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n 2003, the American Academy of Pediatrics (AAP)

published the recommendations of its Task Force on

the Family, an initiative borne of the recognition that pe-
diatricians have an important role in promoting well-func-
tioning families as a means of ultimately promoting pediat-
ric health." Among the various facets of “family pediatrics”
discussed in these recommendations was the practice
of addressing caregiver health or health behaviors which
directly impact children’s health. “Pediatricians have both
opportunity and reason to take note of the health of their
young patients’ parents,” declared the Task Force.! Now,
15 years later, despite growing evidence to support the
promotion of caregiver health as a means to improve child
health, pediatric providers continue to face challenges in
successfully fulfiling this aspect of family pediatrics, chal-
lenges that we believe deserve the attention of adult pro-
viders and health systems.

Benefits Beyond Pediatric Preventive Care

Drawing upon evidence showing that caregiver health or
health behaviors impact children’s health (the “reason” to
intervene), current guidelines identify several caregiver-
related issues on which pediatric providers are encour-
aged to focus their caregiver health promotion efforts.
Specifically, Bright Futures, the AAP’s comprehensive
evidence-driven resource for guidance regarding pediat-
ric preventive care in the United States, highlights several
caregiver health-related issues to be addressed during
pediatric primary care visits.2 For example, in recognition
of the multiple detrimental effects secondhand tobacco
smoke exposure has on child health,*® the AAP recom-
mends pediatrician-led parental tobacco use screening,
counseling, and support of cessation efforts (including
prescription of nicotine replacement therapies), practices
that are also supported by the American Medical Asso-
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ciation.?3% Similarly, in order to promote the protection of
children against pertussis and influenza, Bright Futures
recommends screening and encouraging caregiver im-
munization against these diseases.? Pediatricians are
encouraged to routinely screen for maternal depression,
given the far-reaching implications of caregiver mental
health on children’s health,?®” and more recently the AAP
has recommended screening fathers for depression in
the perinatal period as well.2 Screening and appropriate
referral for caregivers (and thereby children) exposed to
intimate partner violence is another practice highlighted
by the guidelines.?

Efforts have been made to expand the framework to
other issues with similar potential to impact current and
future generations of children, such as caregiver family
planning.2°'© And there exist still other issues which may
be particularly well-suited to being addressed through
the caregiver health promotion framework, such as fol-
low-up care for mothers with gestational diabetes. These
mothers are at high-risk for the development of type 2
diabetes and having subsequent pregnancies affected
by poor glycemic control, but traditionally have had poor
follow-up rates in the postpartum period and beyond."
Their regular interactions with pediatric providers re-
sulting from the frequent visits required for their infants
presents an important, and as yet untapped, opportunity
to re-engage them in recommended medical care and
prevent adverse outcomes for their future children as well
as themselves.

The maternal gestational diabetes example highlights
an important point: caregiver health promotion in pediat-
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ric settings can have direct health benefits for caregivers.
As such, there are arguably additional reasons for health
systems and adult providers to support the practice of
caregiver health promotion in pediatric settings. First, it
may represent one of the only exposures to the health
care setting and health promotion activities for certain
caregivers. Caregivers are often younger adults, an age-
group that is less likely to have a usual source of care or
access preventive services, and low-income caregivers
of any age are more likely to have limited health care
access. Given the frequency of routine care (12 health
maintenance visits in the child’s first 3 years of life),?
caregivers are likely to have more consistent access
with the pediatric health care system than with the adult
health care system. Therefore, pediatric visits represent
an important touchpoint for these adults that could be
leveraged to deliver services and further engage them
with the adult health care system. Improving the reach
of these services is particularly important in the era of
population health where health systems, and particularly
accountable care organizations, assume responsibility
for the health-related outcomes of communities at large.

Second, studies exploring caregiver perspectives on
pediatricians addressing their depression or tobacco use
suggest that caregivers appreciate and welcome pedi-
atrician engagement in their care.”'® Thus, supporting
these efforts enables patient-centered care delivery. And
third, caregivers may be more motivated to address their
own health issues or behaviors (such as substance use)
when counseled on the implications of their actions on
their children’s health. To the extent such counseling is
more routinely (and effectively) delivered in the pediatric
setting, supporting pediatrics-based counseling efforts
is also in the best interest of adult health care providers.

Challenges to Caregiver Health Promotion

in Pediatric Settings

Studies suggest that a fairly broad scope of caregiver
health promotion activities do occur in pediatric practice.
In our survey of a nationally representative sample of chil-
dren’s primary care physicians (including pediatricians,
family medicine physicians, and medicine-pediatrics phy-
sicians), over three-quarters of respondents reported ad-
dressing at least 3 caregiver health issues (including ma-

ternal depression, tobacco use, family planning, influenza
immunization status, intimate partner violence exposure,
and caregiver health insurance status) during well-infant
or well-child visits." At the same time, we found limited
depth in practice in terms of the regularity with which
caregiver issues are addressed at visits or, when applica-
ble, services beyond screening are offered to caregivers.
For example, we found that only 36% of physicians ad-
dressed caregiver exposure to intimate partner violence in
at least half of the well-infant or well-child visits they con-
ducted.” And while the vast majority of our respondents
addressed parental tobacco use with some regularity,
less than 15% reported assisting parents with cessation
efforts by prescribing cessation therapies. Other studies
exploring practices surrounding maternal depression, in-
timate partner violence screening, or tobacco cessation
counseling have revealed similar patterns with regards
to the reach of caregiver health promotion in practices
across the country.'>®

Such variability in practice seems to stem primarily
from structural and/or organizational barriers to caregiver
health promotion in pediatric primary care settings, such
as limited time, inability to bill for services provided to
caregivers, and lack of efficient systems to refer caregiv-
ers to adult providers or services. These structural bar-
riers could lead to attitudinal barriers (ie, pediatric physi-
cians’ reluctance to address caregiver health). Attitudinal
or physician-associated barriers may arise in instances
when the caregiver health issue’s relevance to child
health is less clear or expected actions are perceived
as being beyond the scope of pediatric practice, raising
concerns about personal effectiveness and liability. But it
appears that when caregiver health issues clearly impact
child health, and the role of the pediatrician is to screen
and counsel in the context of pediatric implications of
caregiver health or health behaviors, the majority of pedi-
atric providers do endorse a sense of personal responsi-
bility to address these issues. In our survey, for example,
the vast majority of pediatric primary care physicians
endorsed maternal depression and caregiver tobacco
use as relevant to child well-being, and also endorsed a
sense of personal responsibility to address these issues.”®

Structural or organizational barriers thus appear to
play a larger role overall in influencing caregiver health
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promotion practices. Various studies have characterized
these barriers as they relate to caregiver health promo-
tion, and lack of time is a paramount concern.'*?° This
is not surprising, given the multiple competing interests
for a pediatrician’s time during already time-constrained
well-child visits (which include growth and development
assessment, anticipatory guidance provision, delivery
of children’s preventive care services, and addressing
any acute concerns). The time constraints may be even
more acutely felt if the results of screening necessitate
additional action, such as referral to relevant services.
We found that a lack of referral resources or complex
referral mechanisms were cited by over half of children’s
primary care physicians as general barriers to caregiver
health promotion, and in particular by pediatricians (ver-
sus medicine-pediatrics or family medicine physicians)."

This highlights the key difference between family med-
icine and caregiver health promotion in pediatrics: the
latter involves addressing adult health issues in a setting
where care for adults is often not provided. While some
practices that see children may provide care to adults
(such as family medicine or medicine-pediatrics clinics)
or are co-located with adult health care providers, most
pediatric practices are not integrated with adult health
care settings. As a result, the “next steps” in caregiver
health promotion can prove challenging to pursue, there-
by limiting the beneficial impact of these activities on
both child and adult health. For example, in the absence
of such integration, pediatricians may find it challenging
to connect mothers with positive depression screens to
appropriate mental health care or parents who smoke
to tobacco cessation services. In addition to leading to
missed opportunities to comprehensively address care-
giver health issues, such obstacles may also discourage
pediatric providers from pursuing caregiver health pro-
motion activities to begin with.

The Way Forward

How can health systems and adult health care provid-
ers support the caregiver promotion activities of pedi-
atric primary care providers? There are several ways to
enhance integration with adult practices and adult health
care services. The co-location and integration of relevant
caregiver-related auxiliary services at pediatric clinics is
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one way. In fact, when asked to identify facilitators to care-
giver health promotion, pediatricians who responded to
our survey most frequently endorsed the co-location of
relevant providers, such as mental health professionals
or social workers, as facilitators for addressing caregiver
depression or intimate partner violence.* For example, at
the Harriet Lane Clinic at Johns Hopkins, the integration of
a comprehensive maternal mental health team (including a
part-time licensed therapist, part-time psychiatrist from an
affiliated psychiatric practice, and full-time maternal case
manager) has proven to be an effective, patient-oriented
approach to providing services for mothers with depres-
sion.?" The role of health systems and adult health care
providers/practices in advancing such models of care de-
livery is two-fold: to provide necessary staff and financial
support. The latter is particularly important as many of the
relevant caregiver-related services (eg, social work or case
manager visits) may not generate the revenue required to
support their sustained presence at pediatric sites.

Pediatric practices would also benefit from enhanced
mechanisms for referral to appropriate services that are
not co-located, such as tobacco cessation “quitlines.”
Adopting protocolized interventions that focus on con-
necting parents with existing resources for their own
health, such as the CEASE intervention developed for
parental tobacco control in pediatrics,?>?® is one way to
streamline the referral process for pediatric practices. An-
other is by advancing a truly integrated electronic medical
record (EMR), which enables caregiver health screenings
and referral to additional services to be completed during
pediatric encounters.

Finally, while only a relative minority of physicians we
surveyed suggested that a lack of reimbursement for
their activities served as a general barrier to caregiver
health promotion, ensuring that pediatric providers are
adequately compensated for their efforts on behalf of
parents and guardians would undoubtedly help support
their activities. Integrated EMRs could be one way to
support this, particularly for services that are traditionally
billed for (eg, depression screening or tobacco cessation
counseling). Novel ways to reimburse pediatric providers
for their contribution to adult health indicators could also
be considered; for example, to the extent caregiver health
promotion activities contribute to adult quality indicators



(eg, postpartum depression screening rates and comple-
tion of postpartum visits) that are associated with financial
rewards, health systems could consider sharing these
“bonuses” among pediatric providers.

From Family Pediatrics

to Family-Oriented Care

While caregiver health promotion has long been consid-
ered part of the practice of “family pediatrics,” it should
more accurately be seen as an integral component of the
delivery of family-oriented primary care, as it represents a
novel opportunity to advance the health of not only chil-
dren, but also their caregivers. Following existing preven-
tive care guidelines, pediatricians currently engage in a
variety of activities to promote child and caregiver health,
but require support to more consistently and effectively
address issues such as caregiver tobacco use or ma-
ternal depression. The barriers faced by pediatricians
could be most effectively addressed with the engage-
ment of adult health care providers and health systems;
this includes the development of an integrated EMR that
would support screening activities and referral to connect
caregivers with necessary follow-up resources. Further
characterizing the barriers faced in pediatric settings, and
exploring how health systems could provide the neces-
sary support to address these barriers, is crucial to real-
izing the potential of caregiver health promotion to have
multi-generational impacts on well-being.
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