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- Identify key health disparities affecting pediatric 
populations and describe how structural and systemic 
inequities influence access to care, quality of services, and 
health outcomes for children and adolescents.

- Apply concepts related to health equity to clinical practice 
by analyzing pediatric case examples that highlight 
disparities in assessment, treatment planning, family 
engagement, and care coordination.

Overarching Learning Objectives
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Shared Purpose

The Principle of Health Equity
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• Native Americans and Alaska Natives have an infant mortality rate that is 60% higher               
t than the rate for their white counterparts.

Socioeconomic status is related to such outcomes as healthcare consistency,                             
in    involvement with the Child Protective System, and rates of childhood obesity.

Residents of neighborhoods with fewer fresh produce sources (“food deserts”) are at      
h    higher risk of obesity and diabetes.
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Differences That Matter

When we’re talking health 
inequities, we’re talking about 
differences that really matter!

These differences are:

1) Systemic
2) Avoidable
3) Shaped by systems, not 

individual choices and actions
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Where Inequities Show Up in Clinical Care

Today’s Lens

Adolescent and vaping
Lead exposure
Immigration enforcement and trauma
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Annie Coates, MD, FAAP, FCCP, ATSF

Associate Professor of Pediatrics

Pediatric Pulmonary Medicine

Case #1 – Adolescent Vaping

Objectives

1) Identify systemic symptoms 
associated with vaping.

2) Identify social determinants of 
health which contribute to 
vaping use in youth.

3) Identify different advocacy 
strategies to prevent and 
reduce vaping use in youth.

No disclosures
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Scope of the Problem
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Case #1: MJ

• 17-year-old female is admitted to the BBCH PICU secondary to status asthmaticus
• Asthma diagnosed at age five
• Previously managed with daily inhaler until loss of insurance coverage over a year ago
• Worsening asthma symptoms over the past week
• Significant shortness of breath and difficulty breathing, with episodes of feeling unable to 

catch her breath
• Increased use of albuterol inhaler, two to three puffs per episode, sometimes with a spacer
• Asthma symptoms limit physical activities
• Nocturnal coughing most nights even prior to this presentation; endorse restless sleep
• Longest period without albuterol in the past several months is two to three days
• Endorse jitteriness independent of Albuterol use
• Endorse vaping and marijuana dab use with friends. “Likes the flavors”
• Endorse depression

Clinical Symptoms

What Are The Symptoms Of Vaping Use (And/Or Nicotine 
Withdrawal) in JM?

• Cough
• Asthma Exacerbations
• Feeling irritable, jumpy, restless
• Feeling sad 
• Difficulty sleeping
• Having a hard time concentrating
• Hypertension
• Abdominal pain
• Craving nicotine
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Back to the Case: JM

• Lives in a hotel with her parents who smoke tobacco cigarettes and marijuana
• Her friends vape and use marijuana dabs and supply her with them
• Exposed to animal dander
• “Home schooled” since 8th grade. “Difficult to focus”
• No medical insurance for at least 1 year
• Last saw her pediatrician “years ago”
• No interval vaccines

Health Equity Lens: JM’s Risk Factors

• Social acceptance and use within peer and family circles.
• Low perceived risk of flavored products.
• Use of other drugs (cannabis).
• Smoking prevalence is strongly inversely related to socioeconomic status (SES), with higher 

rates of smoking, lower quit rates, and higher tobacco-related mortality concentrated 
among individuals with lower income, education, and occupational status.

• Vaping prevalence shows a complex relationship with SES. In the U.S., some studies indicate 
higher adolescent vaping rates in wealthier households, while others find higher rates in 
low-SES, high-stress environments.

• Marketing Exposure: Adolescents from lower-SES backgrounds may have higher exposure 
to pro-vaping ads in their communities.

• Social Stressors: Marginalized groups, including low-SES, sexual minorities, face higher 
stress, leading to higher rates of risky health behaviors like vaping.

• Product Costs: While some higher-SES individuals may afford more expensive, specialized 
devices, the rise of affordable, disposable vapes has increased access across all income 
levels, with higher uptake in lower-SES groups.
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What Can You Do?

Policy in Action
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What Can You Do?

• Set An Example: Walk the Walk!
• Screen and Educate in clinical interactions
• Encourage open, nonjudgemental dialogues with parent/guardians
• Write an Op Ed!
• Testify: In person or writing
• Report Retailers Selling E-Cigarettes to Minors to the FDA
• Educate Yourself

Success Story
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Thank You

References

• 2019MIYHSVapingInfographic (1).pdf
• A systematic review on risk factors and reasons for e-cigarette use in 

adolescents
• The adverse effects of vaping in young people – ScienceDirect
• E-Cigarettes and the Nicotine Epidemic: Statement From the International 

Pediatric Association | Pediatrics | American Academy of Pediatrics
• Vaping Risks for Young People: Lungs, Heart, Brain, and Parenting Guidance | 

ColumbiaDoctors
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Case #2 – Childhood Lead Poisoning

Meredith Jackson, MD, FAAP

Newborn and Pediatric Hospitalist Medicine

Assistant Professor of Pediatrics, Tufts School 
of Medicine

Objectives

1) Review lead screening 
recommendations

2) Identify social determinants of
health which contribute to childhood 
lead poisoning

3) Discuss what happens after a case
of childhood lead poisoning is 
identified

No disclosures
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Childhood Lead Screening

• There is NO SAFE LEVEL of lead
• Current national CDC reference level is 3.5 micrograms/dL of blood in 

children
• Screen all children at 1 and 2 year well child appointments with capillary or 

venous blood lead level
–Since June 2019
–If level > 3.5, confirm with venous ASAP (required in Maine since 

10/1/2022)
• AAP RECOMMENDATION: Screen all children at every WCC through age 

6mo – 6y with risk assessment questionnaire 

Lead Poisoning Risk Factors

• Spending a significant amount of time in a building built before 1960 (such as a home or 
daycare) especially if there is peeling paint or recent renovations

• Insured through MaineCare
• Recent immigrant, adoptee or refugee
• Behavioral – children with pica or developmental delays
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Maine CDC Lead Poisoning

Prevention of Childhood Lead Toxicity

Pediatrics. 2016;138(1). doi:10.1542/peds.2016-1493

Figure Legend:

Contribution of lead exposure to children’s blood lead concentrations. Adapted from Lanphear et al31 and Spanier et al.45

Date of Download:  3/16/2026 Copyright © 2026 American Academy of Pediatrics. All rights reserved.
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Prevention of Childhood Lead 

Toxicity

Where is the Exposure Coming From?

• Homes and buildings
• Hobby materials
• Home remedies
• Workplaces
• Food bowls painted with lead 

glazes
• Toys, jewelry, furniture
• Water that has been in contact 

with lead pipes, lead solder, or 
older plumbing fixtures 
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Case #2 - EK

• 12 month well child check – routine capillary lead test = 26
• Venous lead confirmation – 47 (returned > 1 week later)
• Repeat level ~1 week later – 44.8
• Repeat one day later - 50

Risk Factors:

 MaineCare
 Lives in apartment complex built prior to 1950
 Lower SES status
 Parents are refugees/immigrants

Treatment Guidelines
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Health Equity/SDOH

Children who live in older, 
poorly maintained 

housing or older housing 
that undergoes 

renovation are at high risk 
for lead exposure.

Percent of Children 
Age < 3 with a 
Blood Lead Test 
(2020 – 2024)

https://data.mainepublichealth.gov/tracking/home
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Housing in Maine

• Not only is it old….
• There’s not much of it
• It’s expensive

In Maine, the number of people in 
shelters, unsheltered, or in 
transitional housing remained 
close to 2,300 in 2025 –
comparable to pre-pandemic 
averages. 
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Abatement ≠ Lead Free

• Best: entirely replace 
• 2nd best: “sand to bare” to get rid 

of all lead paint (safely) and then 
paint over with non-leaded paint

• Last: paint over hazard(s)
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Bite marks (bottom of windowsill)

Treatment
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Key Takeaways

• The key to stopping lead poisoning is 
PREVENTION

• Risk factors for lead poisoning are intertwined 
with social determinants of health

• Screen with blood testing for all children at 
12- and 24-month WCC

• Screen with risk questionnaire 6 mo – 6 years
• Resources and data available – Maine CDC, 

HealthyChildren.org, AAP and more

Thank You

Meredith.Jackson@MaineHealth.org
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Case #3 – Trauma-Informed Approaches in the 
Time of Immigration Enforcement

Stephen DiGiovanni, MD

Medical Director, Internal Medicine –
Pediatrics Portland, Maine

Objectives

1) Review the triple trauma framework
and the impact of immigration
enforcement on families living in
Maine

2) Using a case examples, analyze 
real-world barriers to care while 
recognizing both risk and protective 
factors that shape immigrant family 
functioning and health outcomes

No disclosures
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Immigration 
enforcement 
through the 
lens of the 

triple-trauma 
paradigm

Risk Factors

A variety of risk factors place immigrant children at 
risk for emotion, behavioral or relational problems

• High intelligence and education level does not protect 
children from post-traumatic disorders.

• Disrupted family composition by death or other loss increases 
risk as do single parent families and parental mental illness.

• Persistent poverty, particularly associated with housing and 
food insecurity, are significant cumulative risk factors.

• Either overt, implicit or perceived prejudice are all associated 
with increased risk of individual symptoms of stress.
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Protective Factors (Resiliency)

Protective Factors for Immigrant Children

• As with all children, family functioning mediates the effects of 
poverty on emotional and behavioral health. 

• Being part of an engaging community of fellow immigrants from 
the same country of origin on arrival also leads to better mental 
health outcomes.

• Perceived acceptance in receiving communities, safety in 
schools and strong neighborhood connections are protective.

• Blended Biculturalism (and bilingualism) appears to be the most 
adaptive response retaining important elements for the culture 
of origin but adopting many values from the new culture. 
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MMC Clinics: Support Over 3 Weeks

Averaged 20-40 SDOH Deliveries a week
• Food Formula Diapers supported 865 individuals

– 378 adults
– 487 children

• Donations from multiple food pantries
• Fundraising 
• Diaper and Food purchases through supply chain
• Diaper purchases and donations from Maine Needs
• Many Volunteers!!!!!! Came from the clinics, 

residency program, and other sites

27 home healthcare 
visits

- Collaboration with 
Community 
Paramedicine

- Combined with 
SDOH deliveries

BUILD TRUST 
EVERYDAY
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The Power of Registries

• Children under age 2 with 
food insecurity in the past 
year

• Active outreach initiated 
focusing on the youngest 
children

• Outreach to 135 families
• Approx 90% that were 

contacted needed 
assistance

Partnership with Community Paramedicine

• EMS providers are 
embedded and trusted 
community members

• Familiar with local culture, 
geography, and resources

• Similar to Community Health 
Worker model

• Enhanced by advanced 
medical training

Why it works!

• Utilizes EMS providers for 
preventive and public health–
focused care

• Delivers care directly in the 
community and home

• Designed to reduce access 
barriers (distance, 
transportation, availability)

• Built on trust and shared 
lived experience

What is Community 
Paramedicine
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Challenges & Interventions

Community Paramedicine Simple Intervention

• Extended time with patients
• Medication education (“why, how, when”)
• Organization strategies
• Facilitation of home delivery or access – medication, 

medical supplies, food, SDOH needs
• Close collaboration with medical teams
• Close collaboration with SDOH Community Partners

Challenges Identified

• Medication access 
and comprehension

• Polypharmacy and 
dosing confusion

• Transportation and 
pharmacy barriers

• Fear or persecution-
arrest

Home Visiting – Best Practices

• Cultural humility and trust-building
• Trauma-informed care
• Plain language communication
• Translation Services
• Teach-back and chunking
• Address emotional and social 

needs
• Focus on “what matters most”

Patient-Centered 
Communication

• Thoughtful equipment 
placement

• Hand hygiene before and 
after care

• Environmental awareness
• Equipment disinfection
• Team-based visits possible

Safety & Infection 
Control
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Patient Story #1
Home visit: 

• Mom with significant despair/sadness and scared to leave the home
• Older sibling with probable Autism, parents declined further 

evaluation at most recent visit.  No current resources or schooling
• At home visit provided multiple bags of food, diapers, formula, 

Vaseline.
• Confirmed growth, development, safe sleep and smoke detectors
• Provided lead paint prevention – peeling paint in hallway
• Older sibling set-up with 3 yo WCV in March
Access to Care contacted family the following week
• Direct contact to Project Home Maine: assistance provided 
• Connected to Wayside Home Food Delivery
• Education on MotiveCare transportation provided

• Lingala speaking 
family

• 2 children: 10 
months and 3 years

• Family disruption 
as father taken 
into detention by 
ICE

Patient Story #2
• Born at MMC: NICU admission for prematurity
• Transferred to Mass General for treatment of ROP.  

– Discharged with 1-month follow-up

• Established with MMC Pedi Clinic one week after discharge
– Loss to follow-up with Mass Eye and Ear
– Clinic Admin team, Early Childhood Support Specialist (ECSS) and PCP 

worked together to re-establish patient with Mass Eye & Ear, obtain 
MaineCare PA and transportation.

– Mass Eye&Ear appointment in January –surgery in 2 weeks

• ICE enforcement began: unable to attend Eye surgery
– Clinic provided telemedicine 6 mo WCV
– ECSS re-connected with Mass Eye and Ear- appointment late February
– Re-scheduled for 6-month immunizations late February
– Retinopathy treatment completed in Boston March

6-month-old, 25-
week GA preemie

• Retinopathy of 
Prematurity Stage 3

• Hx IVH grade 2
• Congenital 

Hypothyroidism
• Constipation
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Patient Story #3
• Initial Home visit – supported normal weight gain, exam, breast 

feeding and pumping support, safe sleep education.
– Next day metabolic screen positive for sickle cell disease
– F/U call provided – diagnosis reviewed

• Home visit to deliver PCN, discuss diagnosis, review safety  
issues provided.
– Parents requesting repeat blood test prior to starting PCN

• Second Home visit to provide ongoing support and answer 
questions
– Parents requesting repeat blood test prior to starting PCN

• In person visit scheduled for 1 mo WCV and repeat state 
metabolic screening

• Newborn, Mom, 
Dad, and 2-year-
old at home

• One small room in a 
shared apartment

• High fear – all doors 
guarded, windows 
blocked

• Need for diapers, 
formula, and food

Take Home Messages

Meeting Basic SDOC Needs is Essential to Health

• Deep appreciation from the patients and parents
• Requires a high level of coordination from team members 
• Pre-visit preparation is essential
• Set which patients to focus on for home medical visits

– Newborns
– CMC (Children with Medical Complexity)
– Acute evaluation where telehealth not adequate

• Safety evaluation on-site is so much better than in the office 
• Community Paramedicine is amazing
• Mom and baby assessed together 

Response to Immigration 
enforcement: 

• Build Trust Everyday
• Trauma Informed Lens
• SDOH needs 
• Medical home visits
• Team-work
• Registries
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Thank You

What We’ve Seen Today

Different cases.
Shared patterns…

1) Risk is not evenly distributed
2) Access is not equally available
3) Trust is not automatic
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3 Takeaways

Q&A and Audience Reflections
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The Role of Pediatric Providers

Thank You!

“Darkness cannot drive out darkness; 
only light can do that. Hate cannot 

drive out hate; only love can do that.”
- Martin Luther King Jr.
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