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BACKGROUND. Our study examined whether the lack of social support as measured by the Family APGAR was 
related to parents’ and physicians’ identification of child psychosocial problems and sociodemographic and 
symptom characteristics of the children screened.

METHODS. The parents of 9626 children, ages 4 to 15 years, seen for outpatient medical visits participated in 
this national study. Parents completed the Family APGAR and the Pediatric Symptom Checklist (PSC), a measure 
of psychosocial dysfunction. Physicians rated the presence of a new or recurrent psychosocial problem in the 
child.

RESULTS. Children from families with a lack of social support were 4.3 times as likely to receive scores indicat­
ing impairment on the PSC and 2.2 times as likely to be identified as having psychosocial problems by physician 
report. Families with low social support were significantly more likely to report low parental educational achieve­
ment, single parent status, and a history of mental health services for the child. Fifty percent of children from 
families with low social support were identified as having a psychosocial problem by either the PSC or physician 
rating, or both; however, only 21 % of the children identified with psychosocial impairment by these two measures 
had scores indicating poor family functioning on the Family APGAR.

CONCLUSIONS. A lack of family social support is associated with child psychosocial dysfunction as assessed 
by two different measures. However, the Family APGAR was not a sensitive measure of child psychosocial prob­
lems, and thus it supplements, but does not replace, information concerning the child’s overall psychosocial 
functioning.

KEY WORDS. Mental health; child psychology; primary health care; psychosocial support systems; social sup­
port. (J Fam Pract 1997; 45:54-64)

A large number o f children with psy­
chosocial problems are not recognized 
within primary care settings. Although 
epidemiological studies estimate the 
median prevalence o f psychiatric dis­

orders among US children at 12%,1-4 only one half 
to one sixth o f these children are identified by 
physicians, and o f these, less than half receive 
treatment from mental health specialists.58 The 
Pediatric Symptom Checklist (PSC) is a brief stan-
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dardized questionnaire designed to identify chil­
dren with psychosocial problems in primary care 
settings.9-11 In the search for additional factors that 
might assist in identification, an increasing amount 
o f attention has been paid to the importance o f low 
social support as a predictor o f psychosocial prob­
lems in children.1219

A  family lacking social support is one whose 
members perceive it as ineohesive and lacking the 
emotional and physical nurturing and resources 
necessary for personal growth and sustenance in 
the face o f life’s challenges.15 Because a lack o f fam­
ily social support has been shown to be predictive 
o f psychosocial problems in parents and families®17 
as well as in children and because o f the long-rec­
ognized interrelationship between parent, family, 
and child functioning,26'27 a number o f authors rec­
ommend that primary care physicians routinely 
screen for lack o f family social support.24'25 28 One of 
the instruments available for this purpose in prima­
ry care is the Family APGAR, a five-item measure
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that has seen wide clinical use over the past two 
decades and has been shown to be valid and reli­
able.29'30 The Family APGAR was designed to assess 
adult satisfaction with social support in the domains 
of Adaptation, Partnership, Growth, Affection, and 
Resolve. The brevity o f this instrument and the asso­
ciation between problems in family and child func­
tioning has led to recommendations for using the 
Family APGAR in primary care settings not only as a 
screening instrument for low family social support, 
but even as a screening tool for child psychosocial 
problems.28

In the only known investigation o f this issue to 
date, Smucker and his colleagues28 compared screen­
ing results o f the Child Behavior Checklist (CBCL), a 
widely used child symptom questionnaire, with the 
Family APGAR in a pilot study o f 152 middle-class 
families in a community-based, family practice train­
ing program. Although lack o f family social support 
was significantly related to parent-identified child 
psychosocial problems, the degree o f association 
was only moderate (k=.20). However, the authors 
noted several limitations to their study, the most 
important being small sample size and low comple­
tion rate (54%). Their report suggests that social sup­
port screening does identify a unique cohort o f chil­
dren with psychosocial problems but leaves unan­
swered the question o f the degree to which a lack of 
family social support overlaps with psychosocial 
problems in children.

While screening for psychosocial problems 
using standardized measures o f child symptoms 
has been shown to accurately identify children who 
would benefit from intervention,9'31'82 the efficacy o f 
screening families for a lack o f social support as a 
method for increasing the identification o f children 
with psychosocial problems has not been demon­
strated. As part o f another study on child behavior, 
we examined whether physicians or parents or 
both identified psychosocial problems among chil­
dren o f families with low social support as well as 
other correlates o f low social support among fami­
lies o f children with and without psychosocial 
problems.33

■tiianmiiKa__________________
Site
The study was conducted in two large primary care 
research networks, the Pediatric Research in Office

Setting (PROS) network and the Ambulatory 
Sentinel Practice Network (ASPN). Established in 
1986 by the American Academy o f Pediatrics, PROS 
is the largest pediatric primary care research net­
work, composed o f 1364 practitioners from more 
than 355 pediatric practices in 47 states and Puerto 
Rico. PROS practitioners (1226 physicians, 126 nurse 
practitioners, and 12 physician assistants) provide 
care for approximately 1.5 million children in the 
United States. ASPN is made up o f 104 practices in 
36 states and 5 Canadian provinces, composed o f 
approximately 450 clinicians who provide care for 
more than 500,000 adult and pediatric patients. Most 
ASPN clinicians are physicians (more than 90% are 
fam ily  physicians), but 15% of the network clini­
cians are nonphysicians (29 nurse practitioners and 
33 physician assistants).

Procedures
Recruiting Physicians. Clinicians who had previ­
ously completed PROS or ASPN research studies 
and were not participating in other major studies 
were recruited by network coordinators and staff. 
After agreeing to participate, all clinicians completed 
a questionnaire requesting information about their 
type o f practice, their attitudes, and their training in 
relation to psychosocial problems. After completing 
the questionnaire, participants received training 
materials for the study, including a videotape and 
written instructions.

Data for this paper were collected from October 
1994 through January 1996. All physicians partici­
pating in the first year o f data collection for the 
ongoing study were included for this research (172 
physicians, from 40 US states and 3 Canadian 
provinces). Prior research from both APSN and 
PROS confirms the comparability o f patients, clin­
icians, and practices participating in primary care 
networks studies to those identified in national 
samples.34317 When participating clinicians were 
compared with nonparticipating clinicians from 
one o f the networks (PROS) and with a random 
sample o f pediatricians from the American 
Academy o f Pediatrics, no differences were found 
between demographic factors, practice character­
istics, and attitudes on treatment o f psychosocial 
problems.38 While physicians located in the west­
ern United States seemed to include a higher per­
centage o f eligible participants (85% vs 81%), no 
other potential selection bias (eg, practice popula-
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tion size, percentage o f managed care patients) 
was identified.

Study Criteria. Written consent to participate 
in the study was requested o f parents or guardians o f 
all children between the ages o f 4 and 15 years o f age 
who visited the clinician’s office for health care dur­
ing the study period. Excluded from the study were 
children who were seen only for procedures, whose 
parents were unable to complete the study materials, 
who had severe developmental delays or life-threat­
ening needs requiring emergency medical attention, 
or who were presented for care in the presence o f 
someone other than their parent or caregiver. 
Children o f parents who could not read English or 
Spanish were also excluded. Parents completed a 
brief questionnaire that asked for demographic 
information and about how the child and family 
functioned. This form was placed in a sealed enve­
lope for return to the network. Each clinician was 
asked to enroll 70 eligible children meeting inclusion 
criteria. Clinicians were blind to the results o f the 
screening with the APGAR and other psychosocial 
measures.

Data Collection. The physician completed a 
questionnaire with information on reason for visit. If 
a psychosocial problem was identified, questions 
were asked about physician management o f the 
emotional or behavioral problem. All study materials 
were mailed to the research networks for inspection, 
verification, and coding. Data entry was contracted 
out to an independent organization with double 
entry for reliability (Rode/PC Data Entry System, 
Release 2.23, DPX, Inc, 1986). All procedures and 
consent forms were approved by ASPN, PROS, and 
the universities o f Pittsburgh and Arkansas institu­
tional review boards.

Assessing Background Variables, 
Problems, and Support
Socioeconomic and background variables were 
assessed using data from the parent-completed ques­
tionnaire and included such items as child’s age, sex, 
and racial/ethnic background and parental marital 
status and education. Minority children included 
those from African American, Hispanic, Native 
American, or Asian American households.

Psychosocial problems were identified using a 
validated indicator o f psychosocial dysfunction, 
the Pediatric Symptom Checklist (PSC), and a 
subjective rating o f a psychosocial problem by

the physician after the index visit. The PSC is a 
brief, parent-completed questionnaire that has 
been validated for economically disadvantaged 
and minority as well as middle-class popula­
tions.114, The PSC has been compared with the 
widely used CBCL. The CBCL consists o f 113 
items, plus an additional 20 social competence 
items, with norms 6 different age and gender 
groups. This test can be cumbersome to com­
plete and score in busy primary care settings 
when large numbers o f children may need to be 
screened routinely. In contrast, the PSC consists 
o f 35 items that are rated as “never,” “some­
times,” or “often” present (scored 0, 1, and 2, 
respectively) and summed for a total score that 
indicates psychosocial dysfunction. For children 
aged 6 through 16, the cutoff score is 28 or high­
er; for younger children the cutoff score is 24.311 
High levels o f agreement have been reported in 
direct comparison o f the two measures.11,33 
Subjective physician ratings o f a psychosocial 
problem were obtained from a single item on the 
physician-completed questionnaire that asked 
the physician, Is there a new, ongoing or recur­
rent psychosocial problem present?” This item 
was similar to the one on the physician form used 
in the original Monroe County Study.44

Family social support was assessed using the 
Family APGAR, a live-item questionnaire designed 
to measure adult satisfaction with family support 
(Appendix ).16,29,45,46 Each question is scored 2,1, orO, 
corresponding to answers o f “almost always,” “some 
o f the time,” and “hardly ever,” respectively. Total 
scores range from 0 to 10, and while no specific cri­
terion score has been suggested by the author, other 
researchers28 have selected a total score o f <5 to indi­
cate impairment. This cutoff score was used in the 
current study. The initial validation o f the Family 
APGAR was demonstrated through correlations with 
previously validated instruments o f family function­
ing, as well as with estimates o f family functioning 
by psychotherapists.16,29 Strong relationships be­
tween the Family APGAR and several different mea­
sures o f adult global stress and functioning have also 
been reported, as well as the measure’s predictive 
accuracy in a family practice clinic.21,47

Data Analysis
In our study, between-group comparisons on cate­
gorical variables were made with the chi-squared
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test. Between-group comparisons on total score vari­
ables were made with the ANOVA. Statistical signifi­
cance was defined as a two-tailed a  o f P  <.05.

RESULTS

As of August 1996,10,250 children met the initial cri­
teria for inclusion and were enrolled in the study. No 
differences between age and sex were found 
between participating and nonparticipating children. 
Nonparticipating children most often had a parent or 
caregiver who did not have enough time to complete 
the parent questionnaire, felt that the child was too 
sick and needed full attention, or felt uncomfortable 
with the idea o f enrolling the child in a study o f child

behavior. Of participating children, 484 (5%) had 
inadequate or missing data sufficient to preclude fur­
ther analyses, resulting in a sample o f 9766 children 
with adequate data. One hundred forty question­
naires from these children were missing more than 
one APGAR item and were thus dropped from the 
analyses to leave a final sample o f 9626 children.

The final population consisted o f 51% (4858) girls. 
Eighty-six percent (8272) were white, 6% (592) were 
African American, 5% (504) were Hispanic, 1% (130) 
were Asian American, and 1% (66) were Native 
American. Fourteen percent (1096) o f the children 
were classified as being from a minority background. 
Twenty-six percent (2521) o f the sample were from 
single parent (separated, divorced, or deceased

TABLE 1

Relationship Between Family APGAR Scores, Indicators and Recognition of Child Impairment, and Socioeconomic Factors

Family APGAR Family APGAR
Functional Support (>5) Low Support (<5)

Total
(N=9626) (n=8672) (n=954)

Variables No. (row %) No. (row %) No. (row %) Odds Ratio

Indicators of Child Impairment

PSC Dysfunction!
PSC- 8460 (88) 7858 (93) 602 (7)
PSC+ 1166 (12) 814(70) 352 (30)* 4.3

Physician Rating of Psychosocial Problem!
MD- 7932 (82) 7291 (92) 641 (8)
MD+ 1694 (18) 1381 (82) 313 (18)* 2.2

Socioeconomic Factors

Parental Education
College 2166 (22) 2028 (94) 138(6)
HS Diploma 5429 (57) 4940 (91) 489 (9) 1.5
No HS Diploma 2031 (21) 1704 (84) 327 (16)* 2.7

Marital Status
Not Single 7105 (74) 6621 (93) 484 (7)
Single 2521 (26) 2051 (81) 470 (19)* 2.7

Race
Nonminority 8530 (86) 7758 (91) 772 (9)
Minority 1096 (14) 914 (83) 182 (17)* 1.9

Mental Health
No History 9113 (95) 8283 (91) 830 (9)
History 513(5) 389 (76) 124 (24)* 2.7

* P< .001.
t  PSC- = No identified psychosocial problem on the Pediatric Symptom Checklist (PSC), PSC+ = Identified psychosocial problem on the PSC. 
tMD- = No identified psychosocial problem by physician, MD+ = Identified psychosocial problem by physician.
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spouse) households. Twenty-two percent (2166) o f 
households had at least one parent with a college 
degree, 57% (5429) had at least one parent with a 
high school diploma but no college degree, and 21% 
(2031) had parents who had not finished high school.

Five percent (519) o f the children had been or 
were currently being treated by a mental health 
professional. Twelve percent (1166) were identi­
fied with psychosocial dysfunction by the PSC. 
Eighteen percent (1694) were rated as having a 
psychosocial problem by their physicians. Ten 
percent (954) o f the sample were identified with 
low  family social support by a score o f 5 or less 
on the Family APGAR, similar to the 14% found 
in Smucker’s work using this cu toff score.28 
Cronbach’s a  for the Family APGAR was .85, in 
comparison with a Cronbach’s a  o f .94 for the 
PSC in the current sample.

Family Social Support and Psychosocial 
Problems. Table 1 shows the relationship between 
Family APGAR scores and child psychosocial 
impairment. Children who had positive results on 
the PSC (PSC+) were 4.3 tunes as likely to be identi­
fied as having low social support on tire Family 
APGAR (APGAR+) as children who had negative 
results on the PSC (PSC-) (P  <.0001). Children who 
were identified with psychosocial problems by 
physician rating (MD+) were 2.2 times as likely to 
have parents reporting low social support as chil­
dren without physician-identified psychosocial 
impairment (MD-) (P  <0001).

Despite the strong degree o f association between 
the Family APGAR and the PSC and physician 
report, the Family APGAR had a low sensitivity for 
child psychosocial problems regardless o f the mea­
sure (PSC or physician report). The strength o f the 
agreement between the Family APGAR and the PSC 
was k=.24 (sensitivity [SN]= 30%, specificity [SP]= 
93%) and between the Family APGAR and the physi­
cian recognition was k=.14 (SN=18%, SP=92%). 
Slightly less than one third o f the children (353/1170, 
or 30%) who were identified by the PSC were from 
families with low social support by APGAR score, 
and slightly more than one third (353/958, or 37%) o f 
the children from families with low social support 
had positive findings on the PSC. There was even 
less o f an overlap between low family social support 
and physician rating o f a psychosocial problem. Only 
18% (314/1708) o f the children with physician-rated 
problems were from families with low social support

and only 33% (312/958) o f the children from families 
with low social support were identified as having 
psychosocial problems by their physicians.

Family Social Support and Sociodemo­
graphic Variables. As shown on Table 1, parents 
with no high school diploma were significantly more 
likely to report low levels o f social support (16%) 
than parents with at least one high school diploma 
(9%) or college degree (6%) (%2=122.5, df= 2, 
P<.001). Children from single-parent households 
were significantly more likely to have parents who 
reported low levels o f social support than children 
from two-parent households (19% vs 7%; %2=293.9, 
df= 1, P<.001), a 2.7-fold increase in risk. Children 
from minority groups were significantly more likely 
to have parents who reported low levels o f social 
support than children from nonminority groups 
(17% vs 9%), an odds ratio o f 1.9 to 1. Children with 
a history o f mental health services were 2.7 times as 
likely to have parents who reported low levels of 
social support as children without a history o f men­
tal health services (24% vs 9%; x2=123.4, P<.001). 
There were no significant differences between the 
variables o f age or sex groups on levels o f family 
social support.

The overlap among lack o f family support and 
psychosocial problems identified by the PSC or by 
physician ratings for the children is illustrated in the 
Figure. As the Figure shows, fully 28% (2712/9626) of 
the children in the sample were identified as having 
low family social support or being psychosocially 
impaired by the PSC or by physician rating and there 
was considerable overlap among the three mea­
sures. Although 50% (478/954) o f all children from 
families with low social support (APGAR+) were 
identified as having a psychosocial problem by their 
parents or physicians (the lightly shaded area vs the 
darkly shaded area in the Figure), only 21% 
(478/2236) o f children identified either by the PSC or 
by physician rating (the lightly shaded area vs the 
hatched areas in the Figure) were from families with 
low social support.

The children from families with low family social 
support who were not recognized by the PSC or by 
their physicians as having psychosocial problems 
(5% of all the pediatric outpatients) may be a vulner­
able population. For this reason, we examined the 
demographic and symptom characteristics o f the 
children in this group. As shown in Table 2, children 
who were not identified by the PSC or by their
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physicians as having psychosocial 
problems but whose parents 
reported low family social support 
were significantly more likely to 
come from families with less edu­
cation. Twelve percent o f families 
without a high school diploma 
compared with 6% o f families with 
at least one high school diploma 
or 4% o f families with at least one 
college degree reported low fami­
ly social support (x2=97.5, df= 2, 
P<.001). Similarly, single-parent 
families were more likely to 
report low social support than 
nonsingle-parent families (13% vs 
4%; %2=212.5, df= 1, Pc.001). 
Children from minority groups 
were more likely to come from 
families with low  social support 
than nonminority children (11% 
vs 6%; %2=113.6, df= 1, Pc.OOl). 
Children who had a history of 
using mental health services were 
more likely to come from families 
with low social support than chil­
dren who did not have a history o f 
mental health services (10% vs 
6%; x2=87.4, df= 1, Pc.001).

Finally, among families with chil­
dren who had neither PSC nor 
physician-recognized psychosocial 
problems, families with low family 
social support had significantly 
higher total symptom scores on the 
PSC (mean=15.7) than families 
with adequate family social support 
(mean=11.5; F=223.9, df= 2,
Pc.0001).

DISCUSSION

This is the first large study involv­
ing diverse populations and clini­
cians to examine the use o f a social 
support measure in primary care 
settings. Although the measure 
employed in the study, the Family 
APGAR, was well received by par­
ents, demonstrated an acceptable

-  FIGURE __________ _____________________________________________

Relationship between lack of family social support and child psychosocial 
problems

N=9626

APGAR+

Percent of APGAR+ 
Identified by PSC+ or MD+ 
50% (478/954)

126 (1% )

PSC+

/ / r \
/ 377(4%) t

_ _
t r

\_
_4

1 1 
37 (5( “ I/0) 1

\ __________ [ _/
\  A 7

\  M 7

-------  \ l

Percent o f PSC+ or MD+ 
Identified by APGAR 
21% (478/2236)

MD+

Not Identified by PSC or Physician or 
APGAR 72% (6914/9626)

Percent o f MD+ or PSC+ or APGAR+ 
28% (2712/9626)

_ TABLE 2 ___________________________________________________________

Relationship Between Family APGAR Scores and Socioeconomic Factors for 
Children Not Recognized with Psychosocial Problems

Factors

Total 
(N=7388) 
No. (row %)

Family APGAR 
Functional Support (>5)

(n=6912)
No. (row %)

Family APGAR 
Low Support (<5)

(n=476)
No. (row %)

P a ren ta l e d u c a tio n
C o lle g e 1769 (24) 1698 (96) 71 (4)
H S  D ip lo m a 4199 (57) 3960 (94) 239 (6)
N o  H S  D ip lo m a 1420 (19) 1254 (88) 166 (12)*

M a rita l s ta tu s
N o t S ing le 5756 (78) 5497 (96) 259 (4)
S ing le 1632 (22) 1415 (87) 217 (13)*

R ace
N o n m in o r ity 6382 (86) 6020 (94) 362 (6)
M in o r ity 1006 (14) 892 (89) 114 (11)*

M e n ta l hea lth
N o  H is to ry 6766 (92) 6355 (94) 411(6)
H is to ry 622 (8) 557 (90) 65 (10)*

P sy c h o s o c ia l 
p ro b le m s , n o . (SD)

T o ta l P S C  s c o re 12.1 (6.2) 11.5 (6.6) 15.7 (6.4)*

* p  < .001.
PSC denotes Pediatric Symptom Checklist; SD, standard deviation.

The Journal o f Family Practice, Vol. 46, No. 1 (Jan), 1998 59



THE FAMILY APGAR AND CHILD PSYCHOSOCIAL PROBLEMS

degree o f internal reliability, was highly associated 
with both clinician-identified psychosocial problems 
and parent-reported psychosocial dysfunction as 
measured by the PSC, it is not sufficient as a stand­
alone screening test for child psychosocial prob­
lems. Most o f the children with psychosocial prob­
lems identified by either the validated questionnaire 
or clinicians were not detected by the APGAR, and 
only one half o f the children who were detected by 
the Family APGAR had currently identified psy­
chosocial problems.

On the other hand, a substantial percentage o f the 
children in this sample came from families with low 
social support. Most o f these children had never 
received services from mental health specialists nor 
were they currently identified by primary care physi­
cians as children with psychosocial problems. Thus 
the APGAR did identify a population o f children and 
adolescents from families with low social support 
who were not currently receiving services and who 
had not been recognized by physicians or psychoso­
cial screening tests. These children appeared to be 
more vulnerable in a number o f ways. First, among 
the children who had neither PSC- nor physician-rec­
ognized psychosocial problems, the finding that chil­
dren from families with low social support had sig­
nificantly higher total symptom scores on the PSC 
than families with adequate social support docu­
ments a greater degree o f psychosocial symptoma­
tology in children with low family social support 
who are not currently identified with psychosocial 
dysfunction. Second, when combined with the 
observation o f higher rates o f risk factors in these 
children such as low income status, single parent­
hood, or minority background, it seems possible that 
currently unrecognized children from families with 
low social support may be at elevated risk for more 
serious psychosocial problems in the future even 
though they are not currently impaired or identified.

Our study confirms the work o f Smucker et al, 
which documented a moderate degree o f association 
between measures o f low family social support and 
child psychosocial impairment. The association 
between the Family APGAR and PSC (k=.24) was 
quite similar to the relationship between the Family 
APGAR and CBCL (k=.20) reported in their study. 
Our study was able to extend these earlier findings 
by describing specific characteristics o f children 
from families with low social support, examining a 
national sample with diverse demographics, and

exploring the extent to which they are currently 
unrecognized by primary care physicians and spe­
cialty mental health providers.

Screening for low family social support adds a 
distinct group o f at-risk children to those who have 
already been identified by the PSC or by physician 
rating. In the families with low social support, chil­
dren who were not identified as dysfunctional by the 
PSC or by physician ratings were two to three times 
more likely to be from low-income, minority, or sin­
gle-parent families, and to have significantly more 
symptoms identified by the PSC, suggesting that 
these children are at elevated risk for future psy­
chosocial problems. I f  these children are at 
increased risk for psychosocial problems, the types 
o f interventions that could be considered are addi­
tional social support services, such as parenting 
classes, family therapy interventions, or referrals to 
family activities in the schools or community that 
would enhance physical and emotional growth or 
maturation.

The availability o f an appropriate and feasible 
instrument is a necessary but not sufficient criterion 
for recommending the use o f social support screen­
ing o f children and adolescents in routine primary 
care practice. Also essential are information on 
appropriate and efficacious interventions for low 
social support identified by primary care physicians, 
evidence that prognosis changes as a result o f early 
screening and intervention, and an adequate level of 
morbidity related to the condition to justify such 
efforts. To date, we are aware o f no such studies of 
children in primary care settings.

Our study has at least one limitation that may 
affect its conclusions. The high degree o f association 
between the Family APGAR and child psychosocial 
dysfunction as measured by the PSC may be some­
what artifactual since both measures were complet­
ed by the same respondent. That the Family APGAR 
scores were highly, although somewhat less strongly, 
associated with the physicians’ rating o f the pres­
ence o f a psychosocial problem suggests, however, 
that child and family dysfunction are related, inde­
pendent o f respondent. Another limitation o f the 
results is that the Family APGAR evaluates the level 
o f social support only within the family. It is possible 
that many children with low APGAR scores may be 
getting adequate social support from extended fami­
ly, neighbors, or close friends. Or, that children with 
psychosocial problems from families with adequate
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family social support may not be receiving ade­
quate support from school- or community-based 
resources. While screening for low family social 
support is not a successful method for identifying 
children with psychosocial problems, the relation­
ship between poor social support and child dys­
function may be higher with an evaluation o f 
extended support networks.

While the focus o f our study is the utility o f the 
Family APGAR as a screening instrument for child 
psychosocial problems, in another study from ASPN 
and PROS, the marked growth in the recognition o f 
psychosocial problems by physicians was demon­
strated (Kelleher et al, 1997. Unpublished data). 
Using a subjective, clinical standard based on the 
question “Regardless o f the purpose o f this visit, in 
your opinion, does this patient currently have a 
behavioral, emotional, or school problem, treated or 
untreated?” primary care physicians found a preva­
lence rate o f 18% (somewhat higher than the 12% 
positive rate for psychosocial dysfunction identified 
by the PSC, which is based on parental report) in 
comparison with a rate o f 7% found in the Monroe 
County Study in 1979.39 This dramatic change in 
physician-identified problems suggests that psy­
chosocial problems are increasingly dominating pri­
mary care practice. The source o f the increase in 
these problems can be attributed to demographic 
shifts within the population.

The Family APGAR did not perform well as a 
screening test for child psychosocial problems, and 
is probably not be the best instrument for routine 
use in clinical practice to assess a child’s problems 
stemming from family dysfunction. Other measures 
like the PSC and CBCL are better suited for screen­
ing children. Nonetheless, family physicians and 
pediatricians will find the Family APGAR an easy-to- 
use instrument that can assess and facilitate discus­
sion of social support issues with high-risk families. 
Longitudinal studies following families with low 
family social support and monitoring interventions 
that link child and family systems may facilitate 
understanding o f the effects o f social support within 
the family on child functioning.
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APPENDIX

The Family APGAR Questionnaire for Measuring Adult Satisfaction with Family Support

Adaptation How resources are shared; or the member’s satisfaction with the assistance received 

when family resources are needed.

I am satisfied that I can turn to my family for help when something is troubling me. 

Almost always (  )  Some o f the time (  )  Hardly ever (  )

Partnership How decisions are shared; or the member’s satisfaction with mutuality in family communication 

and problem-solving.

I am satisfied with the way my family talks over things with me and shares problems with me, 

Almost always (  )  Some o f the time (  )  Hardly ever ( )

Growth How nurturing is shared; or the member’s satisfaction with the freedom available within the 

family to change roles and attain physical and emotional growth or maturation.

I am satisfied that my family accepts and supports my wishes to take on new activities or 

directions.

Almost always (  )  Some o f the time (  )  Hardly ever (  )

Affection How emotional experiences are shared; or the member’s satisfaction with the intimacy and 

emotional interaction within the family.

I am satisfied with the way my family expresses affection and responds to my emotions, such 

as anger, sorrow, or love.

Almost always (  )  Some o f the time (  )  Hardly ever ( )

Resolve How time is shared; or the member’s satisfaction with the time commitment that has been made 

to the family by its members.

I am satisfied with the way my family and I share time together.

Almost always (  )  Some o f the time (  )  Hardly ever ( )
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