Community Pediatrics: Navigating the Intersection of Medicine, Public Health,
and Social Determinants of Children's Health
COUNCIL ON COMMUNITY PEDIATRICS
Pediatrics 2013;131;623; originally published online February 25, 2013;
DOI: 10.1542/peds.2012-3933

The online version of this article, along with updated information and services, is
located on the World Wide Web at:
http://pediatrics.aappublications.org/content/131/3/623.full.html

PEDIATRICS is the official journal of the American Academy of Pediatrics. A monthly
publication, it has been published continuously since 1948. PEDIATRICS is owned,
published, and trademarked by the American Academy of Pediatrics, 141 Northwest Point
Boulevard, Elk Grove Village, Illinois, 60007. Copyright © 2013 by the American Academy
of Pediatrics. All rights reserved. Print ISSN: 0031-4005. Online ISSN: 1098-4275.

Downloaded from pediatrics.aappublications.org at UNIV OF CALIFORNIA DAVIS on August 19, 2013

FROM THE AMERICAN ACADEMY OF PEDIATRICS
Organizational Principles to Guide and Deﬁne the Child
Health Care System and/or Improve the Health of all Children

POLICY STATEMENT

Community Pediatrics: Navigating the Intersection of
Medicine, Public Health, and Social Determinants of
Children’s Health
COUNCIL ON COMMUNITY PEDIATRICS
KEY WORDS
community pediatrics, child advocacy, public health, social
determinants of health
This document is copyrighted and is property of the American
Academy of Pediatrics and its Board of Directors. All authors
have ﬁled conﬂict of interest statements with the American
Academy of Pediatrics. Any conﬂicts have been resolved through
a process approved by the Board of Directors. The American
Academy of Pediatrics has neither solicited nor accepted any
commercial involvement in the development of the content of
this publication.
All policy statements from the American Academy of Pediatrics
automatically expire 5 years after publication unless reafﬁrmed,
revised, or retired at or before that time.

www.pediatrics.org/cgi/doi/10.1542/peds.2012-3933
doi:10.1542/peds.2012-3933
PEDIATRICS (ISSN Numbers: Print, 0031-4005; Online, 1098-4275).
Copyright © 2013 by the American Academy of Pediatrics

abstract
This policy statement provides a framework for the pediatrician’s role
in promoting the health and well-being of all children in the context of
their families and communities. It offers pediatricians a deﬁnition of
community pediatrics, emphasizes the importance of recognizing social determinants of health, and delineates the need to partner with
public health to address population-based child health issues. It also
recognizes the importance of pediatric involvement in child advocacy
at local, state, and federal levels to ensure all children have access to
a high-quality medical home and to eliminate child health disparities.
This statement provides a set of speciﬁc recommendations that underscore the critical nature of this dimension of pediatric practice,
teaching, and research. Pediatrics 2013;131:623–628

Environmental and social factors contribute signiﬁcantly to the health
and well-being of children in the contexts of families, schools, and
communities. Over the past decade, the Institute of Medicine recognized and quantiﬁed the effects of external factors on early brain
development and the health of children in 2 seminal reports, Neurons
to Neighborhoods1 in 2000 and Children’s Health, the Nation’s Wealth2
in 2004. As understanding of the mechanisms and impact of biological, behavioral, cultural, social, and physical environments on
healthy development deepens and expands, the long-standing role of
pediatricians in promoting the physical, mental, and social health and
well-being of all children must also evolve.3 The ﬁeld of pediatrics
must address the problems facing children in the 21st century by
inﬂuencing these critical determinants of child health and well-being.4
To do so, pediatricians must successfully merge their traditional
clinical skills with public health, population-based approaches to
practice, and advocacy.

DEFINITION OF COMMUNITY PEDIATRICS
The American Academy of Pediatrics (AAP) offers a deﬁnition of
community pediatrics to remind all pediatricians, pediatric medical
subspecialists, and pediatric surgical specialists alike of the profound
importance of the community dimension in pediatric practice. Community pediatrics is the practice of promoting and integrating the
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positive social, cultural, and environmental inﬂuences on children’s health
as well as addressing potential negative effects that deter optimal child
health and development within a community. Community pediatrics includes
all of the following:

 A perspective that expands the



pediatrician’s focus from one child
to the well-being of all children in
the community;
A recognition that family, educational, social, cultural, spiritual,
economic, environmental, and political forces affect the health and
functioning of children;

 A synthesis of clinical practice and
public health principles to promote the health of all children
within the context of the family,
school, and community5; and

 A commitment to collaborate with
community partners to advocate
for and provide quality services equitably for all children.6,7
Participating in community activities
to improve the health and welfare of all
children is considered an integral part
of the professional role and ethical
obligation of all pediatricians. For many
pediatricians, efforts to promote the
health of children have been directed at
attending to the needs of particular
children in a practice setting, on an
individual basis, and providing them
with a medical home8 in concert with
pediatricians’ own community interests
and commitments. Increasingly, however, the major threats to the healthy
development of America’s children
stem from problems that cannot be
addressed adequately by the practice
model alone.9 These problems include
infant mortality; preventable infectious
diseases; dental caries; sedentary lifestyles; chronic health care needs; obesity, metabolic syndrome, and other
historically adult-onset chronic diseases;
high levels of intentional and unintentional injuries; exposure to violence in
624

all forms; risks of neurodevelopmental
disabilities and illnesses from exposure
to environmental tobacco smoke, lead,
and other environmental hazards;
substance abuse; mental health conditions; poor school readiness10;
family dysfunction; sexual health, unwanted pregnancies, and sexually
transmitted diseases; relatively low
rates of breastfeeding; social, medical, behavioral, economic, and environmental effects of disasters11; and
inequitable access to medical homes12
and basic material resources and
poverty.13 Whether the pediatrician is
communicating with patients and
families or with a community, it is
critical to remember that this must be
done in a culturally and linguistically
effective manner to be successful. On
the part of pediatricians, culturally effective communication includes behaviors and attitudes that are appropriate
to care for patients and families with
a wide variety of cultural attributes.

SOCIAL DETERMINANTS OF HEALTH
In the past decade, increasing attention has been paid toward recognizing
the social determinants of children’s
physical, mental, and behavioral health.
Brieﬂy, social determinants are the
economic and social conditions that
shape the health of individuals and
communities. In 2005, the World Health
Organization established a Commission on the Social Determinants of
Health to examine the evidence of the
effects of social determinants on
health outcomes, speciﬁcally for the
purpose of promoting health equity
globally. With the description of the life
course health development model14
and the recognition of the life course
health development perspective by
agencies serving children and families,
including the US Maternal and Child
Health Bureau, the effects of poor social and economic factors in childhood
on the quality of adult health have become increasingly clear. For example,

authors of studies have examined the
link between childhood obesity and
cardiovascular disease in adulthood,
lack of adequate calcium and vitamin D
intake in childhood on adult osteoporosis, and childhood maltreatment and
family dysfunction on adult mental and
physical health problems.13,15,16
Childhood obesity, dental caries,
asthma, and early mental health
issues are prevalent in today’s child
population and interact reciprocally
with family dysfunction or school
stress. Pediatricians must have the
knowledge, skills, and willingness to
address these issues in addition to
more traditional clinical solutions. An
integral approach to doing so incorporates interdisciplinary practice.
As former AAP president Robert
Haggerty, MD, reminded us in 1995,
“we must become partners with others, or we will become increasingly
irrelevant to the health of children.”17
Pediatricians should recognize that
health care is merely 1 inﬂuential
component of overall health and wellbeing for children and families, and
children often move through other
systems, such as education, child
welfare, mental health/social services,
and juvenile justice. Interdisciplinary
communication and coordination are
crucial for successfully addressing all
factors that contribute to a child’s health
and well-being.

THE NATURAL AND BUILT
ENVIRONMENTS
The physical environment is an important part of a community. Health
hazards from toxic environmental
exposures (such as mold, heavy metals, and ﬂuorocarbons) are routinely
recognized and brought to the attention of pediatricians. Less consideration has been given to the potential
for adverse effects on health from
“built environments,” such as poorquality housing, lack of access to
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opportunities for safe gross motor
play, inadequate transportation, especially for children with limited mobility,
and lack of coordinated community
planning, although awareness has
grown over the past decade of the
effects of the built environment on the
childhood obesity epidemic.18 Accessible housing and transportation options
that meet the needs of all children and
families, including those with mobility,
sensory, and health impairments, to
travel safely and making all community
and leisure environments accessible
to all children, especially those with
special needs, has the potential to decrease the risk of obesity and metabolic syndrome.
Because the design of a child’s physical environment can cause or prevent
illness or injury, a high-quality environment is essential for children to
achieve optimal health and development. Community planning and building and land-use policies can either
undermine or promote safety, health,
and optimal development while simultaneously preserving future resources. Children in low-income families
are more likely to be exposed to structural hazards in the home and are more
likely to have diseases such as lead
poisoning and asthma. Although environmental risks are more prevalent in
low-income families, children from any
income level may be exposed. For all
children, examining the quality of a
child’s physical environment is crucial
when assessing children’s health. Pediatrician advocates are needed to speak
out for children’s needs in the physical
environment.

PARTNERING WITH PUBLIC HEALTH
One could argue that pediatricians
have always been a part of the public
health system. As trusted sources of
information for parents and front-line
providers of preventive health care for
children, pediatricians have fulﬁlled

the role of addressing the needs of
populations of children, whether they
are in an early education and child
care setting, school, or local community. Pediatricians often contribute to
the public health system by recognizing and reporting illnesses, hazards,
and trends to public health departments.
Because of this responsibility, pediatricians should know where to get
accurate information regarding the
latest public and school health issues
facing children in their communities,
as well as how to communicate this
information effectively either individually to families or to groups in public
forums or through the media. The Institute of Medicine has recently provided a framework for primary care
and public health professions to work
together.19 Pediatricians should partner with local health departments and
school districts and child welfare
agencies to be aware of programs for
children and families that address
certain needs, such as injury prevention, child maltreatment prevention, lead poisoning, environmental
tobacco smoke control, breastfeeding
promotion, overweight/obesity prevention, asthma, perinatal care, trauma,
child abuse prevention, and disaster
preparedness.20–23 One example of
a pediatric/public health approach
would be to ensure that children’s
issues are addressed in disaster
planning/response.

LOCAL, STATE, AND FEDERAL
ADVOCACY
The passage of the Patient Protection
and Affordable Care Act in 2010 was
a milestone in health care in the United
States that could not have been
achieved without advocacy on multiple
levels by many groups of people, including pediatricians. Pediatricians
have always advocated on behalf of the
nation’s youngest citizens, whether on

the individual level for necessary
services or more widely at the community, state, or federal level in legislative avenues. Because children do
not have a voice in government, others must speak up on behalf of the
nation’s most vulnerable population of
citizens.
In recent years, pediatric medical education has promoted the formal
training of residents in legislative advocacy. The AAP Community Pediatrics
Training Initiative has developed advocacy training modules for use in
pediatric residency training programs
and is supporting individual programs
to implement advocacy rotations in
their curricula. Statewide collaboratives, such as in California and more
recently in New Jersey, have been
established to serve as networks for
residency programs to share advocacy
curricula and support implementation
of new curricular experiences in legislative advocacy. These efforts are in
direct response to the recognition that,
to inﬂuence policies and laws affecting
children and families, pediatricians
need specialized skill sets to be effective advocates on multiple levels.
With the passage of the 2010 Patient
Protection and Affordable Care Act,
pediatric leadership and advocacy will
be crucial to ensure some just reward
for the activities described in this
policy statement. To counter the
growing ﬁnancial and productivity
pressures on practicing pediatricians,
some recognition of the importance of
addressing the social determinants of
children’s health will be necessary in
the ﬁnancing models for accountable
care organizations.24

RECOMMENDATIONS
With the shifting epidemiology of
problems facing children and growing
recognition that social determinants
play a major role in children’s health,
pediatricians must have a second
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“bag of tools” in addition to the clinical “doctor’s bag” that addresses
more traditional agents of childhood
disease. This second bag of tools
includes skills such as being able to
function in an interdisciplinary fashion; partnering with public health
and child welfare entities; recognizing root sources of health and pathology from children’s social,
economic, physical, and educational
environments; and advocating on
multiple levels. The following recommendations offer guidelines for
pediatricians to optimize their effectiveness as clinical practitioners
and advocates in the community. To
accomplish these recommendations,
payment and ﬁnancing systems must
be appropriately aligned and recognize clinicians who provide population-based prevention.25
1. Pediatricians should use community
data (epidemiologic, demographic,
and economic) to increase their
understanding of the effects that
social determinants have on child
health outcomes.
2. Pediatricians should work together with public health departments, school districts,21–23 child
welfare agencies, community and
children’s hospitals, and colleagues
in related professions to identify
and decrease barriers to the
health and well-being of children
in the communities they serve.26,27
In addition, pediatricians should
have access to information about
community programs and resources that could affect the health and
well-being of the children in their
community.
3. Pediatricians should routinely,
and in a culturally effective manner, promote preventive health
strategies for common childhood
issues (ie, immunization, injury prevention, oral health, sexual health,
nutrition, obesity prevention,
626

breastfeeding, positive parenting,
and abuse and neglect) in both
individual well-child visits as well
as on a population level within
a community. Pediatricians can
play an important role in coordinating and focusing new and
existing services to realize maximum beneﬁt for all children.28,29
4. Pediatricians and other members
of the community should interact
with and advocate to improve all
settings and organizations in
which children spend time (eg,
early education and child care
facilities, schools, school-based
health centers, family support
and resource centers, youth programs, recreation venues, and
transportation systems). Together
with families, schools and community resources should be considered as primary assets in
promoting children’s health,
safety, and development.
5. Pediatricians should advocate for
universal access to health care in
a medical home and for the social, economic, educational, and
environmental resources essential for every child’s healthy development, including those in foster
care who may have no other natural advocates.
6. Pediatricians should be able to interface with the media and be
able to be trusted sources of information for parents and the
general public about public health
issues pertaining to children, such
as vaccine safety and emergency/
disaster/crisis medical issues.
7. Pediatric medical education (both
undergraduate and graduate)
should include speciﬁc curricula
on community and public health
topics pertaining to child health,
including social determinants of
health, how to identify and access community resources, school

health, health care systems and
ﬁnancing, and child advocacy, including interactions with the public child welfare system and
legislative advocacy skills.
8. Continuing medical education
programs should consider and
periodically review basic community pediatric competencies to be
included in maintenance of certiﬁcation efforts for pediatricians.30
Maintenance of certiﬁcation and
quality improvement activities
should include options to address
child health issues in community
settings.
9. AAP chapters and their members
should provide leadership for further understanding of community
pediatrics and encourage participation in creative, communitybased, integrated models such
as those supported through the
Community Access to Child Health
program and the Healthy Tomorrows Partnership for Children
program.
10. The AAP is committed to continued
recognition and provision of leadership and support to pediatricians to develop and exercise
advocacy skills at the local, state,
and national levels to ensure that
children have access to care, to
resources, and to conditions that
promote healthy development. This
includes support for the following:

 Federal and state programs
that reduce the burden of debt
on medical students in pediatric primary care and pediatric
medical subspecialty and surgical specialty fellowships, including but not limited to the
National Health Service Corps.

 Incorporation into the curricula for residency programs
and for young physicians’ discussion of different strategies
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for engaging in community activities no matter the practice
setting.

 Expectation of community engagement as an explicit part
of comprehensive clinical payment models currently under
development, including the
patient-centered medical home
and accountable care organizations.
11. The AAP is committed to continuing
to strategically address the lack of
payment for the work pediatricians
do in the community, which addresses social determinants of
health and population-based health
issues, much of which is currently
uncompensated. Not only should
these services be recognized as
a crucial part of child health, but
also, payment for these services
should be at a reasonable and fair
level so that pediatricians can afford to pursue these activities in
their communities.
By caring for children in the context
of their families and communities,
pediatricians play an important role

in promoting the health and wellbeing of the nation’s youngest citizens. Pediatricians who work with
schools, early education and child
care programs, community agencies
and organizations, and local public
health departments and child welfare agencies equip themselves to
be effective child advocates in the
community. Pediatricians can also
play a crucial role in public health
by communicating important facts
about issues facing children’s health;
ensuring children’s issues are addressed in disaster planning and
response efforts11; and advocating
at the local, state, and federal legislative levels for universal access
for all children to high-quality
medical homes and for social policies that promote equal opportunities for the development of children,
families, and communities. The recommendations in this policy statement are meant to provide a
framework for guiding the development of relevant curricula in pediatric medical education and supporting
the practice of high-quality and effective pediatric care.

LEAD AUTHORS
Peter A. Gorski, MD, MPA
Alice A. Kuo, MD, PhD

COUNCIL ON COMMUNITY
PEDIATRICS, 2011–2012
Deise C. Granado-Villar, MD, MPH, Chairperson
Benjamin A. Gitterman, MD, Vice Chairperson
Jeffrey M. Brown, MD, MPH
Lance A. Chilton, MD
William H. Cotton, MD
Thresia B. Gambon, MD
Peter A. Gorski, MD, MPA
Colleen A. Kraft, MD
Alice A. Kuo, MD, PhD
Gonzalo J. Paz-Soldan, MD
Barbara Zind, MD

LIAISONS

Benjamin Hoffman, MD – Chairperson, Indian
Health Special Interest Group
Melissa A. Briggs, MD – Section on Medical
Students, Residents, and Fellowship Trainees
Frances J. Dunston, MD, MPH
Charles R. Feild, MD, MPH – Chairperson, Prevention and Public Health Special Interest
Group
M. Edward Ivancic, MD – Chairperson, Rural
Health Special Interest Group
David M. Keller, MD – Chairperson, Community
Pediatrics Education and Training Special Interest Group

STAFF
Regina M. Shaefer, MPH

REFERENCES
1. Institute of Medicine, Committee on Integrating the Science of Early Childhood Development. In: Shonkoff JP, Phillips DA, eds.
From Neurons to Neighborhoods: The Science
of Early Childhood Programs. Washington,
DC: National Academies Press; 2000
2. National Research Council and Institute of
Medicine, Committee on Evaluation of
Children’s Health. Children’s Health, the
Nation’s Wealth: Assessing and Improving
Child Health. Washington, DC: National
Academies Press; 2004
3. Garner AS, Shonkoff JP; Committee on
Psychosocial Aspects of Child and Family
Health; Committee on Early Childhood,
Adoption, and Dependent Care; Section on
Developmental and Behavioral Pediatrics.
Early childhood adversity, toxic stress, and
the role of the pediatrician: translating
developmental science into lifelong health.

4.

5.
6.

7.

8.

Pediatrics. 2012;129(1). Available at: www.
pediatrics.org/cgi/content/full/129/1/e224
Starmer AJ, Duby JC, Slaw KM, Edwards A,
Leslie LK; Members of Vision of Pediatrics
2020 Task Force. Pediatrics in the year 2020
and beyond: preparing for plausible
futures. Pediatrics. 2010;126(5):971–981
Haggerty RJ. Community pediatrics. N Engl
J Med. 1968;278(1):15–21
Gruen RL, Pearson SD, Brennan TA. Physician-citizens—public roles and professional
obligations. JAMA. 2004;291(1):94–98
Oberg CN. Pediatric advocacy: yesterday,
today, and tomorrow. Pediatrics. 2003;112
(2):406–409
American Academy of Pediatrics, Medical
Home Initiatives for Children With Special
Needs Project Advisory Committee. The
medical home. Pediatrics. 2002;110(1 pt 1):
184–186

9. Nazarian LF. A look at the private practice of
the future. Pediatrics. 1995;96(4 pt 2):812–816
10. Dworkin PH. Ready to learn: a mandate
for pediatrics. J Dev Behav Pediatr.
1993;14(3):192–196
11. National Commission on Children and
Disasters. 2010 Report to the President
and Congress. Available at: http://archive.ahrq.gov/prep/nccdreport/.
Accessed October 12, 2011
12. Sia CC. Abraham Jacobi Award address,
April 14, 1992 the medical home: pediatric
practice and child advocacy in the 1990s.
Pediatrics. 1992;90(3):419–423
13. Conroy K, Sandel M, Zuckerman B. Poverty
grown up: how childhood socioeconomic
status impacts adult health. J Dev Behav
Pediatr. 2010;31(2):154–160
14. Halfon N, Hochstein M. Life course health
development: an integrated framework for

PEDIATRICS Volume 131, Number 3, March 2013

Downloaded from pediatrics.aappublications.org at UNIV OF CALIFORNIA DAVIS on August 19, 2013

627

15.

16.

17.

18.

19.

628

developing health, policy, and research.
Milbank Q. 2002;80(3):433–479, iii
Shonkoff JP, Boyce WT, McEwen BS. Neuroscience, molecular biology, and the childhood
roots of health disparities: building a new
framework for health promotion and disease
prevention. JAMA. 2009;301(21):2252–2259
Felitti VJ, Anda RF, Nordenberg D, et al.
Relationship of childhood abuse and
household dysfunction to many of the
leading causes of death in adults. The Adverse Childhood Experiences (ACE) Study.
Am J Prev Med. 1998;14(4):245–258
Haggerty RJ. Child health 2000: new pediatrics in the changing environment of
children’s needs in the 21st century. Pediatrics. 1995;96(4 pt 2):804–812
Tester JM; Committee on Environmental
Health. The built environment: designing
communities to promote physical activity in
children. Pediatrics. 2009;123(6):1591–1598
Institute of Medicine. Primary Care and
Public Health: Exploring Integration to Im-

20.

21.
22.

23.

24.

prove Population Health. Washington, DC:
National Academies Press; 2012
Magalnick H, Mazyck D; American Academy
of Pediatrics Council on School Health. Role
of the school nurse in providing school
health services. Pediatrics. 2008;121(5):
1052–1056
Nader P. A pediatrician’s primer for school
health activities. Pediatr Rev. 1982;4(3):82–92
Sicherer SH, Mahr T; American Academy of
Pediatrics Section on Allergy and Immunology. Management of food allergy in the
school setting. Pediatrics. 2010;126(6):
1232–1239
Wheeler L, Buckley R, Gerald LB, Merkle S,
Morrison TA. Working with schools to improve pediatric asthma management.
Pediatr Asthma Allergy Immunol. 2009;22
(4):197–208
Accountable Care Organization Work Group.
Accountable care organizations (ACOs) and
pediatricians: evaluation and engagement.
AAP News. 2011;32(1):1

25. Libby R; Committee on Child Health Financing American Academy of Pediatrics.
Principles of health care ﬁnancing. Pediatrics. 2010;126(5):1018–1021
26. Werlieb D; American Academy of Pediatrics,
Task Force on the Family. Converging
trends in family research and pediatrics:
recent ﬁndings for the American Academy
of Pediatrics Task Force on the Family. Pediatrics. 2003;111(6 pt 2):1572–1587
27. Jacobi A. The best means of combating
infant mortality. JAMA. 1912;58:1735–1744
28. Haggerty RJ. Community pediatrics: past
and present. Pediatr Ann. 1994;23(12):657–
658, 661–663
29. Zuckerman B, Parker S. Preventive pediatrics—new models of providing needed
health services. Pediatrics. 1995;95(5):758–
762
30. Mullan F. Sounding board. Communityoriented primary care: an agenda for
the ’80s. N Engl J Med. 1982;307(17):1076–
1078

FROM THE AMERICAN ACADEMY OF PEDIATRICS

Downloaded from pediatrics.aappublications.org at UNIV OF CALIFORNIA DAVIS on August 19, 2013

Community Pediatrics: Navigating the Intersection of Medicine, Public Health,
and Social Determinants of Children's Health
COUNCIL ON COMMUNITY PEDIATRICS
Pediatrics 2013;131;623; originally published online February 25, 2013;
DOI: 10.1542/peds.2012-3933
Updated Information &
Services

including high resolution figures, can be found at:
http://pediatrics.aappublications.org/content/131/3/623.full.ht
ml

References

This article cites 26 articles, 13 of which can be accessed free
at:
http://pediatrics.aappublications.org/content/131/3/623.full.ht
ml#ref-list-1

Permissions & Licensing

Information about reproducing this article in parts (figures,
tables) or in its entirety can be found online at:
http://pediatrics.aappublications.org/site/misc/Permissions.xh
tml

Reprints

Information about ordering reprints can be found online:
http://pediatrics.aappublications.org/site/misc/reprints.xhtml

PEDIATRICS is the official journal of the American Academy of Pediatrics. A monthly
publication, it has been published continuously since 1948. PEDIATRICS is owned, published,
and trademarked by the American Academy of Pediatrics, 141 Northwest Point Boulevard, Elk
Grove Village, Illinois, 60007. Copyright © 2013 by the American Academy of Pediatrics. All
rights reserved. Print ISSN: 0031-4005. Online ISSN: 1098-4275.

Downloaded from pediatrics.aappublications.org at UNIV OF CALIFORNIA DAVIS on August 19, 2013

