
printed by 

www.postersession.com 

Should We Ask About What We Can’t Always Fix?                                  
Emergency and Primary Care Provider Attitudes on Childhood Adversity  
Samantha Schilling MD, Ashlee Murray MD, Cynthia Mollen MD MSCE, Tara Wedin MD, Joel Fein MD MPH, Philip Scribano DO MSCE 

Divisions of General Pediatrics and Pediatric Emergency Medicine, Children’s Hospital of Philadelphia 
 

To explore emergency department (ED)/ primary care (PC) 
HCP attitudes/ beliefs about feasibility of assuming more 
active role in detecting/ mitigating childhood adversities 

Setting: ED & PC office in urban health system 
Participants: MDs, NPs, RNs, SWs 
Demographic data: gender, age, role, yrs. of experience  
Interview data: Based on modified Health Belief Model. 
Analysis: Interviews recorded, transcribed, coded; continued 
until theme saturation. Disagreements in coding resolved by 
consensus. Codes reviewed and analyzed for themes. 

RESULTS 

CONCLUSIONS 

BACKGROUND 
Ø  Key focus of Patient Protection & Affordable Care Act is 

prevention through identifying/modifying drivers of disease 
Ø  Childhood adversity is directly related to 10 most common 

chronic conditions. 
Ø  Addressing childhood adversities within health systems 

fosters health promotion/disease prevention. 
Ø  For health care providers (HCP) to address childhood 

adversity, they must first believe they can prevent negative 
patient health outcomes. 

METHODS 

Construct Question 

Susceptibility 
What childhood experiences could have a 
negative impact on a child’s health? 

Severity  
How do you think adversities might 
change health outcomes in the long run? 

Benefits 
How would knowing about a patient’s 
social circumstances improve their health? 

Barriers 
What worries you about asking about 
childhood adversities in the ED/office? 

Role & 
Responsibility 

How should we ask about childhood 
adversities routinely? 

  

Characteristic ED (26) PC (19) 
Provider type 
      MD/NP 
      RN/MA 
      SW 

  
14 (53%) 

7 (27%) 
5 (20%) 

  
11 (58%) 
4 (21%) 
4 (21%) 

Age  
       20-30 
       30-40 
       40-50 
       > 50 

  
3 (11%) 
9 (35%) 
9 (35%) 
5 (19%) 

  
2 (16%) 
6 (32%) 
2 (10%) 
8 (42%) 

Gender   
       Male 
       Female  

  
2  (8%) 

24(92%) 

  
3 (16%) 

16 (84%) 
Years of practice 
       ≤ 5  
       6-10 
       11-15 
       > 15 

  
13 (50%) 

3 (12%) 
4 (15%) 
6 (23%) 

  
7 (37%) 
3 (16%) 
3 (16%) 
6 (31%) 

Years in current role 
        ≤ 5        
        6-10 
        11-15 
        > 15 

  
11 (42%) 
7 (27%) 
3 (12%) 
5 (19%) 

  
8 (42%) 
3 (16%) 
3 (16%) 
5 (26%) 

  THEME ILLUSTRATIVE QUOTE 
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 Cycle of 
 violence 

 

Parents abuse their kid. Then they're abused in foster care. 
They move from foster care home to foster care home.  
They start acting out and they're given a behavioral health 
diagnosis. They're on medication.  They become an adult 
and repeat the cycle. (PC MD)     
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Biological 
 sequelae  

If a child grows up with constant fear that something worse 
is going to happen and they’re always in fight of flight mode, 
the constant stimulation of their sympathetic nervous 
system can’t be good on their physical body or their mental 
health. (ED RN) 

 Coping 
mechanisms 

When kids experience trauma, they develop unhealthy 
coping mechanisms like drug use or self-inflicted harm 
which affects physical health. (ED MD) 

B
en

ef
its

 
 Addressing 

tangible 
barriers 

If I know what social supports they have, that’s going to 
help guide how I provide discharge instructions.  If they 
don’t have transportation and need to take 3 buses to make 
a follow up appointment, that guides my recommendations. 
(ED MD) 
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Time My absolute gut instinct as a nurse is-am I going to have to 
do one more screener on a patient? (ED RN) 

Solutions It’s foolish to uncover issues you can’t address. (PC SW) 
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 Limited 
resources  

Very often, we uncover issues that are not emergencies.  If 
we spent every chance we had working on every social 
aspect of every child, we wouldn't have time to take care of 
true emergencies. (ED NP) 

  Problem   
too big 

We have to meet the family half way, we can’t make them 
get help.  It’s hard to take ownership of such a big problem 
that cannot really be fixed in the ED. (ED MD) 

 Lack of 
relationship      

You're relying on the family to give you information and 
sometimes families minimize their situation, because they 
don’t really know us or trust us, we haven't built that 
relationship in such a short time. (ED SW) 

     Shared    
responsibility 

Identify as many as possible.  It’s the EDs role to make sure 
a family is safe so ED should screen for social problems , 
provide resources and reach out to PC. Either PC or ED 
can identify and address social needs of children and 
families. Ongoing monitoring is PC’s role. (PC RN) 

Ø  Knowledge exhibited about childhood 
adversity, but perceived impact on 
health  only immediate & tangible  

Ø  Many did not recognize impact of 
childhood adversities on lifelong 
health, responsibility/accountability 
of health systems 

Ø  Knowledge of provider perspectives is 
important for designing successful 
efforts to achieve more wellness-
centered healthcare system for children  

OBJECTIVE 


