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ABSTRACT

OBJECTIVE: To identify community resource needs among
families presenting to a pediatric emergency department
(PED).

MEeTHODS: A convenience sample of English- and Spanish-
speaking caregivers residing in Los Angeles County who pre-
sented to the PED of a large urban children’s hospital were
surveyed. The needs assessment survey assessed demo-
graphics, food insecurity, and previous and anticipated need
for 12 common community resources.

REsuLTs: Of 768 caregivers who completed the survey, 75%
identified as Hispanic/Latinx. Across all survey participants,
83% used at least 1 resource in the past, and 67% anticipated
needing at least 1 resource in the next 12 months. Low-cost/free
health clinics were the most common resources used in the past
and needed for the future. Caregivers with younger children
tended to need baby formula/breastfeeding and women’s health
resources, whereas caregivers with older children tended to
need safe housing, subsidized utilities, and counseling/therapy.

Many families who needed resources in the past and for the
future resided south of the children’s hospital where median
household income was relatively lower than in other areas of
the county. A pattern of heightened use emerged among care-
givers who primarily spoke Spanish. On average, caregivers
reported feeling comfortable approaching hospital staff about
community resources.

ConcLusions: We found significant needs for community
resources among families who presented to an urban PED.
Needs were particularly salient among Spanish-speaking fami-
lies and families living in close proximity to the children’s
hospital. Findings from this study help to inform future work
connecting families to community resources.

KEYWORDS: community resource needs; pediatric emergency
medicine; social determinants of health; social needs screening
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WHAT'S NEw

Screening for community resource needs in an urban
pediatric emergency department is feasible and
revealed interesting patterns of past and future needs
related to children’s ages, Spanish language, and prox-
imity to a safety net hospital.

In THE UNITED States, 15 million children, or 18% of all
children nationwide, live in poverty.' Research has shown
that families need an income of about twice the federal
poverty level to cover basic expenses, and using this stan-
dard categorizes 43% of children as living in low-income
families.” Without state and federally funded safety net
programs, many more children would be at risk. Childhood
poverty is linked to poorer child health, including worse
birth outcomes; increased prevalence of diseases such as
asthma, obesity, and mental illness; and more frequent
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preventable injuries, emergency department (ED) visits,
and hospital admissions.”” Furthermore, social disadvan-
tage (eg, limited English proficiency) seems to be additive
—the more disadvantaged, the poorer the child health
status, with worse health services access and quality of
care.®’ Similarly, studies have shown a direct relationship
between food insecurity and caretaker depression and poor
caretaker and child health status.'’

The importance of health and social needs screening
during well-child clinic visits is evident in recent litera-
ture, especially for at-risk urban populations.'"'” A recent
American Academy of Pediatrics position statement on
poverty and child health emphasizes well-child clinic vis-
its as opportunities to screen for social needs and connect
families to community resources.'” To date, a number of
studies have examined the effectiveness of screening and
directly linking families to social services during well-
child clinic visits to help improve child health outcomes.
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Enhanced connection of families with resources occurred
when directly navigated, and parents reported improve-
ment in overall child health.'*'® Yet, barriers persist
despite the importance of social needs screening during
well-child clinic visits, such as physicians’ attitudes and
families’ lack of access to a medical home.'”*"

As a common site for health care, particularly for
those with limited access, EDs are prime locations for
screening and identifying social needs. Studies have
shown the benefits of identifying social needs in adult
patients presenting to the ED.”"** However, data on the
feasibility and effectiveness of routine screening for
social needs among families presenting to the ED with
their children are limited. Through a survey of caregivers
of children being treated in a pediatric emergency
department (PED) located in a large safety-net hospital
in Los Angeles County, our objective was to assess com-
munity resource needs among families residing in the
county. We examined the frequency and type of commu-
nity resource use in the past and anticipated for the
future, the prevalence of food insecurity, and caregiver
preferences and comfort with speaking to hospital per-
sonnel about community resources. We also examined
the associations of language and other demographic ele-
ments with community resource use and need. In addi-
tion, using zip code data, we explored the frequency and
intensity of community resource use and need in relation
to our hospital location and the median socioeconomic
status of the neighborhoods where families resided. Our
study was conducted as an initial step toward the devel-
opment of a help desk in our PED to connect families to
community resources.

METHODS

Stupy DEsIGN

We conducted a cross-sectional needs assessment sur-
vey of caregivers (parents and legal guardians) of children
residing in Los Angeles County who presented to the PED
at an urban free-standing children’s hospital. Covering
4751 square miles with a population of 10.17 million, Los
Angeles County is the largest county in the United States
and contains one fourth of California’s 9.1 million chil-
dren.”” The study was approved by the hospital’s institu-
tional review board.

STUuDY SETTING AND SAMPLE

Caregivers were approached in the hospital’s PED
between August and December 2016. Located in Los
Angeles, California, the institution is an urban quaternary
care pediatric center with an annual PED census of
>90,000. Study eligibility was limited to caregivers who
spoke English or Spanish (ie, the primary languages of
most families presenting to this PED) accompanying a
patient <21 years of age. Language proficiency was not
directly measured; instead, caregivers were asked to deter-
mine their own comfort with answering the study survey.
Caregivers who self-identified as Spanish-speaking were
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given the choice of completing the survey in English or
Spanish. Those who primarily spoke languages other than
English or Spanish were given the option to either com-
plete the survey in English or to withdraw participation.
Caregivers were excluded if their child had durable medi-
cal equipment (eg, feeding tube, tracheostomy) and/or
history of cancer or sickle-cell disease, as most caregivers
of complex care patients at this institution routinely receive
assistance from social work. Also excluded were caregivers
of patients who presented to the PED for acute psychiatric
evaluation or who were critically ill (ie, Emergency Sever-
ity Index level of 1). Eligible patients were designated at
Emergency Severity Index levels 2 to 5. Given that the
design of this study was to assess community resource
needs among families residing in Los Angeles County, any
caregivers who reported residency outside of the county
were excluded.

MEeAsures AND PROCEDURES

The survey was created solely for this study, written at a
third-grade reading level, and translated into Spanish by a
certified hospital interpreter. Development of the survey
questions about community resources was shaped by exist-
ing screening tools from the literature and PED physicians’
and social workers’ anecdotal knowledge of the most com-
mon needs among PED families and adapted for the needs
of this study and population of interest.'”'”** Before
implementation, the survey was reviewed and edited by
PED physicians, research staff, and a PED social worker.
Subsequently, the survey was piloted on 20 PED families
and refined again for clarity, revising any questions that
families found confusing or difficult to understand.

Potential study participants were identified by research
assistants using the PED real-time tracking board and in
discussion with the treating physicians; enrollment was
primarily dictated by research assistant availability. All
research assistants underwent formal training on study
enrollment procedures. Caregivers were approached by
research assistants at any point during their child’s PED
stay after their child had been evaluated by a physician.
Caregivers were informed that the survey was anonymous
and participation was voluntary. After obtaining care-
givers’ verbal consent to participate, the survey was admin-
istered confidentially in a private room. Research assistants
read aloud all items from the survey form to caregivers and
manually recorded responses onto the form. Survey admin-
istration took approximately 10 minutes. In the instance in
which more than 1 caregiver was present, only the
self-identified primary caregiver was surveyed. When a
research assistant was not proficient in Spanish, certified
hospital interpreters coadministered the survey.

For official study data collection after the pilot phase,
caregivers were asked, “Which of the following services
have you/your child ever used?” and “In the next 12 months,
which of the following services will you/your child need?”
Specifically, we inquired about 12 common community
resources: 1) public health/low-cost clinics; 2) low-cost/free
dental and/or vision care; 3) women’s health services;
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4) baby formula and/or breastfeeding support services; 5)
food banks, pantries, and/or meal services; 6) temporary
housing and shelters; 7) safe housing services; 8) subsidized
utilities; 9) psychological counseling and/or therapy for the
child and/or family; 10) parenting classes and/or parent sup-
port groups; 11) parent education and/or job training; and
12) legal services (eg, immigration, divorce, custody,
restraining orders). Caregivers affirmed all resources that
applied and were then surveyed via 2 questions from the US
Household Food Security Survey.” Finally, caregivers rated
their comfort level (using a 5-point Likert scale ranging
from 1=very uncomfortable to 5=very comfortable) in
asking different hospital staff members (doctor, nurse, inter-
preter, registration clerk, social worker) about community
resources. For caregivers with any emergent unmet need,
social work consultation was provided per institutional prac-
tice; however, data on these consults were not recorded for
the study. The following demographics were collected and
analyzed: primary language spoken at home, ages of both
the patient and the caregiver, patient health insurance, care-
giver race/ethnicity, number of household members, home
zip code, and number of years residing in Los Angeles
County. Data were entered into Research Electronic Data
Capture (ie, REDCap).”

DATA ANALYSIS

Data were analyzed in IBM SPSS, version 23 (IBM
Corp, Armonk, NY). Descriptive statistics were used to
output means and standard deviations (SDs) for continuous
variables (eg, caregiver and patient ages), and also frequen-
cies and percentages where appropriate for count data (eg,
number of household members). Independent samples ¢
tests were used on continuous variables to test for differen-
ces between families who had not needed any resources in
the past and families who needed one or more resources in
the past. Point-biserial correlations (r,;) were used to test
for associations between continuous variables and binary
(yes—no) variables (eg, resources used in the past and

Table 1. Sample Demographics
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anticipated in the future). Odds ratios with 95% confidence
intervals by way of binary logistic regression were used to
examine patterns in the relationship between language (cat-
egorical variable) and resources (binary variables). Pearson
Chi-square tests with post-hoc standardized residuals (z)
were used to examine patterns in the relationships between
categorical variables. Zip code data were explored in
Tableau v. 10.1.2 (Tableau, Seattle, Wash) with median
household income layering from OpenStreetMap.

REsuLTs

Of 992 caregivers approached, 808 (81.5%) agreed to
participate in the study and 184 (18.5%) declined for rea-
sons such as “not interested” and “too tired.” Of 808 care-
givers who were surveyed, data from 768 (95%) were
analyzed. Data from 40 caregivers (5%) were excluded
because of incompletion (13 caregivers did not complete
the survey) or response issues (27 caregivers gave more
than 1 response where only one was expected). Apart from
the 992 caregivers approached, there were 7 caregivers
who were later deemed ineligible because they resided out-
side of Los Angeles County. Of 768 caregivers who com-
pleted the survey, 573 (75%) self-identified as Hispanic/
Latinx, 66 (9%) white, 49 (6%) Asian/Pacific Islander, 47
(6%) black/African American, and 33 (4%) other. Demo-
graphics of our study sample largely mirrored those of the
ED population at our hospital. Specifically, based on
administrative records in the 2016 calendar year, 75% of
families who presented to our ED self-identified as His-
panic/Latinx, and 35% of these families reported Spanish
as their primary language. Table | shows demographic
details of the study sample.

Among all caregivers surveyed, 521 (68%) used 2 or
more community resources in the past, whereas 113 (15%)
used 1 resource, and 134 (17%) used none. Furthermore,
114 (15%) caregivers who did not use any resources in the
past did not anticipate needing resources in the coming
year. On average, families who had not used any resources

Mean (SD) Mean (SD)
English Survey,
English Survey, Spanish Survey, English Survey, Other Language
Demographic English Spoken Spanish Spoken Spanish Spoken Spoken at Sample
Characteristic at Home (n=395) at Home (n=164) at Home (n=157) Home (n=52) (n=768)
Parent age, y 34.09 (9.15) 37.70 (9.07) 32.47 (9.03) 34.71 (9.28) 34.71 (9.28)
Patient age, y 6.53 (5.21) 8.15 (5.65) 5.86 (5.42) 5.66 (5.33) 6.68 (5.41)
Los Angeles County 26.62 (11.38) 15.90 (8.84) 20.75(9.12) 16.31 (10.39) 22.43(11.34)
residence, y
Number of household 5(2) 5(2) 5(1) 4(1) 5(2)
members
Frequency Frequency
(% of Group) (% of Sample)
Patient health insurance
Public (Medi-Cal) 305 (77%) 155 (95%) 140 (89%) 38 (73%) 634 (83%)
Private (PPO or HMO) 80 (20%) 4 (2%) 15 (10%) 12 (23%) 111 (14%)
Self-pay or other 10 (3%) 5(3%) 2 (1%) 2 (4%) 19 (2%)

SD indicates standard deviation; PPO, preferred provider organization; and HMO, health maintenance organization.
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in the past and families who used 1 or more resources in the
past did not significantly differ in parent age (P=.28),
child age (P =.16), or years living in Los Angeles County
(P =.16). However, on average, families who used 1 or
more resources in the past had more household members
(mean=35, SD=2) than families who had not used any
resources in the past (mean =4, SD =1; P =.02).

When surveyed about anticipated community resource
needs in the coming 12 months, 413 (54%) caregivers
anticipated needing 2 or more community resources,
whereas 102 (13%) caregivers anticipated needing 1
resource, and 253 (33%) caregivers anticipated needing
none. Low-cost/free health clinics and dental/vision care
were the most common community resources used in the
past and needed in the coming year; safe housing was the
second most common past used and future anticipated
need. Table 2 presents the frequencies and percentages of
community resources used in the past and needed in the
coming year. As shown in Table 3, when data were ana-
lyzed by language, a pattern of heightened past use and
future need emerged among caregivers who primarily
spoke Spanish and were surveyed in Spanish. Also, among
families speaking only Spanish, their future odds of need-
ing the following resources were significantly greater than
their past odds: public health clinics, women’s health
resources, temporary housing and shelters, child/family
therapy, parenting/parent support classes, parent education/
job training, and legal aid (Table 3).

Several significant correlations were found between
specific resources and age of the caregiver’s child. In the
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past, caregivers of older children tended to use safe
housing services (r,,=0.10, P =.009), subsidized utili-
ties (r,, =0.15, P < .001), and psychological counseling/
therapy (7,,=0.14, P < .001), whereas those with youn—
ger children tended to use resources related to women’s
health (r,, =—0.18, P < .001) and baby formula/breast-
feeding (r,,=—0.16, P < .001). For the future, care-
givers of older children anticipated needing resources
related to psychological counseling/therapy in the com-
ing 12 months (7, =0.11, P =.003), whereas those with
younger children anticipated needing resources related
to women’s health (7, = —0.16, P < .001) and baby for-
mula/breastfeeding (r,, = —0.24, P < .001).

Exploration of zip code data showed that many families
who needed resources in the past and for the future
resided south of the children’s hospital, where median
household income was relatively lower than in other areas
of Los Angeles County. Furthermore, there were signifi-
cant patterns between language and food insecurity in the
past (Table 4). Specifically, caregivers who were only
Spanish-speaking were the most likely to report that they
sometimes had food insecurity, compared with other care-
givers in the study sample. They were also the least likely
to report that they never had food insecurity.

Finally, caregivers on average felt very or somewhat com-
fortable asking social workers, registration clerks, nurses,
and physicians about community resources (Figure). Most
Spanish-speaking caregivers felt very or somewhat comfort-
able asking a hospital interpreter about community resources
(Figure).

Table 2. Frequencies and Percentages of Community Resources Used in the Past and Needed in the Next 12 Months

Frequency (% of Group)

English Survey, Spanish Survey, English Survey, English Survey, Other
English Spoken Spanish Spoken Spanish Spoken Language Spoken
Resources at Home (n=395) at Home (n=164) at Home (n=157) at Home (n=52)
Public health clinics Past 180 (46%) 136 (83%) 81 (52%) 18 (35%)
Future 126 (32%) 143 (87%) 66 (42%) 15 (29%)
Dental and/or vision care Past 136 (34%) 118 (72%) 58 (37%) 1(21%)
Future 134 (34%) 127 (77%) 63 (40%) 18 (35%)
Women'’s health Past 173 (44%) 66 (40%) 69 (44%) 8 (15%)
Future 94 (24%) 59 (36%) 49 (31%) 9 (17%)
Baby formula and/or Past 164 (42%) 70 (43%) 60 (38%) 14 (27%)
breast-feeding support Future 36 (9%) 28 (17%) 23 (15%) 6 (12%)
Food banks, pantries, and/or Past 62 (16%) 46 (28%) 30 (19%) 6 (12%)
meal services Future 46 (12%) 49 (30%) 24 (15%) 8 (15%)
Temporary housing and shelters Past 21 (5%) 4 (2%) 5(3%) 2 (4%)
Future 17 (4%) 3(8%) 6 (4%) 2 (4%)
Safe housing services Past 7 (2%) 8 (11%) 5 (3%) 1(2%)
Future 13 (3%) 28 (17%) 9 (6%) 1(2%)
Subsidized utilities Past 59 (15%) 53 (32%) 18 (11%) 4 (8%)
Future 67 (17%) 51 (31%) 20 (13%) 5(10%)
Child and/or family therapy Past 114 (29%) 39 (24%) 36 (23%) 5(10%)
Future 76 (19%) 46 (28%) 22 (14%) 7 (13%)
Parenting and/or Past 87 (22%) 26 (16%) 18 (11%) 2 (4%)
parent support classes Future 55 (14%) 35 (21%) 23 (15%) 3 (6%)
Parent education and/or Past 73 (18%) 7 (10%) 15 (10%) 2 (4%)
job training Future 61 (15%) 46 (28%) 24 (15%) 5(10%)
Legal aid Past 55 (14%) 25 (15%) 17 (11%) 5(10%)
Future 37 (9%) 41 (25%) 25 (16%) 8 (15%)
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Table 3. Odds of Community Resources Used in the Past and Needed in the Next 12 Months
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English Survey,
Spanish Spoken
at Home (n=157)

English Survey, Other

Language Spoken
at Home (n=52)

OR (95% CI)*

Spanish Survey,
Spanish Spoken
at Home (n=164)
Resources
Public health clinics Past 5.80 (3.69-9.12)"
Future 14.54 (8.78-24.08)"
Dental and/or vision care Past 4.89 (3.28-7.28)"
Future 6.69 (4.39-10.19)"
Women’s health Past 0.86 (0.60-1.25)
Future 1.80 (1.21-2.67)8
Baby formula and/or Past 1.05(0.73-1.52)
breast-feeding support Future 2.05 (1.21-3.49)%
Food banks, pantries, and/or Past 2.09 (1.36-3.24)"
meal services Future 3.23(2.05-5.09)"
Temporary housing and shelters Past 0.45 (0.15-1.32)
Future 1.91 (0.91-4.04)
Safe housing services Past 6.83 (2.80-16.70)"
Future 6.05 (3.05-12.02)"
Subsidized utilities Past 2.72 (1.77-417)"
Future 2.21 (1.45-3.37)"
Child and/or family therapy Past 0.77 (0.51-1.17)
Future 1.64 (1.07-2.50)*
Parenting and/or Past 0.67 (0.41-1.08)
parent support classes Future 1.68 (1.05-2.68)*
Parent education and/or Past 0.51 (0.29-0.90)*
job training Future 2.13(1.38-3.30)"
Legal aid Past 1.11 (0.67-1.86)
Future 3.23(1.98-5.26)"

1.27 (0.88-1.84)
1.55 (1.06-2.27)*
1.12 (0.76-1.64)
1.31(0.89-1.91)
1.01 (0.69-1.46)
1.45 (0.97-2.19)
0.87 (0.60-1.27)
1.71 (0.98-3.00)
1.27 (0.78-2.05)
1.37 (0.80-2.33)
0.59 (0.22-1.58)
0.88 (0.34-2.28)
1.82 (0.57-5.83)
1.79 (0.75-4.27)
0.74 (0.42-1.30)
0.72 (0.42-1.22)
0.73(0.48-1.13)
0.68 (0.41-1.15)
0.46 (0.27-0.79)8
1.06 (0.63-1.80)
0.47 (0.26-0.84)*
0.99 (0.59-1.65)
0.75 (0.42-1.34)
1.83 (1.06-3.16)*

0.63 (0.35-1.16)
0.87 (0.46-1.64)
0.51 (0.25-1.03)
1.03 (0.56-1.89)
0.23(0.11-0.51)"
0.67 (0.32-1.43)
0.52 (0.27-0.99)*
1.30 (0.52-3.26)
0.70 (0.29-1.71)
1.38 (0.61-3.11)
0.71(0.16-3.13)
0.89 (0.20-3.96)
1.09 (0.13-9.01)
0.58 (0.07-4.50)
0.48 (0.17-1.37)
0.52 (0.20-1.36)
0.26 (0.10-0.68
0.65 (0.28-1.50
0.14 (0.03-0.59
0.38(0.11-1.26
0.18 (0.04-0.74
0.58 (0.22-1.52
0.66 (0.25-1.73
1.76 (0.77-4.02

§

§

+

—_—— T o=

OR indicates odds ratio; and Cl, confidence interval.

*Compared with the reference group of English survey, English spoken at home (n = 395).

+P<.001.
$P<.05.
§P<.01.

Table 4. Food Insecurity Frequencies and Percentages™

English Survey,
English Spoken

In the Past 12 Months at Home (n = 395)

Spanish Survey,
Spanish Spoken
at Home (n=164)

English Survey,
Spanish Spoken
at Home (n=157)

English Survey, Other

Language Spoken
at Home (n=52)

Worries about food running out’

Often 12 (2%) 11 (1%)

Sometimes 90 (12%) 84 (11%)*

Never 293 (38%) 69 (9%)°
Food ran out before having money

to buy more”

Often 5(<1%) 8 (1%)

Sometimes 74 (10%) 74 (10%)*

Never 316 (41%) 82 (11%)%

4 (<1%)
39 (5%)
114 (15%)

5(<1%)
26 (3%)
126 (16%)

3 (<1%)
4(<1%)
45 (6%)

2 (<1%)
4 (<1%)
46 (6%)

*Food insecurity frequencies were measured using 2 items from the US Household Food Security Survey Module 2012. Sample

(total) = 768.

1P (Monte Carlo) < .001, from Pearson Chi-square test for association.

}Standardized residual (z) > 2.58 represents a significant pattern at P (post-hoc) < .001.

§Standardized residual (z) > —2.58 represents a significant inverse pattern at P (post-hoc) < .001.

Discussion

In this large cross-sectional survey study set in an urban
PED, we demonstrated substantial past use and future
anticipated need for community resources among our
study sample. Our findings reinforce what other investiga-
tors have found when screening for social needs and food
insecurity in pediatric primary care settings.'”'® When
enrolling primary caregivers of children <6 months in a
well child clinic, Garg et al '’ found that >90% had at

least 1 unmet social need, with 68% reporting 2 or more
unmet needs. Similarly, 90% of caregivers surveyed in a
predominantly Medicaid population in Baltimore had
used at least 1 of 12 onsite services in a well-child clinic
that addressed social and health needs, with 42% using 3
or more services.”” Of note, only 10% of patients seen in
our PED are seen in our hospital’s general pediatric
clinic, and many of the remaining 90% have no identifi-
able medical home; therefore, screening in the PED
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m Very Comfortable

Interpreter
n=164*

Social Worker
n=767**

Registration Clerk
n=768
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Figure. Caregivers’ comfort levels in asking hospital staff about community resources. * Group of Spanish survey, Spanish spoken at home
(n = 164). **Data missing from 1 parent/caregiver. M indicates mean; SD, standard deviation.

offers the opportunity to engage a potentially missed
population. Although some families surveyed had
accessed services in the past, which is encouraging, we
cannot conclude that the population with past access has
needs that are completely satisfied or unchanging, nor
that the population anticipating needs in the future will
have access to community resources. Thus, our findings
suggest an opportunity for screening and connecting
families in the PED to available community resources. A
recent RAND report points to this changing role of EDs
throughout the United States and how the ED’s role in
the delivery of both emergent and nonemergent health
care is growing.”® Specifically, among the report’s key
findings are that “in any given year, 1 out of 5 Americans
makes at least 1 visit to an ED” and “the major reason
patients visit EDs for health problems treatable or pre-
ventable by primary care is lack of timely options
elsewhere.””*

The socioeconomic status of our study sample is simi-
lar to the other studies cited, with 83% of our patient
population covered through Medicaid. However, Los
Angeles County has among the greatest child poverty
rates in all of California—at 25.3%, a rate that is 7.3%
above the national average.”” In 2015, the poverty rate
for Latinx children (29.6%) was more than double that
of Asian American (14.4%) and white (11.5%) children
in California.”” Knowing this clarifies our results demon-
strating greater needs for community resources and
increased rates of reported food insecurity among His-
panic/Latinx families, findings supported by the litera-
ture, and may be useful going forward in guiding
resource allocation and provision.'”*” Patterns in food
insecurity were similar, with greater reports of food inse-
curity among Spanish-speaking caregivers.'”?* Our
demonstration of greater community resource needs for
Hispanic families surveyed in Spanish, as compared
with Hispanic families surveyed in English, is corrobo-
rated by Flores et al,3° who demonstrated non-English
primary language at home was associated with greater
access barriers to health care in children.

O’Malley et al’' studied families presenting to 2 PEDs
and 4 urgent care services, looking at adverse childhood
experiences and current adversities (measured by the iHELP
survey). It should be noted that their sample consisted of
English-speaking families, and only one half of these fami-
lies were Medicaid recipients. Their results suggested that
caregivers using urgent care and PEDs may have a greater
prevalence of adverse childhood experiences and current
adversities. As in our study, O’Malley et al found that fami-
lies were open to being screened by health care team mem-
bers (physicians, nurses, social workers) and did not have a
preference for any specific member. This provides motiva-
tion for all providers to improve screening in medical set-
tings. Unfortunately, despite growing acknowledgement
among physicians that screening for social needs is impor-
tant, it is still rarely standard practice.'””*”* The low rate of
screening during routine clinic visits as well as inpatient
encounters suggests that these patients may slip through the
cracks, heightening the importance of ED and PED settings
as opportune places to address otherwise unmet social
needs.

Previous studies have concentrated on caregivers with
children of a specific age or limited age range.'®'” The
broad range of child ages captured in our study allowed for
some interesting inferences. Knowing the general trends of
community resource needs by child age can assist in tailored
screening and linkage to services among specific families.

Using zip code data, we were able to explore “hot
spots” of past use and future need located within 15 miles
to the south of our hospital and situate them in the context
of socioeconomic status. The literature has demonstrated
that children living in neighborhoods with a low child
opportunity index were more likely to have frequent
urgent care visits.”” The child opportunity index measures
the context in which a child lives, accounting for both
positive and negative indicators (eg, accessibility to open
spaces for recreation, poverty of neighborhood schools,
proximity to toxic waste) and is being used with increased
frequency to guide community interventions and data-
reporting.””
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The limitations of our study should be considered.
First, we surveyed a convenience sample of families
using services in our PED and therefore might have
incurred selection bias. However, our large sample size
demographically mirrored the patient population of our
PED. Second, in asking families to reflect on their use in
the past, there was a possibility of recall bias that might
have translated to under- or over-reporting of social
needs. Third, social desirability bias might have com-
pelled some caregivers to deny certain needs. The ano-
nymity of the survey aimed to mitigate this, however. In
addition, although Spanish was the only non-English sur-
vey offered, Spanish and English are spoken by the vast
majority of families seeking care in our PED. Because
our study was limited to a single institution with major-
ity Hispanic/Latinx patients, our results may not be
reflective of the community resource use and needs in
other communities with different patient demographic
characteristics. Although the number of community
resources that were screened for was not exhaustive, we
did include those most commonly identified in the litera-
ture. By not specifically asking how families had previ-
ously linked to resources and if they had encountered
any barriers, it is possible that families may be able to
access resources irrespective of any social needs screen-
ing. Furthermore, we asked families only if they would
be comfortable approaching the hospital staff about serv-
ices they might need and did not ask about acceptability
by families of routine screening. Finally, we did not
examine the impact of ages of other children in the
household on family needs.

Looking ahead, the results from our study add to the
growing literature on the importance and relevance of
social services screening in pediatric health care settings
and inform us of specific social needs among a sample pop-
ulation of families residing in Los Angeles County and
seeking care at our PED. With the need for community
resources identified, we have our call to action, and a logi-
cal next step is to begin addressing families’ needs through
development of a community resources help desk embed-
ded within our PED. Help desk interventions have increas-
ingly gained traction in the medical community and
evidence of success has emerged across many different
geographical locations and health care settings.'*'*"'*?’
Effectively screening families for social needs in health
care settings, including PEDs, and successfully linking
them to community resources are promising ways to
directly address social determinants of health to improve
the health of the child, family, and community.

CONCLUSIONS

Community resources are commonly used and needed
by caregivers seeking pediatric emergency services, espe-
cially those whose primary language is not English, and
by families residing in neighborhoods with low household
income levels. At a moment in our country’s history when
18% of all children in the United States live in households
under the federal poverty level, and the science linking
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social determinants of health to long-term individual and
population health outcomes is growing exponentially, we
have a shared duty to incorporate social needs screening
and resource referrals within every element of our health
care delivery system.
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