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Abstract

Approximately 20% of all children in the United States live in poverty, which exists in rural,
urban, and suburban areas. Thus, all child health clinicians need to be familiar with the effects of
poverty on health and to understand associated, preventable, and modifiable social factors that
impact health. Social determinants of health are identifiable root causes of medical problems. For
children living in poverty, social determinants of health for which clinicians may play a role
include the following: child maltreatment, child care and education, family financial support,
physical environment, family social support, intimate partner violence, maternal depression and
family mental illness, household substance abuse, firearm exposure, and parental health literacy.
Children, particularly those living in poverty, exposed to adverse childhood experiences are
susceptible to toxic stress and a variety of child and adult health problems, including
developmental delay, asthma and heart disease. Despite the detrimental effects of social
determinants on health, few child health clinicians routinely address the unmet social and
psychosocial factors impacting children and their families during routine primary care visits.
Clinicians need tools to screen for social determinants of health and to be familiar with available
local and national resources to address these issues. These guidelines provide an overview of
social determinants of health impacting children living in poverty and provide clinicians with
practical screening tools and resources.
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Introduction

According to the 2013 United States (U.S.) Census Bureau, 14.7 million (19.9%) children
less than 18 years were living in poverty, and 31.4 million (42.6%) children were living
below the 200% poverty threshold.! Social determinants of health, defined as the social
circumstances in which people live and work, powerfully influence health and development,
particularly for children growing up in poverty.2 A rapidly expanding body of research has
documented that adverse childhood experiences (ACEs), defined as traumatic experiences
occurring before the age of 18, have long-term health outcomes and result in continued
intergenerational toxic stress, ultimately impacting personal and family physical and mental
health, and socioeconomic status.3 The ACE Study, instrumental in demonstrating the
association between childhood adversity and an increased risk for medical and psychosocial
morbidity,* has influenced other researchers to study the association between ACEs and
health-related problems that affect families living in poverty.>~" There is a consistent dose—
response effect whereby those with more ACEs, or a higher ACE score, have a higher
likelihood of negative health outcomes in childhood and adulthood.*7 Child health
clinicians are in a unique position to address social determinants of health and to help
prevent child adversity, but they require the tools and resources to do so effectively.

The Academic Pediatric Association (APA) and the American Academy of Pediatrics (AAP)
recently authorized task forces to address child poverty.® As a work-group of the APA
Childhood Poverty Task Force Health Care Delivery Committee, we provide an evidence-
based, practical approach to those aspects of surveillance and screening that apply
particularly to children and families living in poverty. In the patient-centered medical home,
all children should be assessed for developmental, behavioral, and emotional concerns,
based on published Bright Futures and AAP policy statements and clinical reports.®-1! The
following guidelines provide an overview of the social determinants impacting the health of
children living in poverty and provide clinicians with practical tools and resources.

As research furthers our understanding of the causal mechanisms by which social factors
impact health, comprehensive assessments need to address more broadly the diverse
components of social determinants of health. Despite the detrimental effects of social
determinants on child health, few child health clinicians routinely address the social and
psychosocial factors that affect children and their families during routine primary care visits.
12 Barriers to assessing social determinants include a lack of recognized impact or
measurable outcomes and lack of time, professional training, familiarity with relevant
assessment tools and knowledge about the availability of relevant community resources.12.13

Screening for Social Determinants of Health

The process of surveillance and screening can be applied to the social determinants of health
as it is for developmental delay.®-14.15 Surveillance is defined as “a flexible, longitudinal,
and continuous process whereby knowledgeable professionals perform skilled observations
during the provision of health care,” whereas screening involves the use of standardized
tools.16 Surveillance and screening for social determinants include the following core
components: (1) eliciting and attending to parents’ concerns by asking general queries at
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routine visits (e.g., What are your family concerns or needs? How can | help you?); (2)
identifying the presence of risk factors and protective factors; (3) screening for specific
social issues at periodic visits; and (4) referring patients and families with identified needs to
professionals in other disciplines and community agencies (e.g., Medicaid office, legal
advocacy organization) that provide direct assistance and resources.14

There are specific principles that inform screening for social determinants of health.15.17.18
First, screening should be tailored to address the most commonly identified issues in the
community served. It is also important to screen for and address less common but serious
issues, such as child sexual abuse and/or living in foster care. Parent’s perspectives and
concerns can contribute to prioritizing areas for screening. Second, screening should be
appropriate for the child’s developmental stage (e.g., childcare in early childhood or intimate
partner violence in adolescence). Third, screening for specific issues ideally should be
implemented after available resources to address the issues are identified. Screening during
initial intake with any new family and during routine well-child care visits is important as
family needs change overtime. Finally, screening may consist of global screening. A single
tool can address multiple social determinants of health, or it may be focused on specific
issues, such as maternal depressive symptoms or food insecurity.1419 A team-based
approach may facilitate the screening process. Many of these screens can be completed and
scored by a non-physician and many can be incorporated into the electronic health record.
For those screens that are universal in a practice, patients and caregivers should be informed
that the “practice screens all patients” in order to reduce concerns about stigmatization.

Children living in poverty are at greater risk for developmental and behavioral problems
when compared to peers from higher income families,2%-21 though all children should be
screened. Recommendations for screening and surveillance of child developmental and
behavioral problems, which influence the social determinants of health discussed here, have
been published in the medical literature;%10 therefore, child development and behavior will
not be discussed further in the sections that follow. A comprehensive AAP paper on child
developmental delay reviewed 20 screening tools for use in children 0-8 years, including the
Ages and Stages Questionnaire (ASQ®), Denver Il Developmental Screening tool, the
Parents Evaluation of Developmental Status (PEDS) tool, the Modified Checklist for Autism
in Toddlers (MCHAT), and the Early Language Milestone Scale-Second Edition (ELM
Scale-2).9 Bright Futures provides surveillance tools to address school-aged and adolescent
cognitive development.11 A newer screening tool, the Survey of the Well-Being of Young
Children (SWYC; ages 0-5) assesses for developmental milestones, behavioral/emotional
development, and family psychosocial risk factors.22

Each of the following sections addresses the nature of domain-specific problems, suggests
approaches to surveillance and screening, and describes the role of the child health clinician.
A table of examples of major screening instruments (Table 1) is included as well as a table
of resources (Table 2). Overall, a heuristic approach is necessary to integrate surveillance
and screening into primary care and enable clinicians to address social determinants of
health for children living in poverty.
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Social Determinants of Health

Child Maltreatment

More than a quarter million U.S. children are victims of child maltreatment, or abuse and
neglect each year, with approximately 1640 children dying from maltreatment.23 Child
maltreatment results in short- and long-term consequences ranging from the immediate
fractures, abdominal trauma, head injury, and death to residual and long-lasting
neuropsychological and physical health problems.24:25 All forms of child maltreatment—
child physical, sexual, and psychological abuse, and child neglect—are ACEs that are
associated with long-term adverse health effects. Children living in poverty are five times
more likely than their higher income peers to experience child maltreatment.26 The
increased risk for child maltreatment among children living in poverty is complex and, in
part, is attributed to material hardship, infrequent employment, family stress, mental illness,
and negative parenting.2’

As mandatory reporters, child health clinicians have a primary role in identifying child abuse
and neglect, and in facilitating referrals for assessment and treatment. The AAP’s clinical
report on suspected child abuse provides an overview of factors that should raise the
suspicion for abuse, including an absent or vague explanation for a significant injury or an
explanation that is inconsistent with the pattern, age and/or severity of the injury.28 Child
sexual abuse may go undetected for many years. It may present in a variety of ways, ranging
from a child complaining of non-specific chronic headaches or abdominal pain to a friend or
family member reporting a witnessed sexual act between a perpetrator and a child.2
Researchers have developed an array of different measures to assess exposure to
maltreatment, but most measures are far too exhaustive and time-consuming for routine use
in primary care. The Childhood Trauma Questionnaire (CTQ) and History of Victimization
Form (HVF) are two maltreatment assessment tools adapted for use in clinical settings.30
The CTQ has been validated psychometrically and typically takes 5-10 min to complete.
While the HVF is long (65 items) and has not been validated psychometrically, the tool is
composed of five subscales, each of which can be used independently in a clinic setting to
assess specific types of maltreatment.3% The Kempe Family Stress Inventory may help to
identify families at risk. An alternative approach to using screening tools involves
completing a thorough psychosocial assessment at every well visit to assess family
challenges and strengths, and child behavior and emotional concerns, in addition to looking
for signs of abuse and neglect (i.e., unexplained injuries, scars, and bruises) during every
physical examination. Practicing Safety™ is an AAP-approved toolkit that incorporates
screening questions into routine well-child visits at crucial risk periods for physical abuse
and neglect, including the newborn period and the toddler years.3!

Pediatric clinicians play a central role in the identification of child maltreatment, referral of
suspected cases to child protective services, and linkage of families to therapeutic services
for children who require counseling secondary to their traumatic experiences. In addition,
pediatric clinicians assist in the prevention of maltreatment by identifying high-risk families
early and referring these families to community-based programs. It also is important for
clinicians to understand that poverty and a history of prior abuse place children and youth at
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risk for child sex trafficking.32 Children who are victims of abuse and trafficking are also at
risk for post-traumatic stress disorder. Whenever possible, treatment, resources, and services
to help such children and families should be trauma-informed. A trauma-informed approach
is one that “realizes the widespread impact of trauma and understands potential paths for
recovery; recognizes the signs and symptoms of trauma in clients, families, staff, and others
involved with the system; responds by fully integrating knowledge about trauma into
policies, procedures, and practices; and seeks to actively resist re-traumatization.”3 Finally,
using a universal approach of providing effective, age-appropriate, anticipatory guidance can
help equip children and parents with skills to minimize exposure to trauma.

Child Care and Education

It is well established that early childhood education has lasting positive effects into
adulthood. In the 1960s and 1970s, groundbreaking studies including the Perry preschool
and the Abecedarian projects followed the outcomes of poor children who were offered an
enriched preschool experience.34 Compared to the control groups, socioeconomically
disadvantaged children who received the benefits of early childhood education had
remarkably better life course outcomes, with long lasting benefits, compared to peers who
did not receive enriched education.3® One in four U.S. pre-school-aged children currently
lives below the federal poverty level, and half of these children have below-average reading
skills when they reach fourth grade.36 Children living in poor neighborhoods are more likely
to drop out of high school.3” Social inequities start early, and early intervention can change
the life of a child, their family, and society for the better.38 Early Head Start, Nurse Family
Partnerships, and group parenting classes have been proven to increase language acquisition
and cognitive outcomes in school-aged children.3940 A total of three states—Florida,
Georgia, and Oklahoma—recognize this evidence and offer universal preschool to eligible
children.41

Child health clinicians can have an active role in screening for childcare and education needs
early in childhood. Silverstein and colleagues demonstrated the positive impact that a
primary care-based intervention had on increasing low-income children’s enrollment in
Head Start.42 Administration of the WE CARE survey, a tool that screens for multiple unmet
material needs, has also been shown to effectively increase childcare enrollment in the first
year of life.18 Children growing up in poor neighborhoods have more challenges in primary
and secondary education, a lower likelihood of completing high school, and more difficulty
finding employment, which continue the intergenerational poverty cycle.*344 Families
raising children in poverty are often in transition, moving homes and schools frequently.
This disruption contributes to higher than average grade retention rates and special education
placement.#>46 Even modest increases in family income are associated with significant
increases in math and reading test scores.4’ Intervention for learning delays and differences
should follow the regulations of the Individuals with Disabilities Education Act (IDEA). The
Individual Education Plan (IEP) is the public school system’s responsibility. After a parent
requests an evaluation in writing, the school is federally mandated to complete the testing
within 60 days, with more time to implement special education services.*8 Poor children
often attend underfunded public schools with limited resources, resulting in a stressed
system where there may be delays in identifying and providing services to children in need.
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49 Screening children for school difficulties during the annual well-child care visit may
uncover the need for testing and services. The child health clinician has an opportunity to
help parents understand their rights and to pursue services to which their children are
entitled. Partnering with families, teachers, and other school staff may help children achieve
their full educational potential. Child health clinicians play an important role in encouraging
and helping parents to be fully engaged with their child’s education and to be advocates for
his/her educational needs.

Family Financial Support

Many families living in poverty have difficulties meeting basic social and financial needs, in
particular finding employment, obtaining medical insurance through Medicaid for their
children, and securing adequate food.> When unmet, these needs have detrimental effects
on child physical and mental health. Food insecurity, defined as the limited or uncertain
availability of nutritionally adequate and well-tolerated foods,>! is a common need among
families living in poverty. With the rise in the number of families living in poverty, 17.4
million U.S. households experienced food insecurity in 2014.52 Although programs such as
the Supplemental Nutrition Assistance Program (SNAP) and the Special Supplemental
Nutrition Program for Women, Infants and Children (WIC) are designed to provide support
for such families, overall rates of food insecurity remain as high as 37%, even among
program participants.>3:54 Food insecure families are more likely to have children with poor
overall health and health problems including anemia, asthma, frequent stomach aches,
headaches and colds, lower nutrient intake, obesity, and a higher likelihood of
hospitalization.>3-60 Food insecure children also are more likely to have cognitive problems,
aggression and anxiety, poor attachment, and behavioral problems when compared to those
who are food secure.61-63

It is important for pediatric clinicians to assess for family financial supports by asking about
employment, health insurance, and food security. Open-ended inquiries about lapses in
routine well-child care for children living in poverty will often reveal a loss of health
insurance that may be coincident with a loss of parental employment and/or health
insurance, and/or housing instability. While individual tools exist to screen for food
insecurity, the assessment of other unmet needs often relies on tools that screen for multiple
domains simultaneously. Food security status has primarily been evaluated in large national
surveys for research purposes using the Core Food Security Module from the U.S.
Department of Agriculture (USDA).%4 This survey uses 10 questions to assess overall
household food security and an additional 8 questions to specifically address how food
insecurity impacts children in the home. As the need to screen for food insecurity becomes
more evident, child health clinicians need efficient methods for identifying children in food
insecure households. A two-item, validated, screening tool—with high sensitivity, good
specificity, and convergent validity—has been adapted from the Core Food Security Module
and studied in the clinical setting.%> The 2015 AAP policy statement on food security
recommends use of this two-item tool .6

Screening for unmet social and financial needs within the medical home is a critical first
step in meeting AAP policy guidelines that call for child health clinicians to work toward
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reducing ACEs and toxic stress. If child health clinicians develop an increased awareness of
food insecurity rates in their communities, this will enable them to serve families more
effectively. Screening will aid in identifying children in need of additional resources, such as
food banks and pantries, social services, and federally funded nutrition programs such as
SNAP, WIC, free school meal programs, and summer nutrition programs. Various
community organizations that help families living in poverty with securing access to food
also provide assistance with acquiring and maintaining child health insurance and with
finding employment.

Physical Environment

The physical environment in which a child lives, including the home, green spaces, parks,
and outdoor play areas, has direct effects on health. Children whose families spend more
than 30% of their income on housing are at risk for malnutrition and growth stunting.67
Homelessness is associated with an increased incidence of asthma, acute otitis media, and
mental health conditions among affected children.6® Mold, mildew, and cockroach
infestation worsen asthma and allergy severity; lead and carbon monoxide exposure put
children at risk for toxicity; and faulty wiring and poor heating systems increase the risk of
burns and fire deaths.8% Exposure to asbestos, coal emissions, and other pollutants adversely
affects health. Outside of the home, access to green space is inversely related to inactivity
and stress. Children living in environments with more green space demonstrate improved
resilience when confronted with adversities such as family strife, divorce, and bullying.”®
Green environments reduce stress, anxiety, and depression, and increase longevity and
feelings of well-being,’? especially for those living in poverty.’2

Despite the negative health impact of poor housing,’ there is no high-quality, validated
clinical screening tool that assesses housing affordability or quality. The American Housing
Survey, conducted by the U.S. Census Bureau, has been used in research, but its length
prohibits clinical utility.”* Child Health Watch, an organization that uses a periodic
screening of families in emergency departments to understand how social needs affect child
health outcomes, uses the presence of crowding (defined as more than two people per
bedroom) and/or frequent moves (defined as more than two moves in the past two years) to
identify children with housing insecurity.”® In the WE CARE project, the single question,
“Do you think you are at risk of becoming homeless?” is used to identify housing problems.
19 Utilizing the overall WE CARE screening and intervention system resulted in lower odds
of living in a homeless shelter.18 Similarly, there is no existing validated screening tool for
access to green space. However, asking about proximity to and safety of parks and green
spaces will help clinicians better understand the environments in which children live.

Identification of housing instability by child health clinicians can offer an opportunity to
inform families of their legal rights as tenants to live in sanitary conditions, to advocate for
families to have their medical problems accommodated by adequate housing, and to connect
families with existing housing subsidy and shelter programs. Similarly, identifying a lack of
access to parks and green spaces provides an opportunity for child health clinicians to
inform families about available free or low-cost resources. Child health clinicians also can
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brainstorm and work with families to determine creatively how they might overcome barriers
to accessing such green spaces.

Family Social Support

Recent census data show that the prevalence of children living in married, two-parent family
households with a mother and father has decreased to approximately 65%.7® At the same
time, there has been an increase in the prevalence of single-parent households, most often
headed by mothers but sometimes fathers, and 6% of children are living in households with
grandparents.”’ In addition, over 500,000 U.S. children live in foster care at any given time.
Black and Hispanic children are more likely to live with one-parent, or spend time in foster
care than non-Hispanic white or Asian children.”’:’8

Single-parent households have significantly worse economic status than two-parent
households.”:78 Each year, over one million U.S. children are exposed to divorce, which
negatively impacts economic and mental health outcomes for children.”9-80 Half of
marriages end in divorce, and the likelihood that a child will be in a family that experiences
divorce is higher than one in three. The AAP and the American Academy of Family
Physicians (AAFP) recommend routine screening for family composition among patients
and caregivers at each well-child visit.8°

Almost all child health clinicians assess family social support at visits with new patients and
periodically thereafter. Few of the tools used to assess family social support in healthcare
settings have been studied for their validity, brevity, or consistency. How often clinicians
should assess family composition and support is unclear. Development of a valid, efficient,
standardized measure to assess family social support would be useful for child health
clinicians to serve children and families, and to enable long-term comparisons of child
outcomes among diverse family settings.

Child health clinicians must understand the social context in which children live and develop
to provide effective family-centered, culturally competent care.80 A better understanding of
family composition will enable clinicians to tailor advice given to children and caregivers
and to identify the most appropriate community services to support families.

Intimate Partner Violence

Approximately 15 million U.S. children are exposed to intimate partner violence (IPV) in
the home each year, with children under 6 years experiencing the greatest exposure.8 While
exposure to IPV affects households of all socioeconomic backgrounds, children living in
poverty are at higher risk for exposure to violence in the home than children not living in
poverty. IPV exposure increases the risk of child physical abuse and has been linked to
physical and mental health problems in children, including asthma and behavior problems.
82-84 Along with other ACEs, exposure to IPV is associated with subsequent physical
changes in the brain.85 The AAP, AAFP, and the American Congress (formerly College) of
Obstetricians and Gynecologists recommend routine screening for IPV among patients and
caregivers86-88
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In 2007, the Centers for Disease Control and Prevention (CDC) published a compilation of
IPV tools used in clinical and healthcare settings.8% Overall, three tools stand out for their
validity, brevity, and potential applicability to the pediatric setting, though none have been
validated specifically for use with caregivers in this setting.89:90 There is little consensus
about the “gold standard” for IPV, but the Conflict Tactics Scale (CTS) is a commonly used
comparison when assessing IPV screening tools.82 Each tool addresses most or all of the
four major domains of IPV: emotional, physical, sexual, and threats/coercion. The HITS
(Hurt, Insult, Threaten, and Scream) is a brief, 4-item tool developed for use in family
medicine, and tested as a self- and clinician-administered tool. Responses are on a Likert-
like scale, and the scoring takes less than 1 min to complete. HITS does not ask directly
about sexual violence. The Partner Violence Screen (PVS), a three-question screen, was
developed and tested in emergency departments; the administration and scoring are brief, but
the tool does not address emotional violence. Finally, the WAST (the Women Abuse
Screening Tool) consists of seven questions and addresses all four major IPV domains. A
recent review demonstrated that computer-assisted screenings led to higher rates of IPV
disclosure when compared to screening done with paper surveys.9!

Child health clinicians need to understand the social context in which children live so that
they can assess risk to the child’s health and safety. RADAR (Remember to screen regularly,
Ask direct questions, Document results, Assess safety, Review options) is a widely used
approach to screening for and addressing IPV.%2 RADAR stresses that the interview be
conducted in private. Indeed, the need to interview a parent separately from a child, when
this is developmentally appropriate, is a challenge to clinicians that may favor use of a self-
administered screen. There is a strong literature of evidence-based primary care
interventions for IPV in adult medicine settings, largely involving social workers and
advocates in empowering victims and in connecting them with local resources, in contrast to
the notable gaps in the pediatric literature.93 An informed and sensitive approach is
recommended, as some caregivers may not know about available resources and others may
be dependent financially on the perpetrator of violence. It is important to determine the
extent to which IPV is witnessed by the child and whether there is associated physical
violence involving the child and/or child physical abuse. Knowledge of existing restraining
orders and housing arrangements can help clinicians understand risk to the child. In addition,
informed healthcare clinicians can assist families with pursuing restraining orders and
securing safe housing by working closely with social workers and community agencies.

Maternal Depression and Family Mental lliness

Family mental health impacts family dynamics and child well-being. Maternal depression,
which impacts child health, is more prevalent than depression and other mental illness
among other caregivers; 94 therefore, this section focuses on maternal depression. Mothers,
particularly those with young children, living in poverty are at high risk for depression.9%:96
Maternal depression, with prevalence rates as high as 25% among low-income mothers, has
been recognized to have deleterious consequences on child health and developmental
outcomes.¥7-99 Depressed mothers display symptoms, including loss of interest,
hopelessness, fatigue, low energy, and poor concentration, that contribute to decreased
involvement with their child.190 Other mothers who experience depression may have poor
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coping skills. Impairments in child social development, poor attachment, emotional and
behavioral difficulties, and cognitive deficits have been well documented among children
whose mothers experience depression.?8:100-105 Maternal depression also has been
associated with child physical health problems including an increased likelihood of infant
hospitalizations, poor growth, and obesity, and a lower likelihood of following anticipatory
guidance and safety recommendations,106-109

Mothers living in poverty have infrequent contact with organized health services,
particularly mental health services.110 For adults in low-income communities, there are
known barriers to accessing mental health services. Well-child visits enable clinicians to
screen high-risk families who may otherwise not receive care. Screening for maternal
depression, recommended by Bright Futures and the AAP Mental Health Task Force, is
considered a best practice for caring for infants and their families.11111 A number of
validated screening tools, designed for the general adult population as well as women in the
postpartum period, are available. At this time, no single screening tool is recommended. The
U.S. Preventive Services Task Force (USPSTF) has recommended that all adults receive
depression screening with two questions (Patient Health Questionnaire-2 (PHQ-2)), that
assess mood and anhedonia if services are available to respond to positive screens.112-114
The Edinburgh Postnatal Depression Scale (EPDS) has been validated to specifically screen
for maternal postpartum depressive symptoms.115

The longitudinal relationship that child health clinicians have with families represents a
unique opportunity to identify maternal depressive symptoms and to promote optimal child
developmental, mental, and physical health outcomes. While screening does not replace a
diagnostic evaluation, it aids pediatric clinicians in discussing the subject of depression and
helps to identify women in need of further evaluation and treatment. Responses to a positive
screen range from reassurance, education, and skills to promote a positive mother—child
relationship for mild symptoms, to referral for further evaluation and intervention for
moderate to severe symptoms.}11 Emergency services should be sought if suicidal or
homicidal ideation or psychoses are identified.111 Regardless of the intensity of the
symptoms, it is critical to support mothers with positive screens for high depressive
symptoms and to avoid further stigmatization and isolation. Before child health clinicians
screen for mental health disorders, it is recommended that they have access to appropriate
resources for referrals, case management, and follow-up.114 The AAP Task Force on Mental
Health and the Committee on the Psychosocial Aspects of Child and Family Health promote
collaborative, integrated models for mental health services within primary care medical
homes. 111,116

Household Substance Abuse

Tobacco, alcohol, and other drugs are widely used by parents, children and youth.
Populations in poverty are at risk for exposure to and use of tobacco, drugs and other
substances that adversely affect their overall health and well-being. In the U.S., illegal drug
use has increased from 8.3% of the 12 and older population in 2002 to 9.2%, or an estimated
23.9 million people, in 2012. This increase is due primarily to the use of marijuana, the most
common illicit drug.11?
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The prevalence of cigarette smoking is greatest among adults who live in poverty.11® There
are also data to demonstrate that children of current or former smokers are at increased risk
of smoking, noting the influence of intergenerational exposure on cigarette use.119 The
second hand smoke from cigarettes results in an increase in cotinine levels in the body and
associated morbidity and mortality. Nationally in 2011-2012, 46.8% of black, 21.8% of non-
Hispanic white, and 23.9% of Mexican American non-smokers were exposed to second hand
smoke. Second hand smoke exposure was higher in the low-income population, and 43.2%
of non-smokers living below the poverty level were exposed to second hand smoke.120 E-
cigarettes, a source of nicotine, are increasingly available to youth, and advertising has
targeted the pediatric population. In a 2015 study of a large high school population, Wills
and colleagues noted a 17% prevalence rate of e-cigarette use, 12% dual cigarette and e-
cigarette use, and 3% cigarette use.1?1

In 2013, 66.2% of children in grades 9-12 reported ever having a drink of alcohol in the past
year, 18.6% reported drinking alcohol prior to 13 years of age, and 20.8% had five drinks or
more in a couple hours at least one day (in 30 days before the survey), and 10% noted
drinking while driving one or more times.122 High school students reporting ever using
marijuana fell from a peak prevalence of 47.2% in 1999 to 40.7% in 2013. The use of
cocaine also fell from a high of 9.5% in 1999 to 5.5% in 2013. Likewise, the use of inhalants
fell during these same years from 14.6% to 8.9%. The use of heroin and any injected illicit
drug peaked in 2003 at rates of 3.3% and 3.2%, respectively, and fell to 2.2% and 1.7% in
2013. Most concerning was the fact that 22.1% of high-school-aged children reported that
they had been offered, sold or given an illegal drug by someone on school property.123

There are a number of screening tools available to assess for household substance use. The
Safe Environment for Every Kid (SEEK) Parent Screening Questionnaire consists of 15
questions addressing many social determinants of health with three questions devoted to
substance use and abuse.124 The Survey of Well-Being of Young Children (SWYC) is a
comprehensive set of instruments with a special instrument on family psychosocial factors,
called “Family Questions.”125> Among the nine questions, there are four questions devoted to
drugs and other substances. To assess for substance use among adolescents, there are three
screening instruments that are clinically useful. As part of the general surveillance of
adolescent health, the HEADSS (Home, Education, Activities, Drug use and abuse, Sexual
behavior, Suicidality and depression) assessment is a clinically organized history addressing
the categories of issues that all teens face. The “D” in “HEADSS” addresses “Drug use and
abuse.”126 The CRAFFT (Car, Relax, Alone, Forgetting, Family or Friends, Trouble) is a
widely used tool recommended by Bright Futures and the AAP Policy Statement on
Substance Use Screening.127.128

As noted in Bright Futures, screening for substance use and abuse among parents is an
important assessment, treatment, and preventive health strategy.1! In addition, the child
health clinician who identifies a parent whose judgment is impaired by alcohol or drugs is
expected to address these issues with the parent directly. If the child(ren) is/are at risk of
harm or neglect, clinicians must file a report with the local children and youth agency for
suspected abuse and neglect, or take more urgent steps to protect the child(ren).12°
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Firearm Exposure

Firearm injuries remain one of the top three causes of death for children 0-24 years of age.
130 Although the risk of firearm death increases with age, the fourth most common cause of
death in children ages 5-9 is firearm homicide. Injuries from firearms are common, with
firearm assault being the seventh leading cause of non-fatal, violence-related injury among
children 0-19 in 2013.130 Latino and black youth, and those living in poverty, are at
particular risk for non-fatal and fatal firearm assault.231 Data from numerous studies show
that the presence of a gun in the home is associated with an increased risk of suicide and
homicide, both intentional and unintentional, among teenagers.132

Bright Futures recommends that child health clinicians screen for firearm safety at well-
child care visits, starting at age nine months and continuing at every visit.11 Although the
suggested wording varies somewhat by age, the questions include the following: “Does
anyone in your home have a gun? Does a neighbor, family friend, or any home where your
child might play have a gun? If so, is the gun unloaded and locked up? Is the ammunition
stored and locked separately from the gun? Have you considered not owning a gun because
of the danger to children and other family members?”” Once children turn 9, Bright Futures
recommends directing questions to the child: “What have your parents taught you about
guns and what not to do with them?” After the age of 11, there is a recommended additional
question, “Do you ever carry a gun (even to protect yourself) or have access to a gun at
home or in places where you spend time?” A 2008 study showed that screening for firearm
storage practices, followed by appropriate counseling and the offering of free cable locks for
firearms led to increased safe firearm storage. This study used the following screening
questions: “Are any guns stored or hidden in a place other than a locked cabinet or gun safe?
Avre all guns stored with a gun lock on them? Are bullets stored separate(ly) from all
guns?”133 Finally, Hayes and Sege developed FiGHTS, a screening tool for adolescent
firearms carrying. The “brief FIGHTS score” includes five predictor variables: having been
in a physical fight (Fi), male gender (G), having required medical attention after a fight (H),
having been threatened with a weapon (T), and ever having smoked at least one cigarette
daily for at least 30 days (S). The sensitivity and specificity of the tool were 82% and 71%,
respectively, with an area under the receiver operating characteristic (ROC) curve of 0.84.
An extended FiIGHTS score with 11 risk factors performed even better, with an area under
the ROC curve of 0.90.134

Healthcare clinicians should discuss firearm ownership and storage with families,
emphasizing that their interest is out of concern for the health and welfare of the family and
that all information will be kept confidential. The AAP and AAFP recommend routine
screening and counseling regarding gun safety.132135 Although 18 states have laws requiring
safe firearm storage, 36 questions about firearm use and storage may be a sensitive topic for
some families. In fact, in 2011 the state of Florida enacted a physician gag law restricting
counseling on firearm safety, citing privacy concerns and second amendment rights.137 To
date, 12 states—Alabama, Indiana, Kansas, Minnesota, Montana, North Carolina, North
Dakota, South Carolina, Tennessee, Texas, Virginia, and West Virginia—have considered but
failed to pass similar legislation, but one other state, Ohio, has legislation under
consideration.138 Of note, a petition for a rehearing has been filed in Florida’s Eleventh
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Circuit Court of Appeals. An injunction blocking enforcement of the Florida law is in place
until the court makes a decision regarding the rehearing. As a result, the AAP continues to
encourage child health clinicians in every state to screen and counsel regarding firearm
safety.139 The Centers for Medicare and Medicaid Services (CMS) has stated that, according
to the Affordable Care Act, although no healthcare organization may require disclosure
regarding firearms, there is no language that prohibits or otherwise limits communication,
including communication about firearms, between healthcare professionals and their
patients.140

Parental Health Literacy

Health literacy, defined as the “degree to which individuals have the capacity to obtain,
process, and understand basic health information and services needed to make appropriate
health decisions,”141 is important in ensuring effective provider—patient communication.
Nationally representative survey data indicate that one in three adults have limited (“below
basic” or “basic”) health literacy knowledge and skills.142 Adults living in poverty fare much
worse with 60% of adults who receive Medicaid having limited health literacy.143 Limited
health literacy is associated with medication errors, inadequate knowledge, suboptimal
management of chronic health conditions, and increased healthcare costs.144-146 |_ow
parental literacy is associated with worse child health outcomes, including higher rates of
asthma-related hospitalizations and emergency department visits.14

Interventions designed to address low health literacy, such as written materials that use plain
language and pictograms, and videos that incorporate health literacy principles are effective
in improving parent knowledge and health behaviors. Given the high prevalence of limited
health literacy in the U.S, the Agency for Healthcare Research and Quality (AHRQ)
recommends that a “universal precautions” approach be used in primary care practices. This
approach is relevant particularly when caring for families living in poverty.148 Several tools,
which primarily have been used in research and not routinely in clinical practice, are
available to determine health literacy level. The most commonly used tools include the Test
of Functional Health Literacy in Adults (TOFHLA)49 and the shortened S-TOFHLA, 10 the
Newest Vital Sign™ 151 and the Rapid Estimate of Adult Literacy in Medicine (REALM).152

The role of the physician is to promote communication by using strategies such as the
following: (1) using plain “living room” language with avoidance of medical jargon; (2)
using “chunk and check”—delivering information in small amounts and checking for
understanding; (3) using pictures, drawings, models, and demonstration to supplement
verbal communication; (4) using written information to supplement verbal messages,
incorporating written handouts as part of verbal counseling by pointing, circling and
highlighting key points on the page; and (5) using teach-back and show-back: asking
patients and parents to repeat their understanding in their own words or through
demonstration. For written materials, a maximum sixth to eighth grade reading level is
recommended; for low literacy populations, a third to fifth grade level is advised. This can
be accomplished using simple, 1-2 syllable words, short sentences of 4-6 words, and short
paragraphs of 2-3 sentences each. A useful tool to assist in designing low literacy written
materials or to assess the readability of existing materials is the Text Readability Consensus
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Calculator.153 Other readability tools, such as the Flesch Reading Easel® and Flesch
Kincaid Grade Level®® are available as part of some word processing programs. Suitability
of written materials can be evaluated using the Suitability Assessment of Materials (SAM)
tool1%6 or AHRQ’s Patient Education Materials Assessment Tool (PEMAT).157 Assessing
the readability and suitability of written materials used in the office can help clinicians
identify patient educational materials that need improvement. Healthcare clinicians should
seek out published resources for existing plain-language, patient education materials, such as
the AAP publication, Plain Language Pediatrics.1>8

Concluding Remarks

Children live in poverty throughout the U.S., in rural, urban and suburban neighborhoods.
While some families will live their entire lives in poverty, other families may move in and
out of poverty with changing needs and hardships. Families living in poverty face numerous
challenges that impact health and require the attention of their healthcare clinician.
Sometimes families will have to choose between basic needs and medical treatment. Such
“trade-offs,” for example, may involve a family buying food in place of medicine or vice
versa.56 If clinicians can work with families to minimize needs and maximize their assets,
then families may face fewer trade-offs.

The social determinants of health outlined in this guide can be identified and addressed by
child health clinicians working one-on-one with families through the use of proper screening
tools and prompt referral to resources in collaboration with social work and community
agencies. More broadly, healthcare systems can be redesigned to address childhood poverty;
however, this is beyond the scope of this guide and addressed elsewhere.1%® Depending on
the circumstances, child health clinicians may screen for one or many social determinants of
health at any given visit with families. It is recommended that clinicians connect families
with community resources while building on identified family strengths and assets. Ongoing
surveillance can help to prioritize family needs since attempts at addressing all needs at once
may be overwhelming for the clinician and the family. Families may have established
relationships with some community resources; therefore, it is important to ask families about
known resources in their communities. Each community has unique resources that reside at
non-profit organizations, public programs, and advocacy groups. Identifying local resources
may be accomplished by contacting local governmental (e.g., departments of health) and
professional organizations and agencies (e.g., county and/or state medical society, state
chapter of the AAP), or by exploring local services via the internet. Some locales have
organized lists of resources in partnership with the Children’s Advocacy Project
(www.cap4kids.org), started in Philadelphia, Pennsylvania.160 Practices in several major
regions, including the San Francisco Bay Area, New York City and Boston, use the Health
Leads model, where trained college students (Health Leads Advocates) help to connect
families with resources for basic needs such as heat and food.159:161 A number of national
resources are provided in Table 2 to help clinicians and families. The availability of local
and national resources depends on funding, community needs, and staffing; therefore, it is
important to periodically update resource lists and contact information. Clinician referrals to
and relationships with community agencies are likely to impact positively a family’s
adherence to clinicians’ recommendations.
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Surveillance and screening of families and referral to resources are direct ways for
healthcare clinicians, face-to-face with families, to impact the effects of childhood poverty.
In addition to this direct support, child health clinicians can advocate on behalf of children
and families at the practice and community levels. Practice levels changes could range from
short-term, educational interventions, such as the Educating Practices/Physicians in Their
Communities (EPIC) programs by the Pennsylvania Chapter of the AAP,162 to long-term
changes at the office like incorporating a WIC office or partnering with lawyers to have an
on-site Medical-Legal Partnership.159.163

With one out of every five children in America living in poverty, there is an apparent need
for creative solutions to mitigate the ill effects of child poverty. Ongoing and future research
is needed to determine the best approach to evaluate and address the needs of children living
in poverty. Routine screening and surveillance for social determinants of health will help
connect families to essential resources within and outside the family, but additionally
clinicians should work toward reducing and eliminating poverty. The APA Task Force on
Childhood Poverty Strategic Roadmap provides an overall strategy to address childhood
poverty through public policy and advocacy, education, and research.164 The AAP Poverty
and Child Health Leadership Workgroup also has a strategic plan and has gathered a number
of resources for its members.165 These professional organizations recognize the importance
of having clinicians work with other poverty experts, including but not limited to educators,
economists and lawyers. As Sir Michael Marmot writes in his book The Health Gap. The
Challenge of an Unequal Worla, *“...it is a reasonable conclusion that poverty reduction will
be good for children’s physical, psychological, social and emotional development.”166 With
resources and tools, child health clinicians can work with families and others to reduce child
poverty and its associated adversities to maximize child health and well-being.

Abbreviations

AAP American Academy of Pediatrics

AAFP American Academy of Family Physicians
ACE Adverse Childhood Experiences

AHRQ Agency for Healthcare Research and Quality
APA Academic Pediatric Association

CDC Centers for Disease Control and Prevention

References

1. DeNavas-Walt, C., Proctor, BD. U.S. Census BureauCPR, P60-249, Income and Poverty in the
United States: 2013Washington, DC: U.S. Government Printing Office; 2014https://
www.census.gov/content/dam/Census/library/publications/2014/demo/p60-249.pdf [Accessed
24.05.15]

2. Marmot, M., Wilkinson, RG. Social Determinants of Health2. New York: Oxford University Press;
2006

3. Shonkoff JP, Garner AS. Committee on Psychosocial Aspects of Child Family Health, Committee
on Early Childhood, Adoption and Dependent Care, Section on Developmental Behavioral

Curr Probl Pediatr Adolesc Health Care. Author manuscript; available in PMC 2018 July 10.


https://www.census.gov/content/dam/Census/library/publications/2014/demo/p60-249.pdf
https://www.census.gov/content/dam/Census/library/publications/2014/demo/p60-249.pdf

1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Chung et al.

12.

13.

15.

16.

17.

18.

19.

20.

21.

Page 16

Pediatrics. The lifelong effects of early childhood adversity and toxic stress. Pediatrics. 2012;
129(1):e232-46. [PubMed: 22201156]

. Felitti VJ, Anda RF, Nordenberg D, et al. Relationship of childhood abuse and household

dysfunction to many of the leading causes of death in adults. The Adverse Childhood Experiences
(ACE) Study. Am J Prev Med. 1998; 14(4):245-58. [PubMed: 9635069]

. Chung EK, Mathew L, Elo IT, Coyne JC, Culhane JF. Depressive symptoms in disadvantaged

women receiving prenatal care: the influence of adverse and positive childhood experiences. Ambul
Pediatr. 2008; 8(2):109-16. [PubMed: 18355740]

. Chung EK, Nurmohamed L, Mathew L, Elo IT, Coyne JC, Culhane JF. Risky health behaviors

among mothers-to-be: the impact of adverse childhood experiences. Acad Pediatr. 2010; 10(4):245-
51. [PubMed: 20599179]

. Wade R Jr, Shea JA, Rubin D, Wood J. Adverse childhood experiences of low-income urban youth.

Pediatrics. 2014; 134(1):e13-20. [PubMed: 24935995]

. Block RW, Dreyer BP, Cohen AR, Stapleton FB, Furth SL, Bucciarelli RL. An agenda for children

for the 113th Congress: recommendations from the pediatric academic societies. Pediatrics. 2013;
131(1):109-19. [PubMed: 23277316]

. Council on Children with Disabilities, Section on Developmental Behavioral Pediatrics, Bright

Futures Steering Committee, and Medical Home Initiatives for Children With Special Needs Project
Advisory Committee. Identifying infants and young children with developmental disorders in the
medical home: an algorithm for developmental surveillance and screening. Pediatrics. 2006; 118(1):
405-20. [PubMed: 16818591]

10. Weitzman C, Wegner L. Section on Developmental Behavioral Pediatrics, Committee on

Psychosocial Aspects of Child Family Health, Council on Early Childhood, Society for
Developmental Behavioral Pediatrics, American Academy Of Pediatrics. Promoting optimal
development: screening for behavioral and emotional problems. Pediatrics. 2015; 135(2):384-95.
[PubMed: 25624375]
. Hagan, JF.Shaw, JS., Duncan, P., editorsBright Futures: Guidelines for Health Supervision of
Infants, Children and Adolescents3. EIk Grove, IL: American Academy of Pediatrics; 2008
Kogan MD, Schuster MA, Yu SM, et al. Routine assessment of family and community health risks:
parent views and what they receive. Pediatrics. 2004; 113(Suppl 6):1934-43. [PubMed: 15173464]
Olson AL, Kemper KJ, Kelleher KJ, Hammond CS, Zuckerman BS, Dietrich AJ. Primary care
pediatricians’ roles and perceived responsibilities in the identification and management of
maternal depression. Pediatrics. 2002; 110(6):1169-76. [PubMed: 12456915]

14. Garg A, Dworkin PH. Applying surveillance and screening to family psychosocial issues:

implications for the medical home. J Dev Behav Pediatr. 2011; 32(5):418-26. [PubMed:
21522019]

Gottlieb L, Hessler D, Long D, Amaya A, Adler N. A randomized trial on screening for social
determinants of health: the iScreen study. Pediatrics. 2014; 134(6):e1611-8. [PubMed: 25367545]
Dworkin PH. British and American recommendations for developmental monitoring: the role of
surveillance. Pediatrics. 1989; 84(6):1000-10. [PubMed: 2479904]

Garg A, Butz AM, Dworkin PH, Lewis RA, Serwint JR. Screening for basic social needs at a
medical home for low-income children. Clin Pediatr (Phila). 2009; 48(1):32-6. [PubMed:
18566347]

Garg A, Toy S, Tripodis Y, Silverstein M, Freeman E. Addressing social determinants of health at
well child care visits: a cluster RCT. Pediatrics. 2015; 135(2):e296—304. [PubMed: 25560448]
Garg A, Butz AM, Dworkin PH, Lewis RA, Thompson RE, Serwint JR. Improving the
management of family psychosocial problems at low-income children’s well-child care visits: the
WE CARE Project. Pediatrics. 2007; 120(3):547-58. [PubMed: 17766528]

Brooks-Gunn J, Duncan GJ. The effects of poverty on children. Future Child. 1997; 7(2):55-71.
[PubMed: 9299837]

Rosenberg SA, Zhang D, Robinson CC. Prevalence of developmental delays and participation in
early intervention services for young children. Pediatrics. 2008; 121(6):e1503-9. [PubMed:
18504295]

Curr Probl Pediatr Adolesc Health Care. Author manuscript; available in PMC 2018 July 10.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnue Joyiny

1duosnue Joyiny

Chung et al.

22.

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Page 17

Sheldrick RC, Perrin EC. Evidence-based milestones for surveillance of cognitive, language, and
motor development. Acad Pediatr. 2013; 13(6):577-86. [PubMed: 24238685]

U.S. Department of Health and Human Services. Administration for Children and Families,
Administration on Children, Youth and Families, Children’s Bureau. [Accessed 19.06.2015] Child
maltreatment 20122013http://www.acf.hhs.gov/programs/ch/research-data-technology/statistics-
research/child-maltreatment

Hart H, Rubia K. Neuroimaging of child abuse: a critical review. Front Hum Neurosci. 2012; 6(52):
1-24. [PubMed: 22279433]

Widom CS, Horan J, Brzustowicz L. Childhood maltreatment predicts allostatic load in adulthood.
Child Abuse Negl. 2015; 47:59-69. [PubMed: 25700779]

Pelton LH. The continuing role of material factors in child maltreatment and placement. Child
Abuse Negl. 2015; 41:30-9. [PubMed: 25169149]

Slack KS, Holl JL, McDaniel M, Yoo J, Bolger K. Understanding the risks of child neglect: an
exploration of poverty and parenting characteristics. Child Maltreat. 2004; 9(4):395-408.
[PubMed: 15538038]

Christian CW. Committee on Child Abuse and Neglect, American Academy of Pediatrics. The
evaluation of suspected child physical abuse. Pediatrics. 2015; 135(5):e1337-54. [PubMed:
25917988]

Sapp MV, Vandeven AM. Update on childhood sexual abuse. Curr Opin Pediatr. 2005; 17(2):258-
64. [PubMed: 15800423]

Strand, VC., Sarmiento, TL., Pasquale, LE. [Accessed 21.06.15] Child and Adolescent Trauma
Measures: A Review20041-170Available at: http://www.ncswtraumaed.org/wp-content/uploads/
2011/07/Child-and-Adolescent-Trauma-Measures_A-Review-with-Measures.pdf

American Academy of Pediatrics. [Accessed 28.10.15] Practicing Safety: To Promote Healthy and
Safe Child Developmenthttps://www2.aap.org/sections/scan/practicingsafety/

Clawson, HJ., Dutch, N., Solomon, A., Grace, LG. [Accessed 24.11.15] Human trafficking into
and within the United States: A Review of the Literature2009http://aspe.hhs.gov/hsp/07/
HumanTrafficking/LitRev/

Substance Abuse and Mental Health Services Administration. [Accessed 12.07.15] Trauma-
Informed Approach and Trauma-Specific Interventions: Trauma-Informed Approachhttp://
www.samhsa.gov/nctic/trauma-interventions

Masse, LN., Barnett, WS. [Accessed 20.10.15] A Benefit-Cost Analysis of the Abecedarian Early
Childhood Intervention2002http://nieer.org/resources/research/AbecedarianStudy.pdf
Schweinhart, LJ., Barnes, HV., Weikart, DP. Significant Benefits: The High-Scope Perry Preschool
Study Through Age 27High-Scope Press; 1993

Parker S, Greer S, Zuckerman B. Double jeopardy: the impact of poverty on early child
development. Pediatr Clin North Am. 1988; 35(6):1227-40. [PubMed: 3059296]

Harding DJ. Counterfactual Models of Neighborhood Effects: The Effect of Neighborhood Poverty
on Dropping Out and Teenage Pregnancy. Am J Sociol. 2003; 109(3):676-719.

Borman GD, Slavin RE, Cheung A, et al. Final reading outcomes of the National Randomized
Field Trial of Success for All. Am Educ Res J. 2007; 44(3):701-31.

Dreyer BP. Early childhood stimulation in the developing and developed world: if not now, when?
Pediatrics. 2011; 127(5):975-7. [PubMed: 21518709]

Garner AS. Home visiting and the biology of toxic stress: opportunities to address early childhood
adversity. Pediatrics. 2013; 132(suppl 2):S65-73. [PubMed: 24187125]

Bostock, M., Carter, S., Quealy, K. [Accessed 26.03.16] State-Financed Preschool Access in the
U.S. The New York TimesFeb 14, 2013http://www.nytimes.com/interactive/2013/02/13/education/
State-Financed-Preschool-Access-In-the-US.html

Silverstein M, Mack C, Reavis N, Koepsell TD, Gross GS, Grossman DC. Effect of a clinic-based
referral system to head start: a randomized controlled trial. J Am Med Assoc. 2004; 292(8):968—
71.

Meyer PA, Yoon PW, Kaufmann RB. Centers for Disease Control and Prevention. Introduction:
CDC Health Disparities and Inequalities Report—United States, 2013. MMWR Surveill Summ.
2013; 62(suppl 3):3-5.

Curr Probl Pediatr Adolesc Health Care. Author manuscript; available in PMC 2018 July 10.


http://www.acf.hhs.gov/programs/cb/research-data-technology/statistics-research/child-maltreatment
http://www.acf.hhs.gov/programs/cb/research-data-technology/statistics-research/child-maltreatment
http://www.ncswtraumaed.org/wp-content/uploads/2011/07/Child-and-Adolescent-Trauma-Measures_A-Review-with-Measures.pdf
http://www.ncswtraumaed.org/wp-content/uploads/2011/07/Child-and-Adolescent-Trauma-Measures_A-Review-with-Measures.pdf
https://www2.aap.org/sections/scan/practicingsafety/
http://aspe.hhs.gov/hsp/07/HumanTrafficking/LitRev/
http://aspe.hhs.gov/hsp/07/HumanTrafficking/LitRev/
http://www.samhsa.gov/nctic/trauma-interventions
http://www.samhsa.gov/nctic/trauma-interventions
http://nieer.org/resources/research/AbecedarianStudy.pdf
http://www.nytimes.com/interactive/2013/02/13/education/State-Financed-Preschool-Access-In-the-US.html
http://www.nytimes.com/interactive/2013/02/13/education/State-Financed-Preschool-Access-In-the-US.html

1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Chung et al.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

Page 18

Kena, G., Musu-Gillette, L., Robinson, J., et al. The Condition of Education 2015 (NCES
2015-144)Washington, DC: U.S. Department of Education, National Center for Education
Statistics; 2015Available from: http://nces.ed.gov/pubsearch [Accessed 22.10.15]

Byrd RS, Weitzman ML. Predictors of early grade retention among children in the United States.
Pediatrics. 1994; 93(3):481-7. [PubMed: 8115209]

Andrews H, Goldberg D, Wellen N, Pittman B, Struening E. Prediction of special education
placement from birth certificate data. Am J Prev Med. 1995; 11(suppl 3):55-61.

Dahl, G., Lochner, L. The Impact of Family Income on Child Achievement2005Discussion Paper
no. 1305-05 [Accessed 22.10.15]

US Department of Education. [Accessed 20.10.15] Q and A: Questions and Answers On
Individualized Education Programs (IEP’s), Evaluations and Reevaluationhttp://idea.ed.gov/
explore/view/p/%2Croot%2Cdynamic%2CQaCorner%2C3%2C

Heuer, R., Stullich, S. [Accessed 22.10.15] Comparability of State and Local Expenditures Among
Schools Within Districts: A Report From the Study of School-Level Expenditures2011https://
www?2.ed.gov/rschstat/eval/title-i/school-level-expenditures/school-level-expenditures.pdf
Gershoff ET, Aber JL, Raver CC, Lennon MC. Income is not enough: incorporating material
hardship into models of income associations with parenting and child development. Child Dev.
2007; 78(1):70-95. [PubMed: 17328694]

Anderson SA. Core indicators of nutritional state for difficult-to-sample populations. J Nutr. 1990;
120(suppl 11):1559-600. [PubMed: 2243305]

Coleman-Jensen, A., Rabbitt, MP., Gregory, C., Singh, A. ERR-194U.S. Department of
Agriculture, Economic Research Service; Sep, 2015 Household Food Security in the United States
in 2014.

Gundersen C, Kreider B, Pepper J. The economics of food insecurity in the United States. Appl
Econ Perspect Policy. 2011; 33(3):281-303.

Larson NI, Story MT. Food insecurity and weight status among U.S. children and families: a
review of the literature. Am J Prev Med. 2011; 40(2):166-73. [PubMed: 21238865]

Casey PH, Szeto KL, Robbins JM, et al. Child health-related quality of life and household food
security. Arch Pediatr Adolesc Med. 2005; 159(1):51-6. [PubMed: 15630058]

Cook JT, Frank DA, Levenson SM, et al. Child food insecurity increases risks posed by household
food insecurity to young children’s health. J Nutr. 2006; 136(4):1073-6. [PubMed: 16549481]
Skalicky A, Meyers AF, Adams WG, Yang Z, Cook JT, Frank DA. Child food insecurity and iron
deficiency anemia in low-income infants and toddlers in the United States. Matern Child Health J.
2006; 10(2):177-85. [PubMed: 16328705]

Kirkpatrick SI, Mclntyre L, Potestio ML. Child hunger and long-term adverse consequences for
health. Arch Pediatr Adolesc Med. 2010; 164(8):754-62. [PubMed: 20679167]

Alaimo K, Olson CM, Frongillo EA Jr, Briefel RR. Food insufficiency, family income, and health
in US preschool and school-aged children. Am J Public Health. 2001; 91(5):781-6. [PubMed:
11344887]

Cook JT, Frank DA, Berkowitz C, et al. Food insecurity is associated with adverse health outcomes
among human infants and toddlers. J Nutr. 2004; 134(6):1432-8. [PubMed: 15173408]

Whitaker RC, Phillips SM, Orzol SM. Food insecurity and the risks of depression and anxiety in
mothers and behavior problems in their preschool-aged children. Pediatrics. 2006; 118(3):e859—
68. [PubMed: 16950971]

Rose-Jacobs R, Black MM, Casey PH, et al. Household food insecurity: associations with at-risk
infant and toddler development. Pediatrics. 2008; 121(1):65-72. [PubMed: 18166558]

Zaslow M, Bronte-Tinkew J, Capps R, Horowitz A, Moore KA, Weinstein D. Food security during
infancy: implications for attachment and mental proficiency in toddlerhood. Matern Child Health
J. 2009; 13(1):66-80. [PubMed: 18317892]

Bickel, G., Nord, M., Price, C., Hamilton, W., Cook, J. Guide to Measuring Household Food
Security, Revised 2000U.S. Department of Agriculture, Food and Nutrition Service; Alexandria
VA: Mar, 2000

Hager ER, Quigg AM, Black MM, et al. Development and validity of a 2-item screen to identify
families at risk for food insecurity. Pediatrics. 2010; 126(1):e26—-32. [PubMed: 20595453]

Curr Probl Pediatr Adolesc Health Care. Author manuscript; available in PMC 2018 July 10.


http://nces.ed.gov/pubsearch
http://idea.ed.gov/explore/view/p/%2Croot%2Cdynamic%2CQaCorner%2C3%2C
http://idea.ed.gov/explore/view/p/%2Croot%2Cdynamic%2CQaCorner%2C3%2C
https://www2.ed.gov/rschstat/eval/title-i/school-level-expenditures/school-level-expenditures.pdf
https://www2.ed.gov/rschstat/eval/title-i/school-level-expenditures/school-level-expenditures.pdf

1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Chung et al.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

Page 19

American Academy of Pediatrics. Council on Community Pediatrics, Committee on Nutrition.
Promoting food security for all children. Pediatrics. 2015; 136(5):e1431-8. [PubMed: 26498462]

Meyers A, Cutts D, Frank DA, et al. Subsidized housing and children’s nutritional status: data from
a multisite surveillance study. Arch Pediatr Adolesc Med. 2005; 159(6):551-6. [PubMed:
15939854]

Grant R, Shapiro A, Joseph S, Goldsmith S, Rigual-Lynch L, Redlener I. The health of homeless
children revisited. Adv Pediatr. 2007; 54:173-87. [PubMed: 17918471]

Silverstein M, Conroy K, Sandel M. Screening for social determinants of health in pediatric
primary care. Pediatr Ann. 2008; 37(11):740-6. [PubMed: 19024841]

Wells NM, Evans GE. Nearby nature: a buffer of life stress among rural children. Environ Behav.
2003:311-30.

Maas J, Verheij RA, de Vries S, Spreeuwenberg P, Schellevis FG, Groenewegen PP. Morbidity is
related to a green living environment. J Epidemiol Community Health. 2009; 63(12):967-73.
[PubMed: 19833605]

Sugiyama T, Leslie E, Giles-Corti B, Owen N. Associations of neighbourhood greenness with
physical and mental health: do walking, social coherence and local social interaction explain the
relationships? J Epidemiol Community Health. 2008; 62(5):e9. [PubMed: 18431834]

Weitzman M, Baten A, Rosenthal DG, Hoshino R, Tohn E, Jacobs DE. Housing and child health.
Curr Probl Pediatr Adolesc Health Care. 2013; 43(8):187-224. [PubMed: 23953987]

United States Census Bureau. [Accessed 08.07.15] American Housing Survey (AHS)http://
WWWw.census.gov/programs-surveys/ahs.html

Cutts DB, Meyers AF, Black MM, et al. US Housing insecurity and the health of very young
children. Am J Public Health. 2011; 101(8):1508-14. [PubMed: 21680929]

Krueger PM, Jutte DP, Franzini L, Elo I, Hayward MD. Family structure and multiple domains of
child well-being in the United States: a cross-sectional study. Popul Health Metrics. 2015; 13(6):
1-11.

Vespa, J., Lewis, JM., Kreider, RM. U.S. Department of Commerce. Economics and Statistics
Administration. U.S. Census Bureau. [Accessed 24.11.15] America’s Families and Living
Arrangements: 2012. Population CharacteristicsP20-570 https://www.census.gov/prod/2013pubs/
p20-570.pdf Issued August 2013

Bass S, Shields MK, Behrman RE. Children, families, and foster care: analysis and
recommendations. Future Child. 2004; 14(1):4-29. [PubMed: 15072016]

Cohen GJ. American Academy of Pediatrics. Committee on Psychosocial Aspects of Child Family
Health. Helping children and families deal with divorce and separation. Pediatrics. 2002; 110(5):
1019-23. [PubMed: 12415046]

[Accessed 22.10.15] Bright Futures Guidelines for Health Supervision of Infants Children and
Adolescents. Promoting Family Support2015https://brightfutures.aap.org/Bright%20Futures
%20Documents/2-BF_Promoting_Family_Support.pdf

McDonald R, Jouriles EN, Ramisetty-Mikler S, Caetano R, Green CE. Estimating the number of
American children living in partner-violent families. J Fam Psychol. 2006; 20(1):137-42.
[PubMed: 16569098]

McFarlane JM, Groff JY, O’Brien JA, Watson K. Behaviors of children who are exposed and not
exposed to intimate partner violence: an analysis of 330 black, white, and Hispanic children.
Pediatrics. 2003; 112(3 Pt 1):e202—7. [PubMed: 12949313]

McGuigan WM, Pratt CC. The predictive impact of domestic violence on three types of child
maltreatment. Child Abuse Negl. 2001; 25(7):869-83. [PubMed: 11523866]

Breiding MJ, Ziembroski JS. The relationship between intimate partner violence and children’s
asthma in 10 US states/territories. Pediatr Allergy Immunol. 2011; 22(1 Pt 2):e95-100. [PubMed:
20735803]

Keeshin BR, Cronholm PF, Strawn JR. Physiologic changes associated with violence and abuse
exposure: an examination of related medical conditions. Trauma Violence Abuse. 2012; 13(1):41-
56. [PubMed: 22186168]

Thackeray JD, Hibbard R, Dowd MD, et al. Intimate partner violence: the role of the pediatrician.
Pediatrics. 2010; 125(5):1094-100. [PubMed: 20421260]

Curr Probl Pediatr Adolesc Health Care. Author manuscript; available in PMC 2018 July 10.


http://www.census.gov/programs-surveys/ahs.html
http://www.census.gov/programs-surveys/ahs.html
https://www.census.gov/prod/2013pubs/p20-570.pdf
https://www.census.gov/prod/2013pubs/p20-570.pdf
https://brightfutures.aap.org/Bright%20Futures%20Documents/2-BF_Promoting_Family_Support.pdf
https://brightfutures.aap.org/Bright%20Futures%20Documents/2-BF_Promoting_Family_Support.pdf

1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Chung et al.

87.

88.

89.

90.

9L

92.

93.

94.

95.

96.

97.

98.

99.

Page 20

Moyer VA. U.S. Preventive Services Task Force. Screening for intimate partner violence and abuse
of elderly and vulnerable adults: U.S. preventive services task force recommendation statement.
Ann Intern Med. 2013; 158(6):478-86. [PubMed: 23338828]

ACOG Committee on Health Care for Underserved Women. ACOG Committee Opinion No 518:
Intimate partner violence. Obstet Gynecol. 2012; 119(2 Pt 1):412-7. [PubMed: 22270317]

Basile, KC., Hertz, MF., Back, SE. Intimate Partner Violence and Sexual Violence Victimization
Assessment Instruments for Use in Healthcare SettingsAtlanta, GA: Centers for Disease Control
and Prevention, National Center for Injury Prevention and Control; 2007

U.S. Department of Health and Human Services Agency for Healthcare Research and Quality.
[Accessed 01.07.15] Systematic Evidence Review, Number 28: Screening for Family and Intimate
Partner Violencehttp://www.ahrg.gov/downloads/pub/prevent/pdfser/famviolser.pdf

Hussain N, Sprague S, Madden K, Hussain FN, Pindiprolu B, Bhandari M. A comparison of the
types of screening tool administration methods used for the detection of intimate partner violence:
a systematic review and meta-analysis. Trauma Violence Abuse. 2015; 16(1):60-9. [PubMed:
24343478]

Alpert, EJ. Intimate Partner Violence: The Clinician’s Guide to Identification, Assessment,
Intervention, and Prevention5. Waltham, MA: Massachusetts Medical Society; 2010Massachusetts
Medical Society Committee on Violence Intervention and Prevention.

Bair-Merritt MH, Lewis-O’Connor A, Goel S, et al. Primary care-based interventions for intimate
partner violence: a systematic review. Am J Prev Med. 2014; 46(2):188-94. [PubMed: 24439354]

Parker, G., Beresford, B., Clarke, S., et al. Research Reviews on Prevalence, Detection and
Interventions in Parental Mental Health and Child Welfare: Summary ReportSocial Policy
Research Unit, University of York; York: 2008

Heneghan AM, Silver EJ, Bauman LJ, Westbrook LE, Stein RE. Depressive symptoms in inner-
city mothers of young children: who is at risk? Pediatrics. 1998; 102(6):1394-400. [PubMed:
9832575]

Williams DR, Gonzalez HM, Neighbors H, et al. Prevalence and distribution of major depressive
disorder in African Americans, Caribbean blacks, and non-Hispanic whites: results from the
National Survey of American Life. Arch Gen Psychiatry. 2007; 64(3):305-15. [PubMed:
17339519]

Downey G, Coyne JC. Children of depressed parents: an integrative review. Psychol Bull. 1990;
108(1):50-76. [PubMed: 2200073]

Zimmer KP, Minkovitz CS. Maternal depression: an old problem that merits increased recognition
by child healthcare practitioners. Curr Opin Pediatr. 2003; 15(6):636—40. [PubMed: 14631212]
Brand SR, Brennan PA. Impact of antenatal and postpartum maternal mental illness: how are the
children? Clin Obstet Gynecol. 2009; 52(3):441-55. [PubMed: 19661760]

100. Lovejoy MC, Graczyk PA, O’Hare E, Neuman G. Maternal depression and parenting behavior: a

meta-analytic review. Clin Psychol Rev. 2000; 20(5):561-92. [PubMed: 10860167]

101. Murray L, Fiori-Cowley A, Hooper R, Cooper P. The impact of postnatal depression and

associated adversity on early mother-infant interactions and later infant outcome. Child Dev.
1996; 67(5):2512—26. [PubMed: 9022253]

102. Weinberg MK, Tronick EZ. The impact of maternal psychiatric illness on infant development. J

Clin Psychiatry. 1998; 59(suppl 2):53-61. [PubMed: 9559760]

103. Martins C, Gaffan EA. Effects of early maternal depression on patterns of infant-mother

attachment: a meta-analytic investigation. J Child Psychol Psychiatry. 2000; 41(6):737-46.
[PubMed: 11039686]

104. Carter AS, Garrity-Rokous FE, Chazan-Cohen R, Little C, Briggs-Gowan MJ. Maternal

depression and comorbidity: predicting early parenting, attachment security, and toddler social-
emotional problems and competencies. J Am Acad Child Adolesc Psychiatry. 2001; 40(1):18-26.
[PubMed: 11195555]

105. Burdette HL, Whitaker RC, Harvey-Berino J, Kahn RS. Depressive symptoms in low-income

mothers and emotional and social functioning in their preschool children. Ambul Pediatr. 2003;
3(6):288-94. [PubMed: 14616047]

Curr Probl Pediatr Adolesc Health Care. Author manuscript; available in PMC 2018 July 10.


http://www.ahrq.gov/downloads/pub/prevent/pdfser/famviolser.pdf

1duosnue Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Chung et al.

106.

107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

117.

118.

119.

120.

121.

122.

123.

124.

125.

126.

Page 21

Chung EK, McCollum KF, Elo IT, Lee HJ, Culhane JF. Maternal depressive symptoms and infant
health practices among low-income women. Pediatrics. 2004; 113(6):e523-9. [PubMed:
15173532]

Minkovitz CS, Strobino D, Scharfstein D, et al. Maternal depressive symptoms and children’s
receipt of health care in the first 3 years of life. Pediatrics. 2005; 115(2):306-14. [PubMed:
15687437]

Kavanaugh M, Halterman JS, Montes G, Epstein M, Hightower AD, Weitzman M. Maternal
depressive symptoms are adversely associated with prevention practices and parenting behaviors
for preschool children. Ambul Pediatr. 2006; 6(1):32—7. [PubMed: 16443181]

Gross RS, Velazco NK, Briggs RD, Racine AD. Maternal depressive symptoms and child obesity
in low-income urban families. Acad Pediatr. 2013; 13(4):356-63. [PubMed: 23830021]

Kahn RS, Wise PH, Finkelstein JA, Bernstein HH, Lowe JA, Homer CJ. The scope of unmet
maternal health needs in pediatric settings. Pediatrics. 1999; 103(3):576-81. [PubMed:
10049959]

Earls MF. Committee on Psychosocial Aspects of Child Family Health, American Academy of
Pediatrics. Incorporating recognition and management of perinatal and postpartum depression
into pediatric practice. Pediatrics. 2010; 126(5):1032-9. [PubMed: 20974776]

Pignone MP, Gaynes BN, Rushton JL, et al. Screening for depression in adults: a summary of the
evidence for the U.S. Preventive Services Task Force. Ann Intern Med. 2002; 136(10):765-76.
[PubMed: 12020146]

Kroenke K, Spitzer RL, Williams JB. The Patient Health Questionnaire-2: validity of a two-item
depression screener. Med Care. 2003; 41(11):1284-92. [PubMed: 14583691]

U S. Preventive Services Task Force. Screening for depression in adults: U.S. preventive services
task force recommendation statement. Ann Intern Med. 2009; 151(11):784-92. [PubMed:
19949144]

Cox JL, Holden JM, Sagovsky R. Detection of postnatal depression. Development of the 10-item
Edinburgh Postnatal Depression Scale. Br J Psychiatry. 1987; 150:782—6. [PubMed: 3651732]
Cohen GJ. Committee on Psychosocial Aspects of Child Family Health. The prenatal visit.
Pediatrics. 2009; 124(4):1227-32. [PubMed: 19786458]

National Institute on Drug Abuse. [Accessed 07.07.15] DrugFacts: Nationwide Trendshttp://
www.drugabuse.gov/publications/drugfacts/nationwide-trends

American Academy of Pediatrics. Policy statement—Tobacco Use: A Pediatric Disease.
Pediatrics. 2009; 124(5):1474-87. [PubMed: 19841108]

Vuolo M, Staff J. Parent and child cigarette use: a longitudinal, multigenerational study.
Pediatrics. 2013; 132(3):e568—77. [PubMed: 23918887]

Centers for Disease Control and Prevention. [Accessed 07.07.15] Smoking and Tobacco Use:
Secondhand Smoke (SHS) Factshttp://www.cdc.gov/tobacco/data_statistics/fact_sheets/
secondhand_smoke/general_facts/index.htm

Wills TA, Knight R, Williams RJ, Pagano |, Sargent JD. Risk factors for exclusive e-cigarette use
and dual e-cigarette use and tobacco use in adolescents. Pediatrics. 2015; 135(1):e43-51.
[PubMed: 25511118]

Kann L, Kinchen S, Shanklin SL, et al. Youth risk behavior surveillance—United States, 2013.
MMWR Surveill Summ. 2014; 63(suppl 4):1-168.

Centers for Disease Control and Prevention. [Accessed 08.07.15] Trends in the Prevalence of
Marijuana, Cocaine, and Other Illegal Drug Use National YRBS: 1991-2013http://www.cdc.gov/
healthyyouth/data/yrbs/pdf/trends/us_drug_trend_yrbs.pdf

University of Maryland School of Social Work: The Institute for Innovation and Implementation.
[Accessed 08.07.15] SEEK Parent Questionnaire (PQ, formerly Parent Screening Questionnaire
or PSQ)http://theinstitute.umaryland.edu/seek/seek_pg.cfm

Floating Hospital for Children at Tufts Medical Center. [Accessed 08.07.15] The Survey of
Wellbeing of Young Children (SWY C)http://www.theswyc.org/

Cohen E, Mackenzie RG, Yates GL. HEADSS, a psychosocial risk assessment instrument:
implications for designing effective intervention programs for runaway youth. J Adolesc Health.
1991; 12(7):539-44. [PubMed: 1772892]

Curr Probl Pediatr Adolesc Health Care. Author manuscript; available in PMC 2018 July 10.


http://www.drugabuse.gov/publications/drugfacts/nationwide-trends
http://www.drugabuse.gov/publications/drugfacts/nationwide-trends
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/general_facts/index.htm
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/general_facts/index.htm
http://www.cdc.gov/healthyyouth/data/yrbs/pdf/trends/us_drug_trend_yrbs.pdf
http://www.cdc.gov/healthyyouth/data/yrbs/pdf/trends/us_drug_trend_yrbs.pdf
http://theinstitute.umaryland.edu/seek/seek_pq.cfm
http://www.theswyc.org/

1duosnue Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Chung et al.

127.

128.

129.

130.

131

132.

133.

134.

135.

136.

137.

138.

139.

140.

141.

142.

143.

144.

145.

146.

Page 22

Knight JR, Sherritt L, Shrier LA, Harris SK, Chang G. Validity of the CRAFFT substance abuse
screening test among adolescent clinic patients. Arch Pediatr Adolesc Med. 2002; 156(6):607—
14. [PubMed: 12038895]

Levy SJ, Kokotailo PK. Committee on Substance Abuse. Substance use screening, brief
intervention, and referral to treatment for pediatricians. Pediatrics. 2011; 128(5):e1330-40.
[PubMed: 22042818]

Fraser JJ Jr, McAbee GN. American Academy of Pediatrics Committee on Medical Liability,
Dealing with the parent whose judgment is impaired by alcohol or drugs: legal and ethical
considerations. Pediatrics. 2004; 114(3):869-73. [PubMed: 15342868]

Centers for Disease Control and Prevention. National Center for Injury Prevention and Control.
[Accessed 05.07.15] Web-Based Injury Statistics Query & Reporting System (WISQARS) Injury
Mortality Reports, 2013 Datahttp://www.cdc.gov/injury/images/Ic-charts/

leading_causes_of _injury_death_highlighting_violence_2013-a.gif

Powell EC, Tanz RR. Child and adolescent injury and death from urban firearm assaults:
association with age, race, and poverty. Inj Prev. 1999; 5(1):41-7. [PubMed: 10323569]

Dowd MD, Sege RD. Council on Injury, Violence, Poison Prevention Executive Committee,
American Academy of Pediatrics. Firearm-related injuries affecting the pediatric population.
Pediatrics. 2012; 130(5):e1416-23. [PubMed: 23080412]

Barkin SL, Finch SA, Ip EH, et al. Is office-based counseling about media use, timeouts, and
firearm storage effective? Results from a cluster-randomized, controlled trial. Pediatrics. 2008;
122(1):e15-25. [PubMed: 18595960]

Hayes DN, Sege R. FIGHTS: a preliminary screening tool for adolescent firearms-carrying. Ann
Emerg Med. 2003; 42(6):798-807. [PubMed: 14634605]

Riley M, Locke AB, Skye EP. Health maintenance in school-aged children: Part 11. Counseling
recommendations. Am Fam Physician. 2011; 83(6):689-94. [PubMed: 21404979]

American Academy of Pediatrics. [Accessed 09.07.15] State Advocacy Focus: Safe Storage of
Firearmshttps://www.aap.org/en-us/advocacy-and-policy/state-advocacy/Documents/Safe
%20Storage.pdf

Privacy of Firearm Owners Act of April 26, 2011, 2011 Fla. Laws 112 (codified at Fla. Stat. §8
381.026, 456.072, 790.338).

Rathore MH. Physician gag laws and gun safety. Virtual Mentor. 2014; 16(4):284-8. [PubMed:
24735578]

Email communication with Katie CrumleyState Government Affairs Analyst, Division of State
Governmental Affairs, American Academy of Pediatrics; Jul 15, 07

The Centers for Medicare and Medicaid Services. [Accessed 09.07.15] The Center for Consumer
Information & Insurance Oversight: Affordable Care Act Implementation FAQs—Set 11https://
www.cms.gov/CClIO/Resources/Fact-Sheets-and-FAQs/aca_implementation_fags11.html

US Department of Health and Human ServicesHealthy People 2010: Understanding and
Improving Health2. Washington, DC: US Government Printing Office; 2000

Kutner, M., Greenberg, E., Jin, Y., Paulsen, C. The Health Literacy of America’s Adults: Results
From the 2003 National Assessment of Adult Literacy NCES 2006-483Washington, DC: US
Department of Education. National Center for Education Statistics; 2006

Yin HS, Johnson M, Mendelsohn AL, Abrams MA, Sanders LM, Dreyer BP. The health literacy
of parents in the United States: a nationally representative study. Pediatrics. 2009; 124(suppl
3):5289-98. [PubMed: 19861483]

Dewalt DA, Berkman ND, Sheridan S, Lohr KN, Pignone MP. Literacy and health outcomes: a
systematic review of the literature. J Gen Intern Med. 2004; 19(12):1228-39. [PubMed:
15610334]

DeWalt DA, Hink A. Health literacy and child health outcomes: a systematic review of the
literature. Pediatrics. 2009; 124(suppl 3):S265-74. [PubMed: 19861480]

Rudd, RE., Anderson, JE., Oppenheimer, S., Nath, C. Health Literacy: An Update of Public
Health and Medical Literature. In: Comings, JP.Garner, B., Smith, C., editorsReview of Adult
Learning and Literacy\Vol. 7. Mahwah, NJ: Lawrence Erlbaum Associates; 2007

Curr Probl Pediatr Adolesc Health Care. Author manuscript; available in PMC 2018 July 10.


http://www.cdc.gov/injury/images/lc-charts/leading_causes_of_injury_death_highlighting_violence_2013-a.gif
http://www.cdc.gov/injury/images/lc-charts/leading_causes_of_injury_death_highlighting_violence_2013-a.gif
https://www.aap.org/en-us/advocacy-and-policy/state-advocacy/Documents/Safe%20Storage.pdf
https://www.aap.org/en-us/advocacy-and-policy/state-advocacy/Documents/Safe%20Storage.pdf
https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/aca_implementation_faqs11.html
https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/aca_implementation_faqs11.html

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnue Joyiny

1duosnue Joyiny

Chung et al.

147.

148.

149.

150.

151.

152.

153.

154.
155.

156.

157.

158.

159.

160.

161.

162.

163.

164.

165.

166.

Page 23

DeWalt DA, Dilling MH, Rosenthal MS, Pignone MP. Low parental literacy is associated with
worse asthma care measures in children. Ambul Pediatr. 2007; 7(1):25-31. [PubMed: 17261479]
DeWalt, DA., Callahan, LF., Hawk, VH., Broucksou, KA., Hink, A., Rudd, R., Brach, C. Health
Literacy Universal Precautions ToolkitRockville, MD: Agency for Healthcare Research and
Quality; Apr, 2010 (Prepared by North Carolina Network Consortium, The Cecil G. Sheps
Center for Health Services Research, The University of North Carolina at Chapel Hill, under
Contract No. HHSA290200710014.) AHRQ Publication No. 10-0046-EF

Parker RM, Baker DW, Williams MV, Nurss JR. The test of functional health literacy in adults: a
new instrument for measuring patients’ literacy skills. J Gen Intern Med. 1995; 10(10):537-41.
[PubMed: 8576769]

Baker DW, Williams MV, Parker RM, Gazmararian JA, Nurss J. Development of a brief test to
measure functional health literacy. Patient Educ Couns. 1999; 38(1):33-42. [PubMed: 14528569]
Weiss BD, Mays MZ, Martz W, et al. Quick assessment of literacy in primary care: the newest
vital sign. Ann Fam Med. 2005; 3(6):514-22. [PubMed: 16338915]

Davis TC, Long SW, Jackson RH, et al. Rapid estimate of adult literacy in medicine: a shortened
screening instrument. Fam Med. 1993; 25(6):391-5. [PubMed: 8349060]

Formulas, R. [Accessed 08.07.15] Free Text Readability Consensus Calculatorhttp://
www.readabilityformulas.com/free-readability-formula-tests.php

Flesch R. A new readability yardstick. J Appl Psychol. 1948; 32(3):221-33. [PubMed: 18867058]
Kincaid, JP., Fishburne, RP., Rogers, RL., Chissom, BS. Research Branch Report 8-75Chief of
Naval Technical Training; Naval Air Station Memphis: 1975Derivation of new readability
formulas (automated readability index, fog count, and flesch reading ease formula) for Navy
enlisted personnel.

Doak, CC., Doak, LG., Root, JH. Teaching Patients With Low Literacy Skills2. Philadelphia, PA:
J.B. Lippincott Company; 1996

Agency for Healthcare Research and Quality. [Accessed 08.07.15] The Patient Education
Materials Assessment Tool (PEMAT) and User’s Guide: An Instrument To Assess the
Understandability and Actionability of Print and Audiovisual Patient Education MaterialsOct,
2013http://www.ahrg.gov/professionals/prevention-chronic-care/improve/self-mgmt/pemat/
index.html

Abrams, MA., Dreyer, BP. Plain Language PediatricsElk Grove Village, IL: American Academy
of Pediatrics; 2008

Fierman A, Beck AF, Chung EK, et al. Redesigning health care practices to address childhood
poverty. Acad Pediatr. 2016; 16(3 Suppl):S136—46. [PubMed: 27044692]

Taylor DR, Maniar P. The Children’s Advocacy Project of Philadelphia’s Cap4Kids survey: an
innovative tool for pediatrician—community-based organization collaboration. Clin Pediatr
(Phila). 2007; 46(6):512—7. [PubMed: 17579103]

Health Leads. [Accessed 26.03.2016] http://www.healthleadsusa.org/

[Accessed 29.10.15] Pennsylvania Chapter of the AAP. PA AAP Programshttp://www.paaap.org/
programs/overview-of-all-programs

National Center for Medical-Legal Partnership. [Accessed 29.10.15] http://
medicallegalpartnership.org/

Academic Pediatric Association Task Force on Childhood Poverty. [Accessed 28.10.15] Strategic
Roadmap: Committed to Bringing the Voice of Pediatricians to the Most Important Problem
Facing Children in the US Today1-7Available at: https://academicpeds.org/taskforces/pdfs/
StrategicRoadMap_ver3.pdf

American Academy of Pediatrics. [Accessed 28.10.15] Agenda for Children Strategic Plan
Poverty and Child Healthhttps://www.aap.org/en-us/about-the-aap/aap-facts/AAP-Agenda-for-
Children-Strategic-Plan/pages/AAP-Agenda-for-Children-Strategic-Plan-Poverty-Child-
Health.aspx#sthash.ySD3GVpk.dpuf

Marmot, M. The Health Gap: The Challenge of an Unequal World1. London: Bloomsbury; 2015

Curr Probl Pediatr Adolesc Health Care. Author manuscript; available in PMC 2018 July 10.


http://www.readabilityformulas.com/free-readability-formula-tests.php
http://www.readabilityformulas.com/free-readability-formula-tests.php
http://www.ahrq.gov/professionals/prevention-chronic-care/improve/self-mgmt/pemat/index.html
http://www.ahrq.gov/professionals/prevention-chronic-care/improve/self-mgmt/pemat/index.html
http://www.healthleadsusa.org/
http://www.paaap.org/programs/overview-of-all-programs
http://www.paaap.org/programs/overview-of-all-programs
http://medicallegalpartnership.org/
http://medicallegalpartnership.org/
https://academicpeds.org/taskforces/pdfs/StrategicRoadMap_ver3.pdf
https://academicpeds.org/taskforces/pdfs/StrategicRoadMap_ver3.pdf
https://www.aap.org/en-us/about-the-aap/aap-facts/AAP-Agenda-for-Children-Strategic-Plan/pages/AAP-Agenda-for-Children-Strategic-Plan-Poverty-Child-Health.aspx#sthash.ySD3GVpk.dpuf
https://www.aap.org/en-us/about-the-aap/aap-facts/AAP-Agenda-for-Children-Strategic-Plan/pages/AAP-Agenda-for-Children-Strategic-Plan-Poverty-Child-Health.aspx#sthash.ySD3GVpk.dpuf
https://www.aap.org/en-us/about-the-aap/aap-facts/AAP-Agenda-for-Children-Strategic-Plan/pages/AAP-Agenda-for-Children-Strategic-Plan-Poverty-Child-Health.aspx#sthash.ySD3GVpk.dpuf

Page 24

Chung et al.

SN'[4'81e1S" YOp@ULIBYS~ UIASY
BW-3 AQ ULIBYS UINSY]
'1d :1981U09 ‘asn 03 uoissiwad 104 “paybriAdod

go'Urewop a1jqnd auy u pue sai4

‘GT'TT'TT Passe0dy
1pd'ZTOZYY/S8INPOIN™ A8AINS~A11IND8S~pooS
/S8181S ™ Pallun 8yl ul” A1LInoas poo4
/s8]1yerep/A0B BPSN"SI8 MMM

//:dny 89S “urewop a1jgnd ay} ul pue sai4

‘ystjgnd-a1 0} uoissiwiad pasN
'sBuINas 821AJ8S Ul pasn usym JybiiAdod oN

B0°U0"2SY| @81 OMANDIA 19BIUOD) "1S00 ON

'ST°20'80

Passa00Y ALeWWNS=oPOINP6EE-Z0TB-GTO=PId
¢lwyb1o-1o0dal-yjas-annoadsoial
-e-al1euuonsanb-ewnesl-pooyp|1yd/9700000T
/s10npo.d/ABojoyaAsd/woa  jeaiurjouosiead mmm
//:dny 1e asn oy paseyaind aq Aey

o1qery
pue ULIRPURIA 8S3UIYD
‘Usiueds ul ajqe|reny

Jewos
pue ysiueds ‘ysijbug

ysiueds pue ysijbug

yst1bu3g

ys11bu3

ys11bu3

Sinpvy

(P10 sypuow
9€ ey ss9| plIyd
B UM ssljiwey Ul

palepijeA) uaIpjiyd
10 s1anibaie)

SHnpyY

SHnpvy

uaippiyo

JapJo pue gT aby

sa1398] 1011jU0) ‘ANoiioads

9$96—98 81095 0} AINUIWT>

S ‘AdI 40 Aouanbauy sassasse

0g UBY} SS9 ‘paJaisiuiwpe ‘Swia)l-y—]00} (Wealds
ueIOIUID JO Wodal-4[aS  ‘udreasyL ‘Ynsuj ‘UnH) SLIH

Jalow
196 01 Asuow aney 1,UpIp aMm

pue ise| 3,upip 1snlybnog am

pooj 8y} syuow zT ised ayp

UIYNM,, . 240w Ang 03 Asuow

106 am 81048q 1IN0 UNJ P|NOM

P00} INO JaYIBYM PaLLIOM aM

sypuow ZT 3sed ay3 UIYHAA,,

1%¢€8 AIoy1oads 194/6

Hels ANAINISUSS 1SN [ed1U1]D 0}

10 URIDIUIID JedyljeaH  palepljeA Uaalds uonsanb om|

A1N23s pooy Mo|

AJan pue ‘moj ‘feutbrew ‘ybiy
0jul paziiobiayed ‘A1indas
ooy plIyd pue pjoyassnoy
lesauah Buissasse suonsenb
8T—3INPoN A1indss

poo4 pjoyasnoH ainynauby

S18Y0Jeasay 10 uawpedaq sN

swelboid LIS AyljeaH o
Jaquinu e Ag pasn ‘A1101310ads
%68-T2 ‘AUAINSUSS %06
—08 ‘Sway-QT—AJojusAu|
ssang Ajiwed adway

paJgisiuILpe-§|8s ‘Jualed

asnqe
JeaiBojoyaAsd pue asusjoIn
Ajiwey 01 ssaupm ‘19916au
‘asnqe |ea1sAyd ‘asnqe
[enxas :sa[easgns G Yum
JuaWINASUl Wiall-G9—wloS

yodal-}|es UoIRZIWNIIA 40 AI0ISIH

199168u Jea1sAyd

‘109|6au [euonows ‘asnqe
|enxas ‘asnae [edisAyd ‘asnqe
[euonows ‘waN-8z—(O.LD)

UIW G ‘paJsIsSIuIWLpe-J|8S  8JIeuuonsand ewneil piiyd

9JU3|0IA Jaulied ajewinu|

yoddns [eloueul AjiweS

asnge [ea1bojoyoAsd
10/pue [enxas ‘jeaisAyd
—Jjuswiealie\ plIyo

a|qe|rene aym
Kipypeds pue Alansuss

JusWisa JBe Bususdi| Jo/pue suoIeo1}109ds ‘(S)1uiodind ‘swall Jo # joul
uolreziioyine sa4inba . Jo urewop a1jgnd safenbue| a|ge|reAy pue abue .1 aby uoleJsiuiupy uo1d11osap ‘1001 Buiuss JoS awooIN0
Uyijeay JO Sjueulw.Ialap |e120S 10} S|00] mc_com:om ho.—.m_\/_
T31avl

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

Curr Probl Pediatr Adolesc Health Care. Author manuscript; available in PMC 2018 July 10.


http://www.pearsonclinical.com/psychology/products/100000446/childhood-trauma-questionnaire-a-retrospective-self-report-ctq.html?Pid=015-8102-339&Mode=summary
http://www.pearsonclinical.com/psychology/products/100000446/childhood-trauma-questionnaire-a-retrospective-self-report-ctq.html?Pid=015-8102-339&Mode=summary
http://www.pearsonclinical.com/psychology/products/100000446/childhood-trauma-questionnaire-a-retrospective-self-report-ctq.html?Pid=015-8102-339&Mode=summary
http://www.pearsonclinical.com/psychology/products/100000446/childhood-trauma-questionnaire-a-retrospective-self-report-ctq.html?Pid=015-8102-339&Mode=summary
http://www.pearsonclinical.com/psychology/products/100000446/childhood-trauma-questionnaire-a-retrospective-self-report-ctq.html?Pid=015-8102-339&Mode=summary
http://www.ers.usda.gov/datafiles/Food_Security_in_the_United_States/Food_Security_Survey_Modules/hh2012.pdf
http://www.ers.usda.gov/datafiles/Food_Security_in_the_United_States/Food_Security_Survey_Modules/hh2012.pdf
http://www.ers.usda.gov/datafiles/Food_Security_in_the_United_States/Food_Security_Survey_Modules/hh2012.pdf
http://www.ers.usda.gov/datafiles/Food_Security_in_the_United_States/Food_Security_Survey_Modules/hh2012.pdf

Page 25

Chung et al.

G1°,0'80

Passa0ay /610 9Amsayrmmmy/:dny (D AMS)
uaipyd BunoA Jo Buiag|iapn 40 Aanins ay L
18JU8D [@DIPBIAl SYNL e usIp|IyD Jo4 [endsoH
Buireo| :98s "urewop d1jgnd ay3 ul pue a3

GT'/0°80 Passaday "Wio-bd >aes
leas/npa’puelAlewn alnnsulayy//:dny
"uoneUsWa|dw| pue uoleAoOUU| 104 3IMIISU 8Y L
I0M [B190S JO |00YdS puejAtelAl Jo AlIsisAlun
:99s ‘asn 0] uoissiwiad o4 ‘paybuAdod

GT'/0°2T Passaday “pd-ajeasybinquipa
/SPEOJUMOP/SILI1RIPad/NPa’JSIN°0USAIL MMM
//:dny 88s "sardoa psonpoudal |8

ur Jaded 8y Jo 824N0S Y} pue 33} 8y ‘Sioyne
ay1 Jo saweu ayy Bunonb Aq 1ybiAdod 10adsal
Aayy Buipinoad uoissiwiad Jayuing INoyHm
a[eas ayy aonpoudal Aew siasn “paiybAdo

"ou| ‘19Z1jd

woJj JuelB feuoiyeanpa ue yum ‘sanbes||od

pUE 9U0J3 1N ‘SWel|IM Mg 1auer ‘19z)ds
"1 Magoy 'sia Aq padojanaq "ST°L0°ZT PassadIy
'Xdse'MaIAIBA0/W0I"SI18UdaIashyd mmm/:diy
89S "aINqLISIp Jo Aedsip ‘arejsue.y ‘aonpoidal

03 painbaJ uoissiwiad oN "urewop a1jgnd ay3 uj

'GT1°,0°80 Passaddy
*B10" WS MM ‘BUIDIPBIA AfIlueS JO S1aydes] 1o}
£391208 8y} 19€3U09 ‘uoissiwiad Jo4 “parybuAdo)

'T9-LGET :L/2'L66T 20SSY pap

wyy [ “uawtedap Aouablawa ay) Ul 89US|OIA
Jaupred Bunosiap Joy suonsanb Buiusaios

181g € 10 A0BIND0Y "[2 18 ‘INM Sneyp|e :jo1e
JeuiBLio 93 ‘siadojansp 10rIU0D “paIybLIAdoD

1jedap ‘esawing
‘asabinuiod "ysiueds ‘ysijbu3

3SaURWIBIA pue
‘ysiueds ‘asauly ‘ysijbuz

ST°.0CT

Passa2y "1pd-jouedsanzos
ybanquipa/sooqg
/03UI'SAN|GAYIPUOARY MMM
//:0ny ysiueds pue ysijbug

$311)UN0J 21310ads
10} padojanap sabenbue|
Jay10 ajdnnw pue ysijbug

(wioy
Buoy) ysiueds ui ajgejreny

ys11bu3

Jaquisw Ajiwe4  uosiad ess 1o 1odal §jas

Jualed uosJtad yess 10 podal J|os

SELIY paJgisiuIwpe-4|9s

ueloisAyd

JUS0SAIOPR JO JNPY 0 JJeIS ‘palslsIulLpe-}[aS

ulw g-suonsang® Ajiweo
‘(OAMS) ua1pIyd Bunox
10 Butag-[1am Jo Asnins

ulw QT—G-a4reuuonsanb
Buruaalos yuared (33S) pryf
AJan3 10} JUBWUOIIAUT 8JeS

%00T-89 Al014103ds
‘%00T—29 AnAnisuss
‘uoissaldap Jofew Joy £T=
juroding ‘pg 8103s Xew ‘swiail
0T —(Sad3) 8|eos uoissaidaq
Jereusod ybanquip3

uoissaidap Jolew 1o} %z6
Anoytoads '96T8 AnAnisuss
'8J9N8S = /70T ‘9Janas
AJarelapow GT—GT ‘aesapowl
= $T—0T 9409S pjiw =

6—G 91025 :A1IaASS UOISSaldap
') Z 8109 Xew ‘swal|
(6-OHd)) 6-aureuuonsand
UijesH juaiied

w.oy Buoj 01

pasedwod 213193ds 0400T pue
‘BAIISUSS %T6 SI IS '%96
A1011193ds ‘9AISUBS Yt/
:woy BuoT '4S ul swau g
‘swall 8 ‘(wJo4 Hoys—jool
Buluaalas asngy UsWOoAN)
4S-1SWM ‘(jooL Buiusaios
SNV UBWIOM) LSVM

U3a19s aAnIsod sjuasaidal
wal Aue 0} asuodsal

9AIISOd "pJepuels pjob

se pasn S1.0 Aioy1oads %6
—08 ‘ANAIISUsS 94T/ —GE ‘1eak
1sed Ul Ad] pue A1ajes uaind
s9ssasse ‘swall € :(usalos
89UB|OIA Jauled) SAd

pJepuels
pIoB se pasn ,4(S1D) 3[8dS

asNQy 80ULISqNS PoYasnoH

Ssau||| [eIusN Ajiwe4
pue uoissaldaq [eusale|n

JUBWRR JBe Busuaol| Jo/pue
uoirez|loyine salinbal Jo urewop a1jgnd

safenbue| a|ge|reAy

UBWOM JNpy Jodal-}|as

uiw

T UeY} SS9| ‘paJarsiuiwpe

s)npy URIDIUI[D 40 Jodal-J|8S
suoli1ed1y109ds
pue abuelaby

d|qe|leAe Laym

Aipyoads pue Ajansuss
‘(8)wiodino ‘swel Jo # pul
uondiiosap ‘1001 Buiuss oS

awooINO

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

available in PMC 2018 July 10.

1

Curr Probl Pediatr Adolesc Health Care. Author manuscript


http://www.phqscreeners.com/overview.aspx
http://www.beyondtheblues.info/Docs/edinburgh%20espanol.pdf
http://www.beyondtheblues.info/Docs/edinburgh%20espanol.pdf
http://www.beyondtheblues.info/Docs/edinburgh%20espanol.pdf
http://www.beyondtheblues.info/Docs/edinburgh%20espanol.pdf
http://www.fresno.ucsf.edu/pediatrics/downloads/edinburghscale.pdf
http://www.fresno.ucsf.edu/pediatrics/downloads/edinburghscale.pdf
http://www.fresno.ucsf.edu/pediatrics/downloads/edinburghscale.pdf
http://theinstitute.umaryland.edu/seek/seek_pq.cfm
http://theinstitute.umaryland.edu/seek/seek_pq.cfm
http://www.theswyc.org/

Page 26

Chung et al.

GT'L0°80 P3sSa0IY |y -Lui[eai i yifeayuwireyd
/R1ayes-1uanied-Aijenbysjeuoissajoud
/A0B"bayemmay/zdny :1e sjgejiene ¥-INTv3Y
GT'/0°80 Passady '1pd-weal/iana|smaul
Jojunoedwi/wod uolewIoUI-10edw MMM
//:dny 893S "urewop a1jgnd ayp Ul pue sal4
§1°L0°'80

passaday “Jpd-reutyysiBus yooqdifs”sAu
JY3eau/sa]iy/wod 1aziyd mmmy/:sdny aas

‘11001 831} 8y} 104 "OU| ‘19ZId YNM dJewapel |

‘ST TT'TT Passa0dy “G=pI ojuicdyd-uolyewioul
/Bo[e1ea/Wwo2 syooquiodsaddad mmm/:dny

:$yj009g ulodsaddad 8ss ‘sjrelsp Jo4 “paiybuAdo)

91°€0'9¢

passaddy “dyd-xapul/l 44\vHD/610°uoisoq
-1esead mmm//:dny Je 1001 BuluasIds 1 44vHD
8y :9aS "urewop o1jgnd ay3 ul pue a3

§1°L0°'80

passaday “Jpd-TapIinBoziuswssassezsspesy
/TGOTT/9PTO97I600ET-6PLE
~}/Py-8808-7e80TG39/S3IA| 0PI
/1U/eD°SUBIP|IY2IG MMM,//:d11Y *SIUBISBIOPY 104
MBIAIBIU| [B190S0YIASd W :SSAVIH "[endsoH
S,UaIp[1yD Og “urewop a1jgnd ay ul pue a3

yst|buz

ysiueds pue ysijbug

ysiueds pue ysijbug

sabenbue| ajdnjnin

yst1bu3g

SHnpv

SHnpvy

SHnpv

SIUBOSAIOPY

SJUB0SDIOPY

Jeuoissajoud
aJeaylfeay o yeis

leuoissajo.d
aleayijeay Jo yeis

Jeuoissajold
aIeday}eay o Jeis

uosiad yess 1o uodai J|9s

uosJtad yess 10 1odal J|8s

UIW ¢ ‘UOISI3A PasInaL
‘pausuioys — H-INTVIH
.:o_um_u_\_:co‘_g 1091100

10 X239 0} pnoje peas

0} payse aJe syusired yarym
‘spJom parejal Ajjealpaw
99 40 181 —(NTv3d)
BUIDIP3IN Ul Aoeiall]
UNpY Jo sjewns3 pidey

ulw ¢ ‘|age| uonLnu
a)dwies e 1noge suonsanb
9-UBIS el 1saMaN 8y L

ulw gt abelane

‘swayl Agesawinu f ‘sabessed
8s01d Z- VIH4OL-S

‘ulw gz abeiane ‘sway Aujige
|eaulawnu /T ‘sebessed aso.d
¥ ~(SHnpy u1 Aoetan yiesH
[euonound 40 1sa1) VIH40L

uiw g
—T —(3I1gno. L ‘spusii4 ‘186104
'3UOIY ‘Xe|ay ‘4eD) 144VHO

ulw z-T1—(uoissaidaq
/8p12Ins ‘Alijenxes ‘sbnig
‘SaNIAIOY ‘JuswAojdw3 79
uofeaNnp3 ‘eWoH) SSAvaH

Aoeiall YljesH [elusted

JUBWRR JBe Busuaol| Jo/pue
uoirez|loyine salinbal Jo urewop a1jgnd

safenbue| a|ge|reAy

suoli1ed1y109ds
pue abuelaby

uole 1ISIUIWPY

d|qe|leAe Laym

Aipyoads pue Ajansuss
‘(8)wiodino ‘swel Jo # pul
uondiiosap ‘1001 Buiuss oS

awooINO

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

Curr Probl Pediatr Adolesc Health Care. Author manuscript; available in PMC 2018 July 10.


http://www.bcchildrens.ca/nr/rdonlyres/6e51b8a4-8b88-4d4f-a7d9-13cb9f46e1d6/11051/headss20assessment20guide1.pdf
http://www.bcchildrens.ca/nr/rdonlyres/6e51b8a4-8b88-4d4f-a7d9-13cb9f46e1d6/11051/headss20assessment20guide1.pdf
http://www.bcchildrens.ca/nr/rdonlyres/6e51b8a4-8b88-4d4f-a7d9-13cb9f46e1d6/11051/headss20assessment20guide1.pdf
http://www.bcchildrens.ca/nr/rdonlyres/6e51b8a4-8b88-4d4f-a7d9-13cb9f46e1d6/11051/headss20assessment20guide1.pdf
http://www.ceasar-boston.org/CRAFFT/index.php
http://www.ceasar-boston.org/CRAFFT/index.php
http://www.peppercornbooks.com/catalog/information.php?info_id=5
http://www.peppercornbooks.com/catalog/information.php?info_id=5
https://www.pfizer.com/files/health/nvs_flipbook_english_final.pdf
https://www.pfizer.com/files/health/nvs_flipbook_english_final.pdf
http://www.impact-information.com/impactinfo/newsletter/realm.pdf
http://www.impact-information.com/impactinfo/newsletter/realm.pdf
http://www.impact-information.com/impactinfo/newsletter/realm.pdf
http://www.ahrq.gov/professionals/quality-patient-safety/pharmhealthlit/realm-r.html
http://www.ahrq.gov/professionals/quality-patient-safety/pharmhealthlit/realm-r.html
http://www.ahrq.gov/professionals/quality-patient-safety/pharmhealthlit/realm-r.html

1duosnuepy Joyiny 1duosnue Joyiny 1duosnuepy Joyiny

1duosnuey Joyiny

Chung et al.

Page 27

TABLE 2

Resources for healthcare clinicians and families by social determinant of health?

Social deter minant of
health

Family resources

Child maltreatment

Childcare and education

Family financial supports

Physical environment

Family social supports

Intimate partner violence

Maternal depression and
family mental illness

Household substance abuse

Firearm exposure

Parental health literacy

Centers for Disease Control and Prevention. Child Maltreatment Prevention Strategies http://www.cdc.gov/
violenceprevention/childmaltreatment/prevention.html.

Children’s Safety Network Resources—Child Maltreatment Prevention 2014 Resource Guide
http://www.childrenssafetynetwork.org/guides/child-maltreatment-prevention-2014-resource-guide

Local and State Department of Human Services

Local and State Department of Welfare

U.S. Department of Health and Human Services. Child Welfare Information Gateway. Parenting Resources
https://www.childwelfare.gov/topics/preventing/promoting/parenting/

Child Development Centers (California) http://www.cdicdc.org

Head Start and Early Head Start http://www.acf.hhs.gov/programs/ohs

National Association for the Education of Homeless Children and Youth www.naehcy.org
Nurse Family Partnership http://www.nursefamilypartnership.org

Office of Child Care http://www.acf.hhs.gov/programs/occ

Reach Out and Read http://www.reachoutandread.org

U.S. Department of Education: Parents http://wwwz2.ed.gov/parents/landing.jhtml

U.S. Government Official Web Portal for Kids https://kids.usa.gov/parents/index.shtml

Child Nutrition Programs: School Meals http://www.fns.usda.gov/school-meals/child-nutrition-programs
Medicaid http://www.medicaid.gov/

Special Nutrition Assessment Program (SNAP), formerly the Food Stamp Program http://www.fns.usda.gov/
snap/supplemental-nutrition-assistance-program-snap

The Special Supplemental Nutrition Program for Women, Infants and Children (WIC) http://
www.fns.usda.gov/wic/women-infants-and-children-wic

U.S. Department of Agriculture: Summer Food Service Program http://www.fns.usda.gov/sfsp/summer-food-
service-program-sfsp

Centers for Disease Control and Prevention: Children’s Health and the Built Environment http://www.cdc.gov/
healthyplaces/healthtopics/children.htm
Children’s Environmental Health Network http://www.cehn.org/

U.S. Department of Health and Human Services Child Welfare Information Gateway: Family Support Services
https://www.childwelfare.gov/topics/supporting/support-services/

Battered Women’s Justice Project: 800-903-0111 x 1; http://www.bwjp.org/

National Domestic Violence Hotline 1-800-799-SAFE (7233) (over 170 languages) or http://
www.thehotline.org/

Office on Violence Against Women: 202-307-6026; e-mail: ovw.info@usdoj.gov; http://www.justice.gov/ovw
Rape Abuse & Incest National Network (RAINN) 1-800-656-HOPE (4673)

Women Against Abuse http://www.womenagainstabuse.org/

Columbia University. National Center for Children in Poverty: Reducing Maternal Depression and Its Impact
on Young Children http://www.nccp.org/publications/pub_791.html

Substance and Mental Health Services Administration http://www.samhsa.gov/

U.S. Department of Health and Human Services, Health Resources and Services Administration: Depression
During and After Pregnancy — A Resource of Women, Their Family and Friends http://mchb.hrsa.gov/
pregnancyandbeyond/depression/index.html

American Academy of Child and Adolescent Psychiatry - Substance Use Resource Center http://
www.aacap.org/AACAP/Families_and_Youth/Resource_Centers/Substance_Use_Resource_Center/Home.aspx
Healthy Children. Healthy Children Radio: Coping with Perinatal and Postpartum Depression https://
www.healthychildren.org/English/news/Pages/Healthy-Children-Radio-Coping-with-Perinatal-and-Postpartum-
Depression-Audio.aspx

National Institute on Drug Abuse: Patients and Families Treatment Resources http://www.drugabuse.gov/
patients-families

Substance and Mental Health Services Administration http://www.samhsa.gov/

Children’s Safety Network Resources — Firearm Related Injuries http://www.childrenssafetynetwork.org/
publications/firearm-factsheet-children

National Crime Prevention Council: Guns http://www.ncpc.org/topics/by-audience/parents/guns

U.S. Government Official Web Portal for Kids: Firearms https://search.usa.gov/search?utf8=%E2%9C
%93&affiliate=kidsgov&query=firearms&sa.x=27&sa.y=12

Agency for Healthcare Research and Quality: Health Literacy Universal Precautions Toolkit 2010 http://
www.ahrg.gov/sites/default/files/wysiwyg/professionals/quality-patient-safety/quality-resources/tools/literacy-
toolkit/healthliteracytoolkit.pdf
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American Academy of Pediatrics: Health Literacy and Pediatrics https://www.aap.org/en-us/professional-
resources/Research/research-resources/pages/Health-Literacy-and-Pediatrics.aspx

National Network of Libraries of Medicine http://nnim.gov/outreach/consumer/hlthlit.html

U.S. Department of Health and Human Services: Health Literacy Improvement http://health.gov/
communication/literacy/
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