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abstract
Lung transplantation is a potentially life-saving procedure for patients
with irreversible lung failure. Five-year survival rates after lung transplantation are .50% for children and young adults. But there are not
enough lungs to save everyone who could beneﬁt. In 2005, the United
Network for Organ Sharing developed a scoring system to prioritize
patients for transplantation. That system considered transplant urgency as well as time on the waiting list and the likelihood that the
patient would beneﬁt from the transplant. At the time, there were so
few pediatric lung transplants that the data that were used to develop
the Lung Allocation Score were inadequate to analyze and prioritize
children, so they were left out of the Lung Allocation Score system. In
2013, the family of a 10-year-old challenged this system, claiming that
it was unjust to children. In the article, we asked experts in health
policy, bioethics, and transplantation to discuss the issues in the
Murnaghan case. Pediatrics 2014;134:155–162
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Lung transplantation is a potentially
life-saving procedure for patients with
irreversible lung failure. Five-year survival rates after lung transplantation
are more than 50% for children and
young adults, but there are not enough
lungs to save everyone who could
beneﬁt. In 2005, the United Network for
Organ Sharing (UNOS) developed a
scoring system to prioritize patients for
transplantation. That system considered both transplant urgency as well as
time on the waiting list and the likelihood that the patient would beneﬁt
from the transplant. At the time, there
were so few pediatric lung transplants
that the data that were used to develop
the Lung Allocation Score (LAS) were
inadequate to analyze and prioritize
children, so they were left out of the LAS
system. In 2013, the family of a 10-yearold challenged this system, claiming
that it was unjust to children. In the
article, we asked experts in health
policy, bioethics, and transplantation to
discuss the issues in the Murnaghan
case. Our discussants are Jennifer
deSante, MD, a postdoctoral fellow in
the Department of Bioethics at the
Clinical Research Center of the National
Institutes of Health; Arthur Caplan, PhD,
the director of the Division of Medical
Ethics at the NYU Langone Medical
Center; Benjamin Hippen, MD, a transplant nephrologist in private practice at
the Carolinas Medical Center; and
Giuliano Testa, surgical director of Living Donor Liver Transplantation at
Baylor University Medical Center.

THE CASE
In the spring of 2013, the case of a
10-year-old girl awaiting a lung transplant became the center of an unprecedented controversy over fairness
in the distribution of lungs from cadaver donors.1
Sarah Murnaghan was born with cystic ﬁbrosis. At the age of 1 she began
receiving her care at the Children’s
Hospital of Philadelphia. In December,
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2011, her disease had progressed to
the point where she was place on the
national transplant waiting list with
priority status 1, a status reserved for
the patients who most urgently need
a transplant. By December 2012, she
was on continuous, noninvasive respiratory support at home. In February
2013, she was admitted to Children’s
Hospital of Philadelphia because of her
worsening respiratory status. Despite
maximal therapy, her lungs began to
fail. During her year-plus time on the
waiting list for a lung transplant, no
organ deemed suitable by her transplant team had become available.
With no acceptable donor lungs available, her parents told members of the
media that they had only recently
learned that Sarah was not eligible to
receive adult cadaver lungs. Although
Sarah had been listed for both whole
lung and lobar transplant since 2011,
given her age, she was not given a lung
allocation score that would make her
competitive in gaining access to adult
lungs.
UNOS is charged by Congress with
rationing cadaver organs, including
lungs.2 Adult lungs are distributed
based on a lung allocation score that is
based on need, regional location, blood
type, and size. UNOS updated its pediatric lung policy in 2010, putting 2 tiers
in place for children. Lungs recovered
from adolescents (age 12–17) were
offered ﬁrst to adolescent recipients,
then to children ,12, then to adults.
Lungs from children ,12 years old
were ﬁrst offered to children ,12, then
to adolescents, then adults.3 The basis
for this policy was that there were data
that predicted the efﬁcacy of adult
lungs in adult recipients, but few data
on the outcomes of partial lobar lung
transplants in children, especially in
those ,12.4–7 The known success of
adult lung transplantation was given
more weight than the unknown efﬁcacy
of partial lobe lung transplantation.

Sarah’s parents, in an attempt to give
their daughter the best chance at life,
launched a public relations campaign
to get her priority access to lungs obtained from the adult cadaver donor
list. The publicity from this case
prompted a sympathetic response
from many members of Congress, who
asked Secretary of Health and Human
Services Kathleen Sebelius to override
the restrictions on adult lungs for
patients ,12 years old. The Secretary
refused to overturn the policy of UNOS.8
In response, Sarah’s family sought the
skills of a prominent Philadelphia law
ﬁrm and ﬁled a lawsuit challenging
UNOS policy.9
With Sarah critically ill, an emergency
hearing was held before Federal Judge
Michael Baylson. On June 5, 2013,
Baylson ordered Secretary Sebelius to
allow Sarah to be placed on the adult
lung transplant list. This, it was felt,
would increase her chances of getting
a lung for transplantation.
Did Judge Baylson make the right decision to override the UNOS allocation
system in this case?
Comments by Dr Jennifer DeSante
and Professor Arthur Caplan
Until Sarah’s case, decisions on who
gets cadaver organs for transplantation were based on medically determined and enforced rules.10 The UNOS
system has, for decades, been a model
for making tough rationing decisions.
Sarah’s case challenges the idea that
decisions about the distribution of
scarce health care resources can be
made based on objective criteria and
not emotional appeals, media campaigns, or lawsuits.
The UNOS pediatric lung policy was
developed based on data from previous
lung transplant surgeries, which
showed that children ,12 would have
the best outcomes with organs from
donors ,12 years old. Furthermore,
the medical conditions of children ,12
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are different enough from adults that it
is difﬁcult to calculate an accurate
LAS.11 Cystic ﬁbrosis, a common indication for lung transplantation, presents its own set of challenges for
pediatric lung transplant recipients. In
2011 in the United States, there were
just 19 lung transplants for children
,18.12 There were .1700 transplants
for patients 18 or older.
Lungs for pediatric transplantation are
scarce. Of the .400 donors a year ,12
years old, ,10% of them provide lungs,
compared with .35% of the .400
adolescent donors a year. The scarcity
in donor lungs is not just because of
a lack of donors, but also the constrictions of geography that pertain to
lungs. Proximity to the recipient is
critical given the short ischemic time
of lungs. Therefore nearly 30% of lungs
from donors ,12 are transplanted into
adults. Organ scarcity also reﬂects the
fact that some child lung transplant
programs are very conservative as to
the cadaver organs they will accept.
None of these facts was brought up in
the media debate surrounding Sarah’s
case. Nor did the congressmen who
argued that it would be appropriate to
override the UNOS allocation policy
seem to be aware of them. Although
Pennsylvania Congressman Lou Barletta noted that “with the stroke of
a pen [the Secretary] could have
granted Sarah a waiver” that would
give her a chance to live, he did not
mention that Sarah at age 10 might
push aside a child of 12 or 13.13 Nor did
he remark that the odds of success for
a lung transplant in any recipient were
poor, with overall survival at 6 years
,50%.14 Nor did he comment on the
additional surgical difﬁculties of a lobar lung transplant in a patient with
severe cystic ﬁbrosis. All of these factors shaped the UNOS pediatric lung
allocation policy.
Never before had the UNOS organ allocation policy been successfully chal-

lenged in a single case. Although people
had engaged in publicity campaigns to
acquire designated cadaver or living
organs, never before had the government intervened to negate the medically determined rules for rationing an
organ.
There is no denying the need to ration
organs for transplantation. The question is not whether there should be
rationing of scarce, life-saving resources, but how the scarce resources
should be rationed. And as Sarah’s case
shows, there are actually 3 critical
questions about the ethics of rationing
in health care: Who do we want making
rationing decisions and on what basis?
Do we want our health care resources
distributed by federal judges, members of Congress, or those who can
mount media campaigns? If these are
not the proper allocators, then who is?
Rationing in health care should not be
the job of the government, lobbying
parents, attorneys, or public relations
ﬁrms. They lack the required medical
knowledge to decide who can beneﬁt
from access to scarce resources or the
ability to create rules based on data and
outcomes. Rationing is best left in the
hands of those who can bring expertise
to bear to determine need and the
critical factors that shape successful
transplant outcomes.
Sarah’s parents had every right to advocate for their child, including involving the media and taking legal
action. Sarah’s doctors were correct in
supporting every realistic option for
Sarah’s care. Physicians have a ﬁduciary responsibility to their patients,
which requires them to act in the best
interest of every individual patient,
even at the cost of denying resources
to others.
When a physician is at a patient’s bedside, the physician is advocating for
what is best for that patient, regardless of outside factors and limitations.
But in transplantation, as in many

areas of health care, rationing decisions must be made. For almost 3 decades, Americans have allowed UNOS
to make these decisions. In the Murnaghan
case, Judge Baylson claimed that the
UNOS pediatric lung allocation policy
was “arbitrary,” capricious, and based
on inadequate evidence. If the UNOS
lung policy had been arbitrary or capricious or discriminatory, then it
surely would be appropriate to pursue
a legal appeal on behalf of Sarah. But,
ironically, the UNOS policy was driven by
the absence of adequate information
concerning the efﬁcacy of lobar lung
transplants that would justify giving
children higher priority for adult lungs.
What the judge saw as arbitrary, UNOS
experts saw as a policy reﬂective of the
inadequate evidence concerning transplants for children versus adequate
evidence supporting the efﬁcacy of
adult lung transplants.
The intervention by the court in response to media and political lobbying
should not be a precedent for who
should decide or on what basis rationing ought to proceed. The evidencebased UNOS system has done a good job
of allocating scarce organs without
favor or politics for decades. Sarah
Murnaghan’s parents (and lawyers), in
deciding to ﬁght for Sarah’s chance at
life, threaten to topple one of the few
transparent rationing schemes that
has secured public support. It may now
be replaced by a system that privileges
those who can command publicity and
legal ﬁrepower.
Rationing scarce resources fairly is
difﬁcult. Evidence-based rules and expert opinion can be overwhelmed by the
plight of a particular patient. Rationing
protocols need the law to protect
against invidious discrimination. There
may even be a case to give special
consideration for children simply because they are persons with unﬁnished
lives.15 But rationing, to be fair, also
needs to be sufﬁciently transparent
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and grounded in evidence-based rules
able to withstand the emotional tsunami that a dramatic case can create.
Comments by Dr Benjamin E.
Hippen
Judge Baylson did the right thing. It is
unfortunate that he had to.
In an editorial about this case, Halpern
claims that Judge Baylson’s decision
“…exalted (Sarah Murnaghan) and
another child above a national policy.”16 I disagree. To see why, it is necessary to examine exactly what Judge
Baylson did and did not do.
What he did was issue a 10-day temporary restraining order (TRO) against
the Department of Health and Human
Services and their policy for organ
allocation. This was done so that
Murnaghan would not suffer mortal
harm while the parties were compelled
to assemble and state their cases for
adjudication on the merits. In issuing
this order, Judge Baylson determined
that (1) the disputed policy was “arbitrary
and capricious,” (2) that Murnaghan
had a high likelihood of prevailing on
the merits of her case, and (3) that
Murnaghan had the prospect of serious
harm in the absence of temporary relief.
This decision did not show favoritism to
Sarah Murnaghan. Instead, it questioned the fairness and the scientiﬁc
validity of the policy of the Department
of Health and Human Services for organ
allocation. It allowed her to have the
same chance, not a better chance, as
everyone else in the country to receive
an organ. That was the right thing to do.
Fortunately for her, Murnaghan was
transplanted in the 10-day window offered by the TRO. Thereafter, the UNOS/
Organ Procurement and Transplantation Network (OPTN) Executive Committee adopted an exception (with a
sunset provision in June 2014) to their
own lung allocation policy, Policy 3.7,
which permits lung transplant candidates ,12 to apply for individual case
158

review for inclusion in the LAS for the
purpose of allocation. The exception to
Policy 3.7 provides for the opportunity,
after individual peer review and approval by a UNOS/OPTN subcommittee,
for candidates ,12 to be granted
equal (not “exalted”) consideration
alongside candidates .12 for organs
from adolescent and adult donors.
“Consideration” is not a euphemism,
and the exception to Policy 3.7 is not
a carte blanche. Approving or not approving a ,12-year-old candidate for
inclusion in the LAS based on speciﬁc
clinical concerns, such as whether an
individual ,12 candidate’s thoracic
morphology is suitably similar to
a .12 candidate for the purpose of
receiving lungs from an adult donor, or
whether a particular individual ,12
candidate is not a candidate for lung
transplantation by virtue of having
a particular underlying diagnosis or
combination of comorbidities that
make success unlikely, is explicitly the
purview of a national committee of
expert clinicians who are not directly
involved in any individual case. In other
words, UNOS adopted Judge Baylson’s
approach.
The Murnaghan’s lawyer, Steven Harvey,
argued that Murnaghan (and Javier
Acosta) should have their cases assessed on a common metric of medical
urgency, a metric the LAS is designed
to measure, without consideration of
age alone as an advantage or disadvantage for allocation purposes. He
argued, “Murnaghan...asked only that
they be given access to adult lungs
based on the medical urgency of [her]
condition...they sought no special
preference.”17 And, Murnaghan did not
receive special preference: she was
allocated organs by virtue of her high
LAS, a score that is calculated in an
identical way for every other recipient.
This is no more unfair than a scenario
in which another .12-year-old candidate was rapidly evaluated and listed

with a high LAS at a given institution,
thereby “bypassing” other candidates.
It is true that Murnaghan was able to
list as Status I as well as being included
in the LAS, but this did not offer her any
additional advantage relative to other
candidates. Status I listing is available
only to candidates ,12,18 and organs
are offered to Status I candidates only
if the organ offer is turned down for all
eligible candidates .12. Therefore,
candidates .12 are not disadvantaged
by candidates with dual listing.
Judge Baylson enforced a temporary
course of action that, in retrospect, was
ratiﬁed (and thereby mooted) by the
policy exception adopted by the UNOS/
OPTN Executive Committee 4 days
later. For their troubles, Baylson and
Harvey have been pilloried. The UNOS/
OPTN Ethics Committee released a
high-handed, condescending statement
averring, “Politicians and judges who
intervene in a complex allocation algorithm may be well-intentioned but
fail to consider all the moral variables
that must be balanced at the macro
level rather than through an individual
candidate’s experience.”19
Aside from the point that the Murnaghan
family was explicitly not seeking an
exception based on “an individual candidate’s experience,” but instead the
opportunity for candidates ,12 as a
class not to be excluded from LAS, the
allusion to complexity and the need for
macro-level balancing begs the question: Did the policy exception approved
by the UNOS/OPTN Executive Committee
meet the Ethics Committee’s protean
standards of respect for “complexity”
and “macro-level” balancing, or not?
Consider the counterfactual: But for the
brief ﬁled on Murnaghan’s behalf and
the order issued by Baylson, it is extremely unlikely that the Executive
Committee would have considered,
much less approved, the exception to
Policy 3.7. Did the Executive Committee
reconsider the policy on the merits, or
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instead was the exception approved
merely as an expedient stopgap to
avoid the expense, attendant bad publicity, and uncertain consequences of
litigation? Critics of Judge Baylson and
Attorney Harvey remain silent on these
points.
John Roberts, the then-president of
UNOS/OPTN, thought approval of the
policy exception was not merely realpolitik. He told Bloomberg News, “My
sense is that that particular age may
be difﬁcult to justify from a scientiﬁc
point of view. The exception will allow
us to re-examine the lung allocation
policy considering the most recent
data.”20
What would lead someone to think the
existing data were insufﬁcient to use
age as a cutoff for inclusion in the LAS?
Ironically, it is the same reason that
Halpern16 cites as the reason that
candidates ,12 were not included in
studies validating the LAS: there have
historically been very few children
,12 listed for lung transplantation.
Halpern16 argues that “Applying [the
LAS] model to children might therefore
cause inequitable prioritization....”
Maybe so, but here Halpern16 conﬂates
the absence of evidence as evidence of
absence as regards the applicability of
LAS to selected candidates ,12, when
the appropriate attitude to this question is one of equipoise.
Furthermore, there were a total of only
49 registered candidates ages 6 to 11
listed for lung transplantation from
September 2010 to March 2013, compared with 7323 candidates aged .18
over the same period (Fig 1). The
comparatively small number of candidates ,12 compared with the larger
number of candidates .12 (the category that sets the relative risk = 1.0)
means that the conﬁdence intervals
(for a 95% conﬁdence level) on any
relative risk calculation for the 0 to 5
and 6 to 11 subgroups will be broad, as
they are in Fig 2. To demonstrate “sig-

FIGURE 1
Number of lung registrations with offers or acceptance by age, September 12, 2010 to March 11, 2013.
Included lung registrations with or without any other organ(s). Age was determined based on
maximum of age at listing or age at start of period. From the OPTN/UNOS Steering Committee Meeting,
June 10, 2013. http://optn.transplant.hrsa.gov/ContentDocuments/OPTN_Exec_Comm_mtng_materials_0610-13.pdf

niﬁcant” harm, the relative risk of
death and relative risk of not receiving
a transplant would have to be of sufﬁcient magnitude to overcome these
broad conﬁdence intervals, which is
a nearly insurmountable standard of
proof.
In short, Roberts is correct that age
cutoffs are difﬁcult to justify from
a scientiﬁc point of view. The policy
exception approved by the UNOS/OPTN
Executive Committee does not delegate allocation decisions, much less the
practice of medicine, to judges or to
the legal representatives of telegenic

transplant candidates. Instead, it delegates them to a committee of qualiﬁed
medical and surgical peers to consider
candidates on a case-by-case basis,
taking all clinical factors (and not just
age) into account, while concomitantly
generating prospective data on a question on which there is clinical equipoise.
Had this policy exception been extant
policy at the outset, it is likely that no
suit would have been brought, and no
TRO would have been necessary. That it
was justiﬁably necessary ought to be
occasion for circumspection, and not
approbation, on the part of transplant

FIGURE 2
Unadjusted relative risk of death/too sick and transplant by age group for lung alone candidates ever
waiting during September 12, 2010 to March 11, 2013. Age was determined based on maximum of age at
listing or age at start of period. From the OPTN/UNOS Steering Committee Meeting, June 10, 2013. http://
optn.transplant.hrsa.gov/ContentDocuments/OPTN_Exec_Comm_mtng_materials_06-10-13.pdf
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policy professionals. Here, the fault is
not in our stars, but in ourselves.21
Comments by Dr Giuliano Testa
The case of Sarah Murnaghan is dramatic and unfortunately not unusual.
The child has a chronic pulmonary
condition that can be treated only with
a transplant. She has to wait for a long
time for the therapy that ultimately may
prolong her life.
According to data from the Scientiﬁc
Registry Transplant Recipients, there
were 1305 patients awaiting a lung
transplant in the United States in 2011.
Of these, 36.5% had been waiting for .1
year. The mortality rate while on the
lung waiting list was 15.7% in 2011 and
many patients were taken off the list
because, while waiting, they became
too sick to survive a lung transplant.
Things were even worse for pediatric
patients. For those between 0 and 11
years,thegroupSarahMurnaghanwasin,
there were 43 active patients in 2011. Only
19 (44%) of these received a transplant
and 13 (30%) died while on the waiting
list.22 Clearly, there are not enough lungs
to transplant the patients in need.
In the condition of scarce resources, the
medical community established precise rules with the aim of allocating the
few organs available to the patients
most in need. These rules were established as a mandate of the federal
government through the report of
a Federal Task Force on Organ Transplantation instituted in 1984 for proposing policies for organ procurement
and distribution.23 It states that the
community should have dispositional
authority over donated organs, that
professionals should be viewed as
trustees and stewards of donated
organs, and that the public should be
heavily involved in the formation of
policies of allocation and distribution.
UNOS is the agency in charge of drafting
rules and regulations of organ allocation. They do this through a democratic
160

process that involves the distribution to
all transplant centers of a proposal, an
open forum to comment on the proposal, a general vote, and ultimately the
codiﬁcation of the proposal into a policy.
The lung allocation policy is as follows:
pediatric patients ,18 years of age are
divided into 2 groups, ,12 and .12
years of age. Patients ,12 years of age
are ranked by priority, based on respiratory failure and pulmonary hypertension, by geography (because
ischemia time dictates success after
transplantation), by blood type, and by
waiting time on the list. Lungs from
donors ages 0 to 11 years are ﬁrst offered to a recipient of the same age
group then to the others; recipients of
identical blood type are given precedence to recipients with compatible
blood type. Any transplant center can
appeal to a regional review board,
made up of transplant physicians of the
same region, and the review board may
or may not grant the exception.24
The Murnaghan family appealed to a
judge to overrule UNOS regulations.
They asked that Sarah be considered
for lungs from adult donors with the
aim of having access to a larger pool of
donors. The judge granted the parents’
request. Sarah Murnaghan was transplanted with organs originally destined
to an older recipient. The ﬁrst transplant failed and Murnaghan was retransplanted shortly thereafter, this
time with a successful outcome.
The ethical principles that drive the allocation system are justice and utility.
Justice dictates that treatments be allocated equally and fairly; that is, patients
in similar clinical conditions should be
treated in a similar manner and have
access to similar treatments. Utility is of
paramount importance because, in
a situation of dire scarcity, treatments
should be allocated to those patients
most likely to beneﬁt from them.
The fairness of the system should be
judged based on the degree to which it

balances concerns about justice with
concerns about utility.
From the perspective of the surgeon
who transplanted Murnaghan, these
ethical principles were less important
than the principle of beneﬁcence. His
aim was to do good to the sick child
who had entrusted him with her care.
Other doctors, with other patients who
needed lung transplants, would have
similar claims to act on their patients’
behalf. Other patients who could have
received those lungs and had the same
right to treatment of Sarah Murnaghan,
did not get a transplant.
The tension is between the needs of the
patient seen in his or her individuality
and the commitment of the surgeon to
his or her patients on one side and the
need of all other patients in the same
conditions and their right to receive
treatment.
Organ allocation policies have the role of
striking a balance between these needs
and resolve the existing tension. They
were created with the goal of allocating
organs justly. In a situation of dire
scarcity, just allocation mechanisms will
inevitably seem unfair to some.
The judge who ruled in favor of
Murnaghan thought he did justice to a
child with a terminal disease. But by
his overruling of the carefully designed
UNOSpolicies, he did an injusticetoother
patients who, according to existing
policies, had a right to the organs that
were given to Sarah. Although we rejoice
about the return to health of a young
child, we cannot say that justice was
done in this case. Judge Baylson should
not have overturned UNOS policy.

OUTCOME OF THE CASE
On June 12, 2013, Sarah was transplanted with a set of partial lungs
from an adult cadaveric donor. She
immediately developed primary graft
dysfunction and that evening was
placed on veno-arterial extracorporeal membrane oxygenation and
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relisted. She received a second lobar
transplant from an adult donor 3 days
later. These lungs were infected with
pneumonia at the time of the donor’s
death, but the infected tissue was
removed before transplantation.25
Sarah continued to have many challenges, including a respiratory infection, a tracheostomy, and surgery on
her diaphragm, before she was discharged from the hospital on a ventilator on August 27. She is, apparently, still
doing well at home.
Comments of John D. Lantos
Organ allocation is one of a few situations
in American medicine today in which
there is a dire scarcity of resources. Need
far outstrips supply. This has been the

case with organ replacement technology
since the earliest days of renal dialysis
whenagroup,nicknamedthe“GodSquad,”
decided who should have access to the
very few dialysis machines in Seattle.26
Calabresi and Bobbitt27 deﬁned “tragic
choices” as those situations in which
explicit allocation decisions must be
made about who shall die. They deﬁne
a number of different ways in which such
allocation decisions may be made: market mechanisms, queues, lotteries, accountable political processes, and the
like. But their conclusion is that none of
these is ideal, all have recognizable
problems, and that when the problems
of one allocation system become too
unbearable, we shift to another that
seems fairer, only to eventually tire of the

new one for foreseeable reasons. The
LAS replaced a system in which organs
were allocated based only on the amount
of time that a patient was on the waiting
list. It was, essentially, a queue. The LAS
attempted to improve the fairness of that
system by considering illness severity
and prognosis. For a while, that seemed
fairer. The Murnaghan case highlights
the ways in which the LAS might treat
children unfairly. It should lead to
a careful reassessment of the mechanisms by which lungs for transplantation
are allocated. It is not fair to allocate
lungs based on age, race, or gender. It is
fair to allocate lungs based on prognosis. Age does not appear to be associated
with prognosis.28 Thus, children should
have the same chances of getting a lung
transplant as adults.
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COLLEGE EDUCATIONS PAY OFF: As a student, I am constantly reminded of the
high cost associated with obtaining a medical degree. I am not alone. For several
years, the cost and value of college and professional degrees have been the topic
of intense debate. The rising costs of a college education often deter many
prospective students unsure whether a college education is really worth the
investment. While the concern over cost is well-founded, a new study completed
by the Pew Research Center should put some minds at ease.
As reported by National Public Radio (Around the Nation: February 11, 2014), the
Center used nationally representative data from both a survey of young adults and
the Current Population Survey (a monthly U.S. Census Bureau study of multiple
generations) in order to assess attitudes regarding higher education and the
ﬁnancial impact of earning a college degree. Study ﬁndings indicated that those
with a college degree now make about $17,500 dollars per year in income more
than those who do not have a college degree. This increase in income is a part of
a widening wage gap particularly between those with the lowest and highest levels
of education. Unskilled jobs or those not requiring a college education pay poorly.
And, while educational debt can cause mental burdens in addition to ﬁnancial
concerns, 83% of bachelor’s degree holders believed their degrees to be
a worthwhile investment. So, when the thought of the dollars associated with an
education keeps students and their families up at night, it is important to remember the future ﬁnancial and intellectual payoff.
Noted by Leah H. Carr, BS, MS-IV
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