fund
expanded and enhanced its scope of care, develspiatjons to the access barriers that families
living in poverty face and creating a “medical hdrfoe its patients to provide the
comprehensive, consistent and high-quality health that all children need, especially those
who are burdened by persistent poverty.

After providing nearly three million health caresits for children in New York City and across
the U.S., Children’s Health Fund has developedhtsithat are relevant to understanding the
current needs of the nation’s most disadvantagédreh. These health care services have
included diagnosis and management of acute andhichitimess, preventive and health education

services, oral health care and extensive manageshesti/chological and behavioral challenges.

It is reasonable to conclude, however, that overctiurse of this past quarter century of failing
to meet the needs of so many very vulnerable @mnldve have allowed yet another generation
to grow up facing adversities and disparities thiditdeny many the opportunity to reach their
full potential. Yes, Children’s Health Fund hasdbed, and likely improved, the lives and life
chances for hundreds of thousands of extremelyldesdaaged children and families. But too
many children did not have access to the Fund\waré&tof pediatric care or other similar

programs that seek to provide this same kind efiié.

The 1980s: A Decade of Rising Income Inequality anbBoverty

In the post-World War Il period, the vast incomednality between the wealthiest and poorest
segments of the population that had characterizest of the first half of the century began to
decline. This trend continued through 1968. Theg&r working class and middle class
families were lost in the years that followed, d&ydl982, the 1947 level of inequality was re-
established. By 1985, the fifth year of the Reafydministration, the after-tax income of the
wealthiest 1% of Americans was nearly 100% highantit had been in 1979, while the income

of the lowest 20% of Americans showed a steadyirecl



As would be expected in this distribution of incoama wealth away from the poor and middle
class, families with children were hardest hit.vi8stn 1979 and 1983, there was an increase in
child poverty from 16% to 22%. Poverty among prestichildren (under 6 years old) increased
from 18% to 25%. Even though there was a 16% iser@gaaverage annual income between
1983 and 1989, there was not a proportional deergashild poverty. In 1989, 20% of children
(22% of children less than six years old) weré kting in poverty. [4]

There were significant race-ethnic disparitiesnicoime distribution and poverty. The highest
poverty rates were found among young children aafpgin single parent households. The
disparities are striking when these poverty ratesantrasted with the total minority population.
In 1987 32% of children living in poverty in the&J.were African-American, comprising 48%
of African-American children less than six yeard.@imilarly, while 21% of poor children in
America were Hispanic, they accounted for 42% biH&dpanic young children. By comparison,
only 13% of white children less than six yearswkte poor. Poverty was predominantly

concentrated in the inner city (31% child povesdte) and rural areas (28% child poverty). [5]

Rising income inequality has continued to the pneday. By 2007 the top 1% controlled 35%
of the nation’s wealth while the bottom 90% coridlonly 27% of wealth. That year the degree
of disparity between the nation’s richest and psoheuseholds reached the highest level since
the 1920s, before the Great Depression. Most ofligpmarity was accounted for by the
increasing proportion of the nation’s wealth colea by the richest half-percent of households.
[6] This increase in income inequality reflectecfes in the distribution of earned income and

policies between 1980 and 1985 that reduced thgr@ssivity of federal taxation. [7]

The Rise of Family Homelessness

In the 1980s, competition for affordable housingitarce. Throughout the decade federal
funding for the Department of Housing and Urban &epment (HUD) was cut while
simultaneously the number of families in need afding assistance increased and the nation’s
stock of affordable housing units decreased. Ttresels are shown in the table below for 1980

and 1986, by which time family homelessness hadreca crisis®

! There are conflicting reports of the HUD budgetingy the 1980s; however, it is generally accepked there were

5



Federal Budget and Supply/Demand of Affordable Housing
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In the 1987 report that compiled these statisties United States Conference of Mayors found
that demand for low income housing had recentlyeiased by an average of 40% in the 25 large
cities surveyed. The average wait for subsidizedsing was 18 months and two out of three

families in need of public housing or rent subssdied not get any assistance. [8]

By 1989, 3.5 million poor households (56% of paamters) spent half or more of their income
on housing. About one million poor households warebled up or otherwise living in
overcrowded conditions. [9] Studies at the timenfbthat the principle reason families became

homeless was unmanageable housing costs. [10]

The insufficient supply of affordable housing was@mpanied by a predictable increase in
demand for emergency shelter for homeless famal@sg with a dramatic shift in the
demographics of our cities’ homeless. For the firse since the Depression, families with
children were emerging as the new homeless, witlivanage 22% annual growth in numbers. In

nearly three-fourths of the cities surveyed, fagsiwith children — typically single mothers with

very significant cuts during this period.



young children — comprised a majority of homelessgte. In New York City, children less than

six years old were the largest homeless population.

In New York and elsewhere the real number of famithat became homeless during the 1980s
is far greater than indicated by any statisticahsuee of the growth of homelessness. [11] Poor
families who lost their own home typically doublaad tripled up in the home of another family.
Reversing a 30-year decline, between 1978 and t@88umber of families doubled up and
living in overcrowded conditions increased by 10@an estimated 2.6 million families. [8] In
1989 the U.S. General Accounting Office (GAO) estied that there were nearly three times as
many children and youth living in doubled up coiwis as were counted as homeless. [12] In
New York the City Council estimated in 1989 thatrenthan 100,000 families were doubled up
(including 35,000 in city housing projects). [13]

There was concern at the time that the undercduhechomeless may have been intentional. A
member of the House of Representatives characteaia®84 report by the federal Department
of Housing and Urban Development (HUD) to undeestaeé number of homeless families as
“intentionally deceptive.” [14] During Congressidiearings on the Urgent Relief for the
Homeless Act (later known as McKinney-Vento), theaNYork City Human Resources
Administration Commissioner suggested that "pers$ioimgy doubled up with other households,
people living in grossly substandard housing, agapte living in institutions who lack a place to
live upon discharge" should not be counted as hessello do so "would greatly expand the
number of people eligible for assistance....” [(61992 during the administration of George
H.W. Bush, the U.S. Census Bureau was sued fdoetaliely undercounting the homeless in the
1990 census. These census data were to be usetdfiédaral funding levels for municipalities
beginning in 1993, so the undercount was viewed ragans to reduce federal assistance levels

and expenditures. [16]

Differences in how to define homelessness is only@f the many complexities that make it
difficult to accurately quantify the extent of theoblem of homeless families with children.
Surveys and research at the time used differerttadstof counting the homeless, e.g., how

many are homeless on one night vs. how many experiperiods of homelessness during one



year. [17] Data nonetheless show that by 1990 hessdhmilies with children made up 36% of

homeless Americans, and one-fourth of the homeless children. [18]

The Impact of Homelessness on Children

Health and Development

In 1988, estimates of the number of homeless amldr New York City varied but most agreed
that it was approximately 11,000. [19, 20] Abouetfourths of homeless families were placed
in “welfare hotels,” with entire families staying & single room furnished with a bed, desk and
dresser, no kitchen and sometimes only a shardaddwen in the hallway outside the room. Cots
or cribs were supplied to accommodate larger failOnly 8% were placed in apartment style

shelters with a kitchen and bathroom. [11]

New York City paid about $1,300 a month per fanfidiyrooms at its most notorious welfare
hotel, the Hotel Martinique. The Associated Preg®rted that some rooms had been illegally
subdivided to 9 x 12 feet and did not have priletthrooms. [21] Once placed in a welfare
hotel, families would typically have to wait up 18 months for help with rehousing. [22] Some
meals were provided, but not for all residents, ase of a hot plate could have resulted in
eviction. These conditions predictably had a negdtnpact on child health and nutrition, and

welfare hotels were New York Children’s Health djs first service sites.

Through its New York Children’s Health Project, @nen’s Health Fund provided care to 2,900
pediatric patients representing over one-fourtthefcity’s homeless children. More than half of
these patients were preschool age; their mean ag8&6 months. Consistent with national
trends, immunization status was low and nutritiggrablems high. Controlling for missing
immunization records, 47% of children 19 to 35 nhgndld were up-to-date for all vaccinations
on their first health care visit, a rate generathynparable to that of other poor and low-income

children? One-fifth of children less than three years ol@.8%) had iron deficiency anemia and

2 Data for tracking of national immunization ratessvegandardized in 1994 through the National Immation
Survey (NIS). The NIS methodology reports up-toedstatus for children 19-35 months old rather #ia24
months or preschool entry as had often been danaqusly. The NIS statistical methodology was cleghi;n 1998
for improved accuracy. See: U.S. Department of tHealHuman Services, Centers for Disease Control &
Prevention (CDC). U.S. Vaccination Coverage Repbvta NIS. Available at: http://www.cdc.gov/vaccaistats-
surv/nis/default.htm#chart. Accessed July 24, 2012.
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8.7% were diagnosed with underweight. The obeaity in the homeless population was 14.2%
compared to 10.0% nationally (1988 federal houskbofvey data, NHANES). Notably higher
was the asthma rate of 14% at a time when thematasthma rate, based on the National
Health Interview Survey, was 8.8%423]

SPOTLIGHT: YOUNG CHILDREN AT THE HOTEL MARTINIQUE

There was a day care center in the ballroom of the Hotel Martinique which mrovide
comprehensive full-day preschool education and child care services. Each dagais@nu
two snacks were served, and the children had a nap time. In a review of the health and
development of 87 three- and four-year-old children who lived at the Hotel Martinique and
attended the day care center:

* 52% were not up-to-date for immunizations prior to day care entry;

e 13% had been diagnosed with asthma (which may have been under-reported begause of
prior poor access to care);

* 4 children had pneumonia while at the Martinique;

» 3 children had been hospitalized for diarrhea and dehydration;

» 2 children were diagnosed with conductive hearing loss secondary to chronic middle
ear infections;

e 75% showed signs of emotional disturbance, including severe impulsivity, mood
swings, severe separation anxiety, sleep disturbance, and extreme oppositional and
manipulative behavior;

« 75% were sufficiently speech and language delayed to be eligible for prescloal spe
education servict. [24]

There were multiple reports of health disparitifecing homeless children. The New York
City Department of Health found that more than loalfiomeless preschool-age children had
significantly higher rates of under-immunizatiordangh lead levels (which can affect cognitive
functioning and school readiness) compared to ddedipoor children. [25] Among school age
children, studies done in Boston showed abouthedfdevelopmental, psychiatric and/or

learning problems. [26]

Most children did not have a source of pediatrie@nd frequently used hospital emergency

% There is a range of estimates of national pediasthma prevalence depending on the methodolay; Based
on the 1987 National Medical Expenditure Surveyrigd’ prevalence, a snapshot of prevalence at aifsppoint
in time was 8.8% while lower childhood asthma ptemee rates were also presented, e.g., “treatexlapence at
4%. [P Lozano, SD Sullivan, DH Smith, KB Weiss. Tleonomic Burden of Asthma in US Children: Estirsate
from the National Medical Expenditure Survdgurnal of Allergy and Clinical Immunology. 1999; 104(5): 957-
963.] Federal asthma prevalence tracking methogolas redesigned and better standardized in 1997.
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departments. [27] Nutrition problems were evideniogdiigh rates of underweight, obesity, and
iron deficiency anemia. Adding to the nutrition plems of homeless children was a federal
policy that cut food stamp benefits for homelessilias. In the new policy, the rental payments
made to hotel owners were to be considered asyanubme, reducing their eligibility for food
stamps. Initially this was not enforced; howevel @86 the federal government threatened to cut

off all food stamp assistance to states that didmplement this policy. [28]

Education

Homelessness also had a profound impact on progresfiool. In 1989, Advocates for

Children of New York reported a high percentageloldren in homeless shelters had to change
the school they attended several times during &ae. y-or example, more than one-fourth of
students in the shelter system for six monthsss &tended three or more schools during that
short time period. More than three-fourths hadaogfer school at least once, in part because
71% of homeless families had been placed in sisaldboroughs different than their prior

borough of residence. [29]

Litigation was required to establish the legal tighpublic education for homeless children.
Many were denied enroliment because, being homelesg did not have a permanent address.
In other instances, children were sheltered inraa ather than their prior community of
residence, so they did not meet the residency reaent needed to enroll in the new school
district. Nationally, 43% of an estimated half maifi homeless children did not attend school in
1987 primarily because of residency or transpamaissues. [30] In New York City homeless
children were generally absent from school onevordays a week; some did not attend at all.
Long periods of absence, a month or longer, weteincommon. Because families were often
distantly placed from their communities of origiong bus rides were needed to transport
children to school. [31]

The 1987 passage of the McKinney-Vento Act wasiiel to safeguard the entitlement to a
free, appropriate public education for homelesklobm. [32] Also included in the legislation
was transportation at the parents’ option to thmstthat the child had previously attended. [33]

In 1989, two years after the law passed, the Uegpallment of Education estimated that one-
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third of the nation’s school-age homeless childg#lhdid not attend school. [34] In 1990,
compliance and enforcement of McKinney-Vento reradiproblematic. The Department of
Education had not made adequate funding availaltleet states and did not effectively monitor
compliance. For example, in the nation’s capitastiict of Columbia school officials had not
yet defined who would be considered homeless agibkd under the law, and transportation

barriers kept half of homeless children from regylattending school. [35]

A Disinvestment in Poor Families and Children

Housing was not the only area in which there wageificant disinvestments at the federal level.
The health sector was also hit hard by federal budgts. Among the programs suffering serious
budget cuts were the Public Health Service, theoNat Center for Health Care Technology, and
new health research. Medicaid was a particulaetafates were afforded more discretion in
their administration of Medicaid. Block grantingeftitliement programs, which had been
previously discussed but not enacted in the NixwhFord Administrations, consolidated 21
categorical federally-funded programs into fourdkdgrants for preventive health care, mental
health, maternal and child health, and primary sareices. This ceded control of health care for
vulnerable populations to state and local goverrimevho had to manage these programs with
about $2 billion less in 1983 than had been avklab1981. [36]

At the start of the 1980s, the health status ofileeome children was notably worse than that
for middle- and upper-income children, and they éggerienced more days with activity
limitations. [37] By 1985, the number of Americamghout health insurance had increased 25%
since 1971. Children comprised 40% of the natiposr, and two-thirds did not have Medicaid
coverage. Those with Medicaid generally got carfe@erally qualified health centers; however,
1982 budget cuts forced the closing of 250 of tisedety net health facilities, which had been
the major source of care for more than one milpeople. More than one million children lost
supplementary nutrition programs due to budget twupograms like WIC. The direct impact of
federal health care spending cuts was disprop@taiy borne by pregnant women and young
children in poverty. Despite difficulties obtainidgta, partly due to federal budget cuts to the
agencies that tracked health indicators, in 198&# reported in thdew England Journal of
Medicine [38] that since 1981.:
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* Fewer pregnant women received prenatal care, arse twho had recently lost insurance
were also least likely to get timely prenatal care;

* There was a significant increase in anemia amoegnant women;

« There was a notable increase in low birth weigliveges;

* Improvements in national infant mortality ratesvehal;

» Hospitalizations for failure to thrive and for diaea and dehydration increased,;

* Childhood anemia rates increased;

* There were increases in young children with elev&ad levels and with clinical lead
poisoning;

* In 1984, there was an increased incidence of me&sl¢he first time since 1963, a sign
that children were not receiving vaccinations as pipreventive care. Studies at the
time showed a direct association between federalifig cuts and increased incidence of

measles.

By 1988 and the end of the second Reagan ternstamated two million children were using
hospital emergency rooms as their usual sourcediffric care nationwide. Most likely to do so
were minority children in single parent househaoktgardless of whether they had Medicaid or
were uninsured. [39] Children living in poverty whad asthma were four times more likely

than higher-income children with asthma to usesphal emergency room for sick care. [40]

In New York City, young children had high ratededd exposure. Available data reflect only
children with high blood lead levels; 61% of thadentified with lead exposure had lead levels
from 25 and 34. Lead levels as low as five are nomsidered to be a potential harm to the child.
Most of the exposed children were less than twosyell. Lead exposure for young children is
associated with higher risk of significant develatal delay. [41, 42]

The 1990s: Declaring an End to Homelessness?

In December 1988 the city closed the Hotel Martieignd two other large welfare hotels.
Families, many of whom had been homeless threes ygdonger were rapidly rehoused during
the last three months of 1988, mostly to newly veted city owned buildings. [43] The reasons

for this policy shift were not entirely clear. Otineory at the time, as reported in thev York
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Times, was that “the scourge of homelessness....actiagnaagnet for drug dealing and street
crime” interfered with real estate development grddd Square. [44] Another theory was that
New York City officials wanted to avoid assumingigher proportion of the cost of sheltering
homeless families because of a policy shift progdsethe Reagan Administration which would
reclassify homelessness as a short-term emergeuwldynait the federal share to three months of
shelter cost. [45]

Throughout this period there had been a shelteoofpor families, far worse than welfare hotels,
called congregate shelters. These typically wareses with huge open spaces and hundreds of
cots lined up side by side. Homeless families withdren were intermingled with homeless
single adults. While families were not supposelldéglaced in these shelters for more than three
weeks, many stayed longer. It was typical for a éless family to have spent several days
sleeping in a city office (“Emergency AssistancatQrhen weeks in a congregate shelter and

years in a welfare hotel. The congregate shelters also slated to be closed by 1990. [46]

It did not take long, however, for the number ofrfedess families to rebound and soon exceed
the levels seen in the 1980s. By 1993 there weee@d number of 5,600 homeless families
with more than 12,000 children in New York City KbBes on any given night. Because of
insufficient shelter availability and delays in oeising families in available city owned
apartments, up to 175 families slept in city offi@ach night.

With the closure of the welfare hotels and congregaelters, shelter conditions were much
improved for families placed in city transitionausing. Most shelter facilities were apartment
style with multiple bedrooms and a bathroom andhi@h. The quality of housing offered to
homeless families, however, was substandard aed pfoved unacceptable, with gas leaks,
malfunctioning plumbing, structural damage, etctiiut subsidies, rents often became
unaffordable and families were evicted. [47] Thaseamong the reasons why a new problem in
homelessness emerged: recidivism, families rotatirand out of the shelter system. [48, 49]
This was reflected in studies of homeless compareldmiciled poor children that found the
differences in their functioning to be narrowingpecially with regard to academic and

behavioral functioning. [50] Similar trends held fwmeschool aged children. Homeless young
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children experienced greater levels of stress th@mheir housed counterparts (residential
instability, violence exposure, etc.). While thiasweflected in somewhat greater levels of
problem behaviors, homeless children were not fdarfthve a higher prevalence of emotional
and behavioral problems consistent with a psyahidtagnosis. A major factor in whether the
child showed signs of emotional disturbance was el his or her mother coped with stressful
life events. [51] Homeless children continued taenevorse health status, however, reflecting
problems associated with substandard housing altesplacement, including poor nutrition
and restricted access to health care. A 1993 studyd homeless children to have higher rates
of iron deficiency anemia and under-immunizatiorthwnly 30% of homeless children up-to-
date for their vaccinations. [52] These studiasstliate the extent to which periods of

homelessness had become an integral part of trexierpe of being poor for many families.

Following the closure of the welfare hotels andgregate shelters, many families were
rehoused in communities without adequate servinekiding health care. Follow-up with
rehoused NYCHP patients in the Bronx revealedri@dt no longer had adequate access to
health care. A 1990 CHF study found that childrad to wait several months for a health care
appointment in their inner city communities. Comity®ervice Society found in their study of
248 primary care doctors in these neighborhoodsoihigt six provided minimally acceptable
hours of operation, coverage, and hospital affdiatthat is, were accessible to patients for
timely health care services. [53] Health budges @antinued into the early 1990s and began to
erode a critical component of the health care gafet, community health centers. Public health

services in low-income neighborhoods had to beioakiding school nurses. [54]

In response to these problems and to maintainrangiof care, Children’s Health Fund sent a
mobile clinic to a central location in the Bronx evk families had been relocated. This evolved
into a new bricks-and-mortar community health ceritee South Bronx Health Center for

Children and Families, which opened in 1993.

While many factors were involved, continuing ecomoproblems associated with fewer non-
skilled employment opportunities, low and stagneages and increasing housing costs were

most prominent. Homelessness continued to growtirehe 1990s despite the otherwise
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prosperous economy. It was estimated that betw@@/®00 and 1.4 million children were
homeless annually in the U.S. An estimated 10%oof people, with single parents and children

most vulnerable, were at imminent risk of homelessreach year. [55]

Overall income distribution trends in the decadéhef1990s, however, were positive. The
benefits of economic growth from 1990-2000 were erexmjuitably distributed across the U.S.
population than was the case from 1979-1989. Thases, which especially benefitted poor and
low-income populations (African-Americans, singletimers and their families), were most
pronounced during the Clinton Administration fro898-2000, and the magnitude of
improvement in income equality was similar to tba¢n in the decades immediately after World
War Il. [56]

SPOTLIGHT: SHELTER CONDITIONS IN THE 1990s

In 2000, CHF surveyed family shelter administrators around the country for thal fidéalth
Resources and Services Administration, Bureau of Primary Health Ca289NMespondents)
to explore nutrition practices and shelter living conditions. These are key snding

* Nationally, families had an average length of stay between five andneagiths;

* Only 71% of shelters accepted all children regardless of age. Foremith children
outside the acceptable age range (especially adolescent malesgsfaiadito split up
in order for mothers and their younger children to get shelter;

* Families had their own kitchen in only one shelter in four (24%);

*  60% of shelters did not allow families to store food in their shelter room;

» Some shelters had a communal kitchen shared by up to 10 families;

* 20% of shelters provided neither kitchen facilities nor meals;

* One-third of shelters did not provide assistance to families with rehousing; and

* Only one-third provided access to health care services.

—

CHF also surveyed 130 providers of health care for homeless families and found that:
* 46% reported concern about high rates of iron deficiency anemia;
» High rates of obesity were a ubiquitous concern;

» 70% reported that families could not afford enough food to get through the month [57]

Child Health and Homelessness in the 1990s

The rate of uninsured children in the U.S. incrddsem 20.9% in 1977 to 30.8% in 1987, and
one consequence was under-immunization. A natimealsles epidemic erupted between 1989
and 1991 with 55,251 cases, 11,251 hospitalizatemd 136 deaths. New York City had the

highest number of measles cases of any locale83;ddes with 1,109 hospitalizations and 24
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deaths. This increasing incidence of measles waktectto under-immunization of preschool-
aged children; by 1991 the immunization rate in Néawk City had fallen to 40%. Preschool
immunization rates were low at the time becauskli@n too often caught up on immunizations
when they entered kindergarten to meet regulagguirements for school entry. [58-60] The
Children’s Defense Fund found similar increasesdamdence of other vaccine-preventable
diseases, mumps and whooping cough, and naticihalig were at least 100,000 preventable

cases of these illnesses during this period. [B]L, 6

In 1991 the National Commission on Children expedsstrong concern about children in poor
health and limited access to care because of, awihieg reasons, the low immunization rate.
Lack of health insurance had increased througli 888s as did child poverty and the proportion
of children in single parent households (17% in7,25% in 1987). Children raised by a single
parent were especially unlikely to be covered byleyer-provided family health insurance.
More low income families with employer-provided evage were paying out-of-pocket
contributions, and the high cost of these contrdng affected the family’s ability to maintain
continuous coverage. One-fourth of children whoenarinsured for all or part of a year did not
have a usual source of pediatric care, and childigminterruptions in their health coverage
were less likely to have a usual source of healtk than continuously uninsured children. [63]
Not having a regular source of health care is agsstwith delayed treatment for illnesses,
inadequate management of chronic conditions suelsthsna, and not receiving preventive care

including immunizations.

Public Health Insurance Expansion and Improved Chidl Health

Important gains were made in the health of poorlamdncome children later in the decade,
notably through the 1997 expansion of Medicaid cage and passage of federal legislation to
assist states in providing child health insuranogams. Medicaid expansions prior to the
CHIP legislation led to a reduction of uninsureddren from 30.8% in 1987 to 23% in 1996.
[64] The State Child Health Insurance Program (S Hbw known as CHIP) was included in
the Balanced Budget Act of 1997 as part of the @& ecurity Act (Title XXI). Through this
law, states may target low-income families whoarer the income threshold for Medicaid

eligibility and unable to afford to purchase comamgrinsurance on the open market. Cost
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sharing (monthly premium plus deductibles, co-paysieetc.) is permitted but may not exceed
5% of the family’s income, and no cost-sharing raayapplied to preventive health care
services. A formula is built into the law to deteémmthe percentage of total cost to the states that
will be covered by the federal government. Statag aiso determine the scope of their benefit
package, and typically SCHIP coverage was lessisna than Medicaid (e.g., may or may not
include vision and hearing services, dental caental health services). [65] Between 1997 and
2001, 3.5 million children gained health insurattt®ugh SCHIP. Medicaid coverage also
expanded through better outreach to eligible pdjmuria and reduction of administrative barriers
to enrollment. This increase in public insuranceecage of children was critical: Private
insurance coverage of low-income children fell fré#%o to 42% while Medicaid and SCHIP
enrollment grew from 28% to 36% of children. Ovkrdde uninsured child rate declined from
20% in 1997 to 16% in 2001. [66, 67]

Most of the children enrolled in SCHIP were in fées with annual incomes at or below 150%
of the federal poverty level ($24,990 for a famolyfour in 1998). Nearly half were in
households headed by a single parent. [68] Childiene more likely after SCHIP enrollment to
have a usual source of pediatric care, and moegylio receive preventive health care and
continuity of health care services. [69] Childremhwchronic health conditions especially
benefitted from insurance expansion. Children \agthma experienced fewer acute asthma
attacks and significantly better asthma controluding access to medication. [70, 71] Improved
asthma control in primary care is associated wétrelased hospital emergency department
utilization, which is more costly than primary camed often results in less satisfactory treatment.
[72] Subsequent studies found that disenrollmerhfMedicaid and SCHIP was associated with
reduced health care visits, less receipt of preveitealth care services, and less access to

prescription medications when needed. [73]
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SPOTLIGHT: A DECADE OF CHANGE IN THE HEALTH OF HOMELESS
CHILDREN

In 2001 CHF compared the health status of homeless children served by its New York
Children’s Health Project in 1988 to 1998 and found:

* A significant improvement in being up-to-date for immunization, 47% in 1988

compared to 79% in 1998

* A significant decline in iron deficiency anemia (19.8% vs. 10.3%)

* Improvement in prevalence of underweight (8.7% vs. 7.4%)

e Significant increase in prevalence of obesity (8.7% vs. 14.2%); and

» Significant increase in asthma prevalence (14% to 30%).

The 2000s: Losing Ground Following a Great Recessio

By 2000, there was a decrease in poverty in albregof the country. The child poverty rate
showed the steepest decline, falling to 16.2% B02the lowest rate since 1979. [74] With the
gains made by CHIP coverage for 3.8 million chifdrihe uninsured child rate fell to 18.6% by
2002. [64] The good news did not last long. Moreekicans fell into poverty each year from
2001 to 2003. The child poverty rate increased/té% in 2003. Median household income
declined by $1,500 annually. With more than 700,60@dren newly poor, nearly 13 million
U.S. children lived in households with income abelow the federal poverty level ($18,810 for
a family of 4 in 2003). The proportion with employ@ovided health insurance fell to its lowest
point in the past 10 years, and 1.4 million pedpdt coverage. [75]

Things got still worse following the great recessibat began in 2007. Children’s Health Fund

worked with CBS News to conduct a national survieyasents to determine the impact of the
recession on children. Key findings are summarindtie chart below. [76]
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Children and the Recession: Children and Families ith Income Less Than $30,000 / Yeaf

82% | of parents said the recession was affecting thesopally

78% | of parents said they were experiencing financiaisst

63% | of parents said it had become harder to affordiasl

62% | of parents said it had become harder to affordegies

50% | of parents reported behavior changes in their chiiith they attributed to the recession

46% | of parents said it had become harder to afford caddills

44% | of parents said it had become harder to managerpossts

39% | applied for public insurance (Medicaid or CHIP) fbe first time in the preceding 6 months

32% | of households had an adult who lost a job

23% | of parents skipped a well child visit (check-up) fioeir child

22% | of parents skipped a dental visit for their child

20% | of parents skipped a visit with a pediatric spésidbr their child

11% | of parents reduced use of prescription medications

According to the federal Department of Housing Binbdan Development (HUD), there was a
9% increase in the number of homeless familieba@nyear following the recession, with more
than a half million homeless families in 2009. Hdessness ceased to be primarily an urban
problem; the greatest increases were in suburbémnusal communities. Families with children

were most likely to experience homelessness asipadt of the recession. [77]

Free clinics were an important element of the headre safety net for children and families who
lost employment and health care access duringettession. In April 2009, working with a local
hospital partner, CHF provided a weekend long @tgec in a city particularly hard hit by the
recession, Detroit. A snapshot of the children Jeemedical and/or dental care on mobile
clinics that weekend is in the following text box.
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SPOTLIGHT: CHILDREN AT A CHF FREE CLINIC IN DETROIT, 2009

Average age of children seen (N=238): 7 years.

Of the children seen for medical care:
e Half did not have a usual source of pediatric care
* 44% had not had a check-up in the past 12 months
* 22% were overweight or obese and 3% underweight
* 17% had asthma
*  64% of children under 36 months old were not up-to-date for immunizations

Of the children seen for dental care:
* 38% had at least one cavity
0 43% of children these had multiple cavities (average, 3.2)

Two significant features of child health in the dée were the increasing prevalence of asthma,
and the dramatic increase in pediatric obesityrdkere several changes in the way that the
federal government tracked asthma prevalence 4@8@, so accurate long-term trend data are
not readily available. Data after 1997 frequengjact “lifetime” asthma prevalence, defined as
whether a child had ever been diagnosed with asty@adoctor or other health professional.
Lifetime asthma prevalence increased from 11.4%hadéiren in 1997 to 12.5% in 2005. [78]

Lifetime asthma prevalence of homeless and other gaildren is dramatically higher. During
1998-1999, a CHF asthma surveillance study fouati26.9% children entering the New York
City shelter system had been previously diagnosddasthma and another 12.9% had current
asthma symptoms but had not been diagnosed, emoad-high asthma prevalence of 39.8%.
[79] Continued surveillance showed this rate tdideand level off at 30.3% for the period
2001-2003. [80] When CHF repeated its chart revaéWwomeless NYCHP patients seen in 2004,
the asthma rate was 31.5%. [81] Similarly high emstlprevalence was reported in multiple inner
city communities including Harlem, a community oigin for families entering the homeless
system. [82, 83] The national lifetime asthma pkewee rate for 2005 was 12.7%, indicating
both health disparities and the degree to whichemalble populations are under-represented in

the federal household surveys from which nationaV@lence rates are generally derived. [84]
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Also notable through the decade was a steep ireirgsevalence of obesity. The obesity rate
for children and youth 6-19 years increased froB¥6in 1976-1980 to 21.6% in 2007-2008.
There were significant racial-ethnic and socio-eroit disparities with higher rates among poor
and minority children. [85] In a 2006 CHF study @395) presented at the annual research
meeting of Academy Health, the obesity rate for bl@ss 6-19 year old patients of the NYCHP
was 30.5%. There were no significant differenceshiasity rate or in mean body mass index
(BMI) value between this homeless population amdesaged low-income housed patients at the
South Bronx Health Center. This underscores theangf poverty on child health regardless of

its specific manifestations such as homelessness.

High rates of developmental and psychiatric disiedeere found in the homeless population, all
of which are predicted to seriously compromise stperformance and academic achievement.

These are summarized by age in the text box bg&ly.

SNAPSHOT: BEHAVIORAL HEALTH OF HOMELESS CHILDREN, 2004

e Children 12 months-19 years old:
o 30% were diagnosed with a developmental or psychiatric disorder
0 34% had been exposed to domestic violence
* 19% of infants and toddlers (1-35 months old) were found eligible for Early Intervention
Program services (at least moderate level of developmental delay) eonp&YC-
wide rate of 8%
* 41% of 3 and 4 year olds were found eligible for preschool special education services
* 34% of 5to 11 year olds were diagnosed with a learning disability or psychiatric
disorder
e 24% of 12 to 19 year olds were diagnosed with a psychiatric di-

During this decade CHF focused on specialty caeglsef its vulnerable populations. In a
review of referral trends of NYCHP patients, it egedl that nearly one homeless pediatric
patient in four, 23% required at least one specehpointment, far above typical pediatric

referral rates. Keeping these important health apmointments at distant hospital sites was

* There was a change in the methodology to deterped@tric obesity in 2000, when the CDC introduned
Body Mass Index (BMI) growth charts to replace pheviously recommended weight-for-stature chartssia since
1997. While the trend towards increased prevalefngediatric obesity over time is generally accdptietails are
not directly comparable prior to the introductidrBvil methodology (obesity as BMI at or above tH&'9
percentile). See: WH Dietz &U MC Bellizzi. Introdiimn: The Use of Body Mass Index to Assess Obeésity
Children. American Journal of Clinical Nutrition999; 70(Suppl): 123S-125S; and CDC.CDC Growth Ghart
United States. Available at: http://www.cdc.govigtbcharts/background.htm. Accessed July 24, 2012.
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extremely problematic for many homeless familiegiBplementing a comprehensive initiative
to support specialty care access that includedp@mation services, CHF increased adherence
with these crucial health appointments from 7%186[86] This experience underscored the
importance of transportation as a potential batadrealth care access.

The Current Situation

The impact of the recession of 2007 continuesfiecafAmerica’s children. The national child
poverty rate has risen consistently, increasing paints in four years, from 18% to 22% (2007
to 2010). In several states and the District ofuGddia, child poverty is 30% or greater. [87]

What seemed like a short-term crisis of homelessimefamilies especially with young children
has turned out to be an intractable problem, onelwhas expanded from primarily urban to
include the nation’s suburban and rural communitre2008 there were more than 1.5 million
children homeless in the U.S. each year, consitierabre than in the prior decade. Homeless
children are twice as likely to experience hunget Bbod insecurity as other poor children and
twice as likely to have serious school problem$isagsuspension, grade retention, and drop out,

with fewer than 25% graduating high school. [88]

Following passage of the McKinney-Vento Act it seehto be settled law that homeless
children are entitled to a free, appropriate pubtiocation; however, that has been challenged
again. In a 2000 study by the National Law CentePoverty and Homelessness it was found
that more than three-fourths of homeless famikg®rted transportation to school as a problem,
38% reported residency requirements as a barndrhalf had trouble getting a copy of their
child’s birth certificate as required for school@iment. [89] Four years later in 2004, a class
action lawsuit was filed in Suffolk County, New Yaio again establish that being homeless
does not require a child to lose his or her righart education. [90] In 2007, a similar suit was
brought by the American Civil Liberties Union in Waii. [91, 92] These lawsuits were
necessary decades after federal legislation erggth@education rights of homeless children
was passed. The New York City Education Departramgpicenter of urban homelessness in
the 1980s, revised its Chancellor's RegulationgHereducation of homeless children “to

comply with the language of the McKinney-Vento Act"June, 2009. [93]
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The continuation of family homelessness is alldmgured by the current economic climate. In
1987, at the Congressional hearings for the “Urgaalief for the Homeless Act” which became
enacted as McKinney-Vento, then Boston Mayor Flgrgued that housing costs were moving
the American dream out of reach for too many fagsilHe cited a Harvard-MIT study that

found the poor typically pay nearly half of theicome for rent. [15a] Despite the strong
recommendation in 2003 of a special panel in Newk\Gity exploring ways to prevent family
homelessness that highlighted the impact of higksrand limited rental subsidies, the disparity
between income and affordability of housing hademied. [94] A June 2012 report from the
Community Service Society of New York found thabpand low-income families that do not
have the benefit of rent subsidies paid 49% ofrtineiome for rent, leaving on average $4.40 per

family member per day for everything else includiagd. [95]

Not only is this a clear path to continued and ppghincreased family homelessness, it also
suggests that more children will experience humager more families food insecurity, just as was
the case at the supposed height of the homeless icrithe late 1980s. In 2011, the Centers for
Disease Control and Prevention (CDC) reportedrti@e than 5% of the nation’s housing units
are classified as inadequate, with significantcitmal problems that affect use of the kitchen,
plumbing, and/or heating. Most likely to live inailequate housing are low-income families,
8.5% for those with annual incomes of under $25@fpared to 2.4% with incomes of
$75,000 or higher. Inadequate housing is assocwitechigher rates of acute and chronic illness

and of developmental delay in children. [96]

Inadequate housing also contributes to homelesshbese was a 40% increase in the number of
homeless families in New York City in 2008 compate@007. Increases as high as 58% in
Louisville, Kentucky were noted in 16 of 22 citesrveyed by the U.S. Conference of Mayors.
[97] In a 2008 survey 28% of school districts reépdra 25% or greater increase in the number of
homeless students. [98] In June 2012 the Coalitothe Homeless reported that the number of
homeless families in New York City reached a neghhwith more than 17,000 children in

family shelters on any given night in 2011. [99]eTiumber of homeless children increased to
more than 18,000 barely two months later. Thisd@pcrease in the city’s homeless population

necessitated the opening of nine new sheltersg thirevhich were opened on an emergency
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basis. [100]

More families are now at risk of homelessness thaar, with a dramatic increase in people
living in doubled up housing (estimated at 6 millio 2009). Each year 10% of doubled up
people or families become homeless at some timeaglaryear. [101] As has consistently been
the case, there is a fairly wide range of estimftethe number of homeless children in the U.S.
The federal Education Department reported thahbyend of the 2010-2011 school year,
including children in doubled up housing there wa@e than one million homeless students in
U.S. schools, up from nearly 800,000 during the72RB008 school year. About two-thirds of
homeless children in schools are doubled up, withenthan 300,000 school-aged children living
in shelters. [102, 55] This figure does not inclugfants and young children, so in this estimate
the number of sheltered homeless children is likelge at least 600,000. [103] A still higher
estimate comes from the National Center on Famdgnelessness. Each night more than 1.6
million children in this country are living in arfaly that does not have a home of their own—

100,000 more than estimated in the previous yeapert. [104]

The number of children experiencing hunger and fiosdcurity has been increasing as well. By
mid-2011 there was a 62% increase in food stampiegts since the start of the recession, with
more than 46 million Americans enrolled in this glgmental nutrition program. The majority of
families receiving food stamps were single mothatk young children. Food insecurity grew
among families with young children, from 17% of fies in 2007 to 22% in 2010. [105] A
study from Share Our Strength found that nationdf%o of teachers in rural and urban
elementary and middle schools identified childreming to school hungry as a serious problem
in 2010, and 63% said that the problem has worssimeg 2009. [106]

The consequences of food insecurity and hungehidren can be serious. When experienced
for only a brief period by young children, food éesirity may be associated with iron deficiency
anemia and cognitive delay. Food insecurity inaedie risk of developmental delay for young
children and of academic underachievement or fifar children in elementary school. [107-
109] For older children, food insecurity is oftessaciated with school problems (academic

deficits and behavior problems). [110] Food insiégus also associated with maternal
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depression in families with young children. Matembepression is associated with increased risk

of developmental delay and behavioral problemsl]11

There have been gains made in some areas of @althrsuch as health insurance coverage and
receipt of preventive care including immunizatiand the prevalence of some health problems
has leveled off (asthma, obesity). Health dispesijtthe gap between the health and well-being
of poor and minority children compared to their maffluent counterparts, remain. The most
frequently used indicator of barriers to child hleaare access is lack of health insurance. This is
generally defined as not having health insuranee@ge for twelve consecutive months and is a
limited way to estimate the real number of childvdro cannot get timely access to services
when they need them. In 2007, for example, theme wme million children counted as
uninsured, but another 11.5 million children weithaut health insurance at some point during
the course of the year. These children were edpeuardikely to have a usual source of pediatric
care for preventive services and timely treatméiltreess. Another 3.2 million children did not
have transportation needed to get to a healthsi@reegardless of their health insurance status.
Many lived in areas where there were too few hezdtle providers and limited public transit
resources. The total number of children withoutoaidée access to care was 23.7 million, more
than double the number of children considered tarbesured. [112] Trends in child health

insurance coverage are presented in the chart below
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Health professional shortages—an insufficient sypphealth professionals for the population

of an area—have a devastating impact on accessatthttare nationwide. It is estimated that
nearly 60 million people in the U.S. live in anamithout enough health care providers. That
represents 19.1% of the nation’s population. Thbsetages leave an estimated 35 million
people medically underserved (11.4% of the poputdtiThere are wide variations among the
states, with 31.5% of Mississippians considerecewsatved, as are 27% in Louisiana and 26.9%
in the District of Columbia. By contrast less tH#%6 of the population is underserved in 22
states. [113] Health professional shortages andistabution of health care resources

contribute to the protracted health disparitiethefpast several decades.

The 2011 National Health Disparities Report [L14Jws that despite progress during the past
decades:

« Minority children are more likely to use the hogpgmergency room for asthma care,
although, as has been demonstrated in a 2007 Gidiz, ghis can be prevented through
effective management in primary care (includingfomeless children seen on a mobile
clinic). [115]

* Poor and minority children and adults are lesdyikigan others to receive preventive

health services. Looking at income, for exampleypntive care is routinely received by
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68% of poor people compared to 76% of middle incama 80% of upper income
people.

* Poor and minority children including those with Nisadd coverage are less likely to see
a dentist for preventive care and to have untreataldhealth problems. Again focusing
on income, approximately 35% of poor children 2yg@rs old have a dental visit each
year compared to 50% of middle income and 65% peupcome children.

* People living in poverty are less likely to recefueatment for mental illness. This is
especially problematic in rural communities wherevier shortages and geographic
isolation undermine access to care. There arefggni race-ethnic disparities. An
estimated 70% of whites with depression receivetaidmalth treatment compared to
50%-55% for African-Americans and Hispanics.

These disparities are likely to persist given thiesistent increase in income inequality detailed
by the Congressional Budget Office. While theirad@b not fully reflect the impact of the
recession, this much is clear: in the nearly tlid@esades from 1979 to 2007, the after-tax income
for the richest 1% of households (Bercentile) has increased by 275% while growttttiose

at middle income (Z1-80" percentile) was less than 40%. For the bottom a08iouseholds

(1% -20" percentile) after-tax income grew by 18% (only%6.5f the rate of increase

experienced by those in the highest income radgese income disparities are SO enormous
that between 2005 and 2007, the top 20% accumutated income than did the bottom 80%.
[116]

Somewhat more recent data are available from tBe Congress Joint Economic Committee.
Between 1980 and 2008, the 1% richest househotdsased their share of the nation’s wealth
from 10% to 21%, with especially steep increaseshfe top 0.1% (annual incomes of $1.7
million and higher). While income inequality wasloeed somewhat due to economic losses
during the recession, this reversed as the econ@oovery began. The middle class did not
rebound to their income levels of 2001, and mamyilfas moved from the middle class into
poverty. [117] The U.S. Census Bureau reportsitha010 the lowest quintile of household
earners (- 20" percentile) accounted for 3.3% of overall househiatome while the top
quintile (8" — 100" percentile) controlled about half of the natiowsalth, 50.2%. [118]
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While these continuing income trends do not bodk feethe health and well-being of children
and families in poverty, there are many provisiohthe Affordable Care Act of 2010, now
found constitutional by the U.S. Supreme Court thay help vulnerable populations over time.
The law funds community-based prevention progranascantributes to the better integration of
primary care services with public health departreeRtovisions of the law will help build health
professional workforce and address long-standiniglisteabution of health resources that has
especially hurt the nation’s rural communities.liied in the law is $11 billion in funding to
expand community health centers, improving thetgafet for vulnerable populations and
making primary care more available to those wha eaihtinue to be uninsured. This should
contribute to cost savings associated with redpcedentable use of hospital emergency
departments. Additional funding to the National He&ervice Corps will further contribute to
improving health infrastructure in medically undaxsed areas, both urban and rural. Reforms in
the way health care is delivered including an ersjghan prevention and wellness, and
improved coordination of care in the medical honwel and in Accountable Care
Organizations are expected to bring down overallthecare costs over time, which should
allow for further improvements in the health caedivery system. [119-122] Implementation of
the Affordable Care Act should strengthen accedsgaiality of health care services for

vulnerable children and families, a safety netaesly challenged by the recession. [123]

In perhaps the most troubling aspects of this spiective review, the conditions that preceded
the “crisis” of family homelessness in the 1980s mresent now. Housing shortages and
unaffordable rents that consume half or more @ailf/’'s income and compromise ability to
purchase food mirror the circumstances of 25 yagos The percentage of children living in
poverty continues to rise since the recessiors akown in the table below.
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Many of the policies that had such a devastatingaichin the 1980s are again being advocated
by political leaders. The proposed change in Madifianding to a federal block to the states
would eliminate the flexibility that allowed Mediickto act as a safety-net to keep children
insured after they lost employer-provided familgurance during the recession. A major gain
for children through the Affordable Care Act is fialinsurance expansion (Medicaid, CHIP) to
cover an additional five million children. Repegjithe Affordable Care Act would deprive these
children of health insurance. It would also resuless funding for health care safety net
programs like federally qualified health centera &itne when demand for their services is
increasing, and would undermine efforts to incrahsesupply of primary care providers to keep
pace with increasing demand for services. Propostdto domestic programs run so deep that
they would literally take food (food stamps, suppéantal nutrition programs like WIC, and
school breakfast and lunch) away from childrenrfgdiunger each day. We have seen the
impact of these policies in the 1980s: More honwefamilies, higher rates of iron deficiency
anemia and other nutritional problems that may comgse development and readiness to learn,
measles epidemics affecting children unable torgetinated, and higher health care costs to
provide care to children in hospital emergency depents because they cannot get routine
health care when they need it. This experienceldhonform our public policy decisions over the

next 25 years.

29



References

1. I Redlener & KB Redlener. System-based MobilenBry Pediatric Care for Homeless Children: The
Anatomy of a Working Prograndournal of Urban Health. 1994; 71(1): 49-57.

2. | Redlener. Access Denied: Taking Action for Matly Underserved Childredournal of Urban
Health. 1998; 75(4): 724-731.

3. J Gross. Healing on Wheels: Treating Welfarddgémn. New York Times, 1/27/88. Section A; Page 1
Column 2: Metropolitan Desk.

4. ME Corcoran & A Chaudry, The Dynamics of Childdd?overtyThe Future of Children. 1997; 7(2):
40-54.

5. National Center for Children in Poverty, Coluamhiniversity. Five Million Children: A Statistical
Profile of Our Poorest Young Citizens. Report Sumym&990. New York: Columbia University.

6. C Stone, H Shaw, D Trisi, A Sherman. A Guid&tatistics on Historical Trends in Income Ineqyalit
March 5, 2012. Center on Budget and Policy PresitAvailable at: http://www.cbpp.org/files/11-28-
11pov.pdf. Retrieved July 10, 2011.

7. D Brauer. The Changing U.S. Income Distributi®acts, Explanations, and Unresolved Issues. April
1998. Federal Reserve Bank of New York, ResearplePdo. 9811. Available at:
http:/mwww.newyorkfed.org/research/staff_reportsé@ch_papers/9811.pdf. Retrieved July 10, 2011.

8. KY McChesney. New Findings on Homeless Famikesnily Professional. 1986; 1(2): 1-10.

9. EB Lazere, PA Leonard, CN Dolbeare, B Ziga. Acelto Call Home: The Low Income Housing
Crisis Continues. 1991. Washington DC: Center oddg®&tiand Policy Priorities and Low Income
Housing Information Service.

10. D Wood, RB Valdez, T Hayashi, A Shen. Homebess$ Housed Families in Los Angeles: A Study
Comparing Demographic, Economic, and Family Fumc@daracteristicsAmerican Journal of Public
Health. 1990; 80(9): 1049-1052.

11. A Shelter is Not A Home: Report of the ManhatBorough President’s Task Force on Housing for
Homeless Families. March 1987. Dr. James R. DumpSbairman; David M. Dinkins, Manhattan
Borough President.

12. United States General Accounting Office (GAChildren and Youths: About 68,000 Homeless and
186,000 in Shared Housing at Any Given Time. GAQVIEES9-14. Report to Congressional
Committees, Senator Edward M. Kennedy and Congr@s#ugustus F. Hawkins, Chairmen.
Washington DC: June 1989.

13. R Altman. Final Report. “Out in the Cold” — Dmead-Up Families and HUD’s Public Housing
Authority Regulations. December 29, 1989. New Ydik,; New York City Council Select Committee
on the Homeless, Abraham Gerges, Chairman.

14. J Kozol. Rachel and Her Children: Homeless kamin America. New York: Ballantine Books,
1988. Page 9.

30



15. Testimony of William Grinker, New York City Hian Resources Administration. U.S. House of
Representatives. Hearing before the Subcommittddéomsing and Community Development of the
Committee on banking, Finance and Urban Affairfrkary 4, 1987. HR 558, Urgent Relief for the
Homeless Act. Washington DC: Serial No. 100-3, pa2f#6-310.

15a. Testimony of Raymond L. Flynn, Mayor of Bostés above, pages 125-130.
16. C Emert. Census Bureau Sued Over Count. Homélesups Charge Negligendaltimore Sun,
10/9/92. Available online at: http://articles.balbresun.com/1992-10-09/news/1992283208 1 homeless-

person-homeless-people-census-bureau. Accessed3]up12.

17. EM Lewit & L Schuurmann Baker. Homeless Farsibad ChildrenThe Future of Children. 1996;
6(2): 146-158.

18. U.S. Conference of Mayors. A Status Report andér and Homelessness in America’s Cities: 1987.
Washington DC: December 1987.

19. J Molnar, T Klein, J Knitzer, B Ortiz-Torresohte is Where the Heart Is: The Crisis of Homeless
Children and Families in New York City. March 198&w York: Bank Street College of Education.

20. M Cantwell. The Editorial Notebook: Health ‘@Gagor Homeless KidsNew York Times, 2/23/88.
Section A; Page 30, Column 1; Editorial Desk. L@iy Final Edition.

21. J Glave. Welfare Hotel Gets $1,230 a MonttBftary-12 Room, Lawyers Sayhe Associated Press,
5/18/88.

22. J Kozol. Rachel and Her Children: Homeless kasiin America. New York: Ballantine Books,
1988. Page 9.

23. LJ Akinbami, KC Schoendorf, J Parker. US Clulgith Asthma Prevalence Estimates: The Impact of
the 1997 National Health Interview Survey Redesfgnerican Journal of Epidemiology. 2003; 158(2):
99-104.

24. R Grant. The Special Needs of Homeless Childtany Intervention at a Welfare Hotdlopicsin
Early Childhood Special Education. 1991; 10(4): 76-91.

25. G Alperstein, C Rappaport, and J M FlanigaraltheProblems of Homeless Children in New York
City. American Journal of Public Health. 1988; 78(9): 1232-1233.

26. EL Bassuk, L Rubin, AS Lauriat. Characterisa€Sheltered Homeless Familigsnerican Journal
of Public Health. 1986; 76(9): 1097-1101.

27. DS Miller & EH Lin. Children in Sheltered Homesk Families: Reported Health Status and Use of
Health ServicesPediatrics. 1988; 81(5): 668-673.

28. M Connelly, CC Douglas, K Roberts. Less Food Por the Homeles®lew York Times, 10/26/86.
Sunday, Late City Final Edition.

29. Y Rafferty & N Rollins. Learning in Limbo: THeducational Deprivation of Homeless Children.
September 1989. New York, NY: Advocates for Chifdoé New York, Inc.

31



30. L Ely, et al. Broken Lives: Denial of EducatimmHomeless Children. December 1987. Washington
DC: National Coalition for the Homeless.

31. S Daley. New York’s Homeless Children: In thest®m’s ClutchedNew York Times, 2/3/87. Section
B; Page 1, Column 2; Metropolitan Desk.

32. JD Ableidinger. Educational Rights of Homel€édldren and Youths. The McKinney-Vento Act and
Its Impact on North Carolina’s Schoo&hool Law Bulletin. 2004; 35(4): 1-11.

33. Y Rafferty. Meeting the Educational Needs ohtétess Children. Educational Leadership. 1998.
Online at:
http://people.westminstercollege.edu/faculty/jsibbeadings/mettingtheeducationalneedsofhomelesschi
dren.pdf. Accessed July 10, 2012.

34. A Stuart Wells. Educating Homeless Childrenl&@RUE Digest No. 52. 1989. Washington DC:
Educational Resources Information Center (ERIC).

35. L Friedman & J Stamen. Stuck at the Sheltemeless Children and the D.C. School System.
September 1990. Washington DC: National Law Cemelomelessness and Poverty.

36. L Etheredge. Regan, Congress, and Health Smphthalth Affairs. 1983; 2(1): 14-24.

37. PW Newacheck & N Halfon. Access to Ambulatogr&€Services for Economically Disadvantaged
Children.Pediatrics. 1986; 78(5): 813-819

38. M O’Neil Mundinger. Health Service Funding Catd the Declining Health of the Poblew
England Journal of Medicine. 1985; 313(1): 44-47.

39. N Halfon, PW Newacheck, DL Wood, RF St Petautihe Emergency Department Use for Sick
Care by Children in the United Stat@sdiatrics. 1996; 98(1): 28-34

40. N Newacheck & Halfon, PW. Childhood Asthma &werty: Differential Impacts and Utilization of
Health ServicesPediatrics. 1993; 91(1): 56-61

41. U.S. Department of Health & Human Services,t@arfor Disease Control & Prevention (CDC).
Morbidity and Mortality Weekly. Surveillance Sumnes, December 1, 1990. Childhood Lead
Poisoning, New York City, 1988. Available at:
http://www.cdc.gov/immwr/preview/mmwrhtml/00001890rh Accessed July 19, 2010.

42. CDC Response to Advisory Committee on Childhioeald Poisoning Prevention. Recommendations
in “ Low Level Lead Exposure Harms Children: A Resrel Call for Primary Prevention.” Available at:
http:/www.cdc.gov/nceh/lead/acclpp/cdc_responsal lexposure_recs.pdf. Accessed July 20, 2010.

43. D Hevesi. Homeless Families Won't Be Sent eNfartinique New York Times, 9/1/88. Section B;
Page 3, Column 1; Metropolitan Desk.

44. TJ Lueck. Fortune’s Smile Glimmers on Herald MV York Times, 9/10/89. Sunday, Late Edition -
Final Section 10; Page 1, Column 2; Real Estat&Des

45. GAO. Welfare Hotels: Uses, Costs and AltermatiBriefing Report to the Chairman, Subcommittee
on Oversight and Investigations, Committee on Epargl Commerce, U.S. House of Representatives.

32



January 1989. GAO/HRD-89-26BR. Available at: hftpww.gao.gov/assets/80/77298.pdf. Accessed
July 12, 2010.

46. S Daley. Panel Study Faults Shelters On LoagsStlew York Times, 11/17/88. Section B; Page 1,
Column5; Metropolitan Desk.

47. SG Kennedy. Apartments for the Homeless Aré Yatant in New YorkNew York Times, 1/23/93.
Saturday, Late Edition — Final. Section 1; Pagédlumn 4; Metropolitan Desk.

48. Y1 Wong, DP Kulhane, R Kuhn. Predictors of eid Reentry among Family Shelter Users in New
York City. Social Service Review. 1997: 71(3): 441-462

49. M Shinn, BC Weitzman, D Stojanovic, et al. Retats of Homelessness Among Families in New
York City: From Shelter Request to Housing Stapiltmerican Journal of Public Health. 1998; 88(11):
1651-1657

50. C Ziesmer, L Marcous, BE Marwell. Homeless @tah: Are They Different from Other Low-Income
Children?Social Work. 1994; 39(6): 658-668.

51. EL Bassuk, LF Weinreb, R Dawson, JN PerloffBi€kner. Determinants of Behavior in Homeless
and Low-Income Housed Preschool Childrieediatrics. 1997; 100(1): 92-100.

52. AH Fierman, BP Dreyer, PJ Acker. L Legano. &atf Immunization and Iron Nutrition in New
York City Homeless Children. Clinical Pediatric€9B; 32(3): 151-155.

53. E Rosenthal. Health Problems of Inner City FReaching Crisis Point. New York Times, 12/24/90.
Health Section.

54. A Goldstein. Clinics Asked To Do More With Le€auts Hit Agencies as Demand Ris@f&shington
Post, 10/20/91. First Section, Page Al, Sunday, Fimkii@h.

55. MR Burt. What Will It Take To End HomelessneS&ptember 2001. Urban Institute. Available at:
http://www.urban.org/uploadedpdf/end_homelessnd§sAzcessed July 12, 2010.

56. RV Burkhauser, KA Couch, A Houtenville, L Rovibiacome Inequality in the 1990s: Re-Forging a
Lost Relationship®conomic Working Papers. 2004; Paper 200411. Available at:
http://digitalcommons.uconn.edu/cgi/viewcontent?egticle=1125&context=econ_wpapers. Accessed
July 31, 2012.

57. Kourgialis N, Wendel J, Darby P, et al. Impraythe Nutrition Status of Homeless Children:
Guidelines for Homeless Family Shelters. A Repbthe Children’s Health Fund. 2001. Available at:
http://www.childrenshealthfund.org/sites/defaul$/HFSNI-report.pdf. Accessed July 12, 2012.

58. CW LeBaron, GS Birkhead, P Parsons, et al. Msa&ccination Levels of Children Enrolled in
WIC During the 1991 Measles Epidemic in New YorkyCAmerican Journal of Public Health. 1996;
86(11): 1551-1556.

59. FR Lee. Immunization of Children is Said to Lislgw York Times, 10/16/91. Wednesday, Late
Edition-Final.

33



60. A Levine & J Silberner. With Fewer Children @& Shots, Measles, Mumps and Whooping Cough
Are Back: Return of the Old Childhood ScourddsS News & World Report. 7/4/88. Health, page 61.

61. MA Teitelbaum & PC Franklin. Vaccine-Preven&ablness in U.S. Children. 1980-19%atistical
Bulletin of the Metropolitan Life Insurance Company. 1994; 75(4): 2-9.

62. T Morgan. Measles Cases Are Epidemic In thed®edNew York Times, 4/19/91. Section B, Page 1,
Column 5; Friday, Late Edition-Final.

63. AC Monheit & PJ Cunningham. Children withoutaith InsuranceThe Future of Children. 1992;
2(2): 154-170.

64. TM Selden, JL Hudson, JS Banthin. Tracking @earnin Eligibility and Coverage among Children,
1996-2002Health Affairs. 2004; 23(5): 39-50

65. EJ Herz, B Fernandez, CL Peterson. State @hilslHealth Insurance Program (SCHIP): A Brief
Overview. Updated March 23, 2005. CongressionaeRes$ Service. Available at:
http:/iwww.law.umaryland.edu/marshall/crsreporsdacuments/RL3047303232005.pdf. Accessed July
30, 2012.

66. PJ Cunningham, JD Reschovsky, J Hadley. SQW#djcaid Expansions Lead to Shifts in Children’s
Coverage. Center for Studying Health System Chasgee Brief No. 59, December 2002. Online at:
http://www.hschange.com/CONTENT/508/508.pdf. Aceeisduly 30, 2012.

67. P Cunningham & J Kirby. Children’s Health Cage: A Quarter-Century of Changgealth Affairs.
2004: 23(5): 27-38.

68. C Brach, EM Lewit, K VanLandeghem, et al. Whiwolled in the State Children’s Health
Insurance Program (SCHIP)? An Overview of FindiRgsm the Child Health Insurance Research
Initiative (CHIRI). Pediatrics. 2003; 112(6): e499-e507.

69. PG Szilagyi, AW Dick, JD Klein, et al. Improvédcess and Quality of Care After Enroliment in the
New York State Children’s Health Insurance Prog(&@HIP).Pediatrics. 2004; 113(5): e395-e404.

70. A Davidoff, G Kenney, L Dubay. Effects of thea® Children’s Health Insurance Program Expansion
on Children With Chronic Health ConditioriRediatrics. 2005; 116(1): e34-e42.

71. PG Szilagyi, AW Dick, JD Klein, et al. Improvédthma Care After Enrollment in the State
Children’s Health Insurance Program in New Ydr&diatrics. 2006; 117(2): 486-496.

72. JA Coventry, MS Weston, PM Collins. EmergenopR Encounters of Pediatric Patients with
Asthma: Cost Comparisons with Other Treatment &gttdournal of Ambulatory Care Management.
1996; 19(2): 9-21.

73.J Yu, JS Harman, AG Hall, RP Duncan. Impad#letlicaid/SCHIP Disenroliment on Health Care
Utilization and Expenditures Among Children: A Latuglinal AnalysisMedical Care Research and
Review. 2011; 68(1): 56-74.

74. J Dalaker. U.S. Census Bureau. Current Popual&eports, Consumer Income. Poverty in the United
States: 2000. September 2001. Available at:
http://www.census.gov/prod/2001pubs/p60-214.pdEtessed July 12, 2012.

34



75. C Connolly & G Witte. Poverty Rate Uff 3ear In a Row. More Also Lack Health Coverage.
Washington Post, 8/27/04. Page AOL. Available at: http://www.wastonpost.com/ac2/wp-
dyn/A35175-2004Aug26?language=printer. Accessegd 1y 2012.

76. CBS News Poll (with Children’s Health Fund).il@ten of the Recession. May 18, 2009. Available
at: http://www.childrenshealthfund.org/sites/detédilks/May09a-
Children%200f%20the%20Recession.pdf. Accessedlyl012.

77. W Koch. Homelessness in the Suburbs: As Ecorfeaiters, More Families Receive Public Shelter.
USA Today, 7/9/09. Final Edition.

78. LJ Akinbami. The State of Childhood Asthma, tddiStates 1980-2005. Advance Data Number 381.
Revised December 29, 2006. Available at: http://wede.gov/nchs/data/ad/ad381.pdf. Accessed July 10,
2010.

79. DE McLean, S Bowen, K Drezner, et al. AsthmaagnHomeless Children: Undercounting and
Undertreating the Underserveit.chives of Pediatrics & Adolescent Medicine. 2004; 158(3): 244-249.

80. R Grant, S Bowen, DE McLean, et al. Asthma agrtdomeless Children in New York City: An
Update American Journal of Public Health. 2007; 97(3): 448-450.

81. R Grant, A Shapiro, S Joseph, et al. The Hedlthomeless Children Revisitedvancesin
Pediatrics. 2007; 54: 173-190.

82. SW Nicholas, B Jean-Louis, M Northridge, etfadressing the Childhood Asthma Crisis in Harlem:
the Harlem Children's Zone Asthma Initiativenerican Journal of Public Health. 2005; 95(2): 245-249.

83. N Smith, ZD Flores, J Lin, J Markovic. Understang Family Homelessness in New York City.
September 2005. Vera Institute of Justice. Avadail
http:/www.nyc.gov/html/dhs/downloads/pdf/vera_Stymiif. Accessed July 10, 2010.

84. S Lee, JM Brick, ER Brown, D Grant. Growing IFhone Population and Noncoverage Bias in
Traditional Random Digit Dial Telephone Health Says.Health Services Research. 2010; 45(4): 1121-
1139.

85. GK Singh & MD Kogan. Childhood Obesity in thaitéd States, 1976-2008. 2010. US Department
of Health and Human Services (HHS), Health Resauéc8ervices Administration (HRSA), Maternal &
Child Health Bureau (MCHB). Available at: http://wwmhrsa.gov/healthit/images/mchb_obesity_pub.pdf.
Accessed July 12, 2012.

86. | Redlener, R Grant, D Krol. Beyond Primary €dtnsuring Access to Subspecialists, Special
Services and Health Care Systems for Medically Wseteed ChildrenAdvancesin Pediatrics. 2005;
52: 9-22.

87. JB Isaacs. The Recession’s Ongoing Impact oarfeais Children: Indicators of Children’s

Economic Well-Being Through 2011. December 201dstFocus and Brookings Institution. Available

at:
http:/www.brookings.edu/~/media/research/filesgraf2011/12/20%20children%20wellbeing%20isaacs
/1220_children_wellbeing_isaacs.pdf. Accessed 18)y2012.

35



88. EL Bassuk, C Murphy, N Thompson Coupe, RR Kgn@é& Beach. America’s Youngest Qutcasts
2010: State Report Card on Child Homelessness.mileme2011. The National Center on Family
Homelessness. Available at:
http://mww.homelesschildrenamerica.org/media/NCFheticaOutcast2010_web.pdf. Accessed July
11, 2010.

89. National Law Center on Homelessness & Pov&gparate and Unequal: A Report on Educational
Barriers for Homeless Children & Youth. January @08vailable at:
http://www.nlchp.org/content/pubs/Separate%20andds2@ual.pdf. Accessed July 12, 2010.

90. National Law Center on Homelessness and PqwRrty et al. v. State of New York, et al. Class
Action Complaint for Declaratory and Injunctive Rél United States District Court, Eastern Disto€t
New York. 2004. Available at:
http://wiki.nlchp.org/download/attachments/65565ttpdaint+40220.pdf?version=1&modificationDate=
1207177350000. Accessed July 10, 2010.

91. American Civil Liberties Union (ACLU). Homele&hildren Denied Equal Access to Education.
Civil Rights Groups File Federal Class Action Law#gainst State of Hawaii. For Immediate Release,
October 2, 2007. Available at: http://www.aclu.oagial-justice_prisoners-rights_drug-law-
reform_immigrants-rights/homeless-children-denigdad-acc. Accessed July 10, 2010.

92. Olive Kaleuati et al. v. Judy Tonda, in heiigé#l capacities as the State Homeless Coordirzatdr
the State Homeless Liaison for the Department atation, State of Hawaii; et al. Complaint for
Declaratory and Injunctive Relief. 2007. Available
http:/www.acluhawaii.org/downloads/news/071002MWgabaint.pdf. Accessed July 10, 2010.

93. New York City Department of Education. Reguatof the Chancellor Number A-101. Admissions,
Readmissions, Transfers, and List Notices for Alidents. June 29, 2009. Available at:
http://docs.nycenet.edu/docushare/dsweb/Get/DocufriéA-101.pdf. Accessed July 10, 2010.

94. New York City Family Homelessness Special MasRanel. Family Homelessness Prevention
Report. November, 2003. Available at:
http://www.nyc.gov/html/dhs/downloads/pdf/prevemtieport.pdf. Accessed July 10, 2010.

95. V Bach & T Waters. Making the Rent: Before @itér the Recession. Rent-Income Pressures on
New York City Tenants, 2005 to 2011. June, 201Z2n@anity Service Society. Available at:
http://b.3cdn.net/nycss/852b245452a84929d6_bnmibipdh. Accessed July 10, 2010.

96. J Raymond, W Wheeler, MJ Brown. Inadequatelamtiealthy Housing, 2007 and 2009. In: CDC
Health Disparities and Inequalities Report — Uniggdtes, 2011. Centers for Disease Control &
Prevention, Morbidity and Mortality Weekly Repalgnuary 14, 2011. Available at:
http://www.cdc.gov/immwr/pdf/other/su6001.pdf. Acsed July 19, 2012.

97. B Sard. Number of Homeless Families Climbing B Recession: Recovery Package Should
Include New Housing Vouchers And Other MeasureRrevent Homelessness. January 8, 2009. Center
on Budget and Policy Priorities. Available at: htpww.cbpp.org/files/1-8-09hous.pdf. Accessed July
19, 2012.

98. United States Interagency Council on Homelessrieamily Homelessness: Current Trends.

Available at:
http://lwww.usich.gov/resources/uploads/asset §BtEBICH_FamHomeless_Facts_internal.pdf.

36



Accessed July 19, 2012.

99. P Markee. State of the Homeless 2012.If Not Ndlven? New Record High in NYC Homelessness.
Mayor Bloomberg Has a Final Chance to Help Homekgds and Families Escape the Shelter System.
June 8, 2012. Coalition for the Homeless. Availatile
http://coalhome.3cdn.net/d422a7f9aad1386d4c_nhy&iguf. Accessed July 10, 2010.

100. A Edwards. New York Acts Quickly Amid SharpsRin Homelessnegsew York Times, 8/10/12.
Available at: http://www.nytimes.com/2012/08/11/egion/nyc-homeless-shelters-in-record-demand-
new-facilities-planned.html?pagewanted=all. AccdsSegust 13, 2012

101. State of Homelessness in America. A Reseaeglof®Ron Homelessness. January 2011. National
Alliance to End Homelessness and Homelessness fiehdaatitute. Available at:
http://www.endhomelessness.org/content/articlefid@®®8/. Accessed July 19, 2012.

102. National Center for Homeless Education. Edocdbr Homeless Children and Youths Program.
From the School Year 2010-11 Federally RequireteS2ata Collection for the McKinney-Vento
Education Assistance Improvements Act of 2001 aoh@arison of the SY 2008-09, SY 2009-10 and
SY 2010-11 Data Collections. June 2012. Availaltle a
http://center.serve.org/nche/downloads/data_conR-A911.pdf. Accessed July 19, 2012.

103. Foundation for Child Development. 2010 Chitd & outh Well-Being Index (WBI). June 2010.
Available at: http://fcd-us.org/sites/default/flEENAL%202010%20CWI1%20Annual%20Release.pdf.
Accessed July 19, 2012.

104. National Center on Family Homelessness. Ara&ri¢oungest Outcasts 2010: State Report Card on
Child Homelessness. 2011. Available at:
http://mww.homelesschildrenamerica.org/media/NCFheticaOutcast2010_web.pdf. Accessed July
20, 2012.

105. Children’s HealthWatch Policy Action Brief. &t to SNAP Benefits Protected Young Children’s
Health. October 2011. Available at:
http://www.childrenshealthwatch.org/upload/resolscapincrease_brief_octl1l.pdf?PHPSESSID=0e240
26e192ed7d1d511b1638ac8338d. Accessed July 19, 2012

106. Share Our Strength. Hunger in Our SchoolstéSOar Strength’s Teacher Report. Second Annual
Survey Among K-8 Public School Teachers Nationwkesbruary 22, 2011. Available at:
http:/www.strength.org/school_breakfast/pdfs/repil.pdf. Accessed July 13, 2012.

107. Children’s Health Watch Policy Action Briefvén Very Low Levels of Food Insecurity Found to
Harm Children’s Health. Boston Medical Center. Aable online at:
http://www.childrenshealthwatch.org/upload/resoloiebrief Fl.pdf. Accessed July 19, 2012.

108. A Skalicky, AF Meyers, WG Adams, Z Yang, JTokoDA Frank. Child Food Insecurity and Iron-
Deficiency Anemia in Low-Income Infants and Toddlar the United StateMaternal and Child Health
Journal. 2006; 10(2): 177-185.

109. K Alaimo, CM Olson, EA Frongillo Jr. Food Irfciency and American School-Aged Children’s
Cognitive, Academic, and Psychosocial developnfeadiatrics. 2001; 108(1): 44-53.

110. R Rose-Jacobs, MM Black, PH Casey, et al. elwalsl Food Insecurity: Associations with At-Risk

37



Infant and Toddler DevelopmetRediatrics. 2008; 121(1): 65-72.

111. RC Whitaker, SM Phillips, SM Orzoi. Food Insety and the Risks of Depression and Anxiety in
Mothers and Behavior Problems in their Preschoa-£&gildren Pediatrics. 2006; 118(3): €859-e868.

112. | Redlener, A Brito, D Johnson, R Grant. Tmewdng Health Care Access Crisis for American
Children: One in Four at Risk. May 2007. ChildreHsalth Fund. Available at:
http:/www.childrenshealthfund.org/sites/defauliéi\WhitePaper-May2007-FINAL.pdf. Accessed July
17, 2012.

113. Henry J. Kaiser Family Foundation. State Hhela#tcts. Primary Care Health Professional Shortage
Areas (HPSAs), 2012. Available at: http://www.skegalthfacts.org/comparereport.jsp?rep=112&cat=8.
Accessed July 17, 2012.

114. HHS, Agency for Healthcare Research & QuiMyRQ). National Health Disparities Report,
2011. AHRQ Publication No. 12-0006. March 2012. ialale at:
http://www.ahrg.gov/qual/nhdri1/nhdrll.pdf. Acces3daly 12, 2012.

115. R Grant, SK Bowen, M Neidell, T Prinz, | Rat#e. Health Care Savings Attributable to Integigtin
Guidelines-Based Asthma Care in the Pediatric Mediiome.Journal of Healthcare for the Poor &
Underserved. 2010; 21(Suppl 2): 82-92.

116. Congressional Budget Office (CBO). Trend$aDistribution of Household Income Between 1979
and 2007. October 2011. Available at: http://www.gov/sites/default/files/cbofiles/attachments/H3-2
Householdincome.pdf. Accessed July 19, 2012.

117. U.S. Congress Joint Economic Committee, Reptatve CB Maloney and Senator CE Schumer,
Chairs. Income Inequality and the Great RecesSleptember 2010. Available at:
http://www.jec.senate.gov/public/?a=Files.Serve&Fiti=91975589-257¢-403b-8093-8f3b584a088c.
Accessed July 20, 2012.

118. U.S. Census Bureau. Selected Measures of Holdskncome Dispersion: 1967 to 2010. Table A-3.
Available at: http://www.census.gov/hhes/www/incddaa/historical/inequality/IE-1.pdf. Accessed July
20, 2012.

119. American Public Health Association. The Affalote Care Act: Public Health Impacts and Updates.
May 2012. Available at: http://www.apha.org/NR/rthoes/45C13FF9-6DF2-466D-9E6G8-
D959CAD92C89/0/ACAfactsheetMay2012PublicHealthintpaadf. Accessed July 20, 2012.

120. Children’s Health Fund. Children Under Siegafeguarding Provisions for Children in the
Affordable Care Act. A Children’s Health Fund SgddReport. March 2011. Available at:
http://www.childrenshealthfund.org/sites/defaulééichildren-and-new-health-law-white-paper.pdf.
Accessed July 20, 2012.

121. National Association of Community Health Cest€ommunity Health Centers and Health Reform.
Summary of Key Health Center Provisions. Availaditte
http://www.nachc.com/client/Summary%200f%20Final¥2alth%20Reform%20Package.pdf.
Accessed July 20, 2010.

122. R Grant & D Greene. The Health Care Home Mdeleinary Health Care Meeting Public Health
Goals.American Journal of Public Health. 2012; 102(6): 1096-1103.

38



123. | Redlener & R Grant. Perspective. Americafef Net and Health Care Reform -- What Lies
Ahead”New England Journal of Medicine. 2009(December 3); 361(23): 2201-2204.

39



