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Abstract

Poverty threatens child health. In the United States, financial strain, which encompasses income 

and asset poverty, is common with many complex etiologies. Even relatively successful anti-

poverty programs and policies fall short of serving all families in need, endangering health. 

We describe a new approach to address this pervasive health problem: antipoverty medicine. 

Historically, medicine has viewed poverty as a social problem outside of its scope. Increasingly, 

health care has addressed poverty’s downstream effects, such as food and housing insecurity. 

However, strong evidence now shows that poverty affects biology, and thus, merits treatment 

as a medical problem. A new approach uses Medical-Financial Partnerships (MFPs), in which 

healthcare systems and financial service organizations collaborate to improve health by reducing 

family financial strain. MFPs help families grow assets by increasing savings, decreasing 

debt, and improving credit and economic opportunity while building a solid foundation for 

lifelong financial, physical, and mental health. We review evidence-based approaches to poverty 

alleviation, including conditional and unconditional cash transfers, savings vehicles, debt relief, 

credit repair, financial coaching, and employment assistance. We describe current national MFPs 
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and highlight different applications of these evidence-based clinical financial interventions. 

Current MFP models reveal implementation opportunities and challenges, including time and 

space constraints, time-sensitive processes, lack of familiarity among patients and communities 

served, and sustainability in traditional medical settings. We conclude that pediatric health care 

practices can intervene upon poverty and should consider embracing antipoverty medicine as an 

essential part of the future of pediatric care.
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Background

Poverty is a grave threat to child health. The child poverty rate may increase by 50% (to 

21%) in the wake of the COVID-19 pandemic.1 Prepandemic, 60% of Americans were 

without sufficient savings to cover three months of expenses.2 The COVID-19 pandemic has 

revealed financial strain’s serious harm: millions of families have been unable to manage 

sudden loss of income without financial resources to mitigate the pandemic’s economic 

fallout.

Poverty causes material hardship and psychological stress. It is linked to poor health 

outcomes throughout the life course.3 The American Academy of Pediatrics calls for a 

paradigm shift whereby health care providers address childhood poverty directly within their 

clinical practices to improve child health.4,5 Thus, pediatric clinicians are already beginning 

to adopt the rationale and tools of a new clinical paradigm, which we term antipoverty 

medicine, as an upstream approach to address poverty and its harmful health effects.6

Antipoverty Medicine: A Frameshift to Address Disparities due to Poverty

Antipoverty medicine is a concept that shifts health care’s approach by recognizing poverty 

as a key driver of morbidity and mortality requiring “treatment,” similar to the management 

of other health risks (Fig. 1). Medical Financial Partnerships (MFPs), defined as cross-

sector collaborations in which health care systems and financial service organizations work 

together to improve health by reducing patient financial stress, offer tools for practitioners of 

antipoverty medicine.”5

MFPs hold great promise to improve child health. A strength of MFPs is their connection 

with and, often, colocation within trusted pediatric health care settings accessed by the vast 

majority of low-income families. MFPs help families grow assets by providing resources, 

knowledge, and skills to reduce expenses, increase income, decrease debt, and/or increase 

savings to build a solid foundation for lifelong health (Fig. 2).

Antipoverty Medicine Is Needed

Financial strain, pervasive in the United States, encompasses income poverty (ie, not earning 

enough to get by), asset poverty (ie, low or negative net worth), and subjective stress from 
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finances regardless of objective economic position.7 In the US, one-third of adults report 

substantial financial strain, over half of families are income or asset poor, and young adults 

hold less wealth than prior generations at this stage of life, particularly those with a college 

degree.7,8 Economic policies systematically excluding people of color strongly influence 

risk of financial strain. Different contributors to financial strain (income, savings, debt, 

credit, intergenerational finances) link to health outcomes and MFPs may address these 

financial domains.5

US antipoverty policies can be effective, but they are limited.3 Unconditional cash transfer 

programs (social security income, tax credits) and conditional cash transfer programs 

(child care and housing vouchers, Supplemental Nutrition Assistance Program or SNAP) 

serve as supplements to permanent solutions such as accessing work training, increasing 

the minimum wage, and eliminating immigration-related welfare restrictions. All of these 

programs lift families from poverty.3 However, they do not fully meet families’ needs. 

For example, disposable diapers, a significant expense for low-income families, are not 

covered by federal assistance programs, leading to financial strain, trade-offs with other 

basic necessities, and some families leaving diapers on their children for unhealthy amounts 

of time.9

Additionally, some programs are difficult to access given onerous enrollment 

requirements.2, 10 Further, available financial capability services, like financial coaching 

and child development accounts (ie, savings accounts), often fail to reach those who 

could benefit.5 Integration into health care makes antipoverty programs more scalable and 

accessible.

Impact of Alleviating Poverty on Child Health

The effectiveness of poverty alleviation and financial services is well established.3,4 

Evidence-based approaches include: (1) conditional cash transfers, including means-tested 

benefits access (ie, Special Supplemental Nutrition Program for Women, Infant, and 

Children or WIC; SNAP); (2) unconditional cash transfers, such as tax credits (Earned 

Income Tax Credit or EITC; Child Tax Credit or CTC) and Social Security Income; (3) 

savings vehicles, including tax-advantaged and those designated for specific uses, such 

as emergencies or higher education; (4) debt relief; (5) credit repair; (6) employment 

assistance; and (7) financial coaching to connect and navigate these services in alignment 

with families’ financial needs and goals. Financial services delivered through MFPs, in 

particular, have the potential to impact economic mobility and family health.5

The argument for poverty alleviation is supported by data that suggests in states with 

higher expenditures on social services and public health measures significantly improve 

population health outcomes as measured by a lower percentage of adults with obesity, 

asthma, mentally unhealthy days or days with activity limitations, and lower mortality 

rates from diabetes, acute myocardial infarction, and lung cancer.11 Higher incomes are 

independently associated with longer life expectancy; the richest 1% of women and men live 

10 and 14 years, respectively, longer than the poorest 1% in the US.12 Poverty reduction 

through cash transfers like the EITC, a federal, refundable tax credit supplementing income 
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for low-to-moderate income workers, is associated with improved home environment quality 

for children, child development, and maternal mental health; decreased rates of smoking; 

lower stress biomarkers; increased prenatal care.13 Evidence of a dose-dependent effect 

exists. As EITC payment increases, infant outcome measures, such as term birth and breast-

feeding rates, significantly improve and have been shown to mitigate perinatal disparities by 

disproportionately decreasing LBW births in Black mothers.14

Similarly, a cross sectional survey at 5 urban hospitals of families with children <3 years 

old receiving support from Low Income Home Energy Assistance Program (LIHEAP) 

demonstrated that children are less likely to be underweight (mean z-score weight/age 0.076 

vs −0.033, p=0.01) and have reduced risk of hospitalization compared to eligible children 

not enrolled (1.00 vs 1.32, P = .05).15 When SNAP benefits are reduced both caregivers and 

children experience increased odds of fair/poor health.16 These effects likely occur through 

increased ability to afford basic needs, decreased stress, increased self-care, and increased 

access to medical care.11

Beyond public benefits programs, financial services focused on increasing savings, 

decreasing debt, and improving credit scores also improve financial well-being, both 

within MFPs and on their own. One rigorous study of financial coaching, a service 

helping consumers achieve self-defined financial goals, found participants increased savings 

(average savings account balance for intervention group $1187 +/− $1021 (90% CI) higher 

than control), improved credit scores (intervention group scores increased 21+/−13 points), 

and decreased debt (intervention group reduction of debt of $10,644 +/− $7891), including 

medical debt.17 Similarly, credit-building initiatives, such as lending circles, decrease debt 

and improve credit scores.18 Preliminary data from an RCT of 181 mothers receiving 

financial coaching for 1 year found decreased financial strain.19 In a qualitative study 

of adult caregivers and adolescents visiting an academic-based pediatric clinic, an MFP 

providing embedded employment services was highly desired.20

Evidence is promising on the health impact of financial services MFPs often deploy. A 

rigorous study of tax-protected children’s 529 college savings accounts found improved 

social-emotional development for young children in low-income families, decreased punitive 

parenting scores and decreased rates of maternal depression.21–23 An observational cohort 

of 30 women receiving financial coaching showed participants, from baseline to year 

2 postintervention, had increased income ($8,026, P = .03), a trend toward decreased 

consumption of fast food (1.5 vs 2.2 visits per week, P = .07), improved physical and 

psychological health-related quality of life.24 Studies on credit-building initiatives also show 

improvements in overall self-reported health.25 While few experimental studies of MFPs 

exist, a randomized trial of an MFP delivering wraparound financial and social services for 

housing-unstable families with medical complexity improved child health status and parent 

mental health, consistent with preliminary evidence from a community-based randomized 

trial of financial coaching.26
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MFPs Offer a Range of Financial Services in Clinical Settings

For health care practices interested in moving beyond social needs screening to address 

poverty directly through financially-focused interventions, multiple MFP models exist. An 

MFP builds an intentional connection between health care delivery and asset building 

opportunities and may include a limited or broader range of services, depending on what 

is available to each clinic. MFPs range from leveraging clinical resources to providing 

on-site financial services to building strong community partnerships and comprehensive 

economic ecosystems supporting families’ multidimensional financial needs. Available 

services (embedded or in the community) may include free tax preparation, enrollment 

in savings accounts, employment assistance and workforce development, financial coaching, 

or assistance with applying for benefits programs. Moreover, some MFPs collaborate with 

Medical-Legal Partnerships (MLP). MLPs are fully-embedded legal services addressing 

health-harming legal needs, including legal barriers to financial wellness, such as benefit or 

disability appeals, workplace discrimination, and family medical leave. MFPs serve a range 

of clients to include hospital and clinic patients, employees, and community members.

For this review, we surveyed pediatric MFPs nationally. To be considered an MFP, the 

program had to provide financial services (onsite or in the community) designed to directly 

impact financial stability as part of its health care model. Under this definition, an MFP 

could be a financial service (eg, tax preparation, financial coaching) or address a material 

need (eg, food pantry). However, to qualify as an MFP, a material resource service such as 

a food pantry could not focus solely on hunger alleviation but had to include referrals or 

education about using the resource to build financial stability. Survey questions focused on 

services delivered, types of clients served, and funding mechanisms. Table 1 summarizes 

successful MFPs. Figure 3 summarizes MFPs’ service portfolios.

Recently developed MFPs include interventions offering asset-building opportunities while 

incentivizing health-promoting behaviors. For example, Early Bird, an MFP built by The 

Impact Factory at The University of Texas at Austin, offers conditional cash transfers 

tied to health, educational, and financial achievement, often aligned with health insurance 

priorities. Dollar rewards, up to $500 per child, are placed in 529 college savings accounts as 

families achieve milestones like physician and dentist appointment attendance, enrollment in 

prekindergarten, and participation in financial coaching.

Some MFPs take a place-based approach to improving health by increasing access to 

housing, employment, and financial services. Healthy Neighborhoods Healthy Families, 

an MFP of Nationwide Children’s Hospital, treats the neighborhood surrounding the 

hospital. The economically-distressed Southern Orchards neighborhood underwent extensive 

resuscitation through the renovation of homes, creation of outdoor spaces, and embedding 

employment and financial services as core community offerings.27

Another MFP strategy focuses on increasing access to pre-existing federal, state, and 

community programs via their integration into clinical workflows. The Medical Tax 
Collaborative, founded by StreetCred, an MFP at Boston Medical Center, provides technical 

support to health care institutions (30 in 15 states to-date) integrating IRS-sponsored 
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Volunteer Income Tax Assistance (VITA) free tax preparation services into clinical 

settings.28 Successful integration requires strong relationships with not only the IRS 

but also a community organization with VITA expertise. StreetCred New Haven, for 

example, partnered closely with their local VITA partner, the Connecticut Association 

for Human Services. Likewise, the Harbor-UCLA Medical-Financial Partnership embeds 

financial coaches into pediatric well child visits in partnership with LIFT, a national 

antipoverty nonprofit, to provide families with behavioral science-driven financial coaching 

and connections to health system and community-based financial resources.26

The Case for MFPs

Given the evidence that poverty threatens health and financial services increase families’ 

financial stability, MFPs are expected to impact health through their antipoverty and asset-

building services. Health care is one of the only sectors reaching the vast majority (90%) 

of families in the preschool years;29 only 12% of children, by contrast, are in out-of-home 

daycare.30 The reliance on health care is even more stark during the COVID-19 pandemic, 

as most other services are now virtual. Even the IRS interacts with fewer families: only 80% 

file annually.31 Poverty exerts its strongest impact on health trajectories in these early years, 

which implies antipoverty medicine could play an important role.

Receiving financial services in conjunction with the trusted clinical setting may deepen 

patients’ relationships and trust with their medical home.29 Just as important, patients’ 

parents have stated they appreciate the convenience of financial services embedded in 

clinical settings.20 They identify financial strain as a critical driver of their own poor mental 

health and changes to their ideal parenting practices.7

Nascent evidence shows incorporating financial services into the medical home is feasible. 

For example, New York City Health and Hospitals, a member of the Medical Tax 
Collaborative (Table 1), filed 1,156 tax returns in 2019, returning $1.8 million to clients 

and yielding a social return on investment, defined as the ratio of the value generated for 

society to the cost of the program,32 of 673%.33 Similarly, 21% of surveyed StreetCred 
(Table 1) clients in 2016 and 2017 reported new receipt of the EITC.28 Moreover, Healthy 
Neighborhoods Healthy Family (Table 1) has addressed neighborhood employment via 

establishing paths to employment at Nationwide Children’s and other area employers.34 

Through this program, the hospital has successfully employed over 1,000 community 

members. A differences-in-differences analysis found a trend toward a reduction in 

emergency department utilization and hospitalizations in the intervention neighborhood 

compared to two comparison neighborhoods.35 The science of implementing MFPs is still 

developing, but experience from early adopters shows MFPs are feasible, complementary to 

routine care practices, and supported by patients, families, and clinicians.

Opportunities and Challenges for MFPs

How to Get Started

Clinics should first survey their current services. Practitioners of antipoverty medicine 

will recognize existing embedded services aligned with the broader concept of MFPs. 
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For example, many material resource programs could undergo a framework shift from a 

focus on meeting basic and emergency needs (eg, food, transportation) to building longer-

term financial stability and mobility. Simple changes in the language framing (eg, “We’re 

providing you with food to decrease food costs in your budget.”) could help. Next, clinics 

should identify community financial service nonprofits and investigate opportunities for 

collaboration, which could be as simple as providing connections (eg, “If you’re interested 

in working on your budget to reach your goals, here is a financial coaching organization.”) 

or as complicated as physically embedding the service in the clinical space.

Challenges

Several structural challenges exist to achieving full integration of MFP’s into health care. 

One overarching challenge, cultural differences between medicine and financial services, 

could be addressed through open, frequent communication.

Limited Time and Space in Medical Encounters—Medical visits are time-

constrained. Providers juggle competing priorities, including preventive care discussions and 

achieving quality metrics while documenting care into complex electronic medical records 

(EMRs). Practitioners of antipoverty medicine must use performance improvement methods 

to address these challenges. Involving operations and technology leaders and frontline staff 

in MFP design, equipping providers with knowledge about MFPs, and integrating MFPs 

into EMRs are critical to maximizing efficiency and effectiveness. Using this framework 

improves patient screening rates and engagement with follow-up interventions.24

EMRs are evolving to capture social needs data, which could include screens for financial 

need and become part of routine care. Screening could occur prior to a medical visit, 

enabling MFP staff to connect with the patient before the scheduled appointment, saving 

time for patients and clinicians.

Identifying physical space in clinics for MFPs is challenging. Solutions include waiting 

room redesign, using exam rooms while patients wait for providers, incorporating services 

into home-visiting programs, and virtual models.36 Although in-person connections increase 

resource navigation success, more contacts, regardless of location, are associated with more 

uptake; thus, patients could be introduced to MFPs during clinic visits, then have follow-up 

contacts virtually.37

History, Perceptions, and Trust—To receive financial services, individuals must share 

sensitive personal and financial information. Trust is important. Historically, many BIPOC 

communities have been disenfranchised from financial institutions and wealth-building 

opportunities (eg, home ownership, GI bill). Many continue to experience the financial 

sector as predatory (eg, payday loans, banking, tax services). Acknowledging these 

experiences is important because negative experiences hinder trust. Health care seeks 

to build trusting relationships with patients and offers a setting where individuals are 

accustomed to disclosing sensitive information. New research shows families view primary 

care as an appropriate place to discuss financial needs.20,28
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Sustainable Funding—Limited funding for MFPs is a barrier to expanding this work. 

Existing MFPs use grants, hospital and clinic funds, philanthropic donations, loans, and in-

kind gifts from community partners. Corporate partnerships and revenue-generating social 

enterprise business models are largely unexplored for MFPs.

Similarly, alignment with health insurance payers’ financial incentives is untapped. 

Medicaid is a main source of funding for social determinants of health work but focuses 

on care management for high-need, high-cost adult patients.38 Opportunity exists for 

greater investments by Medicaid via the Section 1115 waiver program to support social 

determinants of health work, including MFPs. Other reimbursement mechanisms for 

upstream clinical services are growing for public and private payors.39 Such interventions 

could result in improved health, education, and future financial outcomes for children.

Antipoverty Medicine and Social Justice

In addition to considering the above challenges, we recommend considering the following 

opportunities when launching an MFP. First, antipoverty medicine uses MFPs as an 

opportunity to apply a racial equity lens and further address inequities based on financial 

marginalization.40 Second, MFPs afford health systems and financial service organizations 

the opportunity to build deeper partnerships with historically underserved communities. 

Third, MFPs are an opportunity for clinic leaders to add a single, new service offering in the 

medical setting, such as tax preparation, or a chance to redesign the clinic’s entire approach 

to impacting health, by offering a suite of bundled services such as tax preparation alongside 

financial coaching, enrollment in 529 college savings accounts, and job training.

Antipoverty Medicine to Impact Policy

Practitioners of antipoverty medicine can also engage in advocacy to change policies to 

impact the financial well-being of patients. Health care and community-based organizations 

are well-positioned to influence policy given their areas of expertise, frontline connections to 

social determinants of health, and passionate workforces. For example, the Healthy Families 

EITC Coalition, run by Children’s HealthWatch at Boston Medical Center with the MFP, 

StreetCred, as a member, helped advocate to increase Massachusetts’ state EITC to 30% of 

the federal EITC.

As another example, the Healthcare Anchor Network, a 700+ hospital network committed to 

addressing economic and racial inequities via inclusive hiring and place-based investment, 

has used their collective influence to advocate for affordable housing policies. Through 

a combination of congressional visits and coalition-building with national healthcare 

organizations, philanthropic organizations, and housing advocacy groups, health system 

leaders are pointing to successful cases of MFPs in their appeals for support of federal 

policies such as Low-Income Housing Tax Credits and HOME Investment Partnerships.41

Beyond providing service delivery and elevating patients’ lived experience, practitioners of 

antipoverty medicine can use MFPs to acquire more evidence to support policy change. 

Examples of policy priorities include health insurance, housing, food, antipoverty public 
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benefits, and cash transfer programs (including tax credits and baby bonds). The American 

Academy of Pediatrics and others are already pursuing many of these policies.38

Conclusion

Antipoverty medicine is an ambitious but necessary frameshift needed to protect the health 

of children and families. Pediatric practices can and should intervene upon poverty directly. 

Current MFPs show robust feasibility and are quickly building a national movement. 

National health-wealth collaboratives, such as Prosperity NOW, SIREN, and StreetCred’s 

Medical Tax Collaborative, are bringing innovators, clinicians, and experts together to 

ensure antipoverty medicine becomes a key strategy for sustainable, measurable gains in 

child health in the United States.

The current fiscal challenges of our health care system require a systematic approach 

to evaluating the impact of MFPs.42 The variety of MFP models presents opportunities 

for evaluation of the best approaches to build collaborations between health care and 

financial services, financial sustainability models, and effectiveness with respect to health 

and financial well-being.43

Increased national attention on health equity establishes a growth environment for MFPs 

in both scale and scope.44 As the COVID-19 pandemic has revealed, we cannot wait to 

address structural economic disparities. Let us pursue antipoverty medicine now and create a 

healthier future for America’s children.
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What This Narrative Review Adds

We present the approach of anti-poverty medicine, which encompasses use of Medical-

Financial Partnerships (MFPs) between health care system and financial capabilities 

organizations. This approach “treats” poverty and its associated poor health outcomes.
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Figure 1. 
Health care’s new model: Antipoverty medicine.
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Figure 2. 
Scope of medical-financial partnerships’ activities.
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Figure 3. 
Services offered by MFPs.
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