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Chapter 16 Child and Adolescent Health
Susan Rumsey Givens, ∗

Objectives
Upon completion of this chapter, the reader will be able to do the following:
1. Identify major indicators of child and adolescent health status.
2. Describe social determinants of child and adolescent health.
3. Discuss the individual and societal costs of poor child health status.
4. Discuss public programs and prevention strategies targeted to children’s health.
5. Apply knowledge of child and adolescent health needs in planning appropriate,
comprehensive care at the individual, family, and community levels.
∗

The author would like to acknowledge the contribution of Mary Brecht Carpenter, who
cowrote this chapter for the previous edition.
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A nation’s destiny lies with the health, education, and well-being of its children. The United States has
made tremendous progress over the past century toward improving children’s lives. Advancements in
public health measures—such as sanitation, infectious disease control, environmental regulation,
health screening, and education—and remarkable strides in medical care have all contributed to the
good health status that most children enjoy. However, these improvements have not equally benefited
children of all races and ethnic groups, children at all income levels, or children in all geographic
areas of the country. For example, significant disparities persist in the health status of white children
versus children of color. Children living in suburban areas and most outer urban areas experience
access to health care services superior to that of children living in rural areas and inner cities,
especially if they are poor.
Although most of the nation’s children are healthy and succeed in school, many are not enjoying
optimal health and well-being and are not reaching their full potential as contributing members of
society. Despite improvements, the mortality and morbidity rates for U.S. children in all age groups
are unacceptably high. Consider the following facts:
• Each year, more than 25,000 infants die before reaching their first birthday. Black infants are
more than twice as likely to die as white infants.
• Nearly one-half million babies are born prematurely each year. Prematurity is the leading cause
of infant death and long-term neurological disabilities.
• Twenty-two percent of children aged 0 to 18 years live in poverty.
• Every day, five children die as the result of child abuse; most are younger than 4 years.
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• Well over half of children currently residing in the United States will be affected by violence,
crime, abuse, or psychological trauma this year.
The health of a child has long-term implications. Health habits adopted by children and youth will
profoundly influence their potential to lead healthy, productive lives. The physical and emotional
health experienced by a child plays a pivotal role in his or her overall development and the well-being
of the entire family. Children who go to school sick or hungry, who cannot see well enough to read,
who cannot hear the teacher, who have learning disabilities, who are troubled by abusive parents or
disruptive living circumstances, or who fear for their safety at home or in school often do not perform
on the level of their counterparts who are healthy, well nourished, well cared for at home, and safe and
secure in their world. From fetal life onward, the health and well-being of individuals has a substantial
impact on their futures.
In 2011 there were 73.9 million United States children younger than 18 years. Children represent
about 24% of the

FIGURE 16-1 Percentage distribution of U.S. children by race/ethnicity,
2013.

(From Federal Interagency Forum on Child and Family Statistics: America’s children in brief:
key national indicators of well-being, 2012. Retrieved March 8, 2013, from
<www.childstats.gov/americaschildren/demo.asp>.)
country’s population, down from a peak of 36% at the end of the mid-1960s baby boom. The birth rate
for children of all races has declined in recent years, and the racial and ethnic diversity of children is
changing rapidly. For example, by 2050, Hispanic children are expected to account for 39% of the
population, up from 24% in 2012. The percentage of children who are Hispanic has increased faster
than that of any other racial or ethnic group (Federal Interagency Forum on Child and Family
Statistics, 2012) (Figure 16-1).
Children are a dependent population and rely primarily on parents or other adults to protect and
promote their health and well-being. Community health nurses can learn more about this important
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This chapter focuses on the health status of children and adolescents and the medical, socioeconomic,
cultural, environmental, educational, safety, and public health factors that community health nurses
must address to improve child and adolescent health. The chapter also discusses the individual and
societal costs of poor child health, public programs targeted to children’s health, and strategies to
improve child and adolescent health at the individual, family, and community levels.

Issues of Pregnancy and Infancy
The health of the mother before, during, and after pregnancy has a direct impact on the health and
well-being of her child. The conditions that surround a child’s fetal development and early years
shape his or her life. Adapting healthy lifestyles and obtaining regular medical care before becoming
pregnant can help ensure a healthy pregnancy. Unfortunately, many women face barriers to good
health throughout their lives, including racism, violence, poverty, and lack of access to health care.
A comprehensive approach that helps women identify and treat potential risks and overcome
barriers to good health before, between, and beyond their pregnancies will help protect and promote
the health of women and children and can help ensure the health of future generations (Moos, 2010,
Moos et al., 2010). Consider the following findings:
• Women who are not in optimal health before becoming pregnant are at increased risk for poor
pregnancy outcomes.
• Babies whose mothers have uncontrolled medical conditions, such as infections, diabetes,
hypertension, and obesity, are more likely to be born at low birth weights and with serious
medical conditions.
• A fetus exposed to maternal drug, alcohol, or tobacco exposure or poor nutrition is more
likely to have chronic conditions that affect health and well-being.
• Infants exposed to unsafe environmental conditions, such as secondhand smoke and leadbased paint, are more likely to have chronic conditions throughout childhood and, in some
cases, through adolescence and adulthood.
• Children who do not receive preventive health care and do not obtain all necessary
immunizations are more likely to have preventable diseases or chronic conditions that could
have been prevented or minimized and controlled.

Infant Mortality
Infant mortality, the deaths of children during the first year of life, is a critical gauge of
children’s health status. It is an important marker because it is related to several factors, including
maternal health, medical care quality and access, socioeconomic conditions, and public health
practices. infant mortality reflects the health and welfare of an entire community and is used as a
broad indicator of health care and health status. Box 16-1 lists some terms and definitions
associated with infant health and mortality. The five leading causes of infant death are congenital
defects; disorders related to short gestation or low birth weight; sudden infant death syndrome
(SIDS; see later); maternal complications of pregnancy; and accidents such as suffocation. These
five factors account for close to 60% of all infant deaths (Hoyert and Xu, 2012). Box 16-2 lists
sources of vital statistics birth data.
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Canada (Table 16-1). Fifty years ago, the United States ranked twelfth (Organisation for
Economic Co-operation and Development [OECD], 2012). The gap in infant mortality between
the United States and other nations has occurred in spite of the United States’ comparatively high
per capita spending on health care and technological advancements.

Despite a poor ranking among other nations in the world, the infant mortality rate in the United
States has declined every year since 1940 with the exception of 2002 (Figure 16-2). The 2011
figure, 6.05 deaths per 1000 live births (Hoyert and Xu, 2012), was the lowest infant mortality rate
ever recorded in this country. This drop can be attributed largely to public health measures and
improved standard of living (e.g., better

BOX 16-1 INFANT HEALTH DEFINITIONS
Infant death: Death of an infant before his or her first birthday.
Infant mortality rate: Number of infant deaths per 1000 live births.
Preterm birth: Birth before 37 completed weeks of gestation.
Very preterm birth: Birth before 32 completed weeks of gestation.
Late preterm birth: Birth from 34 to 36 completed weeks of gestation.
Term birth: Birth from 37 to 41 completed weeks of gestation.
From MacDorman MF, Mathews TJ: Recent trends in infant mortality in the United States
(NCHS Data Brief no. 9), Hyattsville, MD, 2008, National Center for Health Statistics.
Retrieved from <http://www.cdc.gov/nchs/data/databriefs/db09.pdf>.

BOX 16-2 SOURCES OF VITAL STATISTICS DATA FOR CHILDREN
In the United States, laws require birth certificates to be completed for all babies born.
Information concerning an infant’s birth, including the total number of the mother’s prenatal
care visits, the mother’s and father’s ages and race, mother’s marital status and education, and
the infant’s weight, gestational age, and birth date, appears on a baby’s birth certificate.
Information concerning an infant’s death, such as the cause(s), date, and other details, appears
on the death certificate. In each state, the vital statistics office in the state health department
stores these certificates. This agency collects and regularly reports the aggregated data and
forwards them to the National Center for Health Statistics.
The National Center for Health Statistics collects, analyzes, and publishes numerous reports
on the health and well-being of the nation’s infants. These data sources are very important in
tracking the health of infants as well as of other population groups; they help determine
necessary interventions from various perspectives (e.g., clinical, public health, public policy,
and environmental).
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sanitation, a clean milk supply, immunizations against deadly childhood diseases, the increased
availability of nutritious food, and enhanced access to maternal health care). Technological
advances in neonatal care, for example, the introduction of synthetic lung surfactant, have also
contributed to reductions in infant mortality.
However, declines in infant mortality have stagnated during the past decade, and the gap between
black and white infant mortality rates remains stubbornly high, with black infants dying at a rate
2.2 times higher than that of white infants. Identifying and remedying the causes of higher infant
mortality rates among certain population subgroups remains a vexing societal problem and one
that cannot be ignored (Figure 16-3).
The first year of life is the most hazardous a person faces until he or she reaches 65 years.
Therefore, it is particularly important for women to be as healthy as possible before becoming
pregnant, and to receive prenatal care and adopt healthy lifestyle choices, and for infants to
receive primary health care to maintain health and prevent or minimize serious, long-lasting health
problems.
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TABLE 16-1 INTERNATIONAL COMPARISONS OF INFANT MORTALITY
RATES∗ FOR SELECTED COUNTRIES AND TERRITORIES
(2011)
WORLD RANK

COUNTRY

1960

2011

1

Iceland

13.0

0.9

2

Sweden

16.6

2.1

3

Japan

30.7

2.3

4

Finland

21.0

2.4

4

Norway

16.0

2.4

6

Czech Republic

20.0

2.7

7

Republic of Korea

–

3.0

8

Portugal

77.5

3.1

9

Spain

43.7

3.2

10

Belgium

31.4

3.3

11

Italy

43.9

3.4

11

Greece

40.1

3.4

13

France

27.7

3.5

13

Israel

–

3.5

13

Ireland

29.3

3.5

16

Germany

35.0

3.6

16

Austria

37.5

3.6

16

Denmark

21.5

3.6

16

Netherlands

16.5

3.6

20

Switzerland

21.1

3.8

20

Australia

20.2

3.8

22

United Kingdom

22.5

4.3

23

Poland

54.8

4.7

24

Slovakia

28.6

4.9

24

Hungary

47.6

4.9

26

New Zealand

22.6

5.5

27

United States

26.0

6.1

28

Chile

120.3

7.4

29

Turkey

189.5

7.7

30

Mexico

92.3

13.6

From Organisation for Economic Co-operation and Development: Health: Key Tables from OECD, No. 14:
infant mortality, 2013. ISSN 2075-8480. © OECD 2013. Retrieved from <http://www.oecd-ilibrary.org/
social-issues-migration-health/infant-mortality_20758480-table9>; Centers for Disease Control and
Prevention: Table 20. infant mortality rates and international rankings: organization for economic cooperationand development (OCED countries selected by years 1960-2008. Health United States 2011.
Retrieved from <http://www.cdc.gov/nchs/hus/contents2011.htm#020>.

∗

infant mortality rate represents infant deaths per 1000 live births.
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FIGURE 16-2 Infant, neonatal, and postneonatal mortality rates:
United States, 1940-2010.

(From Murphy SL, Xu J, Kochanek KD: Deaths: Final data for 2010 [National Vital
Statistics Report vol. 61 mo.4], 2013. Retrieved from <http://www.cdc.gov/nchs/data/nvsr/
nvsr61/nvsr61_04.pdf>.)

289
290

FIGURE 16-3 Infant mortality rates by race and ethnicity of mother,
2011.

(Data from MacDorman MF, Mathews TJ. Understanding racial and ethnic disparities in

PRINTED BY: oluremilekun baruwa <adnyba@gmail.com>. Printing is for personal, private use only. No part of this book may be reproduced or transmitted
without publisher's prior permission. Violators will be prosecuted.

Preterm Birth and Low Birth Weight
Preterm birth (birth before 37 completed weeks of gestation) and low birth weight (weighing
less than 5.5 pounds at birth) are the most important predictors of infant health. About 12% of
babies in the United States are born prematurely; 8% of babies are born at low birth weight. Black
women are about twice as likely as white women to have a preterm birth or babies born at low
birth weight (Martin et al, 2012).
Infants born preterm or at a low birth weight have a far greater risk of death as well as of mental
and physical disabilities such as cerebral palsy, visual problems such as retinopathy of
prematurity, feeding problems, and hearing loss than infants born at term with normal weight.
Even babies born late preterm (34-36 completed weeks of gestation) carry a risk for physical
problems and developmental delay that is much higher than for babies born at full term. Important
growth and development occur even in the last few days of a pregnancy. Factors associated with
preterm birth and low birth weight include the following:
• Minority status
• Chronic stress
• Maternal age less than 17 years or more than 35 years
• Chronic health problems such as diabetes mellitus, hypertension, and some infections
• Lack of prenatal care
• Multiple births
• Certain problems with the uterus or cervix
• Low socioeconomic status
• Unhealthy maternal habits (e.g., poor nutrition, obesity, alcohol and drug use, and cigarette
smoking)
• Induced labor before 39 weeks of pregnancy without a medical indication and elective
cesarean birth
One reason that infant mortality has declined so slowly in recent years is that the preterm rate rose
very quickly from 1990 to 2006. A portion of this rise was due to increases in multiple births,
which in turn was due in part to childbearing in later years, which increases the likelihood of
multiple conceptions. Also there was an increase in the rate of multiples that resulted from
assisted reproductive technology. Yet the rate of preterm births among singleton births also rose
during this time. Medical management of pregnancy has increased the numbers of labor
inductions and elective cesarean births and has helped push the rate of late preterm births upward
(Martin et al, 2012). Success stories of tiny survivors are sensationalized in the news, but the longterm consequences of babies born even a few weeks early are not well publicized. Consequences
of preterm and late preterm birth can be long-lasting and costly (Engle and Kominiarek, 2008,
Morse et al, 2009, Petrini et al, 2009, Ramachandrappa and Jain, 2009). Because late preterm
births account for the majority of preterm births, it is imperative that all possible measures are
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public health research and policy. Nurses can play important roles in preventing prematurity,
through the provision of evidence-based primary care, research, screening, counseling, education,
advocacy, referral, and implementation of interventions to reduce risk among target population
groups.

Preconception Health
Developing fetal organ systems are highly vulnerable to the effects of poor maternal nutrition,
drugs, alcohol, tobacco, chronic maternal diseases, environmental toxins, and other exposures.
The fetus can suffer damage very early in pregnancy (3 days after a missed period), even before a
woman knows she is pregnant. Because approximately half of the pregnancies in the United States
are unintended (Finer and Zolna, 2011), achieving good health for all women throughout their
reproductive years—preconception health—can help ensure optimal fetal health and
development should pregnancy occur. Healthy lifestyle measures for women (regardless of their
intent to become pregnant) include attaining a healthy weight and good nutrition; tending to
chronic medical problems such as diabetes and hypertension; being up-to-date on vaccinations;
avoiding environmental toxins; decreasing stress and eliminating abusive relationships; and
avoiding illicit drugs, tobacco, and alcohol. Effective contraception can help women avoid
unintended pregnancies and lengthen pregnancy spacing. Close pregnancy spacing (less that 18
months apart) may increase the likelihood of low birth weight, preterm birth, and placental
problems (Conde-Agudelo et al, 2006). preconception health focuses on taking steps in the present
to ensure the health of future children, and considering effective contraception if pregnancy is not
desired.
Simple measures such as consuming 400 micrograms (mcg, µg) of the B vitamin folic acid every
day for at least a month before becoming pregnant and during pregnancy can help decrease the
likelihood of defects of the brain and spine, known as neural tube defects, by 50% to 70% (Wolff
et al, 2009). Some foods, such as leafy vegetables, bananas and beans, are naturally high in folic
acid. Other foods, including breads, cereals, flours, cornmeal, pastas, rice, and select grain
products, are enriched with folic acid as required by the U.S. Food and Drug Administration
(FDA).

Prenatal Care
Obtaining early and regular prenatal care enhances a woman’s chance of delivering a healthy,
term baby. Prenatal care includes client education, risk identification, and monitoring and
treatment of symptoms. It also includes referral to health, nutrition, childbirth education, and
social service programs that can help a woman optimize her chances for a healthy pregnancy.
Until the late twentieth century, prenatal care was seen as the best solution for improving birth
outcomes. But even with expansions in the Medicaid program to cover health care for increasing
numbers of low-income pregnant women and infants, and significant federal, state and local
investments, poor pregnancy outcomes have persisted, especially for non-Hispanic black,
American Indian, and Puerto Rican women.
Although prenatal care is not the only solution to reducing infant mortality, comprehensive
prenatal care can improve the identification of specific and treatable causes of infant morbidity
and mortality, such as maternal anemia, diabetes, hypertension, urinary tract infections, sexually
transmitted infections, and poor nutrition. Comprehensive prenatal care is important for all
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treatment, and domestic violence screening and counseling. Health education and counseling can
provide women with the information they need to make lifestyle changes to help ensure a healthy
pregnancy. Ideally, such counseling and treatment of chronic health conditions should begin
before a woman becomes pregnant. Optimal health throughout her life, including treatment of
chronic health conditions and the adaptation of a healthy lifestyle, will have far more of an impact
on healthy pregnancy than prenatal care alone.

Prenatal Substance Use
Tobacco, alcohol, and illicit drug use are social factors that affect the health of women and their
children. During pregnancy, substance use profoundly affects the neurological and physical
development of the fetus. The use of these substances, in any combination, is dangerous to a
woman’s health and worsens infant health and development outcomes.

Tobacco
Smoking tobacco during pregnancy is one of the most preventable causes of infant morbidity
and mortality. The adverse health effects of tobacco use during pregnancy are well documented;
they include low birth weight, prematurity, stillbirth, intrauterine growth retardation, preterm
premature rupture of membranes, placenta previa, placental abruption, neurodevelopmental
impairment, and SIDS (Centers for Disease Control and Prevention [CDC], 2010). Cigarette
smoke contains more than 2500 chemicals. The fetal effects of most of these chemicals are
unknown. What is known, however, is that when a pregnant woman inhales cigarette smoke, the
oxygen supply to her fetus is disrupted by nicotine and carbon monoxide. Nicotine crosses the
placenta and becomes concentrated in fetal blood and amniotic fluid. Nicotine concentrations in
the fetus of a smoking woman can be as much as 15% higher than maternal levels. Secondhand
smoke exposure also is dangerous to the fetus and newborn. It is linked to SIDS, decreased
respiratory functioning, and childhood asthma. Pregnant women who are exposed to
secondhand smoke have 20% higher odds of giving birth to low-birth-weight babies than
women who are not exposed to secondhand smoke during pregnancy (CDC, 2010, LeonardiBee et al, 2008).
An estimated 13% of women report smoking during the last 3 months of pregnancy. Teenagers
and young women have the highest rates of maternal smoking (CDC, 2010). The elimination of
tobacco use among pregnant women would significantly reduce the rates of low-birth-weight
infants, preterm delivery, intrauterine growth restriction, and infant mortality. Quitting is very
difficult because the nicotine in tobacco is addictive, but quitting is best. Merely reducing
cigarette use during pregnancy may not be enough to benefit the fetus because women who cut
back tend to inhale more deeply or take more puffs to get an equivalent amount of nicotine.
The need for widespread implementation of smoking cessation programs for women in the
childbearing years is clear. Many smoking cessation programs have been developed and
implemented by national, state, and local governments and organizations. Because pregnant
women who have received even brief smoking cessation counseling are more likely to quit
smoking, the nurse should offer evidence-based smoking cessation interventions to the pregnant
smoker at the first prenatal visit and throughout the pregnancy (Lumley, et al, 2009, Tong et al,
2008).
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spectrum disorders (FASDs). FASDs range from mild, subtle learning disabilities to severe
learning disabilities. Children with FASDs are at risk for psychiatric problems, criminal
behavior, unemployment, and incomplete education. Many children with FASDs also have
physical abnormalities, growth deficiencies, and central nervous system disorders. No level of
alcohol intake has been determined to be safe during pregnancy, and there is no safe time to
drink during pregnancy. Women who are pregnant or who may become pregnant should abstain
from drinking alcohol (CDC, 2012b).

An estimated 7.6% of pregnant women drink during their pregnancies. Binge drinking, which is
defined for women as four or more drinks on an occasion in the past 30 days, is especially
harmful to fetal development. About 1.4% of pregnant women report binge drinking (CDC,
2012a). There is a compelling need for research on intervention strategies that can help prevent
alcohol-exposed pregnancies.
Like alcohol, illicit drugs can cause permanent harm to an unborn baby. Nearly 5% of pregnant
women report using drugs such as marijuana, cocaine, ecstasy and other stimulants, and heroin
(Substance Abuse and Mental Health Services Administration [SAMHSA], 2012). Risks to the
baby include prematurity, low birth weight, birth defects, newborn withdrawal symptoms, and
learning and behavioral problems. Substance use is often a sign of more complex psychosocial
problems, such as depression, poverty, abuse, and violence. Illicit drug use often goes hand in
hand with other maternal risks including tobacco and alcohol use, poor nutrition, intimate
partner violence, and risk of sexually transmitted infections. Surveys now indicate that many
pregnant women do understand the negative impact of substance use during pregnancy and cut
back or stop use but then rapidly resume use after pregnancy. Evidence-based public health
measures are needed to further reduce substance use during pregnancy and to prevent
postpartum resumption (SAMHSA, 2009).
Because of serious potential risks to the developing fetus, women who are pregnant or who
could become pregnant should be asked about substance use and counseled to abstain from
alcohol, tobacco, and the use of illicit drugs, through the use of evidence-based practices. For
women who already use alcohol, tobacco, and illicit drugs, a comprehensive and long-lasting
approach to treatment is required.

Breastfeeding
Breastfeeding is a natural and beneficial source of nutrition and provides the healthiest start for
an infant. In addition to the nutritional benefits, breastfeeding promotes a unique and emotional
connection between mother and baby. (American Academy of Pediatrics, 2012)
The American Academy of Pediatrics (AAP) recommends exclusive breastfeeding for about the
first 6 months of a baby’s life, followed by breastfeeding in combination with the introduction of
complementary foods until at least 12 months of age, and continuation of breastfeeding for as long
as mutually desired by mother and baby. Breastfeeding has many advantages for the mother, for
the baby, and for society. The cells, hormones, and antibodies in breast milk protect babies from
illness such as infections and lower the childhood risk of asthma, obesity, diabetes, and SIDS. For
mothers, breastfeeding is linked to a lower risk of breast and ovarian cancer, postpartum
depression, and type 2 diabetes. Breastfeeding can save more than $1500 per year in formula and
supplies, and even more in the costs of infant illness (Womenshealth.gov, n.d.).
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infants is 80%, compared with 75% for white infants and 60% for black infants. Only about 24%
of infants are being breastfed by 12 months. The prevalence is 12% for black infants. Black
infants have the lowest rates of breastfeeding initiation and duration (CDC, 2013c). This gap
points to the need to understand and act upon barriers to breastfeeding that are unique to black
women.

The 2011 Surgeon General’s Call to Action to Support Breastfeeding suggests actions aimed at
increasing societal support for women breastfeeding women. These suggestions call on
communities, employers, health care providers, governments, and nonprofit organizations to
implement strategies to support breastfeeding (U.S. Department of Health and Human Services
[USDHHS], Office of the Surgeon General, 2011). There are many community sources of support
for breastfeeding mothers, and nurses can play a key role in linking breastfeeding mothers with
help, if it is needed. In addition to nurses, health professionals such as lactation consultants,
childbirth educators, physicians, trained home visitors and doulas can provide assistance. Peer
support groups such as La Leche League and breastfeeding centers can also be helpful. The
federally supported WIC program also provides counseling and support for breastfeeding mothers.

Sudden Unexplained Infant Death
Sudden unexplained infant death (SUID) is defined as death in an infant less than 1 year of age
that occurs suddenly and unexpectedly, the cause of which is not immediately obvious prior to
investigation. About 4500 infants die each year from SUID. Later investigation may reveal death
in infants with SUID to be from poisoning, metabolic disorders, hyperthermia or hypothermia,
neglect and homicide, and suffocation. About half of the infants who die from SUID die from
SIDS (Sudden Infant Death Syndrome), defined as the sudden death of an infant less than 1 year
of age that cannot be explained after a thorough investigation is conducted, including a complete
autopsy, examination of the death scene, and review of the clinical history. SIDS is the third
leading cause of infant mortality. Non-Hispanic black and American Indian/Alaska Native infants
are far more likely to die from SIDS than infants of other races (CDC, 2013d).
In 1994, with the recognition that placing infants on their backs for sleep lowered SIDS rates, the
federal government along with private entities launched the successful Back to Sleep Campaign to
heighten awareness of the safety of positioning infants on their backs for sleep. Since 1994, SIDS
deaths have declined by more than 50% (CDC, 2013d) (Box 16-3). More has been learned about
other factors that can lower the risk of SIDS. In 2012, the AAP released new guidelines for safe
sleeping environments (AAP, 2011). Drawing from the success of Back to Sleep, the Safe to
Sleep campaign was launched to educate parents, caregivers, and health care providers about
ways to reduce the risk of infant death from SIDS as well as death from known sleep-related
causes, such as suffocation.

292
293

BOX 16-3 “SAFE TO SLEEP” PUBLIC EDUCATION CAMPAIGN:
Recommendations to Reduce the Risk of Sudden Infant
Death Syndrome (SIDS) and Sleep-Related Causes of Infant
Death
• Always place a baby on his or her back to sleep, for naps and at night.
• Use a firm sleep surface, covered by a fitted sheet.
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• Do not smoke during pregnancy, and do not smoke or allow smoking around your baby.
• Breastfeed your baby.
• Do not let your baby get too hot during sleep.
• Follow health care provider guidance on your baby’s vaccines and regular health
checkups.
• Avoid products that claim to reduce the risk of SIDS and other sleep-related causes of
infant death.
• Get regular health care during pregnancy, and do not smoke, drink alcohol or use illegal
drugs during pregnancy or after the baby is born.
From National Institute of Child Health & Human Development: Safe sleep for your baby
(NIH Pub. No. 12-7040), 2013. Retrieved from <https://www.nichd.nih.gov/publications/
pubs/Documents/STS_SafeSleepForYourBaby_General_2013.pdf>.

Childhood Health Issues
At all ages, appropriate and timely medical care plays an important role in children’s health status.
However, other factors, including parental influences, nutrition, environment, community safety,
and the overall quality of home life, exert even stronger influences over a child’s well-being.
Childhood is generally a healthy time of life, as evidenced by the improvement in many indicators
of child health status over the past century. For example, the incidence of childhood disease has
diminished because the majority of children receive a full complement of immunizations during
infancy and toddlerhood.
The causes of childhood death vary with age. Parents and the community have important
responsibilities in promoting healthy lifestyles, creating safe environments, and ensuring access to
medical care. They must take steps to protect children from the leading threats to children’s health
(i.e., accidental injury and exposure to environmental toxins, abuse, and violence). Box 16-4
discusses the screening of newborns for genetic disorders.

Accidental Injuries
Infants and young children are at great risk for accidental injuries. They are curious and eager to
explore their environments, but they often lack the coordination and cognitive abilities to keep
themselves safe from harm. Their small size and developing bones and muscles make them
especially susceptible to injury. The leading cause of injury death for children younger than 1 year
is accidental suffocation due to

BOX 16-4 NEWBORN SCREENING
Newborn screening checks for rare but serious health conditions shortly after birth. Often
babies with certain health disorders appear healthy at birth; thus all babies are tested for
selected conditions that can be treated if they are identified early. Babies can be screened for
blood, heart and hearing conditions.
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notified of abnormalities. Hearing screening requires that a tiny, soft speaker be placed in the
baby’s ear to see how the baby responds to sound. Heart screening uses pulse oximetry to
evaluate the baby for congenital heart disease.

Newborn screening is state-based, and the number of conditions that babies are screened for
varies from state to state. All U.S. states and territories currently test for 26 health conditions,
including phenylketonuria, galactosemia, congenital hypothyroidism, and sickle cell disease.
Modified from March of Dimes: Newborn screening, n.d. Retrieved from <http://
www.marchofdimes.com/baby/newborn-screening.aspx>.
choking or strangulation. Unintentional injury is the leading cause of death for children ages 1 to
14. For children younger than 5, drowning is the leading cause of death. From 5 to 14 years, motor
vehicle–related injuries are the cause of most deaths. Low income and minority children suffer
disproportionately from accidental injuries. They are more likely to sustain injuries and more
likely to die from their injuries. For example, Native American children are more than twice as
likely to experience accidental injury as their white counterparts (Safe Kids USA, 2013).
Many accidents can be avoided by improving that safety of a child’s environment. Ensuring a
child’s safety in a motor vehicle is critical. The most important steps that a parent can take to
ensure a child’s safety in a motor vehicle is to correctly secure the child into a car seat based on
the child’s age and size. To maximize safety, children should be in car seats located in the back
seat of the car until they are at least 12 years old (National Highway Traffic Safety
Administration, 2013). Leaving children unattended in a motor vehicle is another safety concern.
In only a few minutes a car can become hot enough to cause heat stroke in a youngster. Children
can also become entrapped in a car trunk or locked in a car. They should never be left alone in a
car.
Smoke alarms should be installed on every level of the home and in bedroom. Escape plans
should be practiced often. Small children can drown in as little as an inch of water. Toilets,
buckets, bathtubs, and pools are all potential drowning hazards. Storage of medications and
hazardous substances and playground safety are also important safety education topics.
Head injury from cycling and other wheeled sports, such as skateboarding, is a leading cause of
child death and disability. Without proper head protection, a fall from as little as 2 feet can cause
traumatic brain injury. The use of helmets and proper protective equipment can substantially
reduce the risk of injuries.

293
294

COMMUNITY HEALTH VISIT
This clinic provides services through the Early and Periodic
Screening, Diagnosis, and Treatment (EPSDT) Program, which
was developed to provide health care for children in lowincome families receiving Medicaid.
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The nurse has an opportunity to observe the client and the
family as they register and wait for their appointment. The
parent registers the 5-year-old daughter for a school entry
health physical examination. Medicaid insurance is verified for
the physical.

Trust can be established in a short time. The nurse can begin
by explaining the steps in the clinic process so that the client
knows what is expected. The nurse should always listen to the
client attentively and should allow enough time for the client
to reflect and respond to questions.
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Reviewing immunization records is an important primary
prevention role for the community health nurse. This is a
teachable opportunity for the nurse to stress the importance
of maintaining immunizations for the child. In California
parents are provided with a yellow state immunization record
for the child, which they should use to record all
immunizations and to show proof of immunizations when
needed.

The nurse discusses any concerns about the client with the
practitioner before the examination.
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The practitioner performs the physical examination of the
child with the help of the parent. The practitioner discusses
the result of the vision test with the parent and the need for a
follow-up appointment with an ophthalmologist. The child has
not undergone a blood lead measurement and requires
booster immunizations. The practitioner orders laboratory
tests, immunizations, and a referral to an ophthalmologist.
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The clinic staff performs the laboratory work: hematocrit,
urinary analysis, and lead measurement. The immunization
consent forms have been signed by the parent. The nurse
administers the immunizations and takes this opportunity to
reinforce the importance of immunizations for both children.
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The nurse also offers suggestions to relieve the common side
effects of immunizations.

The parent asks about an ophthalmologist who takes
Medicaid and about day care facilities in the area for the
younger child. The parent also asks about family planning
services in the community.
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The community health nurse gives the parent a business card
with the nurse’s name and the agency’s address and phone
number. The nurse advises the parent to call the nurse if
there is anything else that the family may need.

The nurse searches for resources for an ophthalmologist and
a family planning clinic that accept Medicaid and a resource
for day-care providers. The nurse obtains phone numbers for
a couple of ophthalmologists, a family planning clinic, and a
day care consortium service.
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The nurse calls the family with the referrals for an
ophthalmologist and a phone number to obtain a list of day
care providers.

Story by Leonard Kaku, RN, MSN. Photography by George Draper.
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BOX 16-5 TOY-RELATED INJURIES
Although most toys are safe, children are at risk for toy-related injuries and death.
Approximately 168,000 children younger than 14 years are treated in hospital emergency
departments for toy-related injuries. Though the majority of toy-related injuries are minor,
permanent disability can occur. Riding toys, such as non-motorized scooters and tricycles, are
associated with more injuries than any other toy group.
Laws and regulations have been put into place to protect children from toy injuries. An
example is the Federal Hazardous Substances Act, which bans children’s toys that contain any
hazardous substance, such as lead. The Child Safety Protection Act of 1994 was designed to
reduce toy-related choking and requires manufacturers to place choking hazard warning labels
on balloons, marbles, small balls, and games with small parts intended for use only by
children 3 years and older. The act also requires manufacturers, importers, distributors, and
retailers to report choking incidents involving such products to the Consumer Product Safety
Commission. The U.S. Department of Commerce requires toy guns to be distinguished from
real guns. In addition, the toy industry has established voluntary safety standards to minimize
risk of injury.
Although regulations and laws are helpful, parents and caretakers must also provide adequate
supervision of children and must adopt strategies recommended to prevent toy-related
injuries, as follows: use only age-appropriate toys; use Mylar balloons instead of latex (which
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Data from Safe Kids USA: Preventing accidental injury: toy safety. Retrieved March 8, 2013,
from <www.safekids.org/>.
Low-income parents may have difficulty affording safety equipment such as safety latches for
cabinets, smoke alarms, car seats, and helmets. The grassroots coalition Safe Kids USA can help
link parents and professionals to child injury prevention advocacy and events in local
communities (Safe Kids USA, 2013).
Box 16-5 discusses how toys can be another threat to small children.

Unhealthy Weight
Childhood obesity has become a health crisis in the United States. The rate of obesity has more
than doubled in children and tripled in adolescents over the past 30 years. An estimated one third
of children are overweight or obese Ogden et al, 2012). Children who are overweight are more
likely to experience cardiovascular disease, diabetes, bone and joint disease, and sleep apnea and
to face social discrimination that can lead to poor self-esteem and depression.
Obesity prevalence is higher among non-Hispanic black and Hispanic children and adolescents
than among non-Hispanic white youth (Ogden et al, 2012). Minority groups, those with less
income, and those with lower education levels are more likely to be overweight. The higher cost
and unavailability of healthy foods, food insecurity, and the lack of access to safe places to
exercise contribute to obesity in lower-income communities (Widome et al, 2009).
The body mass index (BMI) is a screening tool calculated from a person’s weight and height that
can be used to determine whether the person is underweight, of normal weight, overweight, or
obese. BMI can be calculated in children from as young as 2 years to teen age with the use of ageand sex-specific growth charts. BMI does not calculate actual body fat percentage, but it is an easy
and inexpensive method that can identify weight problems (CDC, 2011a).
A number of factors contribute to childhood obesity. The typical American diet, which is both
high in fat and calories and low in nutrients, has resulted in an increase in obesity. Widely
available fast food, increasing portion sizes, the presence of vending machines in schools,
availability of sugar-sweetened drinks, and the eating of fewer meals at home have contributed to
the trend. Modern technologies such as electronic games and television, a lack of safe convenient
outdoor exercise areas, and readily accessible transportation have also contributed to more
sedentary lifestyles.
In some urban neighborhoods, where high concentrations of people living in poverty are
prevalent, there may be little to no access to fresh, nutritious, affordable foods, also contributing
to obesity. Such neighborhoods are called “food deserts.” Residents are limited to obtaining food
from convenience stores and fast food restaurants rather than from grocery stores and fresh food
markets. Nutritious foods are simply not available.
Nurses can play a leading role in generating public awareness of factors that contribute to obesity
and can focus on preventive measures such as healthy lifestyles and physical activity. For
example, breastfeeding provides some protection against later obesity. At least 60 minutes of
moderately strenuous exercise is recommended for children most days of the week. Nurses can
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Immunization
Childhood immunization is a benchmark of child health. Maintaining appropriate immunization
protects all members of the community, especially immune-compromised individuals and
pregnant women, who are particularly vulnerable to certain infectious diseases. Adequate
immunization protects children against several diseases that kill or disable many children.
Poliomyelitis, a crippling disease of the past, has been eliminated in the United States thanks to
the public health effort that made the polio vaccine accessible and affordable. Over the ensuing
decades, new vaccines have been developed, and children can now be protected from more than
14 vaccine-preventable diseases. State laws requiring proof of vaccination before entry to school
or child care have helped to ensure high vaccination levels in the population.
Vaccine-preventable disease levels are at or near record lows, but many children and adolescents
remain under-immunized. Concerns about the frequency and timing of vaccines and widespread
fears that childhood vaccines are linked to autism have prevented some parents from vaccinating
their children (Institute of Medicine, 2013). In 2009, however, the U.S. Court of Federal Claims
ruled that childhood vaccines do not cause autism. This ruling was consistent with 18 major
scientific studies that failed to show a link between vaccines and autism (U.S. Court of Federal
Claims, n.d.). Nurses can help to educate community members about the safety of vaccines and
recommended vaccination schedules and about the consequences of under-vaccination. The
following vaccines are recommended for children and adolescents (CDC, 2013a):
• Tetanus, diphtheria, acellular pertussis
• Inactivated polio
• Rotavirus
• Influenza
• Measles, mumps, and rubella vaccine
• Hepatitis A vaccine
• Hepatitis B vaccine
• Varicella (chickenpox) vaccine
• Haemophilus influenzae type b (Hib)
• Pneumococcal conjugate
• Human papillomavirus vaccine (males and females)
• Meningococcal conjugate
Most insurance plans cover the cost of childhood vaccines. The Affordable Care Act requires new
insurance plans to eliminate co-pays and deductibles for preventive services such as vaccinations.
Another source of assistance is the Vaccines For Children (VFC) program, a federally funded
program that provides vaccines at no cost to children who might not otherwise be vaccinated
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Environmental Concerns
Potential threats to the health of children sometimes exist in their living environments. Threats can
be found in the air, in the water, and from toxic exposures to chemicals. For example, air
pollution, poor indoor air quality, and secondhand smoke can cause or trigger childhood asthma.
Asthma is one of the most common chronic childhood disorders, affecting an estimated 9.3
children every year (CDC, 2011b). Lead, a neurotoxin, that can sometimes be found in drinking
water (often from lead pipes and fittings), in old paint dust or chips that crumble from walls on
older housing units, and in contaminated soil is a cause of childhood death, cognitive and
behavioral problems, decreased growth, and neurological disabilities. The reduction of childhood
blood lead levels is among the greatest public health stories of the latter half of the twentieth
century, but unfortunately lead is still a threat. Although lead is banned from the manufacture of
paint, many millions of housing units in the United States still contain lead-based paint. Most of
these units are located in poor, inner-city neighborhoods. Despite dramatic declines in blood lead
levels for most U.S. populations, levels remain high among children in low-income families who
live in older housing with lead-based paint. Treatment for children with elevated blood lead values
is long and difficult and carries risks. Better prevention, elimination of risks in the environment,
particularly in older housing units, more efficient tracking, and education of the public are
essential to further reduce the menace of lead poisoning.
Exposure to toxic cleaning products, pesticides, medicines, and herbicides is another area of
concern. Simple steps can help protect children from accidental exposures, including childresistant packaging, cabinet safety latches, and careful supervision.

Child Maltreatment
Child maltreatment is another indicator of children’s physical and emotional health status. Five
children die every day in the United States from abuse and neglect. About 80% of these children
are younger than 4 years (USDHHS Administration for Children and Families, 2011). Because of
the lack of identification and recognition and because of underreporting, the extent of child
maltreatment is probably far greater than these statistics reveal.
Child abuse may be physical, sexual, or emotional. Neglect is by far the most prevalent form of
child maltreatment. Child neglect is the failure to provide for a child’s basic physical, medical,
emotional, or educational needs or to protect a child from harm or potential harm. It may include
failure to provide affection, warmth, understanding, and supervision adequate for healthy
development (Leeb et al, 2008).
Child maltreatment affects children of all races, ages, and ethnicities. Factors that place children at
a higher risk for maltreatment include a living in a family that is stressed by drug and alcohol
abuse, poverty, chronic health problems, violence in the community or at home, and social
isolation (USDHHS Administration for Children and Families, 2011).
There are many long-term effects of child abuse and neglect. The effects may be physical, such as
brain damage in shaken baby syndrome; emotional, such as depression and low self-esteem; and
behavioral, such as delinquency, promiscuity, eating disorders, poor academic achievement, and
drug abuse. Extreme stress caused by abuse and neglect interferes with normal brain development,
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deprivation of healthy, reciprocal interactions can lead to the persistent activation of the stress
response, leading to poor academic achievement, low self-esteem, depression, promiscuity, drug
abuse and chronic health problems (Center on the Developing Child at Harvard University, 2012).
Most often, the perpetrators of maltreatment are parents, who themselves were victims, forming a
cycle of abuse. The two dominant characteristics of abusive parents are a history of substance
abuse and abuse from their own parents. Often, caretakers do not intend to hurt their children.
They may be stressed by poverty, illness, or disability, and they may lack social support systems
or coping skills. Young and inexperienced parents may not understand the physical, emotional,
and behavioral needs of their children.

Children are never responsible for the harm done to them by others, and yet they may feel guilty
for causing it. Many professionals, including nurses, social service workers, and teachers, are
required by law to report child abuse. Nurses in the community must understand their ethical and
legal obligations to report child maltreatment. They can also help create a climate that supports
families and provides parents with alternatives to abusive behavior. Programs for parents can take
many different forms. Positive parenting skills are at the core of such programs. Positive parenting
skills include responsiveness to the emotional and physical needs of children, good
communication, and appropriate discipline. This education may occur in parents’ homes, in
schools, in medical or mental health clinics, or in other community settings. Nurse home visitors
can be key in providing education. The ultimate goal is to prevent child maltreatment before it
starts.

Children with Special Health Care Needs
Children and youth with special health care needs are those who have chronic physical,
developmental, behavioral, or emotional conditions that necessitate health and related services
beyond those required by children generally. These conditions include developmental disorders
such as Down syndrome and autism spectrum disorder, mental health disorders such as depression
and anxiety, seizures, allergies, asthma, and attention-deficit/hyperactivity disorder (ADHD).
Chronic conditions are those expected to last 12 months or more. Often children with special
health care needs experience two or more chronic conditions (USDHHS, Health Resources and
Services Administration, 2012).
Children with special health care needs frequently have multiple service needs, including public
health, physical and mental health care, specialized diagnostic services, social services, and
educational, vocational, and sometimes corrective services. Families trying to obtain care for
children with special needs face challenges in dealing with differing eligibility criteria, duplication
and gaps in services, inflexible funding sources, geographic, cultural, and financial barriers, and
poor coordination of care. Children with special needs can benefit from a coordinated,
comprehensive, integrated system of care—often called a medical home. A medical home is not a
place but, rather, an approach to providing care. Having a medical home strengthens the ability of
children with multiple service needs to receive comprehensive care for complex conditions (Box
16-6).
The Individuals with Disabilities Education Act (IDEA), enacted by Congress in 1975, is intended
to ensure that children with disabilities receive a free, appropriate public education. The law has
been amended many times and addresses the needs of babies through school-age children. IDEA
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BOX 16-6 THE PATIENT-CENTERED MEDICAL HOME
The American Academy of Family Physicians (AAFP), American Academy of Pediatrics
(AAP), American College of Physicians (ACP), and the American Osteopathic Association
have long endorsed the concept of a “medical home.” This ideal suggests that every child,
including special needs children, should have “accessible, continuous, comprehensive, familycentered, coordinated, culturally effective and compassionate” health care (AAP, 1992).
A medical home should be within a community-based system that has coordinated networks
designed to promote the healthy development and well-being of children as they move from
adolescence to adulthood. Such a system requires appropriate financing to support and sustain
quality care, optimal outcomes, family satisfaction, and cost-efficiency (AAP, 1992, n.d.).

Adolescent Health Issues
Adolescence is a time of generally good health. It is a period when preteens and teens form lifelong
health habits, including dietary and exercise habits and emotional health skills such as problemsolving and coping strategies. Typically, adolescents do not use health services unless they have an
underlying chronic condition or an acute illness. They rarely use preventive health services.
In their struggle to gain independence many adolescents engage in risk-taking behaviors, including
alcohol and drug abuse, tobacco use, early and unprotected sexual activity, unsafe driving, and
participation in delinquent and violent activities that threaten their health. Such behaviors are
influenced by peers, the family, and characteristics of communities in which they live. Risk taking
among adolescents is greatly influenced by their ability to control their impulses at this stage of
brain development. The part of the brain that is responsible for “executive functioning,” the
prefrontal cortex, is not fully mature until near age 25. Even though a teen may understand that a
behavior is risky, he or she may have difficulty “putting on the brakes” because of the immaturity of
brain development and connections (USDHHS, Office of Population Affairs, 2013).
Traditional approaches to improving adolescent health have focused on specific risks; however, a
collaborative, multipartner approach that centers on the strengths of the whole person in the
community, rather than focusing on individual risks, may be more effective in helping adolescents
avoid risks and develop social competence. The community health nurse can help parents and
communities understand the nonmedical, public health nature of risky behaviors and can assist in
the development of community-wide strategies to effectively deal with them. The Youth Risk
Behavior Surveillance System (YRBSS), administered by CDC’s Division of Adolescent and
School Health, monitors health risk behaviors in ninth through twelfth graders that lead to morbidity
and mortality (CDC, 2012c).

Sexual Risk Behavior
One of many risk-taking adolescent behaviors is sexual intercourse. Adolescent sexual activity is
often unprotected and can result in unintended pregnancy, infection with human
immunodeficiency virus (HIV), and other sexually transmitted infections (STIs).
Among students surveyed in 2011, about 47.4% had ever had sexual intercourse. Nearly 34% had
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birth control ring, an implant, or an intrauterine device (IUD) to prevent pregnancy. Thirteen
percent used no method of birth control during the last sexual intercourse. Twenty-two percent
had used alcohol or drugs before last sexual intercourse (CDC, 2012b).

RESEARCH HIGHLIGHTS: Does a Satisfactory Relationship With Her
Mother Influence When a 16-Year-Old Female Begins to Have Sex?
A prospective, panel study of more than 1500 female adolescents (not randomly selected)
examined whether the dimensions within the mother-daughter relationship during young
adolescence influenced sexual initiation prior to age 16 years. Researchers found that three
dimensions within the relationship were associated with delayed sexual initiation: positive
cohesion, communication, and satisfaction with time spent together. The researchers
concluded that efforts in delaying sexual initiation in young adolescents need to be directed
toward promoting positive mother-daughter relationships.
Data from Kovar C, Salsberry P: Does a satisfactory relationship with her mother influence
when a 16-year-old begins to have sex? MCN, Am J Maternal/Child Nurs 37(2):122-129,
2012.
Teen childbearing has been on the decline since the late 1950s, reaching a historic low at 34.3
births per 1000 women aged 15 to 19 years (Ventura and Hamilton, 2011). In recent years, teens
seem to be less sexually active, and more of those who are sexually active seem to be using birth
control than in previous years (Martinez, Copen, and Abma, 2011). Despite the declines in teen
childbearing, the U.S. adolescent birth rate remains one of the highest among industrialized
nations (United Nations Statistics Division, 2011). Large disparities exist among racial and ethnic
groups. The teen pregnancy rate is lowest among Asian and Pacific Islanders and highest among
Hispanic teenagers (Hamilton and Ventura, 2012).
The consequences of early childbearing to mothers, children, and society are significant. Teen
childbearing contributes greatly to high school dropout rates. Only half of teen mothers receive a
high school diploma by 22 years of age, compared with approximately 90% of girls who did not
give birth during adolescence (Perper, Peterson, and Manlove, 2010). For the infant, having a
teenage mother poses serious health risks, including death, prematurity, low birth weight, and
social risks, including lower school achievement, incarceration, teen pregnancy, and adult
unemployment. Children born to teenage parents have lower school achievement and are more
likely to drop out of high school. They are more likely to be incarcerated at some time during
adolescence, father children as teenagers, require public assistance, and face unemployment as
young adults. According to an analysis by the National Campaign to Prevent Teen Pregnancy, the
estimated cost of teen childbearing in the United States for taxpayers (federal, state, and local) is
at least $109 billion (National Campaign to Prevent Teen and Unplanned Pregnancy, 2013).
Sexually transmitted infections are another consequence of sexual risk behavior. STIs include
human papillomavirus (HPV), Chlamydia trachomatis, herpes simplex virus type 2 (HSV-2),
human immunodeficiency virus/acquired immunodeficiency syndrome (HIV/AIDS), hepatitis B,
gonorrhea, syphilis, and vaginal trichomoniasis. Teenagers are more likely than adults to acquire
STIs (CDC, 2011c). For some infections, such as Chlamydia trachomatis, the difference may be
due to a physiological susceptibility. Barriers to health care such as lack of transportation,
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for cervical cancer, pelvic inflammatory disease, ectopic pregnancy, and infertility. Not only is a
woman’s health affected, especially if the infections go untreated, but the infant born to a woman
with an STI is at risk of infection and can suffer long-term consequences. Routine counseling and
voluntary testing for sexually active teens and pregnant women is recommended. Two vaccines
(Cervarix [GlaxoSmithKline] Inc. [Philadelphia, PA] and Gardasil [Merck, Whitehouse Station,
NJ]) can protect females against the types of HPV responsible for most cervical cancers, and
either is recommended for 11- and 12-year-old girls. Gardasil is also recommended for 11- to 21year-old boys.
The causes and effects of risky sexual behaviors are complex, and the solutions are multifaceted.
A recent survey found that most parents feel that they play an important role in providing
guidance to their children about healthy sexual behavior, yet half of children are uncomfortable
with these conversations. Parents who were surveyed overwhelmingly support school-based sex
education programs including information about birth control (Planned Parenthood, 2012)
Abstinence from vaginal, anal, and oral intercourse is the only 100% effective way to prevent
HIV, other STIs, and pregnancy. Primary prevention models are most successful when they are
evidence-based and tailored to the community’s individual needs. Components of such programs
can include the following:
• Abstinence promotion
• Education about contraception and its availability
• Sex education
• Character development
• Problem-solving skill development
• Peer counseling programs
• Strategies for ensuring teenagers’ school success
• Job training
Such efforts are more likely to succeed when there are partnerships among parents, adolescents,
and agencies for health, education, religion, social service, and government. Nurses working
within such organizations can play leadership roles in developing community programs for
prevention of adolescent sexual risk behaviors.

Violence
Youth violence can be seen as a reflection of how well parents, schools, and the community are
able to supervise and channel youth behavior in positive ways. Children and adolescents can be
victims of, aggressors in, or witnesses to violence. For the victims, violence can cause both
emotional and physical harm. For too many of the nation’s youth, violence is a way of life, a way
of coping with challenging and difficult situations, and a significant public health problem.
The rate of serious violent crime against youth ages 12 to 17 years declined 77% between 1994
and 2010. In 2010, male (14.3 victimizations per 1000) and female (13.7 per 1000) youth were
equally likely to experience serious violent crime—rape or sexual assault, robbery, and aggravated
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America’s youth. Federal law prohibits anyone under age 21 years from purchasing a handgun
from a licensed dealer, but it does not prohibit anyone under age 21 years from purchasing a
handgun from a non-licensed dealer.

Teen dating violence consists of physical, sexual, or psychological/emotional violence (including
stalking) within a dating relationship. In the 2011 Youth Risk Behavior Survey, 9.4% of high
school students reported having been hit, slapped, or physically hurt on purpose by their boyfriend
or girlfriend in the preceding 12 months (CDC, 2012c). Teen dating violence can be emotionally
and physically traumatizing and can lead to victimization and unhealthy relationships in the
future.
Violence among youth is a multifaceted problem. Social factors, such as unemployment and
poverty, strongly influence the risk of exposure to violent behavior. Violence in the home, in the
media, and in the community; gun ownership; and child abuse, violence, or severe corporal
punishment may socialize youth to viewing violence as an expected and unavoidable part of life.
Teen violence does not have simple remedies. Solutions require community and neighborhood
efforts to help young people diffuse anger and frustrations before they escalate; to help parents,
religious organizations, and schools assist their youth in managing anger and resolving conflicts;
and to work with children and teenagers to assure them that they are loved, appreciated, and
accepted for who they are and that help is available. Reducing children’s unsupervised exposure
to guns, engaging communities in strengthening law enforcement, modifying the design of guns,
and limiting the flow of illegal guns to youth are also strategies to reduce youth gun violence
(Reich, 2002).

Tobacco, Alcohol, and Drug Use
The use of tobacco, alcohol, and illicit drugs has serious and long-lasting consequences for
adolescents and for society. The YRBSS (CDC, 2012c) provides a snapshot of behavioral trends.
In 2011, the Survey revealed the following:
• 18.1% of students had smoked cigarettes in the 30 days prior to the survey.
• 44.7% of students had ever tried cigarette smoking.
• 38.7% of students had had at least one drink of alcohol in the 30 days prior to the survey.
• 21.9% of students had had five or more drinks of alcohol in a row, (i.e., within a couple of
hours—also known as binge drinking) in the 30 days prior to the survey.
• 70.8% of students had had at least one drink of alcohol on at least 1 day during their lives
(i.e., had ever drunk alcohol).
• 20.7% of students had taken prescription drugs (e.g., OxyContin, Percocet, Vicodin,
codeine, Adderall, Ritalin, or Xanax) without a doctor’s prescription one or more times
during their lives (i.e., had ever taken prescription drugs without a doctor’s prescription).
• 39.9% of students had used marijuana one or more times during their lives (i.e., had ever
used marijuana).
• 23.1% of students had used marijuana one or more times during the 30 days before the
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Among the findings of the latest YRBSS survey are that smoking rates among teens have declined
since peaking in the mid-1990s. In contrast, illicit drug use by youths is constantly evolving as
new drugs in new forms are introduced. “Designer drugs” or synthetic cannabinoids (a.k.a.
“Spice” or “K2”) have been banned in most states, but minor changes to the chemical make-up of
these substances result in new substances that are not covered under revised laws (National
Conference of State Legislatures, 2012). Also, prescription drugs used outside of medical
supervision, for example OxyContin, Ritalin, and steroids, have become more popular. According
to the Monitoring the Future Project of the University of Michigan, rumors of the supposed
benefits of using a drug usually spread much faster than information about the adverse
consequences. It generally takes much longer for evidence of adverse consequences, such as
death, disease, overdose, and addictive potential, to become widely known, thus contributing to
the widespread use of both legal and illegal drugs (Johnston et al, 2009).
Adolescence is a critical time to prevent substance addiction. Drugs change brains, and early use
of drugs increases a person’s chances of more serious drug abuse and addiction (National Institute
on Drug Abuse, 2010). Broad evidence-based prevention efforts, including addressing the issues
of housing, poverty, and crime, are needed.

Factors Affecting Child and Adolescent Health
As in other age groups, social, nonmedical factors largely determine children’s health. Children
depend on their families or caregivers for their health and well-being; therefore the following factors
significantly impact children’s physical health, mental health, and overall well-being:
• Parents’ or caregivers’ income, education, and stability
• Security and safety of the home
• Nutritional and environmental issues
• Health care access and use

Poverty
Poverty is the greatest threat to child health. Child poverty in the United States is higher than in
most other industrialized countries, and the rate is rising (National Center for Children in Poverty,
2013). About 16 million (22%) of the nation’s children live below the federal poverty level. The
official poverty level is calculated by using poverty thresholds that are issued each year by the
U.S. Census Bureau. The thresholds represent the annual amount of cash income minimally
required to support families of various sizes. The 2014 poverty guideline for a family of three in
the 48 contiguous states and the District of Columbia was $23,850 (USDHHS, 2012). Many more
children (about 44%) live in low-income families that are close to the poverty level and unable to
meet basic living expenses. Children are far more likely than adults to live in poverty. Poverty
rates are highest for black, Hispanic, and American Indian children.
Factors associated with poverty include parental education, employment, and single parenting.
Eighty-five percent of children whose parents do not have a high school education live in lowincome families. Even if parents have full-time employment, low education levels make their

300
301

PRINTED BY: oluremilekun baruwa <adnyba@gmail.com>. Printing is for personal, private use only. No part of this book may be reproduced or transmitted
without publisher's prior permission. Violators will be prosecuted.

Poverty by itself does not always put a child at risk; however, poor children face the following
health and socioeconomic risks that can compound the burdensome influence of poverty (Federal
Interagency Forum on Child and Family Statistics, 2013):
• Children in poverty have less access to nutritious food, shelter, and health care.
• Poor children are often deprived of advantages such as good schools, libraries, and other
community resources.
• Deaths from unintended injuries, child maltreatment, homicide, STIs, and infectious
diseases (including AIDS) are more common among poor children.
• Many poor children live in substandard housing, have stressful home lives, may live
surrounded by drugs and crime, and lack positive and nurturing adult role models.
• Poor children may feel hopeless about the future.
• Poor children often suffer from low birth weight, asthma, dental decay, high blood lead
levels, learning disabilities, and teenage unmarried childbearing.
• Poor children are more likely to move frequently. Residential instability and extreme living
conditions of poor children who are homeless or migrants usually compound their health
problems.
These social and economic burdens can be overwhelming to parents or caregivers and may cause
them to neglect other matters, such as providing a nutritious breakfast before school, taking a
child for a well-child appointment, and getting his or her immunizations completed on schedule.
They can create a sense of despair and hopelessness among parents and children, which greatly
hinders healthy behavior. These factors clearly increase a child’s physical and emotional health
risks.

Racial and Ethnic Disparities
Although children in the United States are healthier now than in any other time in our nation’s
history, overall improvements in health mask the poor health of some racial and ethnic subgroups
(Figure 16-4). For example, as mentioned previously, the infant mortality rate has plunged over
the past century, yet infants born to non-Hispanic black women are two-and-one-half times more
likely to die in the first year of life than babies born to non-Hispanic white mothers. Native
Americans and African Americans account for a disproportionate share of disabilities and deaths
due to fetal alcohol exposure. African American youth are at higher risk for gun violence than
white youth and are more than four times as likely to die from asthma as non-Hispanic White
children. Childhood obesity affects racial and ethnic minority children at much higher rates than
non-Hispanic Whites, driving up rates of associated diabetes.
Eliminating health disparities is an important national health priority. Healthy People 2020
(USDHHS, 2013; see later) targets persistent differences in health among children of varying
racial and ethnic groups and calls for the elimination of disparities in health. Social determinants
of health—the circumstances into which children are born—exert a strong and persistent influence
over their lifelong health. A child’s ability to be healthy and productive in life is negatively
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Community health nurses can develop an understanding of differences in health based on race,
ethnicity and economic circumstances. They can translate experiences in the field into evidencebased intervention strategies that incorporate social programs such as education, employment, and
housing into solutions for addressing health disparities.

Health Care Use
Children grow and develop rapidly between infancy and adolescence; therefore they are extremely
vulnerable to the effects of illness and of environmental factors that influence physical and
emotional health. Preventive health and dental care
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FIGURE 16-4 Birth rates for women aged 15 to 19 years, by race and
Hispanic origin: United States, 1991, 2005, 2007, and
2010.

(From Hamilton BE, Ventura SJ: Birth rates for U.S. teenagers reach historic lows for all
age and ethnic groups [NCHS Data Brief no 89], Hyattsville, MD, 2012, National Center
for Health Statistics. Retrieved from <http://www.cdc.gov/nchs/data/databriefs/db89.pdf>.)
offer children and parents a chance to periodically meet with a health care provider to do the
following:
• Discuss the child’s physical and emotional growth and development.
• Learn about good nutrition.
• Address safety issues, such as the use of car seats and seatbelts.
• Receive immunizations and vision and hearing screening.
• Learn about potential environmental threats to the child’s health.
• Begin prompt treatment for a condition discovered during the examination.
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which can help prevent chronic, disabling conditions. For example, untreated ear infections can
cause hearing loss, which can lead to learning disabilities, school problems, and even school
dropout. Resulting low self-esteem can increase the likelihood of depression, behavior problems,
early sexual activity, STIs, and unplanned pregnancy. Comprehensive, regular health care helps
all children achieve their potential.

Strategies to Improve Child and Adolescent Health
One of the most important ways to ensure the success and well-being of future generations is for
each child to start life healthy and maintain his or her physical and emotional health status
throughout childhood and adolescence. Since the beginning of the twentieth century, the nation has
made remarkable progress in many areas of child and adolescent

BOX 16-7 RESOURCES: MONITORING THE HEALTH AND WELL-BEING
OF CHILDREN
Centers for Disease Control and Prevention (CDC): Monitors many health and disease
prevention efforts, including the Youth Risk Behavior Surveillance System, which
monitors youth tobacco, alcohol, and drug use; dietary behaviors; and sexual behaviors
contributing to unintended pregnancy and sexually transmitted infections.
(www.cdc.gov.)
Federal Interagency Forum on Child and Family Statistics: On an annual basis, produces
America’s Children: Key National Indicators of Well-Being, a report containing detailed
information on a set of key indicators of child well-being. (www.childstats.gov.)
National Center for Education Statistics (NCES): The primary federal agency for
collecting and analyzing data related to education in the United States.
(www.nces.ed.gov.)
National Center for Health Statistics (NCHS): Provides birth and death data, including
birth certificate information. (www.cdc.gov/nchs.)
U.S. Bureau of Justice Statistics: Collects information about juvenile offenders.
(www.ojp.usdoj.gov/bjs.)
U.S. Bureau of Labor Statistics: Provides a variety of employment data. (http://
www.bls.gov/)
U.S. Census Bureau: Provides current census figures and analysis. (www.census.gov.)
U.S. Department of Health and Human Services (USDHHS): Program Healthy People
2020 is a framework of goals and objectives for the nation’s health.
(www.healthypeople.gov.)
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Monitoring and Tracking
Federal, state, and local governments and many national organizations collect and analyze data to
track the well-being of children and adolescents. For example, the Maternal and Child Health
Bureau of the USDHHS (2012) generates a yearly report, Child Health USA, on child population
characteristics, health status, and health care utilization. Such data are readily accessible online to
citizens, health professionals, policymakers, and the media. A number of key indicators are
tracked on a regular basis by the federal statistical system so that trends are revealed. State and
local data also are used to track the well-being of children.

Healthy People 2020: Child and Adolescent Health
Many professions establish goals and set measurable objectives. Educators use these techniques to
organize their teaching materials, measure their students’ progress, and evaluate the effectiveness
of their teaching strategies and plans. Health care professionals use them for similar purposes in
client care. The individual community health nurse uses them in working with a family to ensure
that the nurse and family are organized and are guided by common purposes. Goals and objectives
help the nurse and family evaluate progress and make necessary midcourse corrections.
These strategies are also important at the macro level and the programmatic level, where multiple
players must collaborate to address complicated statewide or nationwide problems. In 1979, the
Surgeon General of the United States embarked on an ambitious task of convening hundreds of
public health experts, health care researchers, health professional organizations, and others to
develop the first health goals and objectives for the nation. At each of the intervening decades,
these groups have developed a new set of goals and objectives to help bring clear focus to the
health concerns of the nation and to set measurable and attainable goals for different age-groups
and issues across the country.
Healthy People 2020 (USDHHS, 2013) sets broad national health goals for the first decade of the
twenty-first century. This initiative, like its predecessors, helps define the nation’s health agenda
and guides policy development. Healthy People 2020 addresses many challenges facing the
country and helps the public and private sectors understand the nation’s leading health problems,
helps the two sectors develop strategic plans for addressing them, and collaborates to reach
common goals. The Healthy People table lists selected objectives from Healthy People 2020
related to child and adolescent health.
Since the inception of the Healthy People initiative in 1979, child and adolescent health has
improved. For instance, there have been improvements in infant, child, and adolescent mortality,
adolescent smoking, pregnancy, and violence.

Health Promotion and Disease Prevention
Health promotion and disease prevention are more significant and cost-effective for children than
for any other age group. Primary health care and early intervention for children and
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HEALTHY PEOPLE 2020: Selected Objectives for Child and

Adolescent Health
AH 2020-1: Increase the proportion of adolescents who have had a wellness checkup
in the past 12 months.
AH HP2020–2: Increase the percentage of adolescents who participate in
extracurricular and out-of-school activities.
EMC HP2020–1: (Developmental) Increase the proportion of children who are ready
for school in all five domains of healthy development: physical development, socialemotional development, approaches to learning, language, and cognitive
development.
EMC HP2020–3: Increase the proportion of elementary, middle, and senior high
schools that require school health education.
EH HP2020-3: Reduce air toxic emissions to decrease the risk of adverse health
effects caused by mobile, area, and major sources of airborne toxics.
FP HP2020–8: Reduce pregnancies among adolescent females.
FP HP2020–12: Increase the proportion of adolescents who received formal
instruction on reproductive health topics before they were 18 years old.
NWS HP2020-10: Reduce the proportion of children and adolescents who are
considered obese.
IID HP2020–1: Reduce chronic hepatitis B virus infections in infants and young
children (perinatal infections).
IID HP2020–14: Reduce or eliminate or maintain elimination of cases of vaccinepreventable disease.
IVP HP2020–16: Increase age-appropriate vehicle restraint system use in children.
IVP HP2020–28: Increase the proportion of public and private schools that require
students to wear appropriate protective gear when engaged in school-sponsored
physical activities.
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MICH-HP2020-16: Increase the proportion of women delivering a live birth who
received preconception care services and practiced key recommended preconception
health behaviors.
OH HP2020–4: Increase the proportion of low-income children and adolescents who
received any preventive dental service during the past year.
PA HP2020–8: Increase the proportion of children and adolescents who do not
exceed recommended limits for screen time.
SA HP2020–3: Increase the proportion of adolescents who disapprove of substance
abuse.
TU HP2020–3: Reduce the initiation of tobacco use among children, adolescents, and
young adults.
From U.S. Department of Health and Human Services: Healthy People 2020, Washington,
DC, 2010, U.S. Government Printing Office. Retrieved from <http://www.healthypeople.gov/
2020/default.asp>.
families can help prevent costly problems, suffering, and lost human potential. The following
examples illustrate this point:
• Preterm birth, the leading cause of infant death and long-term neurological disabilities in
children, costs the U.S. health care system more than $26 billion each year (CDC, 2013b).
• Preventing pregnancy among teenagers can reduce the rates of school dropout, welfare
dependency, low birth weight, and infant mortality. It has been estimated that teen
childbearing costs taxpayers at least $10.9 billion every year in expenses associated with
health and foster care, criminal justice, and public assistance (National Campaign to Prevent
Teen and Unplanned Pregnancy, 2013).
Health promotion and disease prevention strategies for improving child and adolescent health
come in many forms and originate in research institutions, public agencies, private businesses, and
community-based organizations. They can include the following:
• Clinical interventions
• Public health efforts that identify trends and develop population-based, community-wide, or
individual strategies to affect them
• Philanthropic endeavors that fund initiatives at the community, state, and regional levels
• Public policy initiatives that create or improve public programs or provide incentives for
nongovernmental entities to address identified problems

Public Health Programs Targeted to Children and Adolescents
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social service agencies aim to protect the health of an entire community or state through programs
such as water fluoridation, sanitation, and infectious disease control. Furthermore, broad-based
strategies such as lead-based paint elimination, mandatory child safety seats in automobiles, bicycle
helmet laws, teen pregnancy prevention programs, comprehensive school health clinics, and drug
and violence prevention programs serve to improve the health of children using community-wide
approaches.

Health Care Coverage Programs
Approximately 9.4% of American children under 18 years of age do not have health insurance.
Hispanic children are far more likely than children of other races to be uninsured (DeNavas-Walt,
Proctor, and Smith, 2012) (Figure 16-5). Those who do not have health insurance are more likely
to lack a source of health care, to have unmet health needs, and to experience worse health
outcomes than children with insurance. Efforts to expand health care coverage for pregnant
women and children have been successful, and provisions of the Affordable Care Act promise to
further ensure affordable preventive services and health care coverage for all Americans.

Affordable Care Act
The Affordable Care Act (ACA), signed into law by the President on March 23, 2010, and
upheld by the U.S. Supreme Court on June 28, 2012, puts into place health care reforms set to
roll out through 2014 and beyond. Among other features, the ACA lowers premium costs for
millions of working families and small businesses by providing hundreds of billions of dollars
in tax relief—the largest middle class tax cut for health care in history. It also reduces what
families will have to pay for health care by capping out-of-pocket expenses and requiring
preventive care to be fully covered without any out-of-pocket expense (USDHHS, n.d.).

FIGURE 16-5 Children less than 18 years of age and lacking health
insurance by race, 2011.

(Data from DeNavas-Walt C, Proctor D, Smith J: Income, poverty, and health insurance
coverage in the United States: 2011 [U.S. Census Bureau Current Population Reports],
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coverage for pregnant women or children on the basis of a pre-existing condition, including a
disability. The ACA mandates certain preventive services at no cost, such as vaccinations for
children and breastfeeding support. Teens and adults younger than 26 years can stay insured
under their parent’s insurance plan if the plan allows dependent coverage.

Medicaid and the Children’s Health Insurance Program
The ability to pay for health care greatly influences whether a parent takes a child to see a health
care provider. Medicaid (Title XIX of the Social Security Act) is a health insurance program for
poor and low-income people. It is a federal/state entitlement program that plays an important
role in providing health coverage for low-income women and children. The federal government
sets the minimum guidelines for Medicaid eligibility, and states can chose to expand eligibility
through the Children’s Health Insurance Program (CHIP). The average CHIP income
eligibility level for children is 241% of the federal poverty level (FPL). Together, Medicaid and
CHIP serve about half of low-income children (Centers for Medicare and Medicaid Services,
n.d.).
Within broad national guidelines, each state establishes eligibility standards based on a family’s
income in comparison with the federal poverty level, determines the type and scope of services,
and administers its own Medicaid and CHIP programs. States have some discretion in
determining which population groups their programs will cover. Thus, a pregnant woman or
child who is eligible for the program in one state may not be eligible in another.
Through the Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) program, a
child covered by Medicaid can receive a range of health and health-related services beginning in
infancy. The program is designed to assure availability and accessibility of health care resources
and to help Medicaid recipients and their parents effectively use them. The program’s services
far exceed those usually covered by private insurance and include the following:
• Health, developmental, and nutritional screening
• Physical examinations
• Immunizations
• Vision and hearing screening
• Certain laboratory tests
• Dental services
Expansions in public health care insurance programs have helped many children achieve
insurance coverage, but many children still lack insurance or other health care coverage like
Medicaid or CHIP for many reasons, some of which are as follows:
• Insurance is too expensive.
• Medicaid has a welfare stigma, and parents do not want to be associated with it.
• Medicaid application forms and processes can be complex and burdensome and can
intrude on a family’s privacy.
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• Applications and other information may not be available in the family’s language.
Although insurance gives a child financial access to health care, some children may not obtain
the health care they need for other reasons. Numerous health care or family barriers can still
stand in the way. They include the following:
• Lack of transportation
• Language barriers
• Misunderstanding or denial of the child’s health problem
• Clinic or office hours that conflict with work or school schedules
• Overcrowded clinics with long delays in the waiting room (and parents often have more
than one child in tow)
• Competing family or personal priorities that reduce the importance of obtaining care
• Some doctors’ unwillingness to see Medicaid or low-income clients
• Parents’ concerns that care providers are either unresponsive to their medical needs or
interpersonally disrespectful
• Cost of deductibles or co-payments
To successfully meet the health needs of children and adolescents, especially those with known
risk factors, the community health nurse must be cognizant of health care access issues, family
and neighborhood influences, and other social concerns in a child’s life. The nurse must be
prepared to help the family solve problems, to be their health care system advocate, and to
address the child’s health needs in a culturally competent manner.

Direct Health Care Delivery Programs
Although Medicaid and CHIP finance health care for their enrollees like private insurance, several
other public programs deliver health care services directly to underserved populations. Most
underserved aggregates live in inner cities or rural areas with few health care providers and
facilities. Some have Medicaid, CHIP, or other insurance coverage, but many are uninsured.

Maternal and Child Health Block Grant
The Maternal and Child Health (MCH) Block Grant program (also called Title V, because it is
the fifth section, or title, of the Social Security Act) allocates federal funds to the states, and the
states must contribute their own funds for maternal and child health services. It is administered
by the Maternal and Child Health Bureau as a part of the USDHHS’s Health Resources and
Services Administration. Established in 1935, the Title V MCH Block Grant has provided a
foundation of health care services for mothers, children, including those with special health care
needs, and families over the years. States must match every four dollars of federal Title V
money with three dollars of state and or local funding to help ensure the delivery of basic health
care to pregnant women and children and help deliver additional services to children with

PRINTED BY: oluremilekun baruwa <adnyba@gmail.com>. Printing is for personal, private use only. No part of this book may be reproduced or transmitted
without publisher's prior permission. Violators will be prosecuted.

The Consolidated Health Centers Program, managed by the Health Services Administration
(HRSA) within the Department of Health and Human Services (HHS), provides funding to more
than 9000 primary health care clinics (Health Care Clinics) in geographically isolated and
economically distressed areas.
These health centers provide comprehensive, culturally competent, primary and preventive
health care to a diverse population including individuals who are low income, uninsured and
experiencing homelessness. Two thirds of those served are members of ethnic and minority
groups, 36% percent are uninsured and more than one third are children. One out of every
people living in the United States relies on a HRSA funded health clinic. This successful
program provides primary care services including health, dental, mental health, pharmacy as
well as services that promote access to health care such as language interpretation, case
management, and transportation. Health Care clinics will play a key role in the implementation
of the Affordable Care Act (USDHHS, n.d.)

School-Based Health Centers
Adolescents are the least likely aggregate to use health care services, especially preventive
services. Their adolescent health care needs are different from their childhood needs, and they
may be uncomfortable seeing a pediatrician or their childhood provider. Furthermore, they may
or may not be able to discuss sensitive topics such as sexuality, substance use, and peer
relationships with their parents. Some may not want their parents to know they have a health
problem; therefore they may not want to see the family’s health care provider out of concern
about privacy and confidentiality. Therefore their health care needs may go unmet.
School-based health centers typically provide a combination of screening and preventive
services, primary care, mental health and substance abuse counseling, dental health, nutrition
education, and other health promotion activities. State dollars, mostly from general funds and
the MCH Block Grant, are the primary sources of funding for school-based health care. A
growing number of health centers participate in the Medicaid and CHIP programs, and some
provide services within a managed care network. Expansion of school-based health centers has
been made possible under the Affordable Care Act.

Special Supplemental Nutrition Program for Women, Infants, and
Children (WIC)
Although it is not a health program exclusively, WIC gives federal grants to states for the
purpose of serving nutritionally at-risk, low-income, pregnant and postpartum women and their
children up to 5 years of age. WIC programs provide highly nutritious foods, nutrition education
and counseling, and screening and referral to needed services. To be eligible, women and
children must meet income guidelines established by each state, and a health professional must
determine they are at “nutritional risk.” Women and children who participate in Medicaid, the
Food Stamp program, or the Temporary Assistance for Needy Families program are
automatically income eligible for WIC. Fifty-three percent of all infants born in the United
States are served by WIC (U.S. Department of Agriculture Food and Nutrition Service, 2013).
WIC clinics operate in a number of sites, including health clinics, hospitals, schools, public
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WIC participants receive checks or vouchers to purchase specific, nutritious foods. Most
grocery stores and supermarkets participate in WIC and carry the foods designated by the
program.

Established in 1972, WIC is one of the most successful, popular, and cost-effective public
health programs. Some of the many benefits attributed to WIC include the following:
• Improvements in birth outcomes and health care cost savings
• Improved infant feeding practices, better low-birth-weight rate, and more regular primary
care
• Lower rates of childhood obesity

Sharing Responsibility for Improving Child and Adolescent Health
Most children in the United States are born healthy and remain healthy throughout childhood.
However, the protective factors operating in the lives of healthy children and the interventions they
receive are not available to all children. Although public sector programs have attempted to provide
a “safety net” for children, these interventions cannot address all the needs of children. For example,
the health care system

BOX 16-8 BREASTFEEDING: THE FEEDING METHOD OF CHOICE
Breastfeeding is uniquely superior for infant feeding. The practice imparts many health benefits
for mothers and babies.
Benefits for children include the following:
• Decreased incidence and severity of a wide range of infectious diseases
• Decreased infant mortality
• Decreased risk of Sudden Infant Death Syndrome
• Reduction in the incidence of diabetes, respiratory infections, and some cancers
• Lower risk of overweight and obesity
• Enhanced cognitive development
Benefits of breastfeeding for mothers include the following:
• Decreased postpartum bleeding
• Earlier return to prepregnancy weight
• Decreased risk of breast and ovarian cancer
The American Academy of Pediatrics (AAP) and many other health organizations recommend
exclusive breastfeeding for the first 6 months of life with continuation of breastfeeding for 1
year or longer as mutually desired by mother and infant (AAP, 2012).
may provide emergency care to a 9-year-old child injured by gunfire in a drive-by shooting, but it
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rests with the entire community. This responsibility begins with parents and includes health care
professionals, community groups, businesses, and the public sector. When a child is older, he or she
can be responsible for practicing healthy behaviors and obtaining proper health care.

Parents’ Role
Even before conception, a woman can help ensure the health of her fetus by practicing healthy
behaviors herself. Reproductive life planning can help a woman set personal goals and priorities
and design strategies to meet these goals. This planning may entail avoiding unwanted pregnancy
and/or learning about specific actions she can take to increase her chances for having a healthy
baby should she desire a child in the future. If pregnancy is desired, a woman can learn to manage
chronic health conditions and to develop healthy behaviors, including proper nutrition with folic
acid supplementation, avoidance of tobacco, alcohol, drugs, and other behaviors that could harm a
developing baby. It is also important for the mother to receive prenatal care early in pregnancy.
Starting with breastfeeding, parents must give their children nutritious food and ensure that they
are immunized, receive needed health care services, and acquire healthful lifestyles. Breastfeeding
provides many health benefits for mothers and their children (Box 16-8).
Another important task for parents is to ensure that their children have a safe environment at
home, in the neighborhood, and at school. They must protect their children from injury, violence,
abuse, and neglect. Parents must learn how to nurture, guide, and protect their children effectively
through the developmental stages of childhood and adolescence.

Community’s Role
Families need support from their community and society to fulfill their roles and responsibilities.
This is particularly true for families who live in poverty and for parents who are isolated and
disenfranchised. Ensuring access to health care is an important community role, but communities
are also responsible for promoting well-being, which goes far beyond the provision of traditional
medical care.
Communities should work to create safe neighborhoods and support the development of
community-based comprehensive health, education, housing, and social service programs.
Collaborative, multi-partner approaches that concentrate on helping children and adolescents
avoid risks and develop social competence are more likely to be effective than fragmented
programs focusing on individual risks, such as teen drug use. Communities are well situated to
facilitate the integration of health, education, and social services; to eliminate fragmentation and
duplication of services; to provide culturally competent care; and to better organize more
comprehensive and streamlined systems of care. Although many health and social service
programs exist, they can be poorly coordinated with one another, with little collaboration among
the professional disciplines.
The media are part of the community at large and should be involved in promoting child and
adolescent health. The media significantly influence children’s lives, their perceptions of the
world, and their self-images. From developing informational campaigns about prenatal care and
immunizations to discouraging violence and explicit sex in advertising and popular television
programs, the media can have a profound effect on improving children’s health and well-being.
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productive workforce is ensured only when the health, social, and educational needs of the next
generation of workers are met. Furthermore, health risks cost employers in lost productivity and
increased health care costs.

The private sector can play a role in improving the health of individual children or the community
in general. An employer can make health care more accessible to families with children by
offering affordable health insurance that covers employees and dependents. The provision of
insurance plans that offers full pregnancy and well-child health care benefits is essential to
employee health promotion. Employers can meet the requirements of the U.S. Department of
Labor (2013) by supporting nursing mothers in the workplace. This includes providing reasonable
break time to express milk and a private space other than a bathroom in which to do so.
Maintaining a workplace that allows flexible leave for prenatal and pediatric health care and
allows time off to care for newborn and sick children can also contribute to child health
improvements. In 1993, the Family and Medical Leave Act mandated that employers with 50 or
more employees must allow a total of 12 work weeks of unpaid leave during any 12-month period
for the birth, adoption, or foster care of a child or for the care of a seriously ill family member or
the employee himself or herself (U.S. Department of Labor, n.d.).
In addition, employers can sponsor education opportunities for employees about topics such as
healthy diets, healthy pregnancies, substance abuse, and stress management. Businesses can also
offer on-site child care and can work with community leaders and public officials to initiate
community-wide health promotion projects targeted to children. Finally, employers can be
catalysts in their communities for linking health, education, and social services for children.

Government’s Role
In the United States, government’s role in promoting or ensuring children’s health is more limited
than in many other countries. Other countries often have defined policies on children’s health; the
United States does not. Such policies not only indicate that children are a priority of the citizenry
but also help shape the operation of programs and their funding.
As discussed earlier, U.S. state and federal governments have several public health programs that
provide assistance to children, especially to those at risk from poverty or other disadvantages.
Monitoring the health of children is also a governmental role. Although these programs are not a
substitute for a family or caregiver’s care and concern, they are important in protecting and
promoting health and delivering services to those who would otherwise go without. Programs with
significant funding exist, but many children with health problems do not receive the services they
need for reasons previously discussed.
Managers and front-line workers (e.g., community health nurses, social workers, physicians, and
caseworkers) in effective community programs should be encouraged to collaborate and thereby
assist children with problems that adversely impact their health. “One-stop shopping” (i.e., userfriendly, accessible services for children and families) is an important concept for public and
community programs to embrace to ensure that children easily receive needed services. Outreach
and referral efforts should be an integral part of health initiatives to provide children with the
services they require. Community health nurses are often an essential part of these efforts.

Community Health Nurse’s Role
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most aware of children’s health status, any barriers that prevent children from receiving necessary
care, and other factors that may adversely affect their health. Armed with this information and
knowledge about available health resources in the community, the community health nurse is:
• An advocate for improved individual and community responses to children’s needs
• A researcher for effective strategies to serve women and children
• A participant in publicly funded programs
• A promoter of social interventions that enhance the living situations of high-risk families
• A partner with other professionals to improve service collaboration and coordination
One important role of the community health nurse is to help link local health and social services
with the school system. Children must be healthy to learn; however, children may come to school
with vision, hearing, and other health problems that appropriate education, screening, and
treatment could have prevented or alleviated. When children pass the preschool years, the school
health nurse is sometimes their only connection to the health care system. School health nurses
can be important sources of primary health care and health information for students and their
families.
Community health nurses can alert the health professional community, business leaders, religious
groups, and voluntary organizations to children’s and adolescents’ needs and to the strategies that
can improve their health. Community health nurses can influence the planning and
implementation of necessary changes in the health care system to ensure improved children’s
health and to achieve the national health goals for the year 2020. Also, they can promote
commitment within their own institutions for comprehensive, culturally competent care.

Home visiting is a promising strategy that connects community health nurses, paraprofessionals or
lay home visitors to families in order to provide education, support, and referrals (Olds et al,
2010). One home visiting model, administered through Nurse-Family Partnership, partners lowincome, first-time mothers with maternal and child health nurses. Pregnant women develop
trusting relationships with their nurse home visitors and receive the care and support needed for
healthy pregnancy and parenting. Financial self-sufficiency is encouraged (http://
www.nursefamilypartnership.org/).

Legal and Ethical Issues in Child and Adolescent Health
Every day, community health nurses are involved in making decisions. In each encounter with a
client, the nurse’s decisions or the family’s choices have the potential to influence the health and
well-being of the family or the community at large for better or for worse.
People often assume that health care professionals, particularly nurses, are by nature attuned to the
ethical implications of their decisions. In addition, the community trusts that nurses are aware of the
legal ramifications of their actions and decisions, of their clients’ decisions, and of the health care
and legal systems’ decisions. In reality, the ever-changing pressures of serving the community’s
health care needs leave little time to reflect on the ethical and moral implications of a given
situation. In some cases, it may seem easier to avoid tough decisions. An ethical approach to
decision making allows the community health nurse to evaluate a client’s or a population’s needs
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Ethical Issues
The complex nature of public health and health care delivery environments often sets the stage for
conflicts of interest and values. Meanwhile, nurses and other health professionals must work
within the system to improve child and adolescent health in a country of great differences. Such
differences exist between races and cultures, and there are great dichotomies, such as the affluence
of some and the poverty of many others. For the perinatal nurse, for example, ethical dilemmas
may arise because she is an advocate for two clients: the pregnant woman and her fetus. The scope
of ethical and legal dilemmas is broad. The Ethical Insights box lists specific ethical issues related
to child and adolescent health.

_

ETHICAL INSIGHTS: Ethical Issues Related to Child and

Adolescent Health
Allocation decisions: Given limited time and resources, what level of care should a
nurse offer a child and his or her family?
Maternal-fetal conflict: Sometimes there are opposing ethical concerns for the
pregnant woman and her fetus—for example, whether the benefits of prolonging a
pregnancy justify the risk of complications for a pregnant woman or whether courtordered treatment for a substance-abusing pregnant woman overrides the right to
autonomy for a pregnant woman.
Client autonomy: In each specific case, who should make health care decisions for a
young client, especially when opposing opinions arise? The client? The parents or
guardian? The nurse or other health care professional? At what age does a child
become mature enough to participate in such decision making? What laws does any
given state have that affect adolescent client autonomy? What should the community
health nurse do if he or she believes the client’s or parent’s decisions are not in the
best interest of the client?
Privacy and confidentiality: Is an intervention appropriate if the community health
nurse identifies gross noncompliance, neglect, or abuse? Is an intervention
appropriate if in making it the nurse must break confidentiality? When and how
should the nurse take action?
”Gaming the system”: When the health care system’s rules appear to impede the
nurse’s ability to serve the client’s best interest, is it acceptable to circumvent the
system? If so, what are the moral and legal costs?
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community health nurse respond to a client or population group that does not share
the same cultural outlook on health? What is the nurse’s legal justification, if any, for
responding in a certain way?
Health disparities and access to care: What are the nurses’ responsibilities in
ensuring that women and children have access to health care? How can nurses
influence policy decisions that impact community health care?

Prenatal diagnosis and newborn screening: What are potential long-term
consequences of identifying genetic conditions? Are parents fully informed of
negative consequences of genetic diagnoses, including stigmatization, discrimination,
and psychological effects?
These issues invariably involve value judgments and challenge a nurse’s bounds of professional
and personal duty. They also require the community health nurse to stay abreast of legislative
changes at the local, state, and national levels and participate in professional activities that can
help him or her stay current in these important matters. By recognizing the ethical implications of
the care and advice they give or the actions they take, nurses can embrace their duty to promote
the health and well-being of individual clients and the community more completely, protect their
clients from harm, and strive for health care fairness and justice for all clients.
Recognizing the value of engaging in a shared dialogue with colleagues regarding ethical
decision-making issues and understanding the possible legal implications of their decisions are
equally important. The choices can be complex; therefore receiving the guidance of an ethics
board or gaining a second opinion can be critical to making the right choices. On a broader scale,
a community health nurse’s ethical perspective can enhance any discussion about individual client
care and overall community health and also can affect the direction of the country’s public health
policy.

CASE STUDY APPLICATION OF THE NURSING PROCESS
By applying the principles of the nursing process to the individual, family, and community, the
community health nurse can provide services to children and adolescents more systematically
and effectively. Most communities offer a range of preventive services and other important
programs that children need. The community health nurse must thoroughly understand the
needs of the individual child and family and must be aware of available community resources
to help meet the child’s health needs, as this case study illustrates.
Maria Martinez, a community health nurse working for the county health department,
received a call from the high school nurse informing her that a 16-year-old high school
student named Kaylah M. would come in that afternoon for a pregnancy test. Kaylah had
already missed three menstrual periods and was afraid to talk about it with her family. She
had a long discussion with the school nurse and asked her boyfriend, also aged 16, to take her
to the health department clinic after school for the pregnancy test.

Assessment
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Knowing that she needed to address a number of issues at the first home visit, Maria
prepared by developing a list of possible assessment areas that covered individual, family,
and community concerns, as follows:

Individual
• Medical risk factors
• Emotional well-being, including concerns about community safety, domestic
violence, and sexual abuse
• Cultural beliefs and attitudes toward pregnancy and medical care
• Barriers to communication with providers, such as language, hearing, and sight
• Understanding and acceptance of pregnancy
• Health-promoting and risk-taking behaviors
• Understanding the importance of obtaining preventive care services
• Health insurance status
• Access to transportation

Family
• Adequacy of housing structure
• Safety of neighborhood
• Ability of family members to provide emotional support
• Ability of family to provide financial support
• Ability and willingness of the father of the baby to provide support

Community
• Availability of affordable and culturally sensitive prenatal and pediatric care
• Health and social services coordination
• Emotional guidance and counseling
• Educational opportunities for pregnant and parenting teenagers
• Job training
• Nutrition services such as WIC and food stamps
• Pregnancy and parenting education
• Child care availability
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Assessment Data
Individual
• Kaylah was already in the early second trimester of pregnancy and had not received
prenatal care. She also engaged in risk-taking behaviors (i.e., smoking, alcohol use,
unprotected sex, and poor eating habits) potentially detrimental to her baby.
• During the interview, Kaylah seemed quiet and reserved. She said she was excited
to have a baby but feared labor and delivery.
• Her boyfriend wanted her to keep the baby but was not committed to supporting
Kaylah or the baby. He did not want to involve his own parents.
• She said she did not think about prenatal care much but would probably visit a
health clinic sometime before her delivery. Her family did not have health
insurance, and she said they could not afford prenatal care.
• She wanted to keep the baby and remain in school, yet she did not have a realistic
understanding of parental responsibilities.

Family
• When Kaylah told her parents she was pregnant, they expressed disappointment.
Her mother voiced a willingness to provide emotional support, but her seemingly
emotionally distant father expressed anger.
• Both parents expressed concern about how the family would manage financially.
• After a brief review of the family’s financial situation, it appeared that Kaylah was
eligible for Medicaid and WIC.
• Her parents wanted her to have no further contact with her boyfriend.

Community
• Maria determined that prenatal services were available, but only during school
hours. Although the only clinic that accepted Medicaid clients was on the other side
of town, a nearby obstetrical practice with a certified nurse-midwife on staff
accepted clients with Medicaid coverage. However, their primary clientele
consisted of middle-class, married women.
• Applying for Medicaid and the WIC program required Kaylah to go to the welfare
office and apply during school hours. However, the hospital outpatient department
could make a preliminary Medicaid eligibility determination, which might be more
convenient.
• Although Medicaid would pay for some prenatal classes, those nearby were geared
to older, married couples.
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• Child care was not available at the high school, making a return to school more
difficult for Kaylah.
• Although the community has a lay home visitor program that matches mentors with
pregnant and parenting teens and provides health information and encouragement,
the project does not serve Kaylah’s neighborhood.

Diagnosis
Individual
• Unhealthy lifestyle choices related to the lack of prenatal care and the effect of poor
nutrition, smoking, and alcohol use on fetal development
• Parenting issues related to unrealistic expectations about parenting responsibilities
• Lack of knowledge related to infant and child safety issues, such as the use of child
safety seats, advantages of breastfeeding, safe sleep for infants, and use of
preventive health care, including immunizations

Family
• Disrupted family dynamics related to anger and disappointment over daughter’s
pregnancy
• Altered financial status resulting from the addition of another dependent to the
family

Community
• Lack of coordinated, culturally sensitive, accessible prenatal and parenting services
for adolescents
• Existing lay home visitor program not available

Planning
To ensure the action plan is complete, realistic, and successfully implemented, Maria must
thoroughly identify the factors affecting Kaylah’s health and well-being. In addition,
Kaylah, her family, and Maria must set mutual goals.

Individual
Long-Term Goals
• Pregnancy outcome will be healthy for mother and infant.
• Kaylah will demonstrate successful parenting behaviors.
• Kaylah will complete high school.
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• Kaylah and the nurse will plan actions to change poor health habits.
• Kaylah will remain in school throughout her pregnancy and will use the home
study program until she returns to school after her baby is born.
• Kaylah will enroll in parenting class. If classes are not available, she will use ageappropriate reading materials, films, CDs, Internet resources, opportunities for
group discussion with other teens, or visits with experienced parents.
• Kaylah will breastfeed her baby.
• Kaylah will speak with the community health educator to determine methods to
protect the health and safety of her newborn.

Family
Long-Term Goal
• The family’s ability to handle crises will improve with their ability to discuss
problems and engage in mutual problem solving.

Short-Term Goal
• Kaylah’s parents will display supportive behaviors, such as accompanying her to
prenatal care appointments, helping her engage in healthy behaviors, and helping
her arrange child care so she can remain in school.

Community
Long-Term Goal
• Accessible, comprehensive, culturally sensitive prenatal and other health care
services will be established, including home visiting and parenting classes
targeted to adolescents.

Short-Term Goals
• The health department clinic will extend evening hours to accommodate students
and working families.
• A child care facility will open in or near the high school.

Intervention
The nurse, family, and individual must address their immediate, mutual goals to help
Kaylah achieve a healthy birth outcome and begin successful parenting. Interdisciplinary
planning among Kaylah’s school health nurse, caseworker, community health nurse,
primary pregnancy care provider, childbirth educator, and family planning nurse is critical.
In addition, Maria must be an advocate for community-wide change to ensure that the
community is meeting individuals’ needs.
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Medicaid and WIC; she was referred to an obstetrician who saw her regularly. Kaylah’s
pregnancy was also monitored by the school nurse, who had her come to the clinic on a
weekly basis to check her weight and blood pressure and to talk with her about
pregnancy-related issues.
Working with the school nurse, Maria provided Kaylah with information on childbirth
classes and nutrition as well as booklets detailing how to promote a healthy pregnancy.
She was counseled to avoid tobacco, alcohol, and all drugs. Near the end of the
pregnancy, Kaylah was encouraged to attend parenting classes with her boyfriend.

Family
Maria and the social worker referred Kaylah’s parents to other social service agencies that
might be able to help financially. In particular, they focused on providers who could assist
with utilities, job placement, and child care. The family was also referred to a family
counselor who specialized in working with families with adolescent children.

Community
Maria worked with the maternal-child health division of the county health department to
help facilitate offering parenting classes at an area high school, targeting the learning
needs of pregnant teens. She and the school nurse also met with school district officials
and community leaders to stimulate dialogue about the consequences of dropping out of
high school and to facilitate action in policies such as child care for parenting teenagers to
help them remain in school.

Evaluation
Evaluation strategies must involve both process and outcome measures on the individual,
family, and community levels.

Individual
The school nurse was able to monitor Kaylah throughout her pregnancy and was aware
that she finished classes for the term. Kaylah’s pregnancy was unremarkable, and she
delivered a healthy boy. Their health care expenses were covered by Medicaid, and the
baby was determined to also be eligible for CHIP. A home-based teacher was assigned to
work with Kaylah for 1 month after delivery to ensure that she was able to keep up with
her coursework. With the assistance of the social worker, Kaylah was able to place the
baby in a subsidized day care facility, allowing her to finish school.

Family
Family counseling helped the family resolve some of their issues. Maria observed that
Kaylah’s parents were proud of their grandson and eager to help with his care.

Community
With the help of the school nurse and other interested parties, Maria was able to initiate a
collaborative program in which health department nurses and developmental specialists
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Levels of Prevention
Primary
• Primary prevention depends largely on the child’s age. For the youngest children,
strategies include encouraging healthy behaviors by girls and women.
• Primary prevention also includes the prevention of unwanted pregnancy, which is
especially important for adolescents.

Secondary
• Once pregnant, the woman must receive early and adequate prenatal care, practice
healthy behaviors, obtain necessary social and supportive services, and prepare
herself for becoming a parent.
• It is incumbent on the community to ensure that adequate preventive health
services, such as prenatal care, nutrition and dietary counseling, pregnancy and
parent education, and social services, are available.

Tertiary
• Initiate programs and services that prevent future unwanted pregnancy among
teenagers and help the parenting teenager provide the best possible care to the child.
• Establish programs such as parenting classes; support services to help adolescents
complete their education; coordination of health and social services for the mother
and her child; and well-child care, immunizations, and nutrition services.

Summary
Child and adolescent health status remains an important indicator of the nation’s health. The health
of a child sets the foundation for school readiness and future success. Child and adolescent health
problems are reflections of rapidly changing social conditions, not isolated events. Despite generally
improving trends in health for most children, community health nurses must address discrepancies
that exist between racial and ethnic groups. Poverty is the basis for many continuing health
problems among children in this country, and nurses must recognize and treat it as such.
The best way to ensure the success and well-being of future generations is for each child to begin
life healthy and maintain that health status throughout childhood. Any health problem (e.g., hunger
and poor nutrition, asthma, poor vision or hearing, anemia, dental caries, mental health problems,
illicit drug use, or teen pregnancy) can interfere with school attendance, academic success, normal
growth and development, learning ability, and life success.
The prevention of health problems is most significant and cost-effective for children. Each dollar
spent on the prevention of physical and emotional problems in children is a sound investment.
Primary health care and early intervention for children and families can help prevent costly
problems, suffering, and the loss of human potential. Community health nurses can use their
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and very real position to members of Congress, state legislators, mayors, and other leaders. By
creatively using this kind of power, community health nurses can contribute greatly to improving
the health and well-being of all children.

Learning Activities
1. Examine infant mortality statistics in the community, and compare the rates with state and
national averages. Is infant mortality higher for any particular racial or ethnic group within the
community?
2. Determine how a non–English-speaking immigrant without finances or available
transportation would obtain prenatal care.
3. Accompany a pregnant woman to a local department of social services, and observe as she
tries to establish Medicaid eligibility for herself and her unborn child.
4. Develop strategies to inform parents whose children are uninsured about the availability of
CHIP.
5. Spend a day with a school health nurse, and analyze what could help prevent or address the
health problems and issues he or she encountered throughout the day.
6. Survey businesses in the community to determine whether they offer maternity health
insurance benefits, paid or unpaid maternity or paternity leave, and leave for prenatal care
appointments. Is there a location within each worksite where women can pump breast milk?
Use this information to develop a strategy to encourage family-friendly policies and practices
in the business community.
7. If the community has a lay home visitor program, meet with a home visitor and, if possible,
accompany him or her during home visits.
8. Communicate with those in policy-making positions by writing letters or holding meetings
about children’s needs.
9. Identify the public health and advocacy organizations in the community that are working to
address children’s health needs, and identify their strategies for promoting child health within
the community.

_
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