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The Health Resources and Services Administration de-
fines disparities as “the population-specific differences
in the presence of disease, health outcomes, or access
to care” (USDHHS, 2001). A substantial body of lit-
erature has documented that disparities in children’s
health outcomes are widespread, persistent, and costly
(Institute of Medicine, 2002). Ethnic and racial dispar-
ities are well-documented in several areas related to
children’s health, such as nutrition/obesity; tobacco;
prenatal, early childhood, and maternal health; flu
vaccination; injuries; and asthma (American Academy
of Pediatrics, 2009). Differences in mortality rates, ac-
cess to care and use of services, prevention and popu-
lation health, health status, adolescent health, chronic
disease, and quality of care are specific areas in which
racial and ethnic health disparities have been well-
documented (American Academy of Pediatrics, 2010).
This Special Section of the Jowurnal of Pediatric
Psychology on Diversity and Health Disparities was
conceived to stimulate dissemination of high-quality
reports of pediatric psychology research, including
systematic or topical reviews of clinical issues relevant
to health disparities in children, and empirical studies
using a variety of methods including qualitative de-
signs, clinical trials, and observational approaches.
This Special Issue provides important information re-
garding understudied populations (Crosby et al.,
2016; Loiselle et al., 2016; McQuaid, Farrow,
Esteban, Jandasek, & Rudders, 2016), medication ad-
herence in diverse groups (Kolmodin MacDonell,
Jacques Tiura, A., Naar-King, S., & Fernandez, 2016;

Loiselle et al., 2016), sexual risk behavior (Karoly,
Callahan, Schmiege, & Feldstein Ewing, 2016;
Kolmodin MacDonell et al., 2016), cultural and
demographic factors associated with weight and obes-
ity (Banks, Berlin, Rybak, Kamody, & Cohen, 2016;
Lim, Gowey, Silverstein, Dumont-Driscoll, & Janicke,
2016), and cultural issues in patient care (Becker
Herbst et al., 2016; Valenzuela and Smith, 2016;
Welkom, Riekert, Rand, & Eakin, 2016).

The Special Issue begins with McQuaid and col-
leagues (2016), who outline several critical areas of re-
search needed to truly understand the complex
relationships between race/ethnicity and the under-
studied condition of food allergy in terms of diagnosis,
management, and treatment access. True disparities in
food allergy prevalence are difficult to estimate owing
to the heterogeneity of how the condition is defined in
epidemiological studies. Psychosocial research in cul-
tural influences on food allergy management and out-
comes is hampered owing to measurement limitations,
as the majority of quality of life and adjustment meas-
ures specific to food allergy have been validated on
largely white, higher socioeconomic status (SES) popu-
lations, even though it is clear from other chronic con-
ditions such as asthma and diabetes that illness beliefs
and disease management vary by culture and racial/
ethnic background. The few reports that exist regard-
ing access to food allergy medication, such as epineph-
rine, and availability of appropriate food document
barriers for low-income families and those of racial/
ethnic minority status (Huang, Chawla, Jarvinen, &
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Nowak-Wegrzyn, 2012; Savage & Johns, 2015), sug-
gesting that ongoing work may reveal disparities in
food allergy management and outcomes.

In a related vein, Crosby and colleagues (2016) also
address issues related to appropriate measurement,
arguing that psychosocial screening measures, when
used in sickle—cell disease (SCD) populations, should
have validity with that specific demographic group.
They provide an initial examination of the internal
consistency and predictive validity of the Psychosocial
Assessment Tool — General (PAT-2.0 GEN AYA; Pai
et al., 2008) in a sample of 45 adolescents and young
adults with SCD, demonstrating validity among most
of the scales. The authors suggest that clinicians could
use items from this instrument as a way to elicit
greater information and detail about psychosocial
issues that may facilitate or interfere with family dis-
ease management in SCD, and ultimately improve
management in this underserved population.

Loiselle and colleagues (2016) also focus on the im-
portant condition of pediatric SCD, and provide a sys-
tematic review and meta-analysis of studies involving
medication adherence. Their comprehensive overview
provides medication adherence rates by assessment
method and medication type, and identifies important
correlates for future research. SCD is disproportion-
ately present in African-American and Latino children.
Difficulties with medication adherence are widely
observed, and can lead to additional disease complica-
tions and even death (Division of Blood Diseases and
Resources, National Institutes of Health, 2002;
Hassell, 2010). The authors indicate that, as SCD dis-
proportionately affects individuals from diverse back-
grounds, there are specific stressors such as
discrimination and systemic factors (e.g., bias related
to race and ethnicity that may affect providers’ percep-
tions of adherence) that could uniquely contribute to
adherence difficulties in these families. Given that
these factors may ultimately result in lower quality of
care, it is important to identify them to develop tar-
geted interventions to enhance medication adherence
in high-risk groups. Less than a third of studies re-
viewed by Loiselle and colleagues (2016) evaluated
adherence in relation to demographic, medical, or psy-
chosocial factors, indicating that the literature regard-
ing correlates of this important component of disease
management remains underdeveloped. Consistent
with the theme of appropriate measurement strategies
in diverse groups described in the first two papers
(Crosby et al., 2016; McQuaid et al., 2016), the au-
thors note that a more rigorous assessment of adher-
ence, such as objective monitoring, may be necessary
in future studies, and multilevel contributors to
variations in adherence should also be evaluated.

In a related vein, Kolmodin MacDonell and col-
leagues (2016) acknowledge that racial and ethnic

minority (REM) youth with HIV are at particular risk
of poor adherence to antiretroviral therapy and, con-
sequently, having higher viral loads. Few studies of
HIV among youth have focused on REM groups to
identify the relevant contextual factors related to poor
adherence. The authors test a conceptual model of ad-
herence behavior focused on REM youth. Results indi-
cated that youth with increased self-efficacy had better
adherence, higher motivational readiness to take anti-
retroviral therapy, and greater self-reported social sup-
port. Additionally, youth with psychological
symptoms and problem-level substance use had lower
rates of adherence. The authors argue that interven-
tions should aim to improve self-efficacy to improve
adherence. They further note that the increased use of
motivational interviewing would be helpful, particu-
larly via field outreach for those youth who are unable
to be reached in clinic settings. This paper also pro-
vides evidence for the resilience of sexual minority
youth; specifically, sexual minority youth did not ex-
press more difficulties in these areas than heterosexual
youth, despite literature that suggests that sexual mi-
nority youth often have poorer outcomes. The authors
also note the applicability of their model to examine
adherence among minority youth with other chronic
illnesses.

Related to sexual health, Karoly and colleagues
(2016) examine factors that may protect mainland
U.S. Latino adolescents from elevated risk for nega-
tive outcomes related to risky sexual behavior. One
unique feature of this paper is that it includes a focus
on the Hispanic paradox for sexual behavior among
this group, and considers the moderating role of par-
ent monitoring. The Hispanic paradox is the name
for a pattern of findings in the literature demonstrat-
ing that acculturated/assimilated children of Hispanic
immigrants experience poorer developmental, educa-
tional, and health outcomes than those immigrant
children who are less assimilated and tend to retain
their cultural values, norms, and behaviors (Garcia
Coll & Marks, 2012) . In contrast, Karoly and col-
leagues’ (2016) findings indicate that generational
status was not directly associated with sexual behav-
ior. However, the extent of parental monitoring of
the teen’s location appeared to have a protective role
in decreasing the risk for sexual behaviors for certain
youth. Specifically, greater monitoring of location
was associated with less risky sexual behavior, but
only for youth second generation and above. This
study points to the importance of studying additional
family and cultural factors related to sexuality, com-
munication, and relationships (e.g., family connect-
edness), as well as immigration-related factors (such
as time spent in the United States), to shed additional
light on these findings, and the need to examine
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whether these processes are unique to specific ethnic
groups.

Ethnic factors are also a focus for Lim and col-
leagues (2016), who examined the relationship be-
tween depressive symptoms, ethnic identity, and
health-related quality of life in overweight and obese
children. They found that ethnic identity (specifically,
the Affirmation and Belonging subscale of the
Multigroup Ethnic Identity Measure; Roberts et al.,
1999) moderated the relationship between depressive
symptoms and health-related quality of life among mi-
nority youth. Ethnic identity is seen as an important
variable to examine when looking at psychological
and quality-of-life factors, as a strong sense of ethnic
identity may be protective for minority youth, particu-
larly with respect to disease management behaviors
(Koinis Mitchell et al., 2012). Future research in this
area would benefit from longitudinal designs to ex-
plore the causal and mechanistic impact of ethnic
identity. The authors also recommend the inclusion of
aspects of ethnic identity in pediatric weight manage-
ment interventions, particularly as it relates to eating
practices, food preferences, and physical activity
patterns.

Continuing with the theme of obesity, Banks and
colleagues (2016) challenge the notion that high SES
may be beneficial for all children in regard to their
risk for obesity owing to the assumption that higher
SES may afford access to better nutrition, higher levels
of parental education that may be more likely to have
knowledge about the benefits of specific foods, access
to more physical activities, safer communities for out-
side play, etc. In fact, the authors found that SES has a
differential impact on adiposity for different demo-
graphic groups; higher SES predicted higher initial
body mass index z-score (zBMI) for black males and
lower initial zBMI and rate of change for white males.
A nonlinear relation between SES and zBMI was
found for white females. The next question that bears
further examination in future studies is why? The tim-
ing of exposure to poverty across individual age trajec-
tories is a strength and contribution, as it allows for
timing and impact of exposure. The next important
steps based on these findings appear to be to identify
the multilevel processes that may explain these associ-
ations between SES, race, age, and obesity risk.
Further, although the study included non-Latino white
and African-American youth, examination of children
from other ethnic groups and subgroups is necessary
with respect to examination of trajectories of weight
status over time.

The study by Welkom and colleagues (2016) goes
beyond investigating the relationship between simple
SES indicators and health behavior by examining
the associations between caregiver health liter-
acy and smoking-related outcome expectancies,

implementation of home/car smoking bans, and child
secondhand smoke exposure. Caregivers with low
health literacy had higher levels of home air nicotine
and child salivary cotinine. Ten percent of the primar-
ily African-American sample had low health literacy,
consistent with national samples (14%), but better
than what is typically found in other African-
American (24%) and low-income (27%) groups, but
the measurement of health literacy has been consist-
ently variable. Further, this study points to the double-
edged sword of the challenge of measuring of health
literacy among people who may not be health-literate
enough to complete such a questionnaire. The authors
provide suggestions for increasing health literacy, such
as utilizing simplified language and teach-back tech-
niques and supplementing verbal information with
pictures and/or videos, along with prioritizing and iso-
lating essential material and presenting numerical data
in a tabular format.

Consistent with Welkom’s focus on the importance
of communication, Valenzuela and Smith (2016) pro-
vide a topical review that examined provider—patient
interactions (PPI) in the context of racial/ethnic dis-
parities. In adults, racial/ethnic minorities experience
poorer PPI, which may be associated with poorer
health outcomes. Emerging literature in the pediatric
arena suggests that PPI can be targeted to help with
health outcomes, including key factors such as infor-
mation exchange, shared decision-making, and
patient-centered communication. Methodological
challenges in this research include the measurement of
triadic (patient—caregiver—provider) interactions that
are culturally and developmentally sensitive. Much re-
search (a large portion of it from the asthma literature)
has shown that parents and children don’t ask ques-
tions of their providers (Sleath et al., 2014). Research
with REMs shows that they feel less understood by
health care providers (HCPs), spend less time with
them, and have less adequate explanations about key
issues such as consent and treatment course (Sleath
et al., 2014). Studies consistently find that improved
communication relates to better adherence and that
increased shared decision-making is associated with
decreases in hospitalizations, emergency visits, and of-
fice visits. Limited English proficiency is a major fac-
tor that can lead to poor health outcomes and is often
complicated by the use of ad hoc interpreters.
Motivational interviewing is relevant and can assist in
the training of HCPs as well as its ease of use in reach-
ing populations “where they’re at.” Current measures
of PPI don’t take into account issues that are inherent
to REM relationship with HCPs. Welkom et al. also
discuss the importance of recruiting minorities into
the health professions and improving HCP education
on cultural issues.
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Finally, Becker Herbst and colleagues (2016) indicate
that the integration of behavioral health into primary
care remains an important area of opportunity and
growth for pediatric psychologists. Patient-centered
medical homes with integrated behavioral health
approaches hold promise for addressing health dispar-
ities, given their focus on treating patients in their com-
munities and providing coordinated care. The article
poses the interesting question of what disparities may
persist when behavioral health consultation is integrated
into a primary care medical home setting. Findings
from their evaluation of a coordinated system providing
care to a multilingual population indicate some key dis-
parities among language groups in presenting concerns,
medical record documentation, and referral to behav-
ioral health services. Interestingly, analysis of medical re-
cords revealed less documentation of behavioral health
or psychosocial issues among families with limited
English proficiency, and limited discussion of family
strengths and resources. This finding may suggest
that provider and/or interpreter language limitations
may have resulted in “missed opportunities” to fully ex-
plore family behavioral health needs and resources,
which may be important for culturally tailored recom-
mendations. As with the manuscript by Valenzuela and
Smith (2016), these findings illustrate the importance of
continuing to consider language as an important factor
that may compound health disparities among culturally
diverse populations.

Conclusions and Future Directions

In 2012, JPP published a related Special Section on
Families, Culture, and Health Outcomes (McQuaid &
Barakat, 2012). Strengths of published research at that
time included an increased focus on cultural factors
not only as a risk factor for health disparities but also
as a protective factor for health promotion. A number
of articles also provided examples of effective methods
and strategies for recruitment and retention of diverse
groups to facilitate our ongoing investigations in
health disparities. Despite these encouraging trends,
McQuaid and Barakat (2012) suggested a number of
important agendas for promoting high-quality re-
search in cultural issues and health outcomes. These
recommendations included increased emphasis on cul-
tural groups less typically studied, including vulner-
able populations such as refugees, immigrants from
the Middle East, and understudied populations within
the United States and Canada, such as Native
American and First Nations (aboriginal) families.
Increased rigor regarding the definition and measure-
ment of complex concepts such as acculturation, cul-
tural identity, and cultural values was also deemed
necessary. Finally, efforts to expand our training

approaches to include qualitative and mixed-methods
research to assist in theory development and adapta-
tion of evidence-based approaches for culturally di-
verse groups were recommended (McQuaid &
Barakat, 2012).

This Special Issue on Diversity and Health
Disparities addresses, to some extent, the further dir-
ections proposed by McQuaid and Barakat in 2012;
the current studies provide an increased emphasis on
understudied populations, although there is a greater
need for work on more vulnerable groups such as refu-
gees. Additionally, while there is some evidence of
greater emphasis on cultural identity (Lim and col-
leagues, 2016), more work is needed that incorporates
multiple elements of this construct and experiences/
processes that may be associated with it, including ra-
cial/ethnic identity, as well as immigration and accul-
turation related-factors such as nativity, generational
status, and cultural stress.

Importantly, the studies presented in the current
special issue provide a greater emphasis on the nu-
ances of patient—provider interactions when culturally
diverse families seek care within traditional health
care systems (Becker Herbst et al., 2016; Valenzuela
and Smith, 2016). Investigations such as these will
continue to grow in importance as the demographics
of the United States and Canada become increasingly
diverse; for example, population projections from the
U.S. Census indicate that by 2060, the proportion of
the current majority group (non-Hispanic white) will
have decreased from 62.2% of the population to only
43.6% of the population (Colby & Ortman, 2014).
The importance of increasing the diversity of the
health care and public health workforce, as well as the
need for cultural competence training for all health
care professionals, will only grow in importance over
the next few decades (USDHHS, 2011).

It is also clear from the work presented in this issue
that there continues to be a need to build on our cur-
rent understanding of the multilevel contributors to
disparities in health outcomes that go beyond ethnic
or racial background or SES. Although there is some
growth in this area with respect to cultural and immi-
gration-related factors, several helpful models in the
literature with respect to specific chronic illnesses and
health behaviors suggest that disparities are multide-
termined and involve processes along the individual,
family/cultural, environmental, and health care system
levels (Boergers & Koinis Mitchell, 2010; Canino
et al., 2006). There is a need to expand upon our
examination of processes within each of these possible
determinants of disparities to better inform our inter-
vention approaches with specific groups. For example,
within the family/cultural domain, there is a need to
identify specific cultural beliefs, values, and experi-
ences that may guide health behaviors. Similarly,
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biological processes that may be related to health out-
comes such as immune function and other biomarkers
of health status that may vary by race and ethnicity
are important areas for future investigation in studies
evaluating the multilevel factors that contribute to
disparities.

Clearly, increased conceptual and methodological
rigor will be important to enhance our understanding
of cultural issues and health care disparities in pediat-
ric chronic conditions. How we define “cultural diver-
sity” is critically important. Some studies continue to
dichotomize samples into minority and nonminority
groups owing to limited representation in some racial
and ethnic categories, potentially masking important
cultural differences between disparate groups (e.g.
Hawaiian/Pacific Islanders, Mexican Americans,
African-Americans). Larger samples are needed to
allow for finer distinctions among racial and ethnic
groups that differ on numerous demographic, familial,
and cultural characteristics. Sample representativeness
overall continues to be an ongoing concern; limiting
samples to only participants who speak English or
those from higher SES backgrounds will, by definition,
bias the conclusions we draw from our work.
Measurement development and validation studies
using largely middle-class, non-Hispanic White par-
ticipants may ultimately bias not only our study find-
ings, but the theoretical models we propose to
understand and improve children and families’ health
behavior practices.

Additionally, as recently proposed by Lescano
(2015), more sophisticated analyses of ethnographic
data in our ongoing intervention research will be ne-
cessary to ensure methodological rigor. This includes
techniques such as the examination of whether ran-
domization was equal by race/ethnicity across treat-
ment groups, the assessment of differential attrition by
race/ethnicity, the use of the race/ethnicity variable as
a covariate in the analyses when appropriate, and the
analysis of outcomes by racial/ethnic group (i.e., mod-
eration analyses; Mak, Law, Alvidrez, & Perez-Stable,
2007). Further, more sensitive understanding of the
multiple stresses families face versus a focus on a spe-
cific stressor using cumulative risk approaches may
more sensitively capture the reality of those families
with children who are at a higher risk for poor health
outcomes (Koinis Mitchell et al., 2007).

In summary, the papers included in this special
issue bring us closer to addressing the future directions
for research described in the 2012 Culture and Health
JPP issue. The ultimate goal of this area of health dis-
parity research is to conduct sound research that will
yield findings to better inform interventions that are
effective for specific groups and, ultimately, will assist
in decreasing the existing disparities in health out-
comes in children across specific disease conditions.

Conflicts of interest: None declared.

References

American Academy of Pediatrics. (2009). Principles to reduce
disparities and promote equity in children’s health care.
Retrieved from http://www.aap.org/en-us/about-the aap/
Committees-Councils-Sections/Council-on-Community
Pediatrics/Documents/Health_Equity_Principles.pdf

American Academy of Pediatrics. (2010). Health equity and
children’s rights. Pediatrics, 126, 1018-1021.

Banks, G. G., Berlin, K. S. Rybak, T. M., Kamody, R. C., &
Cohen, R. (2016). Disentangling the longitudinal relations
of race, sex, and socioeconomic status, for childhood body
mass index trajectories. Journal of Pediatric Psychology,
41,453-461.

Becker Herbst, R., Margolis, K. L., Millar, A. M., Muther, E.
F., & Talmi, A. (2016). Lost in translation: Identifying be-
havioral health disparities in pediatric primary care.
Journal of Pediatric Psychology, 41, 481-491.

Boergers, J., & Koinis Mitchell, D. (2010). Sleep and culture
in children with medical conditions. Journal of Pediatric
Psychology, 35, 915-926.

Canino, G., Koinis-Mitchell, D., Ortega, A. N., McQuaid, E.
L., Fritz, G. K., & Alegria, M. (2006). Asthma disparities
in the prevalence, morbidity, and treatment of Latino chil-
dren. Social Science and Medicine, 63, 2926-2937. DOIL:
10.1016/j.socscimed.2006.07.01

Colby, S. L., & Ortman, J. M. (2014). Projections of the size
and composition of the U.S. population: 2014 to 2060,
Current Population Reports, P25-1143. Washington, DC:
U.S. Census Bureau.

Crosby, L. E., Joffe, N. E., Reynolds, N., Peugh, J. L.,
Manegold, E., & Pai, A. L. H. (2016). Psychometric prop-
erties of the Psychosocial Assessment Tool-General in ado-
lescents and young adults with sickle cell disease. Journal
of Pediatric Psychology, 41, 397-405.

Division of Blood Diseases and Resources, National
Institutes of Health, National Heart, Lung, and Blood
Institute. (2002). The management of sickle cell disease
(NIH Publication No. 02-2117). Retrieved from http://
www.nhlbi.nih.gov/files/docs/guidelines/sc_mngt.pdf

Garcia Coll, C., & Marks, A. (Eds.) (2012). The immigrant
paradox in children: Is becoming American a developmen-
tal risk¢ Washington, DC: American Psychological
Association.

Hassell, K. L. (2010). Population estimates of sickle cell dis-
ease in the U.S. American Journal of Preventive Medicine,
38,5512-S521. doi: 10.1016/j.amepre.2009.12.022

Huang, F., Chawla, K., Jarvinen, K. M., & Nowak-Wegrzyn, A.
(2012). Anaphylaxis in a New York City pediatric emergency
department: Triggers, treatments, and outcomes. Journal of
Allergy and Clinical Immunology, 129, 162-168.e163.

Institute of Medicine. (2002). Unequal treatment:
Confronting racial and ethnic disparities in health care.
Washington, DC: National Academy Press.

Karoly, H. C., Callahan, T., Schmiege, S. J., & Feldstein
Ewing, S. W. (2016). Evaluating the Hispanic paradox in
the context of adolescent risky sexual behavior: The role of
parent monitoring. Journal of Pediatric Psychology, 41,
429-440.


http://www.aap.org/en-us/about-the aap/Committees-Councils-Sections/Council-on-Community Pediatrics/Documents/Health_Equity_Principles.pdf
http://www.aap.org/en-us/about-the aap/Committees-Councils-Sections/Council-on-Community Pediatrics/Documents/Health_Equity_Principles.pdf
http://www.aap.org/en-us/about-the aap/Committees-Councils-Sections/Council-on-Community Pediatrics/Documents/Health_Equity_Principles.pdf
http://www.nhlbi.nih.gov/files/docs/guidelines/sc_mngt.pdf
http://www.nhlbi.nih.gov/files/docs/guidelines/sc_mngt.pdf

390

Lescano, Koinis-Mitchell, and McQuaid

Koinis Mitchell, D., McQuaid, E., Jandasek, B., Kopel, S. J.,
Seifer. R., Klein. R., ... Fritz, G. (2012). Identifying individ-
ual, cultural, and illness-related protective factors associated
with resilience-based outcomes in urban children and fami-
lies. Journal of Pediatric Psychology, 37, 424-437.
doi:10.1093/jpepsy/jss002. PMCID: PMC3415979

Koinis Mitchell, D., McQuaid, E., Seifer, R., Kopel, S.,
Esteban, C., Canino, G., ... Fritz, G. (2007). Multiple
urban and asthma-related risks and their association with
asthma morbidity in children. Journal of Pediatric
Psychology, 32, 582-595.

Kolmodin MacDonell, K., Jacques Tiura, A. J., Naar, S.,
Fernandez, M. 1., & ATN 086/106 Protocol Team. (2016).
Predictors of self-reported adherence to antiretroviral
medication in a multisite study of ethnic and racial minor-
ity HIV-positive youth. Journal of Pediatric Psychology,
41, 419-428.

Lescano, C. (2015). Award for distinguished contributions to
diversity in pediatric psychology: Reflections on diversity
as the spice of life (and work). Clinical Practice in
Pediatric Psychology, 3, 274-281. http://dx.doi.org/10.
1037/cpp0000112

Lim, C. S., Gowey, M. A., Silverstein, J., Dumont-Driscoll,
M., & Janicke, D. M. (2016). Depressive symptoms, eth-
nic identity, and health-related quality of life in obese
youth. Journal of Pediatric Psychology, 41, 441-452.

Loiselle, K., Lee, J. L., Szulczewski, L., Drake, S., Crosby, L.
E., & Pai, A. L. H. (2016). Systematic and meta-analytic
review: Medication adherence among pediatric patients
with sickle cell disease. Journal of Pediatric Psychology,
41,406-418.

Mak, W. W. S., Law, R. W., Alvidrez, J., & Perez-Stable, E.
J. (2007). Gender and ethnic diversity in NIMH-funded
clinical trials: Review of a decade of published research.
Administration and Policy in Mental Health and Mental
Health Services Research, 34, 497-503.

McQuaid, E., & Barakat, L. (2012). Introduction to special
section: Advancing research on intersection of families,
culture, and health outcomes. Journal of Pediatric
Psychology, 37, 827-831.

McQuaid, E. L., Farrow, M. L., Esteban, C. A., Jandasek, B.
N., & Rudders, S. A. (2016). Topical review: Pediatric

food allergies among diverse children. Journal of Pediatric
Psychology, 41, 391-396.

Pai, A. L., Patino-Ferndndez, A. M., McSherry, M., Beele,
D., Alderfer, M. A., Reilly, A. T., ... Kazak, A. E. (2008).
The Psychosocial ~ Assessment Tool (PAT2. 0):
Psychometric properties of a screener for psychosocial dis-
tress in families of children newly diagnosed with cancer.
Journal of Pediatric Psychology, 33, 50-62.

Roberts, R. E., Phinney, ]J. S., Masse, L. C., Chen, Y. R.,
Roberts, C. R., & Romero, A. (1999). The structure of eth-
nic identity of young adolescents from diverse ethnocul-
tural groups. The Journal of Early Adolescence, 19,
301-322. doi: 10.1177/0272431699019003001

Savage, J., & Johns, C. B. (2015). Food allergy:
Epidemiology and natural history. Immunology and
Allergy Clinics of North America, 35, 45-59. doi:
10.1016/j.1ac.2014.09.004

Sleath, B., Carpenter, D. M., Beard, A., Gillette, C.,
Williams, D., Tudor, G., & Ayala, G. X. (2014). Child and
caregiver reported problems in using asthma medications
and question-asking during paediatric asthma visits.
International Journal of Pharmacy Practice, 22, 69-75.
http://doi.org/10.1111/ijpp.12043

U.S. Department of Health and Human Services. (2001).
Mental health; culture, race, and ethnicity—A supplement
to mental health: A report of the surgeon general.
Rockville, MD: U.S. Department of Health and Human
Services.

U.S. Department of Health and Human Services. (2011).
HHS action plan to reduce racial and ethnic disparities: A
nation free of disparities in bealth and bhealth care.
Washington, DC: U.S. Department of Health and Human
Services.

Valenzuela, J. M., & Smith, L. (2016). Topical review:
Provider-patient interactions: An important consideration
for racial/ethnic health disparities in youth. Journal of
Pediatric Psychology, 41, 473-480.

Welkom, J. S., Riekert, K. A., Rand, C. S., & Eakin, M. N.
(2016). Associations between caregiver health literacy and
preschool children’s secondhand smoke exposure. Journal
of Pediatric Psychology, 41, 462-472.


http://dx.doi.org/10.1037/cpp0000112
http://dx.doi.org/10.1037/cpp0000112
http://doi.org/10.1111/ijpp.12043

