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ABSTRACT

OBJECTIVES. In this study, we evaluated the relationship between household food secu-
rity status and developmental risk in young children, after controlling for potential
confounding variables.

METHODS. The Children’s Sentinel Nutritional Assessment Program interviewed (in
English, Spanish, or Somali) 2010 caregivers from low-income households with
children 4 to 36 months of age, at 5 pediatric clinic/emergency department sites (in
Arkansas, Massachusetts, Maryland, Minnesota, and Pennsylvania). Interviews in-
cluded demographic questions, the US Food Security Scale, and the Parents’ Evalu-
ations of Developmental Status. The target child from each household was weighed,
and weight-for-age z score was calculated.

RESULTS.Overall, 21% of the children lived in food-insecure households and 14% were
developmentally “at risk” in the Parents’ Evaluations of Developmental Status as-
sessment. In logistic analyses controlling for interview site, child variables (gender,
age, low birth weight, weight-for-age z score, and history of previous hospitaliza-
tions), and caregiver variables (age, US birth, education, employment, and depressive
symptoms), caregivers in food-insecure households were two thirds more likely than
caregivers in food-secure households to report that their children were at develop-
mental risk.

CONCLUSIONS.Controlling for established correlates of child development, 4- to 36-month-old children from low-
income households with food insecurity are more likely than those from low-income households with food security
to be at developmental risk. Public policies that ameliorate household food insecurity also may improve early child
development and later school readiness.

THE US DEPARTMENT of Agriculture estimates that 16.7% of all US households with children �6 years of age (2.94
million households; 12.79 million people) had food insecurity (FI) in 2005, reporting limited or uncertain

availability of enough food for an active healthy life.1 The relationships between FI and children’s health, behavior,
and development seem to vary according to the child’s age, gender, and ethnicity. Among children 3 to 8 years of
age, FI has been associated with low physical function,2 poor academic performance, greater weight gain among
girls,3,4 and low psychosocial functioning.5 Among adolescents, FI has been associated with low psychosocial
functioning2 and overweight.6 Among children �3 years of age, FI has been associated with caregiver reports of poor
infant health and likelihood of hospitalization, suggesting adverse health consequences.7,8 Among 3-year-old children
and their mothers, FI has been associated with self-reported maternal depression and anxiety, as well as child
behavior problems.9

The first 3 years of a child’s life are marked by dramatic changes in cognitive, linguistic, social, and emotional
development and in self-regulation, setting the stage for school readiness and adult well-being.10 Adequate nutrients
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are required to support this normal rapid growth and
development. Therefore, even mild nutritional deficits
during critical periods of brain growth among infants
and toddlers may be detrimental.10–12

FI may occur with or without reports of hunger.13–15

Hunger, a term used by the Economic Research Service
of the US Department of Agriculture16 when this study
began, occurs when FI is severe enough, or lasts long
enough, that household members repeatedly reduce
their food intake below normal levels. In the United
States, adults in households with FI may ration the
available food to try to prevent children from experienc-
ing hunger.

The purpose of this investigation was to evaluate the
relationship between household FI and infant and tod-
dler development for children �36 months of age. Spe-
cifically, we hypothesized that, after controlling for im-
portant child and caregiver factors associated with
poverty and/or known to influence early development,
children in food-insecure, compared with food-secure,
households would be more likely to be at risk for devel-
opmental problems, even at the least-severe end of the
food security scale (ie, household FI without reported
hunger).

METHODS

Setting and Instruments
The Children’s Sentinel Nutritional Assessment Program
conducted household-level surveys and medical chart
audits (July 2004 to June 2005) at 5 central-city medical
centers. The sample was recruited from primary care
clinics (Baltimore, MD, and Minneapolis, MN) and hos-
pital emergency departments (Baltimore, MD, Boston,
MA, Little Rock, AR, and Philadelphia, PA). Sites were
staffed by interviewers during times of peak patient flow.
At each site, as staffing permitted, all caregivers who met
the study criteria were approached, with the exception
of caregivers of critically ill or injured children. Eligibility
criteria included child age of �37 months, state resident,
caregiver able to speak English, Spanish, or Somali (Min-
neapolis only), caregiver knowledgeable about the
child’s household, and no Children’s Sentinel Nutri-
tional Assessment Program interview within the previ-
ous 6 months. Institutional review board approval was
obtained at each site. Children were weighed and mea-
sured and caregivers were interviewed in private set-
tings.

The Children’s Sentinel Nutritional Assessment Pro-
gram survey instrument includes questions regarding
demographic information, including caregiver employ-
ment, and the child’s lifetime history of hospitalizations
since discharge from the newborn nursery, household
food security questions,17 a maternal depression screen,18

and the Parents’ Evaluations of Developmental Status
(PEDS).19 Household food security status was derived
from the 18-item US Food Security Scale, a valid, reli-
able, household-level measure of food security that was
scored and scaled in accordance with established proce-
dures.17 Households were classified as food insecure if
they reported that they could not afford enough food for

an active healthy life for all household members (ie,
caregivers endorsed �3 of the 18 core food security
questions).1,20 Households were classified as having FI
with hunger if household members reduced their food
intake in �3 of the past 12 months.1,15 Caregivers’ de-
pressive symptoms were measured by using a 3-item
maternal depression screening instrument.18 The depres-
sion screening instrument has sensitivity of 100%, spec-
ificity of 88%, and positive predictive value of 66%,
compared with the 8-item Rand screening instrument.18

The depression screen was scored as positive if a respon-
dent endorsed any 2 of the 3 items.

Developmental risk was measured with the PEDS,19,21

a screening instrument for children from birth through 7
years of age that meets the standards set by the Ameri-
can Academy of Pediatrics for developmental screening
tests.21–23 The PEDS includes 10 questions and is largely
unaffected by sociodemographic variables, geographic
location, parental education and employment, and par-
ent and child gender.19,21 Caregivers are asked to report
any concerns (no, yes, or a little) about the child’s de-
velopment in 8 areas, as follows: expressive and recep-
tive language, fine and gross motor, behavior, social/
emotional, self-help, and school. In addition, caregivers
are asked 2 open-ended questions about concerns in the
global/cognitive area and “other concerns.” In standard
scoring of the PEDS,19,21 endorsed items (yes or a little)
are classified as significant or nonsignificant concerns
depending on the age of the child. Children with �2
significant concerns are at developmental risk. The sen-
sitivity and specificity of the PEDS are better for children
�4 months of age than for newborns.19 Therefore, we
restricted our sample to children �4 months of age.

Caregivers of children at developmental risk, as de-
termined by PEDS scoring, were offered information
about local early intervention service agencies, and fol-
low-up consultation with the child’s pediatrician was
recommended. Caregivers of children with 1 significant
concern or �1 nonsignificant concern were encouraged
to discuss their concerns with the child’s pediatrician.

At the time of the caregiver interview, child weight
and length were recorded. To ensure that weights and
lengths were recorded in the same manner, equipment
and training were standardized across sites. Child weight
and length were obtained either by project staff mem-
bers or from medical chart reviews conducted on the
same day as the caregiver interview. Because of practical
constraints within emergency departments, length was
not always measured. Weight-for-age is a composite
measure of growth.24,25 Weight-for-age z scores were
calculated by using the US Centers for Disease Control
and Prevention age- and gender-specific reference val-
ues.26 Underweight was defined as a z score �2 SDs
below the mean weight-for-age value; overweight was
defined as �2 SDs above the mean weight-for-age
value.27

Data Analyses
Of the 3052 caregivers who were approached for recruit-
ment, 226 (7%) were ineligible because the caregivers
did not speak English or Spanish (or Somali, in Minne-
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apolis), did not have knowledge of the child’s house-
hold, were not state residents, had been interviewed in
the past 6 months or the potential child in the dyad was
�4 months of age. Of the remaining 2826 caregivers
(93%), 347 (12%) refused to be interviewed and 469
(17%) were missing �1 of the analysis variables and
therefore were not included in the analyses. The final
analysis sample included 2010 caregiver/child dyads.
The subjects with complete data, compared with incom-
plete data, were less likely to be foreign-born caregivers
(26% vs 32%; P � .01) or employed (46% vs 53%; P �
.01) or to have children with low birth weights (14% vs
18%; P � .04). Caregiver country of birth and employ-
ment status, as well as child’s low birth weight status,
were among the variables included as covariates in the
study regression analyses.

Multivariate logistic analyses were used to evaluate FI
(yes or no) as a predictor of developmental risk. Covari-
ates were identified on the basis of their theoretical or
empirical importance to child development during pre-
liminary analyses. Child-related covariates were gender,
age at time of interview, weight-for-age z score, low
birth weight (�2500 g or �2500 g), ever breastfed (yes
or no), history of previous hospitalizations (yes or no),
and type of health insurance (public, private, or none).
Caregiver-related covariates were education (less than
high school graduation, high school diploma, or more
than high school education), marital status (married or
not married), employment status (yes or no), positive
depressive symptoms on the screening instrument,
country of birth (United States or other), and geographic
site of interview. Ethnicity was tested as a covariate but
was not included because it was highly collinear with
caregiver country of birth and geographic site of inter-
view and was not associated with PEDS status (Table 1).
We calculated an adjusted odds ratio for the multivariate
analysis to determine the statistical significance and
strength of the relationship between FI and develop-
mental risk.

We evaluated whether the threshold for the effect on
developmental risk occurred at the level of household FI
without hunger. We constructed a subsample (n �
1891) of the original sample of 2010 by excluding care-
givers who reported FI with hunger and reanalyzed the
covariate-controlled logistic regression models.

RESULTS
In the sample of 2010 families, 21% (n � 427) reported
household FI, including 6% (n � 119) that reported FI
with hunger. The majority (91%; n � 1486) of the
respondents were the birth mother of the child. Com-
pared with children in food-secure households, children
in food-insecure households were younger and more
likely to have been breastfed and to receive public health
insurance (Table 1). Groups did not differ significantly
(P � .05) with respect to child’s gender, incidence of low
birth weight, mean weight-for-age z score, categorical
classification as underweight or overweight, or prior
hospitalizations. Caregivers who reported household FI
were less likely to be �21 years of age, to have been born
in the United States, and to be employed. They had less

education and were more likely to report depressive
symptoms than were caregivers who reported house-
hold food security. Food-secure and food-insecure care-
givers differed with respect to ethnicity but did not differ
with respect to marital status. FI rates did differ accord-
ing to site of data collection. Regardless of FI status,
underweight and overweight were documented at �3
times the number of children expected with weight-for-
age values of �5th percentile (�16%) and �95th per-
centile (�20%). Almost 14% (n � 278) of the 2010
caregivers reported developmental risk on the PEDS.

Table 2 shows the proportions of children with devel-
opmental risk in unadjusted and covariate-adjusted
analyses and the strength of the relationships stratified
according to child and caregiver characteristics. With

TABLE 1 Sample Demographic Characteristics According to FI
(N � 2010)

Food Secure
(n � 1583)

Food Insecure
(n � 427)

P

Site of data collection, %
Baltimore 29 19 �.0001
Boston 28 30
Little Rock 25 14
Minneapolis 12 33
Philadelphia 6 4

Child variables
Age, %
4–12 mo 38 45 .05
13–24 mo 40 36
25–36 mo 22 19

Gender, %
Female 53 56 .28
Male 47 44

Low birth weight (�2500 g), % 15 14 .46
Weight-for-age z score, mean 0.034 0.021 .87
Weight-for-age z score �2 SD below

mean, %
6 6 .50

Weight-for-age z score �2 SD above
mean, %

6 4 .21

Breastfed, % 50 64 �.0001
Health insurance, %
Public 83 92 �.0001
None 2 4
Private 15 4

Any previous hospitalizations, % 26 30 .15
Caregiver variables

�21 y of age, % 15 11 .03
Race/ethnicity, %
Asian 1 �1 �.0001
Black 61 53
Hispanic 16 34
White 22 11
Native American �1 1

Born in United States, % 79 55 �.0001
Married, % 32 34 .61
Employed, % 49 36 �.0001
Education, %
Some high school 26 37 �.0001
High school graduate 41 41
College graduate 34 22

Maternal report of depressive
symptoms, %

29 48 �.0001
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TABLE 2 Descriptions of Sample According to Developmental Risk (N � 2010), Unadjusted and Adjusted for Covariates

Unadjusted for Covariates Adjusted for Covariates

Developmental
Risk (n � 278), %

Odds Ratio
(95% CI)

P Odds Ratio
(95% CI)

P

Category of FI
FI 18 1.48 (1.11–1.97) .007 1.76 (1.26–2.46) .001
Food security 13 1.00 1.00

Site of data collection
Baltimore 16 1.00 .001 1.00 .0003
Boston 13 0.79 (0.56–1.11) 0.93 (0.62–1.40)
Little Rock 16 1.01 (0.72–1.42) 0.95 (0.65–1.40)
Minneapolis 7 0.41 (0.26–0.66) 0.44 (0.23–0.81)
Philadelphia 21 1.40 (0.83–2.36) 1.42 (0.79–2.55)

Child variables
Age
4–12 mo 7 1.00 �.001 1.00 �.0001
13–24 mo 16 2.48 (1.78–3.47) 2.43 (1.70–3.48)
25–36 mo 23 3.96 (2.78–5.64) 4.22 (2.87–6.21)

Gender
Female 10 1.00 �.001 1.00 �.001
Male 17 1.75 (1.35–2.28) 1.69 (1.27–2.53)

Birth weight
Low birth weight (�2500 g) 22 1.97 (1.44–2.71) �.001 1.81 (1.26–2.59) .001
Birth weight of �2500 g 13 1.00 1.00

Weight-for-age z score
�2 SD below mean 30 2.98 (1.98–4.47) �.001 2.66 (1.68–4.24) .0002
Within normal range 13 1.00 1.00
�2 SD above mean 16 1.30 (0.80–2.11) 1.25 (0.74–2.11)

Breastfeeding status
Breastfed 13 1.00 .22 1.00 .949
Not breastfed 15 1.18 (0.92–1.52) 1.01 (0.75–1.37)

Health insurance
Public 13 1.00 .40 1.00 .600
None 19 1.54 (0.79–3.02) 1.35 (0.65–2.80)
Private 15 1.12 (0.77–1.63) 1.17 (0.74–1.85)

Previous hospitalizations
Any 22 2.39 (1.83–3.12) �.0001 1.80 (1.35–2.40) �.0001
None 11 1.00 1.00

Caregiver variables
Age

�21 y 12 0.87 (0.59–1.27) .46 1.02 (0.66–1.56) .936
�21 y 14 1.00 1.00

Race/ethnicity
Asian 15 0.97 (0.21–4.47) .41 NA NA
Black 14 0.85 (0.62–1.17)
Hispanic 12 0.71 (0.47–1.07)
White 16 1.00
Native American 25 1.77 (0.47–6.74)

Country of birth
United States 15 1.00 .009 1.00 .763
Other 10 0.66 (0.48–0.90) 0.93 (0.60–1.46)

Marital status
Married 14 1.00 .60 1.00 .304
Not married 14 1.00 (0.77–1.32) 0.83 (0.59–1.18)

Employment status
Employed 12 1.00 .02 1.00 .010
Not employed 16 1.37 (1.06–1.77) 1.48 (1.10–1.98)

Education
Some high school 14 1.03 (0.75–1.41) .76 1.07 (0.76–1.53) .867
High school graduate 13 1.00 1.00
College graduate 15 1.12 (0.83–1.51) 1.09 (0.77–1.53)

Maternal depressive symptoms
Yes 19 1.93 (1.50–2.50) �.0001 1.70 (1.27–2.28) .0004
No 11 1.00 1.00

NA indicates not applicable; CI, confidence interval.
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respect to FI group, 18% of children in food-insecure
households, compared with 13% of children in food-
secure households, were reported to be at developmen-
tal risk (P � .007).

The results of multivariate logistic analyses revealed
that children from food-insecure households, compared
with those from food-secure households, were two
thirds more likely to experience developmental risk (ad-
justed odds ratio: 1.76; 95% confidence interval: 1.26–
2.46; P � .001). In multivariate analyses unadjusted and
adjusted for other covariates, children were more likely
to have developmental risk if they were older, were
male, had a low birth weight, were underweight, and
had a history of hospital admissions. Children who were
underweight, compared with normal weight, were al-
most 3 times more likely to experience developmental
risk. In addition, caregivers who were unemployed or
reported depressive symptoms were more likely to re-
port that their children were at developmental risk.
There were also geographic site differences in the propor-
tions of children with developmental risk. Caregivers’ age
and education were not significantly related to develop-
mental risk. The one association that changed with adjust-
ments for covariates was the association between foreign-
born caregivers and PEDS results; the unadjusted analysis
indicated significance, whereas the relationship of foreign-
born caregivers with developmental risk was no longer
present after adjustment. When the analysis was repeated
after removal of the families that reported FI with hunger,
the negative relationship between FI and increased devel-
opmental risk was maintained (adjusted odds ratio: 1.77;
95% confidence interval: 1.23–2.56; P � .002).

DISCUSSION
This study identified an association between FI and de-
velopmental risk among children �36 months of age
from low-income (poor and near-poor) households. Al-
though the detrimental effects of poverty on child de-
velopment are well documented,28 our study found that
the additional association between FI and developmen-
tal risk in young children from poor and near-poor
households was present even after controlling for theo-
retically chosen and statistically identified confounding
variables. These control variables included child factors,
such as previous hospitalizations, low birth weight, and
current weight-for-age z score, that usually would be
identified by clinicians as markers of physiologic risk.13,29

The nearly identical relationship between developmen-
tal risk and FI that was observed when households that
reported FI with hunger were removed from the analysis
suggests that the threshold for effects on young chil-
dren’s developmental risk occurs even in households at
the less-severe end of the FI continuum. Our findings of
greater incidence of developmental risk for very young
children from low-income households with limited or
uncertain food supplies are consistent with previous
findings for school-aged children.3,4,13,30

There are at least 2 possible pathways that may ex-
plain the association between FI and developmental risk.
In a nutritive pathway, FI may compel families to limit
the quality of food given to their children, leading to

micronutrient deficiencies. There is some evidence of an
association between FI and iron deficiency,31 which has
been linked to developmental problems32–34 and may
contribute to the increased rate of developmental risks
among children in households with FI. There also may
be nonnutritive pathways linking FI and developmental
risk. In one possible pathway, families with FI are con-
fronted with the stress and anxiety of not having a
steady reliable source of food35 and are at risk for depres-
sive symptoms.9,36 Caregiver depression has a negative
influence on child development,37 particularly in the
presence of poverty.38 In the present study, almost one
half of the caregivers in food-insecure households re-
ported symptoms of depression, possibly because care-
givers in households with FI thought that they could not
provide a secure source of food. However, as with other
cross-sectional studies that reported associations be-
tween FI and maternal depressive symptoms,9,36 it is not
clear whether depression preceded or followed FI.

In another possible nonnutritive pathway, a caregiver
report of FI could be a marker for extreme poverty.
Caregivers who reported FI had fewer years of formal
education, were less likely to be employed, and had
children who were more likely to be enrolled in public
health insurance programs than did caregivers who re-
ported food security. Although these factors associated
with poverty were controlled for in the current analysis,
we did not measure whether these extremely low-in-
come households had more-limited access to resources
besides food, including toys, books, and other learning
materials, and experiences known to be important for
promoting child development.39,40

Our findings must be interpreted in light of several
important methodologic issues. First, the study was a
sentinel study (conducted in English, Spanish, and So-
mali) of caregivers and their children 4 to 36 months of
age who were waiting for care at 1 of 5 emergency
departments and/or clinics that serve large numbers of
families from low-income backgrounds. Although the
sentinel sample included poor and near-poor caregivers
and their children, who were at high baseline risk for
negative health and developmental outcomes, the care-
givers of the most severely ill and injured children were
not included because of their need for immediate med-
ical care. Second, the cross-sectional design can neither
establish a causal relationship nor unequivocally ascer-
tain the direction of effect between FI and developmen-
tal risk. However, our study results are consistent with
recent developmental findings from a longitudinal eval-
uation of children from kindergarten through third
grade.3 Third, although we controlled statistically for
important covariate and confounding factors, other un-
measured confounders might have influenced the find-
ings. A less-stimulating home environment related to
poverty is probably the most important unmeasured
confounder in the relationship between FI and develop-
mental risk. Although we sampled caregivers from poor
and near-poor families and adjusted for variables related
to poverty, such as type of health insurance and care-
giver education and employment, we did not have a
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measure of family income or the quality of the home
environment.

Finally, shared-method variance (ie, the same care-
givers reported food security and developmental con-
cerns) could have influenced the results. That is, it is
possible that caregivers who were concerned about food
access tended to report concerns about child develop-
ment because they were generally concerned about the
overall family situation. However, this threat was mini-
mized because families who expressed concerns but not
endorsement of the food security items were not classi-
fied as having FI, in keeping with the US Department of
Agriculture guidelines.

As expected, cognitive, language, and behavioral con-
cerns are more likely to be identified as the infant
develops into toddlerhood, when there are greater ex-
pectations of the child and more-complex and more-
frequent interactions with the outside world than during
the early months. Therefore, although we controlled for
the age of the children at the time of examination,
caregivers of toddlers were more likely to report that the
children were at developmental risk than were caregiv-
ers of younger infants. In addition, birth weight, health,
and gender are factors that were found in many other
studies to influence development, particularly for chil-
dren living in poverty, depending on the developmental
outcome measured.39–41 Consistent with the work of oth-
ers, children in this sample who had low birth weights,
had been previously hospitalized, and were male were
more likely to be at developmental risk than were chil-
dren who had normal birth weights, had not been hos-
pitalized, and were female. Caregivers who were not
born in the United States and caregivers who were em-
ployed were less likely to report that their children were
at developmental risk than were caregivers in the con-
trasting groups.

The clinical and public policy implications of this study
are striking. Infants who have experienced multiple nega-
tive environmental factors are at risk for long-term devel-
opmental consequences.42 Therefore, the multiple factors
for children living in poor and near-poor households who
experience household FI and developmental risk could
have long-term implications into school age. In contrast,
focused interventions in young children have been shown
to improve school readiness and long-term outcomes.30,43–47

Therefore, early identification and remediation of FI, as
well as developmental delay, are prudent.

This study of FI and child development highlights the
importance of early identification of at-risk children in a
model of preventative medicine. The American Acad-
emy of Pediatrics recommends that an algorithm be
implemented at each well-child visit and states, “early
identification of developmental problems should lead to
further developmental and medical evaluation, diagno-
sis, and treatment, including early developmental inter-
vention.”48 Evidence suggests that household FI (with or
without the report of family hunger), even in the pres-
ence of appropriate weight-for-age values, is an impor-
tant risk factor for the health, development, and behav-
ior of children �3 years of age and, in the future, should

be included in algorithms for developmental surveil-
lance.7,49

Interventions for FI and developmental risk are avail-
able and overall have been successful.44–46,50 Linking
families to the Food Stamp Program and/or the Supple-
mental Nutrition Program for Women, Infants, and Chil-
dren participation, as well as Early Intervention, Early
Head Start, Head Start, and mental health services, is an
important intervention that should be recommended if
indicated by the risk surveillance or developmental
screening. Participation in the Supplemental Nutrition
Program for Women, Infants, and Children has been
associated with positive infant growth and health.51

Frongillo et al52 reported that starting participation in the
Food Stamp Program during the kindergarten to third-
grade years was associated with academic (reading and
math) improvement, compared with stopping participa-
tion in the Food Stamp Program during that same
period.

CONCLUSIONS
This study has shown that there is a statistically robust
association between household FI and developmental
risk during the first 3 years of life, when brain growth is
rapid. Given the prevalence of FI in US households with
young children, large numbers of children may be at risk
of potentially preventable developmental deficits, even if
they are not underweight for age. In a time of limited
resources, providing nutritional and developmental in-
terventions to young children and their families is a
proactive step that might decrease the need for later,
more-extensive interventions for developmentally or
behaviorally impaired children of school age.53 Future
studies should evaluate the longitudinal relationship of
FI and infant and toddler development. Those studies
should consider direct evaluation of the caregiving en-
vironment and child development, as well as other im-
portant factors (such as health status, public assistance
programs, and caregiver mental health) that may alter
the relationship between FI and child development.
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ADULT SUPERVISION

“At Mascoutah Middle School in Illinois, 13-year-old Megan Coulter was
recently given detention for hugging two friends goodbye before the week-
end—a violation of the school’s ban on ‘public displays of affection.’ One
California school district worried about ‘bullying, violence, self-esteem and
lawsuits’ also banned tag, cops and robbers, touch football and every other
activity that involved ‘bodily contact.’ In some schools, free play has been
replaced by organized relay races and adult-supervised activities, in order to
protect children from spontaneous outbreaks of creativity. This makes sense
to the sort of person who thinks children must at all costs be protected from
the scrapes of life and insulated from the prospect of having to deal with social
interactions or disappointment. We’re already paying the price for the epi-
demic of overprotectiveness. Congress has appropriated more than $600
million to encourage kids to walk or bike to school. An entire generation of
kids now rides in minivans to schools where they aren’t allowed to chase one
another, swing on swings or play dodgeball. And we wonder why we have an
obesity problem.”

Sykes C.Wall Street Journal. November 18, 2007
Editor’s note: Mr. Sykes is the author, most recently, of 50 Rules Kids Won’t Learn in School. St. Martins, 2007

Noted by JFL, MD
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