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US children continue to live in communities where failing schools are
common, food desserts exacerbate obesity, and violence is endemic,
giving rise to the expression that when it comes to health, your zip code
dominates your genetic code. The health outcomes of US children and
youth are troubling: our infant mortality rate ranks 56th among world
countries,1 homicide is the leading cause of death for African American
youth,2 and, despite a recent decline, our teen birth rate remains the
highest in the developed world.3 Today nearly half of US children live in
low-income families and 22% live under the poverty line.4 Although 4 of 5
physicians acknowledge a need to write prescriptions for their patient’s
unmet social needs, they simultaneously lament their ability to do so.5
Addressing these “Millennial Morbidities” in training and in practice
remains the context of community pediatrics.6
The ﬁeld of pediatrics is leading in addressing the mismatch between
what physicians need to do and currently do. Required training in
community health and advocacy7 to address the root cause of health
disparities began in 1999. Reshaping pediatrics to extend beyond the
bedside and clinic to incorporate community engagement was prescient, and it was Dr Anne E. Dyson’s vision and philanthropy that
enabled the evolution. The Anne E. Dyson Community-Based Pediatric
Training Initiative invested in 10 pediatric training programs nationwide to develop innovative training models of community engagement.8,9 Astutely a simultaneous evaluation arm was established to
rigorously measure the investment’s impact.
Today we learn the answer to the question that the ﬁeld of community
pediatrics has waited 15 years to learn: Does training in community
pediatrics change the way a pediatrician practices? The answer is
yes. In this issue of Pediatrics, Minkovitz et al reveal elevated rates of
self-reported participation in community pediatrics by Dyson site
graduates compared with age-matched controls (43.6% vs 31.1%,
P , .01) in “Five Years Later: Community Pediatrics Training Initiative Graduates and Community Involvement.” This is particularly
important when considered in the context of an ongoing decline in
pediatricians’ involvement in community engagement between 2004
and 2010.10
The Dyson initiative’s sustained and signiﬁcant investment in community
pediatric training has “immunized” graduates against the backdrop of
waning community involvement nationally, despite the Residency Review Committee requirement for such training in 1999. This brings to
mind the adage of “you get what you pay for” on 2 levels.
First, the Dyson Initiative was a signiﬁcant investment, the likes of
which will likely not be replicated. Each Dyson site received $400 000 to
$500 000 per year for 5 years, allowing for intensive faculty development, signiﬁcant technical assistance, and creation of sustained
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partnerships between academic pediatric programs and community-based
organizations. But the initiative’s impact was greater than the programs it
funded: it produced a wide range of
training models,11–14 developed leaders in the ﬁeld, and now has provided
deﬁnitive evidence of the training’s
effect. Models working to bring community pediatrics training to scale
exist. For example, The California
Collaborative has worked with 13 pediatric institutions and residency programs across California over 3 years15
and the American Academy of Pediatric’s Community Pediatrics Training
Initiative, successor to the Dyson Initiative, has provided smaller amounts
of funding and technical assistance to
more than 60 additional pediatric residency programs nationwide in the
past 7 years.16 Despite these efforts,
the evidence of an overall decline
in community engagement indicates
more needs to be done. We now know
that investing in community pediatrics
training can change how pediatricians
practice, but the question remains:
who is willing to make the sustained
investment required to ensure the
pediatrician of the 21st century is

working to address growing child
health inequality and our most concerning child health outcomes?
The answer lies in health reform and
brings us to the second exemplar of “you
get what you pay for”: when the child
health care system begins to reimburse
practicing pediatricians for community
engaged work, the declining trends of
community engagement will likely reverse. The current backdrop of decreasing community engagement between
2004 and 2010 occurred despite continuing high levels of pediatricians reporting
child health as their responsibility, instead being ascribed to younger pediatricians having competing priorities
(young families and high levels of educational debt) making it difﬁcult to
“volunteer.” Here exists great promise.
The Affordable Care Act incorporates
new payment models, including Accountable Care Organizations, where the
responsibility shifts from the individual
patient level to the health of a deﬁned
community. This new paradigm aligns
well with community pediatrics. This
shift requires bridges be built between
academic medical centers, community
organizations, and departments of public health: the very nexus where

community pediatric expertise exists.17
In a new system in which effective prevention creates savings, the funds captured could and should support the
work of pediatricians engaged in
evidence-based community partnerships.
It will be important to track pediatricians’ community engagement in
areas where these models are already in
place.18 This shift will require the leadership of pediatrics, particularly at the
level of the states, to go this last mile.
Our time is now. The emerging model of
health care delivery, with its focus at the
population level, can support community pediatrics and offer the remarkable
opportunity to bring to scale the role of
pediatricians in practicing to address
the social determinants of health and
our most concerning child health outcomes. With the signiﬁcant contribution
of Minkovitz et al, we have evidence
that training in community pediatrics
changes the practice of pediatricians.
Thus, now is the time to reimburse
pediatricians who do this work. Realization of this transition, moving community pediatrics from a professional
aspiration to a deﬁned obligation,19
will honor the legacy of Anne Dyson in
perpetuity.
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HAWAIIAN WEAR: I lived in Hawaii for several years. While some men wore
jackets and ties to business meetings, most wore Hawaiian wear, particularly
shirts known as Aloha shirts. I liked the Aloha shirts and over the years
purchased many. I have shirts with bright or muted colors, ﬂoral prints, beach
scenes, and abstract ocean themed designs. Since moving to Vermont, I have
not had much occasion to wear any of them. I sporadically try to institute Aloha
Friday in the courses I teach, but the response from the students has been
modest to say the least. However, as reported in The Wall Street Journal
(Fashion: April 4, 2014), the Aloha shirt has suddenly become quite fashionable.
While the shirts can still be found in tourist (and other) shops in Hawaii, they
can be also be found in department stores and upscale clothing boutiques
across the country.
The shirts were originally designed as souvenirs for tourists to the Hawaiian
Islands in the 1930s. After World War II, their popularity soared. The 1940s and
1950s are considered the high point of Aloha shirt design and wear. However, the
principle material (rayon) and loud ﬂoral patterns used in the shirts soon fell
out of favor and remained so until the late 1960s when Hawaiians began to wear
Aloha shirts on casual Fridays. The custom soon spread to other parts of the
country, most famously California. The shirts were more often associated with
beach parties until recently, when fashion designers picked up on a trend and
began introducing new designs or modifying classic motifs from the 1950s.
There is even now a brisk market for vintage shirts with some costing thousands
of dollars. While I doubt that any of my shirts tucked deep in my closet are worth
much at all, I did enjoy wearing them and may have to dust them off. Who knows,
when I wear my shirts, maybe someone will think I am a trendsetter at the crest
of a fashion wave in that tropical paradise where I live — Vermont.
Noted by WVR, MD
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