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Overview and Background on SSI for Children

This set of presentation slides provide information on children with 
disabilities who are beneficiaries of Supplemental Security Income 
(SSI).  Signed into law by President Nixon in 1972, SSI provides basic 
income supplements to people with very limited resources who are over 
age 65, blind, or have a severe disability.  For low-income children with 
severe disabilities, SSI provides a small income supplement (the 
average monthly benefit is $593) to help parents:

•meet some of the additional costs of raising a child with disabilities;

•replace some of the income they lose due to staying home to care for a 
disabled child;

•provide basic necessities like food, clothing and shelter, to maintain 
the child at home rather than in an institution; 

•provide a child with a secure, nurturing home environment and the 
opportunity for integration into community life, including the world of 
work, as an adult.

Sources:  Table 17 of SSI Annual Statistical Report, 2009; Report to Congress on SSI for Children with Disabilities, by the National Commission on 
Childhood Disability, 1995; Report of the Committee on Childhood Disability of the National Academy of Social Insurance (NASI), 1996.

Original Legislative Rationale for Providing 
SSI for Children with Disabilities

House Ways and Means Committee, 1971

“Disabled children living in low-income households are 
among the most disadvantaged of all Americans and are 
deserving of special assistance in order to help them 
become self-supporting members of our society… [P]oor 
children with disabilities should be eligible for SSI 
benefits because their needs are often greater than 
nondisabled children.”

Source: U.S. House of Representatives, Social Security Amendments 
of 1971, Report of the Ways and Means Committee on H.R. 1, H. 
Rept. No. 92-251, pp. 146-148.

This set of presentation slides: 1) reviews the percentage of children who receive SSI and compares it with various estimates of the
incidence of disability among children, 2) summarizes recent research on how families with disabled children are more likely to 
experience economic hardship than families with non-disabled children, even at the same income levels, and on how SSI reduces
income poverty without discouraging parental employment; 3) examines trends in receipt of SSI over the last decade, and reviews
factors that have contributed to a modest increase in SSI receipt by children; and 4) shows that, contrary to some suggestions, 
there has been no long-term increase in the share of children who receive SSI for mental disorders. 
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Percentage of Children with Disabilities 
Who Receive SSI

Very few children receive SSI, compared to the 
population of children with a disability.  The SSI 
program serves only those children with the most 
severe disabilities and limitations, and whose families   
meet the low income and asset limits.

Estimates of the prevalence of childhood disabilities 
range from 9 to 19% of the child population.

Only 1.6% of children receive SSI benefits.
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19.3%
Children Ages

5‐17 with at Least
One Activity Limitation

In 2008
Source: “Children with Limitations,”

analysis by Child Trends of National Health Interview Survey

Definition of “limitation” used in this estimate:  

A child is identified by Child Trends as having a limitation if he 
or she exhibits at least one of the following:

•Difficulty seeing, even when wearing glasses or contact lenses; 
•Difficulty hearing without a hearing aid; 
•An impairment or health problem that limits his or her ability 
to crawl, walk, run or play; 
•Has been identified by a school representative or health 
professional as having a learning disability; 
•Has been identified by a school representative or health 
professional as having ADD/ADHD; or
•Needs the help of other persons with bathing or showering.

This list of characteristics is not intended to be exhaustive of all 
limitations that should be included in the concept of childhood 
limitation, which may include a variety of chronic health 
conditions, impairments, developmental delays, and functional 
limitations. It is, instead, an operational definition that allows 
researchers to capture the largest group of children with any 
sort of limitation while using a limited set of identifying 
questions. 

For more information, see Hogan, Dennis P. and Thomas Wells. 
2002. "Developing Concise Measures of Childhood Limitations.”
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15% / 
9.3 million
Children ages 3‐17 with 

“developmental 
disabilities” in 2006‐

2008
Source: Boyle, Coleen, et al., Trends in the Prevalence of Developmental Disabilities in US Children, 1997‐2008, 
Pediatrics, May 23, 2011, using data from the National Health Interview Survey.  

Definition of “developmental disabilities”
used in this Study: (1) doctor
or health professional ever told parent child
had any of the following: ADHD, autism,
cerebral palsy, mental retardation, or other
developmental delay; (2) child has had
seizures and stuttering or stammering
during past 12 months; (3) moderate to
profound hearing loss; (4) blindness; (5)
school or health professional has ever told 
parent that child has a learning disability. 
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Children with Special Health Care 
Needs (CSHCN): “have or are at 
increased risk for a chronic 
physical, developmental, 
behavioral, or emotional 
condition and who also require 
health and related services of a 
type or amount beyond that 
required by children generally.”

13.9% /
10.2 million

Children ages 0‐17 
who had “special health 
care needs” in 2005‐2006.

Source: National Survey of Children with Special Health Care Needs, 2005/2006

6CEPR and CLS — August 7, 2011



9%
Children ages 5‐17 with

one or more
activity limitations

resulting from a chronic 
condition in 2008

Source: ChildStats.gov, America’s Children in Brief: Key 
National Indicators of Well‐Being, 2010 

For additional background on 
disability prevalence among children, 
see:  Stein, Trends in Disability in 
Early Life, Workshop on Disability in 
America: A New Look, National 
Academy of Sciences (2006), Fujiura 
and Yamaki, Trends in Demography 
of Childhood Poverty and Disability, 
Exceptional Children, 66: 187‐199 
(2000); Hogan and 
others, Improved Disability 
Population Estimates of
Functional Limitation Among 
American Children Aged 5‐17, 
Maternal and Child Health Journal, 1: 
203‐216 (1997).
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Children Identified as Having a Disability and Receiving 
Special Education Services Through IDEA in 2005

• 2.4% of children age 0‐2 
(293,816 children)

• 5.8% of children age 3‐5 
(698,938 children)

• 9.1% of children age 6‐21 
(6.11 million children)

Source: U.S. Department of Education, 29th Annual Report to Congress on the Implementation of the Individuals
With Disabilities Education Act, 2007 (December 2010).

IDEA defines a “child with a disability” as 
one who:

• has a developmental delay affecting 
various functional areas or has a 
physical or mental condition that causes 
such a delay;

—ex: mental retardation, a hearing or 
visual impairment, deaf‐blindness, a 
serious emotional disturbance, an 
orthopedic impairment, autism, 
traumatic brain injury, an other health 
impairment, a specific learning 
disability, or multiple disabilities

• that has or will adversely affect the 
child’s educational performance.
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74.5 million
Number of Children 

in the U.S. 
Age 0‐17 (2009)

1.2 million
Number of Children 
with Disabilities

Age 0‐17 
Receiving SSI (2009)

Just 1.6% of children in 
the U.S. receive SSI.
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Material and Other Hardship Among 
Families with a Disabled Child

Families caring for children with disabilities
are more likely to experience housing‐ and food‐related 
hardships than families with children without a 
disability, even at the same income levels.

Caring for children with disabilities is expensive; 
unfortunately, health insurance doesn’t cover many of 
these added expenses.

Raising a child with a disability can also take a 
considerable toll on parents—physically, emotionally, 
and financially.
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Food Insecurity More Common Among Families with Children with Disabilities

Researchers at the University of North Carolina found that families with disabled children were much more likely 
to experience food insecurity—skipping meals because of lack of money, running out of food, worrying that food 
would run out—than families with children who were not disabled. 

Percentage of Families Experiencing Food Insecurity

Source: Parish, Susan, et al., Material Hardship in U.S. Families Raising Children with Disabilities, Exceptional Children, Vol. 75:1, 71‐92 (2008) and  Material 
Hardship in U.S. Families Raising Children with Disabilities: Research Summary and Policy Implications, University of North Carolina, March 2009.
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Housing and Utility Hardships Also More Common Among Families with 
Children with Disabilities

The same researchers at the University of North Carolina also found that families with disabled children were much more 
likely to experience housing‐ and utility‐related hardships—being unable to pay rent in the prior year or having their 
phone service disconnected for nonpayment—than families with children who were not disabled. 

Percentage of Families Experiencing Housing or Utility Hardships

Source: Parish, Susan, et al., Material Hardship in U.S. Families Raising Children with Disabilities, Exceptional Children, Vol. 75:1, 71‐92 (2008) and  Material 
Hardship in U.S. Families Raising Children with Disabilities: Research Summary and Policy Implications, University of North Carolina, March 2009.
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Source: Hogan and others, Functional Limitations and Key Indicators of Well‐being in Children with Disability, Arch Pediatr Adolesc 
Med, Vol. 154, Oct 2000.

“A clear picture of disadvantage emerged from this study—children with 
limitations in mobility, self‐care, communication, or learning lived in homes 
with fewer resources, and their homes were less likely to be healthy and 
safe. Compared with children without limitations, they were more likely to 
face cost or insurance obstacles to needed medical care. Their health status
as perceived by parental report was markedly worse.”

“The clearest divide was between children with a limitation and those without. 
Even mild limitations were consistently associated with poorer child well‐
being…”

“The poorer socioeconomic and family situations of children with limitations 
pervade this analysis.”

A “Clear Picture of Disadvantage” Among          
Families with a Disabled Child
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Source: Witt et al, Impact of Childhood Activity Limitations on Parental Health, Mental Health, and Workdays Lost in the United 
States, Academic Pediatrics. 2009; 9(4): 263‐269 (2010).

Parents caring for a child with limitations are significantly 
more likely than other parents to:

– experience subsequent poor health and mental health; and
– have an increased number of lost work days.

The Adverse Impact on Parents of Raising a Disabled Child
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The Children’s SSI Program Significantly Reduces 
Poverty Among Families With a Disabled Child

• “Child SSI enrollment is associated with a statistically 
significant and persistent reduction in the probability that a 
child lives in poverty of roughly eleven percentage points.”

• Research also indicates that the receipt of SSI for children 
with disabilities is not a disincentive for parental 
employment.

Source: Mark Duggan and Melissa Schettini Kearney, The Impact of Child SSI Enrollment on Household Outcomes, 
Journal of Policy Analysis and Management, Vol. 26:4, 861‐886, Autumn 2007.
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Enrollment Trends in the Children’s 
SSI Program, 1999‐Present

The children’s SSI program has seen modest 
growth over the past ten years, due to:

• Increased poverty rate among families with children;

• Improved access to health insurance for children (largely 
due to expansion of Medicaid coverage for children and 
establishment of SCHIP in 1997); and

• Improvements in the identification of children with   
disabilities;

Among many other factors.
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Source: Census Bureau, Current Population Survey, ASEC, Table 3, Historical Poverty Tables, People.    
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22,331,022

5,828,397 

32,193,922

20,812,892 

Medicaid Child Enrollees Eligible for EPSDT Received Any EPSDT Service

1998 2008

Children’s Medicaid Enrollment and Receipt of Screening and Diagnostic 
Treatment Services (EPSDT) Has Increased Dramatically in the Past 
Decade, Improving Early Identification and Treatment of Childhood 
Disabilities

Source: HHS, HRSA, Maternal and Child Health Bureau, Child Health USA 2000 and Child Health USA 2010.
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SCHIP Enrollment 
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Temporary Assistance to Needy Families (TANF) provides assistance to many fewer 
children than did AFDC (the program it replaced in 1996), despite significant increases 
in child poverty since then. Concerns that decrease in receipt of TANF/AFDC by very low‐
income children would increase the number of them who receive SSI have turned out to 
be unfounded: the increase in children receiving SSI since 1996 is equal to only 1/20th of 
the decline in the number of children receiving TANF.

8,468,759

3,294,392 

‐5,174,367

955,174 1,199,788
244,614

14,463,000
15,451,000

988,000

1996 2009 Change (1996‐2009)

Children Receiving AFDC/TANF Income Supplements

Children Receving SSI

Children Below Poverty Line

Source: CEPR Analysis of CPS‐ASEC, Table 3; HHS, TANF and SSP‐MOE Combined.   
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• Over the last two decades, there has been almost no long‐term change in the share of 
children receiving SSI due to mental disorders (either “mental retardation” or “other mental 
health impairments”). The same percentage of children received SSI for a mental health 
disorder in 2009 (66%) as in 1994 (64%). 

• There has, however, been a shift in diagnostic grouping within this overall category.  The 
share of children with a diagnosis of mental retardation has steadily declined (from 42.6% to 
12.7%), while the share of children diagnosed as having other mental health impairments has 
increased (from 23% to 53%).

• Medical research suggests that this shift in diagnoses in the SSI program (and in other 
programs, such as special education) may be reflective of general trends in childhood mental 
health diagnostic practice.  Since the early 1990s, there has been a diagnostic shift in the 
general child population, away from the less specific diagnosis of mental retardation and 
toward more specific mental health diagnoses such as autism, ADHD, and speech and 
language delay. 

See, e.g., Bishop et al., Autism and Diagnostic Substitution: Evidence from a Study of Adults with a History of Developmental Language Disorder. 
Developmental Medicine and Child Neurology, 50, 1‐5 (2008); King and Bearman, Diagnostic Change and the Increased  Prevalence of Autism, 
International Journal of Epidemiology, 38: 1224‐1234 (2009); Shattuck, The Contribution of Diagnostic Substitution to the Growing Administrative 
Prevalence of Autism in US Special Education, Pediatrics, 117, 1028‐1037 (2006). see also Mike Stobe, Autism ‘epidemic’ may be all in the label, 
Associated Press, Nov. 4, 2007.

No Change in Children Receiving SSI For Mental Disorders, 
1991‐2009
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No Long‐Term Change in Children Receiving 
SSI For Mental Disorders

66% 64% 66%

1994 2002 2009

Percentage of All Children Receiving SSI with 
Mental Disorders, 1994, 2002, and 2009

Source: Authors’ analysis of SSI Annual Reports.

42.6%

26.5%

12.7%

23.4%

37.1%
53.3%

1994 2002 2009

Other Mental
Disorders

Mental Retardation

Percentage of SSI Children with “Mental 
Retardation” Diagnosis Declines, While Those with 

“Other Mental Disorders” Diagnosis Increases
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Summary of Recent Trends & Data

• Provides small cash benefit to just 1.6% of U.S. children.
• Aids only those with the most severe disabilities and 

limitations – 1/10th or less of all children with disabilities.
• Research shows families with a disabled child face 

considerably greater material hardship.
• SSI provides critical support, reduces poverty among these 

children and families.
• Modest increase in SSI enrollment is due to increased child 

poverty, improved early identification of child disability, and 
better access to healthcare for children.

• No significant long‐term increase in share of beneficiaries with 
a mental disorder. 
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“Although the rates of disability among the young are 
considerably lower than those among people in older age 
groups, disability is nevertheless of great importance in 
the child population… 

Disabilities in children result in extremely large cumulative 
costs to society, their family units, and the individual 
members of their families…

The health of children as a group is critical to society 
because of the key role that children play as perhaps the 
single most precious of society’s natural resources. 
Undoubtedly, therefore, the health of children is integrally 
linked to the health of the nation’s and society’s future.”

—Ruth E.K. Stein, Trends in Disability in Early Life, Workshop on Disability in 
America: A New Look, National Academy of Sciences (2006).
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