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Abstract

To assess receipt of anticipatory guidance and family-centered care during well-child care (WCC) for children of mothers with
opioid use disorder (OUD). Cross-sectional survey of 157 mothers receiving treatment for OUD who had a child < 3 years
old and received primary care. Survey items evaluated (1) receipt of anticipatory guidance on 15 topics during WCC for the
participant’s child and (2) whether WCC was family-centered. The percentage of participants who reported guidance for
each topic and the distribution of responses on family-centered items were calculated. A Pearson correlation was conducted
to evaluate the association between the total number of topics for which anticipatory guidance was received and the family
centeredness summary score. Receipt of anticipatory guidance varied by topic, ranging from 59% for guidance on childcare
to 98% for guidance on safe sleep. Less than two-thirds of mothers reported that their child’s provider “always” knew their
child’s medical history (56%), listened carefully (58%), clearly explained things (61%), and respected the mother (62%).
Less than half reported that the provider spent enough time with them, and less than one-third reported that they were asked
for their viewpoints. Anticipatory guidance and family-centeredness scores were positively correlated (r=0.22, P=0.006).
Mothers with OUD report gaps in anticipatory guidance on important WCC topics, and limited family-centered care for their
children. Further research may focus on refinements to the delivery of care for this population.
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Introduction

It is estimated that every 15 min in the United States an
infant is born experiencing withdrawal from intrauter-
ine opioid exposure, or neonatal abstinence syndrome
[1]. While much of the research regarding maternal opi-
oid use disorder (OUD) and its outcomes has focused on
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care during pregnancy and the newborn period, negative
effects of maternal OUD and intrauterine opioid exposure
may extend into later infancy and early childhood, includ-
ing growth and nutrition challenges, increased risk of child
abuse and neglect, and more frequent emergency department
visits [2—8]. Routine well-child care (WCC) visits provide
a critical opportunity for clinicians to address these issues,
assess family dynamics, diagnose and prevent illness and
injury, evaluate child growth and development, and provide
anticipatory guidance to optimize child outcomes [9].

For mothers with OUD, however, numerous challenges
and competing priorities, including stigmatization and dis-
crimination, legal and child custody concerns, poverty, hous-
ing instability, mental health issues, and significant history
of trauma, can limit their engagement in parenting and child
preventive care [10-12]. Prior studies of this population
demonstrate low responsiveness to child cues, heightened
tendency towards physical provocation, low ability to pro-
mote child learning, limited understanding of basic child
development, and limited adherence to recommended WCC
[13-18]. Additionally, mothers in treatment for OUD have
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reported feeling overwhelmed, guilty, judged, and removed
from the care of their child [19, 20] and such negative feel-
ings may create difficulties for a woman transitioning into
motherhood and trying to establish a relationship with her
child [19].

The American Academy of Pediatrics (AAP) provides
guidelines for providing anticipatory guidance on a range of
topics including feeding and nutrition, sleeping and physi-
cally caring for the child, safety and injury prevention, and
child growth, development, communication, and behav-
ior. For example, Practicing Safety is an AAP-sponsored
toolkit that was developed to reduce the risk of child abuse
and neglect by enhancing screening and anticipatory guid-
ance among young children [21, 22]. Multiple prior studies
have demonstrated that receipt of recommended anticipa-
tory guidance is associated with improved satisfaction of
care, improved child and family functioning, and preven-
tive behavior changes [23-25]. Data from national surveys
indicate that there is variation in the amount and type of
anticipatory guidance received by parents during WCC visits
[25], though this has not been explored in families affected
by maternal OUD.

The AAP also recommends that WCC be family-centered.
Care that is family-centered is collaborative between clini-
cians, patients and families, recognizes the family’s role in
promoting the health and well-being of a child, and identifies
the family as the primary source of support and decision
making for a child [26, 27]. Core aspects of family-centered
care include partnership, respect, trust, information shar-
ing, collaboration, and empowerment [27]; and similar to
anticipatory guidance, it is recommended that pediatric pro-
viders incorporate these principles into their practice [27].
Family-centered care has been associated with improved
costs, health outcomes, and satisfaction with providers
[27]. Additionally, correlations between family and clini-
cian relationships and provision of anticipatory guidance,
adherence to clinician counseling, and behavior change have
been reported in various populations [23, 28-30]. This may
be due to visits and discussions being more collaborative,
respectful and tailored towards individual family’s needs.
Consequently, parental sense of empowerment and trust
in clinician’s recommendations may increase, resulting in
behavior change and subsequent improved child health.

To date, studies have not evaluated the attributes of
anticipatory guidance and family-centeredness for WCC
among children of mothers being treated for OUD. Moreo-
ver, within pediatric primary care, there is limited research
on best practices for building trusting and meaningful rela-
tionships with mothers with OUD, addressing their unique
parenting vulnerabilities, and increasing maternal empow-
erment and engagement in the child’s care. An important
first step to establish best practices is to identify the specific
needs of families affected by maternal OUD and to identify
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opportunities for system-level improvements. The purpose
of this study was to describe receipt of anticipatory guid-
ance and family-centered care during WCC for children of
mothers with OUD.

Methods
Study Design and Participants

This was a secondary analysis of data collected from “Prac-
ticing Safety Mindfulness Project for Mothers in Drug
Treatment (PSMDT),” a large, multifaceted project which
included a mindfulness-based parenting intervention, an
enhanced case management component, and a pediatric
practice quality improvement initiative (i.e., Practicing
Safety [20, 21]). The Thomas Jefferson University and the
City of Philadelphia Institutional Review Boards approved
all study procedures and participants provided written
informed consent. Additional details of PSMDT have been
previously described [31].

PSMDT participants were English-speaking and at least
18 years of age, and had at least one child under 3 years
old. All participants were receiving comprehensive behav-
ioral and physical health support and care plus pharmaco-
therapy for OUD from a single treatment center. The par-
ticipants’ children, however, did not necessarily attend the
same primary care clinic for their WCC. For this secondary
analysis, only PSMDT participants with non-missing data
related to anticipatory guidance and family-centered care
were included. For participants who provided data more than
one time (i.e., PSMDT repeaters), only data from the initial
data collection period were included. Therefore, this analysis
included data from 157 PSMDT participants (88% of all
PSMDT participants).

Data Collection

Study participants completed several self-administered
assessments shortly after enrollment into PSMDT. Data
from all participants were aggregated into one analytic data-
set void of personal identifiers.

Sociodemographic Characteristics

Sociodemographic characteristics, including age, race, eth-
nicity, marital status, highest level of education, employment
status, number of children, and receipt of public assistance
were obtained at study enrollment using a self-administered,
sociodemographic survey.
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Anticipatory Guidance

PSMDT investigators created a Quality of Care Ques-
tionnaire to assess the quality of routine WCC for the
participant’s youngest child (i.e., index child). Some of
the questionnaire items were drawn from the Promoting
Healthy Development Survey (PHDS), a validated parent
questionnaire designed to measure the quality of health
care for children 0-48 months [32]. Specifically, the PHDS
measures parents’ experience with pediatric care and the
extent to which their children received preventive and
developmental services in accordance with recommended
guidelines put forth by the AAP [33]. For this analysis, the
“Anticipatory Guidance and Parental Education” module
of the PHDS was used to assess whether pediatric primary
healthcare providers had discussed 15 anticipatory guid-
ance topics with the study participants. Topics included:
things to do to help a child grow and learn; expected child
behaviors; breastfeeding; issues related to food and feed-
ing; safe sleep practices; night waking and fussing; how
a child communicates his or her needs; what a child is
able to understand; how a child responds to parents, other
adults, and caregivers; how to avoid burns; using a car
seat; how to make a house safe; the importance of show-
ing a picture book to or reading with a child; issues related
to childcare; the Special Supplemental Nutrition Program
for Women, Infants and Children (WIC); and safe sleep
practices. Study participants were asked, “Has the infant’s
doctor ever talked to you about [topic (e.g., infant car seat
use)]?” An affirmative response qualified as the topic hav-
ing been discussed.

Family-Centered Care

A Satisfaction Questionnaire, created for PSMDT to assess
maternal satisfaction with routine WCC, included items
whereby participants reported on their experiences with
primary WCC over the preceding 12 months. Several
of the questionnaire items were derived from the Con-
sumer Assessment of Healthcare Providers and Systems
(CAHPS®) Clinician & Group Child 12-Month Survey,
a publically-available standardized, evidence-based
instrument developed with the support of the Agency for
Healthcare Research and Quality [34]. Specifically, six
items asked participants if their child’s healthcare pro-
vider: (1) explained things clearly, (2) listened carefully,
(3) showed respect, (4) knew important information about
child’s medical history, (5) spent enough time with the
patient, and (6) asked about the mother’s opinions and
viewpoints as the parent of the child. Reponses were based
on a 4-point Likert-like scale, ranging from 1=Never to
4 = Always.

Statistical Analysis

Sociodemographic characteristics of study participants were
described using mean and standard deviations for continu-
ous variables and frequency counts and percentages for
categorical variables. The percentage of participants who
reported on the Quality of Care Questionnaire discuss-
ing each of the 15 anticipatory guidance topics with their
child’s healthcare provider was calculated. The total number
of topics for which anticipatory guidance was received was
determined, with a higher number indicating receipt of more
guidance. The percentage of participants who reported that
their healthcare provider met each of the six family-centered
care items included on the Satisfaction Questionnaire was
calculated, and a family centeredness summary score was
created for each participant by summing the scores of the
six items. Chi square tests were used to assess differences
in receipt of anticipatory guidance by maternal sociodemo-
graphic characteristics and age of index child (dichotomized
as > 12 months or > 12 months). A Pearson correlation was
conducted to evaluate the association between the total num-
ber of topics for which anticipatory guidance was received
and the family centeredness summary score. All statistical
analyses were performed using SAS version 9.4 (SAS Insti-
tute, Cary, NC, USA) and data were regarded as statistically
significant at P <0.05.

Results

The majority of participants were non-Hispanic white, with
a high school education or less (Table 1). Nearly all received
public assistance, including assistance with transportation,
housing, or food, and were not employed. On average, par-
ticipants had three children. The mean age of index children
was 12 months.

Table 2 presents the percentage of mothers who reported
that their child’s primary healthcare provider had discussed
each anticipatory guidance topic with them. For each topic,
more than half of the mothers reported that their child’s pro-
vider had ever discussed it with them. However, the receipt
of anticipatory guidance varied by topic, ranging from 59%
for guidance on childcare to 98% for guidance on safe sleep.
About one-quarter reported that their child’s healthcare pro-
vider had not discussed what a child is able to understand,
and how a child responds to parents and other adults and
communicates needs. The mean number of topics for which
anticipatory guidance was received was 12 (range 2-15).
Approximately two-thirds of mothers reported not receiving
guidance on at least one topic (results not shown). In bivari-
ate analysis, reported receipt of guidance was not signifi-
cantly associated with the child’s age or any maternal soci-
odemographic characteristic, including age, race, ethnicity,
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Table 1 Sociodemographic characteristics of study participants

Characteristic N=157
n (%)

Maternal age in years, mean (range) 30 (18-41)
Race

Non-white 37 (25)

White 109 (75)
Ethnicity

Hispanic 19 (13)

Non-Hispanic 125 (87)
Relationship status

Single 60 (41)

Married/partnered/other 87 (59)
Highest level of education

Less than high school 43 (29)

High school 48 (33)

Greater than high school 55 (38)
Employment status

Not employed® 128 (90)

Employed 14 (10)
Recipient of public assistance®

Yes 141 (96)

No 64)
Number of children

1 33 (25)

2-3 64 (48)

4 or more 36 (27)

Missing observations: age, n=9; race, n=11; ethnicity, n=13; rela-
tionship status, n=10; education, n=11; employment, n=15; public
assistance, n=10; number of children, n=24

#Unemployed/disabled/unable to work/student
b Assistance with transportation, housing, or nutrition

marital status, highest level of education, employment status,
number of children, and receipt of public assistance (results
not shown).

Top-box (“always” survey response) percentiles of the
six family-centered care items are presented in Fig. 1. Less
than two-thirds of participants reported that their provider
always knew important information about the child’s medi-
cal history (56%), listened carefully (58%), explained things
in a way that was easy to understand (61%), and showed
respect for what the mother said (62%). Less than half of
mothers reported that their child’s healthcare provider spent
enough time with them, while less than one-third reported
that their provider asked them for their viewpoint as a parent.
The family-centeredness summary score had a mean of 13.9
(standard deviation 3.8) and an interquartile range of 12 to
17 (total range 0-18). Reported number of anticipatory guid-
ance topics discussed and family-centeredness scores were
significantly and positively correlated (r=0.22, P=0.006;
results not shown). Greater anticipatory-guidance was cor-
related with higher ratings of family-centeredness.

Discussion

This is the first known study to describe maternal percep-
tions of anticipatory guidance and family-centered care
during pediatric primary care visits for children of moth-
ers in treatment for OUD. Findings from this study sug-
gest that opportunities exist within the delivery of WCC
for young children of these mothers to improve the provi-
sion of recommended anticipatory guidance. Specifically,
mother-provider discussions about appropriate child devel-
opment may be lacking. About one-quarter of mothers in

Table 2 Proportion of study

e Topic Received
part1.c1.pants who reported guidance %
receiving recommended
anticipatory guidance by topic Safe sleep 98

Using a car-seat 97
WIC 95
Breastfeeding 94
Things you can do to help your child grow and learn 93
The kinds of behaviors you can expect to see as your child gets older 85
Issues related to food and feeding of your child 81
How to make your house safe 80
How your child communicates his or her needs 78
The importance of showing a picture book to or reading with your child 78
Night waking and fussing 74
How your child responds to you, other adults, and caregivers 72
What your child is able to understand 69
How to avoid burns to your child 64
Issues related to childcare 59

WIC the Special Supplemental Nutrition Program for Women, Infants, and Children
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Fig. 1 Proportion of study par-
ticipants who reported attributes
of family-centered care

In the last 12 months, my child's healthcare provider...

asked for my viewpoint and opinion as the 29

parent of a child.

spent enough time with my child. 46

knew important information about my child’s 56

medical history.

listened carefully to me. 58

explained things about my child’s health in a 61
way that was easy to understand.

showed respect for what I had to say. 62

this study reported that their child’s healthcare provider
had not discussed what a child is able to understand and
how a child responds to parents and other adults and com-
municates needs. This may be especially concerning as
prior research has suggested that parental substance use is
associated with parenting deficits, poor maternal respon-
siveness to child emotional cues, heightened tendency
towards physical provocation, low ability to promote
child learning and confidence, and lack of understand-
ing regarding basic child development [13—15]. On the
contrary, almost all study participants reported receiving
information related to infant feeding and nutrition, safe-
sleep practices, and car safety. This is positive and in line
with and supported by national guidelines, such as the
“Back-to-Sleep” campaign, and state and local regulations
(e.g., seatbelt laws) targeting these preventive measures.
The deficiencies in anticipatory guidance reported here
are similar to those found in the general population. A
nationally representative study of parents of children aged
4 to 35 months found that there are inconsistencies in the
provision of anticipatory guidance, with more medically-
oriented WCC topics, such as immunizations, feeding and
sleeping, generally receiving more coverage than psycho-
social topics related to development and safety [35]. These
findings underscore the need for integrating standardized
approaches for psychosocial discussions within routine
clinical practice [21]. In previous studies, gaps in anticipa-
tory guidance were associated with parental characteristics
including lower income, less education, lack of insurance,
and membership in non-white racial/ethnic groups [25, 35].
These associations did not emerge in our analysis, likely due

0 10 20 30 40 50 60 70

Percentage (%)

to the rather homogenous (e.g., white, non-Hispanic, receiv-
ing public assistance) study population.

There may also be significant room for improving the
extent to which care for children with mothers in treatment
for OUD is family-centered. Less than half of mothers in
our study perceived that their child’s healthcare provider
spent sufficient time with their child and less than a third
reported being asked for their viewpoints about their child.
Approximately half of study participants reported that their
child’s healthcare provider knew important things about
their child’s medical history and listened carefully to them
as mothers. These proportions are well below data reported
elsewhere. Specifically, in comparison, among the of 12,488
respondents of AHRQ’s 2016 CAHPS Clinician & Group
Child Survey, from 81 practice sites across the U.S., 88-93%
reported that their child’s health care provider had always
explained things clearly, listened carefully, showed respect,
spent enough time with them, and knew important informa-
tion about their child’s medical history [36].

Care that is not particularly family-centered could have
important consequences as family-centered care is positively
correlated with reported provision of anticipatory guidance,
as shown by results of our correlation analysis and previous
studies [30] and perceptions of more complete anticipatory
guidance is associated with subsequent positive preven-
tive behavior changes [23, 24]. A healthcare model that is
more collaborative in nature could have additional benefits
for mothers in treatment for OUD who have unique vul-
nerabilities [10—12], including significant trauma histories
[31]. Care that is family-centered may allow for a trauma-
informed approach to care, increase trust with the healthcare
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system, and provide mothers the opportunity for discussions
of particularly relevant issues (e.g., management of infant
withdrawal symptoms, normal child development and behav-
ior, approaches to discipline).

There are potential limitations to consider when inter-
preting our results. In addition to the sociodemographic
homogeneity of the study population, all study participants
were recruited from a single urban OUD treatment clinic
for pregnant and parenting women, which may limit the
generalizability of our findings. Of note, the demographic
profile of our study population is similar to that of preg-
nant women in treatment for OUD in the United States [37]
increasing the likelihood that our findings are generalizable
to a broader national population of mothers in treatment for
OUD. It is possible that some mother—child dyads, as par-
ticipants of PSMDT, were exposed to parts of the PSMDT
project within their pediatric clinic aimed at addressing the
specific needs of children affected by OUD. However, we
did not ask participants to identify the clinic at which their
child received care. As such, controlling for clinic site and
comparing across different clinics was not possible. Simi-
larly, the study design prevented us from ascertaining which
clinicians interacted with parents. It is possible that the cli-
nicians’ level of experience and parents’ interactions with
other healthcare providers (e.g., non-pediatricians, nurses,
medical assistants) influenced mothers’ perceptions of care.
Our study relied on self-reported data, without evidence
from provider documentation of what anticipatory guid-
ance was actually provided. It is possible that discussions
were had between providers and mothers, yet mothers may
not have recalled what was said. There may be other dimen-
sions of family-centered care that were not measured. Our
definition, however, covered items pertaining to healthcare
provider communication, explaining things clearly, listen-
ing carefully, showing respect, providing easy to understand
instructions, knowing patients’ medical history, and patient-
provider interaction time. The children of study participants
were of varying ages, and likely attended varying number
of WCC visits, which may have contributed to some of the
variation in reported outcomes given providers may choose
different ages to discuss different topics and attendance at
more WCC visits will provide more opportunities for discus-
sions around certain topics. Strengths of this study include
the recent study cohort from a well-established, high volume
OUD treatment program for pregnant and parenting women
that is embedded within an academic research program, and
the use of validated survey items whenever possible.

Findings from this study suggest the need for modifica-
tions to the WCC delivery for children of mothers in treat-
ment for OUD to better address health and developmental
concerns and to increase the family-centeredness of care.
Given the complexity of the challenges mothers with OUD
often face, traditional 15- or 20-min well child visits for this
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population may be insufficient for building maternal trust,
addressing information needs, and engaging mothers as key
participants in their child’s health. Discontinuous health-
care in this population is common [3, 38] which can also
make building trusting relationships challenging. Innovative
approaches such as group-based WCC visits may address
these challenges through increased time with the provider,
peer-to-peer interaction, and more in-depth discussion of
particularly relevant topics [39—41]. Integrating coordination
of services across maternal OUD treatment and pediatric
primary care providers may also be worth exploring. The
provision of WCC at the site of maternal OUD treatment
could potentially serve as a natural extension of the pro-
grammatic supports already offered to mothers in treatment,
increase WCC convenience, reduce stigma, and provide a
unique opportunity for coordination of other services for the
family. Lastly, providing education and training to pediatric
healthcare providers regarding caring for families affected
by maternal OUD may be warranted given that pediatric
trainees (i.e., students and residents) have reported discom-
fort with discussing mothers’ substance use and trauma his-
tories [42] and substance use disorders are generally stig-
matized conditions.

Conclusion

Mothers in treatment for OUD report gaps in receipt of
anticipatory guidance and limited family-centered care dur-
ing WCC visits for their children. This raises questions on
how refinements to the delivery of WCC for these families
can improve engagement and better address child health and
developmental risks.

Funding Funding for PSMDT was provided by U.S. Children’s Bureau
with Grant No. 90CB0190.

Compliance with Ethical Standards

Conflict of interest The authors declare that there is no conflict of in-
terest.

References

1. Winkelman, T. N. A,, Villapiano, N., Kozhimannil, K. B, et al.
(2018). Incidence and costs of neonatal abstinence syndrome
among infants with medicaid: 2004-2014. Pediatrics, 141(4),
€20173520.

2. McGlade, A., Ware, R., & Crawford, M. (2009). Child protection
outcomes for infants of substance-using mothers: A matched-
cohort study. Pediatrics, 124(1), 285-293.



Journal of Community Health (2019) 44:1127-1134

1133

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Patrick, S. W., Burke, J. F., Biel, T. J., et al. (2015). Risk of
hospital readmission among infants with neonatal abstinence
syndrome. Hospital Pediatrics, 5(10), 513-519.

Witt, C. E., Rudd, K. E., Bhatraju, P., et al. (2017). Neonatal
abstinence syndrome and early childhood morbidity and mortal-
ity in Washington state: A retrospective cohort study. Journal
of Perinatology, 37(10), 1124-1129.

Kocherlakota, P. (2014). Neonatal abstinence syndrome. Pedi-
atrics, 134(2), e547-e561.

Uebel, H., Wright, I. M., Burns, L., et al. (2015). Reasons for
rehospitalization in children who had neonatal abstinence syn-
drome. Pediatrics, 136(4), e811-e820.

Maguire, D. J., Rowe, M. A., Spring, H., et al. (2015). Patterns
of disruptive feeding behaviors in infants with neonatal absti-
nence syndrome. Advances in Neonatal Care, 15(6), 429—-439.
Hoffman, H. J., Damus, K., Hillman, L., et al. (1988). Risk fac-
tors for SIDS. Results of the National Institute of Child Health
and Human Development SIDS Cooperative Epidemiologi-
cal Study. Annals of the New York Academy of Sciences, 533,
13-30.

American Academy of Pediatrics Committee on Practice and
Ambulatory Medicine Bright Futures Periodicity Schedule Work-
group. (2017). 2017 Recommendations for preventive pediatric
health care. Pediatrics, 139(4), 1-3.

Spehr, M. K., Coddington, J., Ahmed, A. H., et al. (2017). Parental
opioid abuse: Barriers to care, policy, and implications for pri-
mary care pediatric providers. Journal of Pediatric Health Care,
31(6), 695-702.

Sutter, M. B., Gopman, S., & Leeman, L. (2017). Patient-centered
care to address barriers for pregnant women with opioid depend-
ence. Obstetrics and Gynecology Clinics of North America, 44(1),
95-107.

Smith, V. C., & Wilson, C. R. (2016). Families affected by paren-
tal substance use. Pediatrics, 138(2), el—e13.

Gannon, M., Mackenzie, M., Kaltenbach, K., et al. (2017). Impact
of mindfulness-based parenting on women in treatment for opioid
use disorder. Journal of Addiction Medicine, 11(5), 368-376.
Rizzo, R. A., Neumann, A. M., King, S. O., et al. (2014). Par-
enting and concerns of pregnant women in buprenorphine treat-
ment. MCN; American Journal of Maternal Child Nursing, 39(5),
319-324.

Suchman, N. E., & Luthar, S. S. (2000). Maternal addiction, child
maladjustment and socio-demographic risks: Implications for par-
enting behaviors. Addiction, 95(9), 1417-1428.

Chung EK, Brumbley M, Hand D, et al. (2017). Receipt of pre-
natal care and well-child care among drug-dependent women and
their young children. In Pediatric Academic Societies. San Fran-
cisco, CA.

Burns, K. A., Chethik, L., Burns, W. J., et al. (1997). The early
relationship of drug abusing mothers and their infants: An assess-
ment at eight to twelve months of age. Journal of Clinical Psy-
chology, 53(3), 279-287.

Barnard, M., & McKeganey, N. (2004). The impact of parental
problem drug use on children: What is the problem and what can
be done to help? Addiction, 99(5), 552-559.

Cleveland, L. M., & Bonugli, R. (2014). Experiences of moth-
ers of infants with neonatal abstinence syndrome in the neonatal
intensive care unit. Journal of Obstetric, Gynecologic, and Neo-
natal Nursing, 43(3), 318-329.

Cleveland, L. M., & Gill, S. L. (2013). “Try not to judge”: Moth-
ers of substance exposed infants. MCN; American Journal of
Maternal Child Nursing, 38(4), 200-205.

Abatemarco, D. J., Gubernick, R. S., LaNoue, M. D., et al. (2018).
Practicing safety: A quality improvement intervention to test tools
to enhance pediatric psychosocial care for children 0-3 years. Pri-
mary Health Care Research & Development, 19(4), 365-377.

22.

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Chung, E. K., Gubernick, R. S., LaNoue, M., & Abatemarco,
D. J. (2018). Child abuse and neglect risk assessment: Quality
improvement in a primary care setting. Academic Pediatrics,
19(2), 227-235.

Nelson, C. S., Higman, S. M., Sia, C., et al. (2005). Medical
homes for at-risk children: Parental reports of clinician-parent
relationships, anticipatory guidance, and behavior changes. Pedi-
atrics, 115(1), 48-56.

Adair, R., Zuckerman, B., Bauchner, H., et al. (1992). Reducing
night waking in infancy: A primary care intervention. Pediatrics,
89(4 Pt 1), 585-588.

Schuster, M. A., Duan, N., Regalado, M., et al. (2000). Antici-
patory guidance: What information do parents receive? What
information do they want? Archives of Pediatrics and Adolescent
Medicine, 154(12), 1191-1198.

Institute of Medicine. (2001). Crossing the quality chasm: A New
Health System for the 21st Century. Washington, DC: National
Academies Press.

Committee on Hospital Care and Institute for Patient- and Family-
Centered Care. (2012). Patient- and family-centered care and the
pediatrician’s role. Pediatrics, 129(2), 394-404.

Safran, D. G., Taira, D. A., Rogers, W. H., et al. (1998). Linking
primary care performance to outcomes of care. Journal of Family
Practice, 47(3), 213-220.

VanGompel, E. C., Jerant, A. F., & Franks, P. M. (2015). Primary
care attributes associated with receipt of preventive care services:
A National Study. Journal of the American Board of Family Medi-
cine, 28(6), 733-741.

Kuo, D. Z., Frick, K. D., & Minkovitz, C. S. (2011). Associa-
tion of family-centered care with improved anticipatory guidance
delivery and reduced unmet needs in child health care. Maternal
and Child Health Journal, 15(8), 1228-1237.

Short, V. L., Gannon, M., Weingarten, W., et al. (2017). Reduc-
ing stress among mothers in drug treatment: A description of a
mindfulness based parenting intervention. Maternal and Child
Health Journal, 21(6), 1377-1386.

Bethell, C., Peck, C., & Schor, E. (2001). Assessing health system
provision of well-child care: The Promoting Healthy Development
Survey. Pediatrics, 107(5), 1084—1094.

Institute of Medicine of the National Academies. Best Care at
Lower Cost. Retrieved August 14, 2018, from www.nationalac
ademies.org/hmd/~/media/Files/Report%20Files/2012/Best-Care/
Best%20Care%20at%20Lower%20Cost_Recs.pdf.

Agency of Healthcare Research and Quality. Consumer Assess-
ment of Healthcare Providers and Systems. Retrieved July 25,
2018, from https://www.ahrq.gov/cahps/about-cahps/index.html.
Olson, L. M., Inkelas, M., Halfon, N., et al. (2004). Overview of
the content of health supervision for young children: Reports from
parents and pediatricians. Pediatrics, 113(6 Suppl), 1907-1916.

Agency for Healthcare Research and Quality. Aggregated Data
— Clinician & Group. Retrieved June 6, 2019, from https://cahps
database.ahrq.gov/CAHPSIDB/CG/About.aspx.

Short, V. L., Hand, D. J., MacAfee, L., et al. (2018). Trends and
disparities in receipt of pharmacotherapy among pregnant women
in publically funded treatment programs for opioid use disorder
in the United States. Journal of Substance Abuse Treatment, 89,
67-74.

Kotelchuck, M., Cheng, E. R., Belanoff, C., Cabral, H. J.,
Babakhanlou-Chase, H., Derrington, T. M., et al. (2017). The
prevalence and impact of substance use disorder and treatment
on maternal obstetric experiences and birth outcomes among sin-
gleton deliveries in Massachusetts. Maternal and Child Health
Journal, 21(4), 893-902.

DeLago, C., Dickens, B., Phipps, E., Paoletti, A., Kazmierczak,
M., & Irigoyen, M. (2018). Qualitative evaluation of individual
and group well-child care. Academic Pediatric, 18(5), 516-524.

@ Springer


http://www.nationalacademies.org/hmd/%7e/media/Files/Report%20Files/2012/Best-Care/Best%20Care%20at%20Lower%20Cost_Recs.pdf
http://www.nationalacademies.org/hmd/%7e/media/Files/Report%20Files/2012/Best-Care/Best%20Care%20at%20Lower%20Cost_Recs.pdf
http://www.nationalacademies.org/hmd/%7e/media/Files/Report%20Files/2012/Best-Care/Best%20Care%20at%20Lower%20Cost_Recs.pdf
https://www.ahrq.gov/cahps/about-cahps/index.html
https://cahpsdatabase.ahrq.gov/CAHPSIDB/CG/About.aspx
https://cahpsdatabase.ahrq.gov/CAHPSIDB/CG/About.aspx

1134

Journal of Community Health (2019) 44:1127-1134

40. Johnston, J. C., McNeil, D., van der Lee, G., et al. (2016). Pilot-
ing centering parenting in two Alberta Public Health Well-Child
Clinics. Public Health Nursing, 34(3), 229-237.

41. Mittal, P. (2012). Centering parenting: Pilot implementation of
a group model for teaching family medicine residents well-child
care. The Permanente Journal, 15(4), 40-41.

42. Schift, D. M., Zuckerman, B., Wachman, E. M., & Bair-Merritt,
M. (2017). Trainees’ knowledge, attitudes, and practices towards

@ Springer

caring for the substance-exposed mother-infant dyad. Substance
Abuse, 38(4), 414-421.

Publisher’s Note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.



	Perceptions of Pediatric Primary Care Among Mothers in Treatment for Opioid Use Disorder
	Abstract
	Introduction
	Methods
	Study Design and Participants
	Data Collection
	Sociodemographic Characteristics
	Anticipatory Guidance
	Family-Centered Care

	Statistical Analysis

	Results
	Discussion
	Conclusion
	References




