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Kids with asthma could have 


persistent cough, wheezing, 


heavy breathing, and interrupted 


speech (because they have to 


catch their breath.)  Breathing 


treatments, inhaled medications, 


and oral steroids are often used 


to treat asthma. 


 


The goal of asthma care is to prevent the 


symptoms! 


 


Work with your child’s healthcare pro-


vider to find out what triggers your 


child’s asthma. Triggers are different for 


every person.  


Some of examples of 


triggers are:  


pollen  


dust mites  


cigarette smoke  


mold  


changes in weather 


perfume 


 


If your child needs breathing treat-


ments (or nebulizer treatments) at 


least once a week, his/her asthma is 


not under control!  Talk to your 


child’s healthcare provider as soon as 


possible. 


Your child might have a hard time eating during an asthma flair-up because: 


He’s tired because of excessive coughing and interrupted sleep. 


His throat is sore, making it hard to swallow foods. 


Food taste bad with all that mucus in throat and nose. 


 


Unless your child has food allergies, there is no reason to 


limit or exclude foods during an asthma episode. Be sure 


your child gets enough fluids and offer nutrient-rich snacks. 


Poor eating and excessive coughing can cause weight loss. 


Good nutrition can help prevent it. 


 


It’s helpful to have a plan for sick days so that your child has some nourishment 


while sick. You can use the following list as a guide for choosing snack foods 


from every food group. Your child might be able to handle small amounts of 


these foods and you can offer them often throughout the day. 


Asthma affects 7 million children under the age of 18. It affects around 13% of non-Hispanic 


Blacks and 19% of Puerto Rican children in the United States.  


Nutrition is important because . . . 


Asthma and Nutrition 


Asthma in children is 
related to: 


More ER visits 


More hospitalizations 


More missed days at 


school 


 


 


 


 


Know your asthma 


medications 


 


 


Preventers: 


These are meant to 


control inflammation in 


the airways. 


 


Ex. Pulmicort, Flovent 


 


 


Rescuers: 


These give quick relief by 


relaxing the muscles of 


the airways. 


 


Ex. Albuterol, Proventil 
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“Milk causes mucus.”   
 


The idea that milk causes mucus has been around 


for generations. Milk can create a feeling in your 


mouth similar to mucus, but studies have found 


that milk does not cause more mucus or make 


mucus thicker. 


Limiting milk when sick means we may not get 


enough calcium, vitamins, and protein. So don’t 


shy away from milk when sick! 


UF Pediatric Pulmonary 


http://www.peds.ufl.edu/divisions/pulmonary/ 


American Lung Association  http://lungusa.org 


American Academy of Pediatrics 


 http://www.aap.org 


American Academy of Allergy, Asthma & 


Immunology http://www.aaaai.org 


Allergy & Asthma Network Mothers of 


Asthmatics http://www.aanma.org 


For more information on asthma visit: 


WIC is an equal opportunity provider. 


~Snacks for Sick Days~ 


Resources 


 Oatmeal made with milk 


 Cheese grits 


 Applesauce, fruit cup,  fresh fruits 


 Bean dip with melted cheese and crackers 


 Peanut or almond butter on bananas or toast 


 Peanut butter added to cooked oatmeal 


 Egg salad or tuna salad mini sandwiches 


 Yogurt or slices of cheese 


 Smoothies made with milk, yogurt, frozen fruits 


and a spoonful of peanut butter 


 Deviled eggs 


 Trail mix prepared with WIC cereals, nuts, dried 


fruits (for children over 4 years old; choking risk for 


younger kids) 


 Calorie boosters like Carnation Instant Breakfast® 


added to milk 


Place an (X) next to the ideas that would work for you: 


True or False 


What is your next step in caring for 


your child with asthma? 


Write it here: 


_________________________________________ 


_________________________________________ 


_________________________________________ 


_________________________________________ 
Take Action! 


After reading about asthma  


This project was supported in part by project  T72MC0002 from 
the Maternal and Child Health Bureau (Title V, Social Security 
Act), Health Resources and Services Administration, United 
States Department of Health and Human Services. 








Pediatric Pulmonary Division,

SHANDS Hospital 

1600 SW Archer Road, 

Room D2-15 Box 100296 Gainesville, FL 32610-0296 

Telephone: (352) 273-8380

FAX: (352) 392-4450

http://www.peds.ufl.edu/divisions/pulmonary/

 

Quit Smoking Now!

Smoking Cessation Resources





Smoking around People with

 Asthma 





How does secondhand smoke affect a child with Asthma?

Secondhand Smoke



Smoking is Deadly!








1. Secondhand smoke may cause more asthma flare-ups.

2. The child is more likely to go to the emergency room 

3. May cause the child to need more medication.

4. Can cause the development of asthma is non-asthmatic children.



Source: Kidshealth.org











Source: United States Environmental Protection Agency





· Tobacco use causes more deaths each year than HIV, car accidents, murders and illicit drugs combined!



· Smoking causes 443,000 deaths each year, that is 1 in every 5 deaths is a result of smoking.



· Adults who smoke lower their life expectancy by 14 years.





Smoking can, not only be harmful to your health but also to the health of those around you. 



49,400 people die each year due to secondhand smoke exposure!

 





















Second Hand smoke contains more than 4,000 harmful substances that can cause cancer! 







1. Free Smoking Cessation Classes Walter Thompson, MPH, CHES

            Health Education Consultant

            CHOICES 

	352-334-7900 Ext. 3421

           Walter_JThompson@doh.state.fl.us



2. Quit Smoking Now

	Smokefree.gov 



3. Suwannee River AHEC 

	Srahec.org



4. The Quit Line	

	1-877-U-CAN-NOW

	(1-877-822-6669)

	floridaquitline.com



5. Freedom from Smoking Online

	American Lung Association

	www.ffsonline.org



Source: Centers of Disease Control and Prevention.
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 	Cystic Fibrosis is a chronic, genetic disease that is usually diagnosed during infancy. The respiratory and digestive systems are clogged with thick, sticky mucus that obstructs the lungs and traps bacteria (respiratory) and also prevents the body from digesting enzymes needed to break down food (digestive). Patients with Cystic Fibrosis are plagued by frequent coughing, lung infections, and difficulty gaining weight. 



	According to the Cystic Fibrosis Foundation patient registry, there were roughly 24,500 patients living with the disease in 2006. Of these 24,500 patients, nearly 45% (close to 11,000) were 18 years of age or older. The median predicted life expectancy for a patient with Cystic Fibrosis is currently 37 years. This statistic is in stark contrast to the outlook for a Cystic Fibrosis patient in 1962, when the predicted median survival age increased to 10 years. In fact, from 1985 to 2005, there was a ten year increase in median survival age for Cystic Fibrosis patients, bringing the life expectancy to 35 years. 











Transition is a “purposeful, planned movement of adolescents and young adults with chronic medical conditions from child-centered to adult-oriented health care,” as stated in a position paper released by the Society for Adolescent Medicine. 



While transition is the process and preparation of moving to adult care, the term ‘transfer’ refers to the event of actual movement to adult care. Factors that determine transfer are age, maturity, developmental readiness, marriage, and pregnancy. Transfer often occurs in conjunction with the end of secondary schooling, and happens between the ages of 18-21 for most patients. 

Why is this important?



Thanks to advances in treatment modalities and the resulting increased life expectancy, the primary focus of chronic disease healthcare focus is no longer on achieving survival into adulthood. More than 90% of children now born with a chronic disease are expected to at least reach the age of 20. As a result, the focus of managing chronic diseases in children has broadened to include preparation for the future, as well as the array of challenges that accompany the life of an adult. 



Rosen (1995) stated that the focus of care within pediatric settings tends to be more focused on adequate growth and development, and adult-centered care focuses on “monitoring progression of the illness.”  Adult-centered care also allows patients to receive developmentally appropriate health care- pediatricians may not be prepared to deal with issues (sexual health, genetic counseling, narcotic use, etc.) that may concern older Cystic Fibrosis patients.  

Barriers



Several barriers exist that impede successful transition, the first being a sense of apprehension about leaving behind the long term relationships with the adult care team. Similarly, if the pediatric team shows a lack of confidence in the adult team, transition can be even more difficult.



Patient and parent resistance is another serious obstacle to transition. Patients may be reluctant to cease financial, physical or medical reliance on their parents, and parents may be anxious about taking a lesser role in the care of their child. Patients and parents may also be concerned that the new care team will not provide the same quality of care or be as caring as the child’s pediatric care team. Other barriers include medical severity of the illness, developmental delay, and poor interagency coordination.



It has also been suggested that the timing of transition itself can be a barrier. Parker (2007) stated that waiting until a teenager nears age 20 can be detrimental to the patient’s health when taking the median life expectancy, 37, into account.



		Study location: University of Florida Cystic Fibrosis (UF CF) Center Adult Clinic

		Patients of interest: Born in 1975 or later

		Self administered assessment (with both quantitative and qualitative questions), study description letter and envelope given to patients to ensure complete anonymity  

		Patients were asked to place completed surveys in the box labeled ‘CF Study’ on the check-out counter before leaving



By examining the transition experiences of our Cystic Fibrosis patients, we can identify factors that aided a successful transition experience, and work to ensure that those factors are present for all patients.  Conversely, by identifying factors that patients did not consider helpful, we can amend and improve protocol and policies to create a more successful transition experience for our patients. 

Further research can be done in order to identify better ways to assist patients in the transition process. There has been speculation that a poor transition experience can affect the patient’s compliance with his or her treatment regimen after beginning adult care. A future research study may compare how successful a patient considered his or her transition to their health in the two years following transfer. When patients are not happy with their current care team, or long to return to their pediatric care team, their health may worsen, causing more hospitalizations, poor Pulmonary Function Tests (PFTs), and a lower quality of life. The relationships between these factors should be studied in order to conclusively prove that the transition experience is a life event in which time and attention should be invested.



One recommendation for practitioners is to create a transition plan for each patient that takes the patient’s maturity, responsibility and readiness into account when identifying a transfer time. This practice has already been utilized by many care teams, but is worth mentioning. All patients are different, and no uniform policy will work for everyone. 



Patients identified several things that could have made their transition experiences easier. One common theme was that patients would have liked to meet someone from the adult care team prior to their first appointment. Another suggestion was to have a meeting with a member from both the pediatric and adult care teams prior to the first adult appointment. Allowing the patient to have an orientation visit at the new clinic may also help the patient feel more at ease before the actual transfer to adult care. An additional respondent reported that a member of the pediatric care team called after the patient’s first adult appointment to see how it went, which the patient found to be helpful. 



As previously mentioned, a barrier to successful transition occurs when the patient or parents worry that the adult care team will not be as caring as the pediatric care team. For this reason, it may also be beneficial for the care team to approach the new patient intake process with increased empathy. By asking the new patients what they liked or disliked about their pediatric care experiences, providers can better understand some of the worries and preferences patients may have when receiving care. This may, in turn, allow providers to understand their new patients better, and may aid patients in feeling more at ease in their new environment. 



The last recommendation is to adequately educate patients during the transition process. Several participants reported that they wanted more information prior to transfer about physical changes, growth, and reproduction, as well as insurance. By educating patients on some of the changes facing them in the upcoming years, patients may feel less overwhelmed when those situations occur post-transfer. It may also be easier to first hear about some of these topics from providers with whom the patient already feels at ease.

       Commonly Reported Demographics



		Received pediatric care at UF CF Center: 59%

		Began care at UF CF Adult Clinic between ages 18-21: 64%

		Began care at UF CF Adult Clinic after age 21: 32%

		Have been receiving care at UF CF Adult Clinic less than 1 year: 27%

		Have been receiving care at UF CF Adult Clinic for 1 year: 23%

		Have been receiving care at UF CF Adult Clinic for 2 years: 19%

		Male: 46%

		Female:  54%



Before transition…



Patients were asked to recall issues that concerned them prior to transitioning to adult care. The biggest concerns patients had at this time dealt with patient-provider relationships. Forty-nine percent of patients responded that they were either somewhat or very concerned about leaving their pediatric care team. Similarly, 55% reported that they were either somewhat or very concerned about meeting a new care team. One patient summed the concerns of multiple patients with the following:



“I didn’t trust the [adult] Doctor because I had the same pediatric Doctor my whole life. He was like a member of my family.”  -P14 



These concerns may have been impacted by the amount of notice patients were given before they had to transfer to adult care. Successful transition processes take multiple years, however, 85% of patients in this study reported that they had been given notice of a year or less (Graph 1). 

During the transition process…



Patients found a variety of factors helpful during the transition process. One of these factors was the introductory office visit at the adult clinic. Out of the patients who had an introductory office visit at the adult clinic, 33% found it to be very helpful in aiding their preparation to attend the adult clinic. Forty-two percent of all patients reported that they had not received an introductory office visit. Just over one-third of the patients also found that meeting a member of the new care team prior to transfer was very helpful. In contrast, 15% of patients did not meet anyone from the new care team before transferring to adult care (Graph 2). 



The least problematic issue for patients was having readily available telephone access to an adult provider. In fact, 38% of patients answered that being able to contact either a doctor or nurse in the adult clinic was the single most helpful part of his or her transition process.

Before vs. After 



Overall, attending the adult clinic has appeared to benefit most patients. Half of the patients felt confident in their ability to independently care for their Cystic Fibrosis before transferring to the adult clinic. When asked how confident patients currently are in their ability to independently care for their Cystic Fibrosis, this statistic increased to 64% (Graph 3). Patients have also experienced changes regarding their outlook on coming to the adult clinic. The majority of these changes in outlook (83%) were positive, which means that however anxious patients were prior to transfer, they now feel more at ease about receiving care in an adult setting. The comment below represents how many respondents now feel about attending the adult clinic:



“It’s not as bad as I thought. It’s just like Peds, just not sugar-coated.” –P16

Graph 1

The authors would like to express their gratitude to Kristin Wolcott Farese, LCSW; Morgan Bishop, MSW; and the staff of Fletcher Allen Health Care’s CF Center for their help with the preparation of this study. Additional thanks to the employees of the University of Florida Cystic Fibrosis Center, particularly in the Adult CF Clinic, for their assistance with this project. Last, but never least, the authors profusely thank the patients at the UF CF Adult Clinic, without whom this study would not be possible.
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Graph 3

Needs Assessment Survey of Post-Transition Adults with Cystic Fibrosis

Janet Brishke, BHS, MPH; Susan Horky, MSW, LCSW

Janet Brishke, BHS, MPH

Email: jbrishke@gmail.com
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Brief Guideline 


Filing for Child SSI 


 


Please visit (learn what SSI is): 


http://www.ssa.gov/pgm/ssi.htm 


 


Important for you and parents to know: 


http://www.ssa.gov/disability/SSA-1171-KIT.pdf 


 


Listing of impairments (childhood listings): 


http://www.socialsecurity.gov/disability/professionals/bluebook/ChildhoodListings.htm 


Take a look at this page to see the different categories and then read the individual 


language and “qualifiers” that the SSA will be considering.  *Using some of their 


language in the applications CAN contribute towards a successful application. 


 


Evidentiary requirements (who does the SSA look to as “experts” and who should the 


client be getting records from?): 


http://www.socialsecurity.gov/disability/professionals/bluebook/evidentiary.htm 


 


Applicant’s rights: 


http://www.socialsecurity.gov/ssi/text-apply-ussi.htm 


 


Forms (see attached and web links below): 


Social Security Forms database: http://www.socialsecurity.gov/online/  


Child disability report (Initial application): http://www.ssa.gov/online/ssa-3820.pdf 


Disability report-Appeal (2
nd


 attempt- if initial denied):  


http://www.socialsecurity.gov/online/ssa-3441.pdf 


Request for reconsideration (3
rd


 round): http://www.socialsecurity.gov/online/ssa-561.pdf 


 


In general: 


-Best to send in as MUCH documentation from “experts” as possible (make the 


claimants’ file thick!). 


-Best to use the SSA’s language on applications and letters/documents from “experts.” 


-Three general levels: 1)initial application; 2) appeal (if initial denied); and 3) request for 


reconsideration (hearing) (if both previous rounds denied). 


-Family/household income matters; BUT- if working with a foster child OR with a child 


who is TEMPORARILY in the custody of family/ non-family- household income does 


NOT count!  
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http://www.ssa.gov/disability/SSA-1171-KIT.pdf
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http://www.socialsecurity.gov/online/

http://www.ssa.gov/online/ssa-3820.pdf
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http://www.socialsecurity.gov/online/ssa-561.pdf
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	As a 2010 MCH Trainee, I have learned the benefits and challenges of working on interdisciplinary team. In the Pediatric Pulmonary Center at the University of Florida, our cystic fibrosis patients regularly visit with a doctor or nurse practitioner, a nurse, a nutritionist, a social worker and occasionally a respiratory therapist. Being a social work student, it has been an enlightening and eye-opening journey to see and start to understand the different roles that all of the disciplines play in getting clients the best care that we can provide.

	Advocacy has always been a central guiding principle in my desire to pursue social work as a profession. Over the years, I have learned that advocacy can look incredibly different depending on the context. However, I had never truly examined what micro level advocacy could look like in a medical setting. After spending some time as an MCH trainee, I have found that an interdisciplinary team essentially advocates for each and every holistic need of the client in order to ensure they are becoming as healthy as they can be in every aspect. I have sat in on meetings where each discipline’s representative is asked to give input, and each perspective is valued. I have attended lectures about psychology attended by pulmonologists and lectures about pulmonology attended by psychologists. I have heard clients who know that their team is able to address their nutritional needs, their financial concerns and their physical condition all at the same appointment. In theory, what an interdisciplinary team can do for a patient is virtually limitless. I must say I do believe we have a long way to go before a client is completely seen as being an individual with diverse biopsychosocial needs separate from their compliance or noncompliance, in a way that may or may not be in congruence with what the medical team’s perspective embodies. However, even with these areas of growth, I have found a great deal of camaraderie and support in my MCH placement, and I have enjoyed seeing firsthand the effectiveness of a strong interdisciplinary team.

	 After working closely with physicians, nurses, dieticians, and other medical personnel, I have come to find that working from a family-centered model of practice that ensures the best care possible for patients requires every field represented and actively valued. Even with a social work background, I came into my traineeship believing that at a medical institution, clients’ biomedical needs were paramount. I have come to find that psychosocial issues in clients’ lives have an undeniable effect on their lives and their physical conditions, more than I even knew before working here. I will continue to value the perspectives of all disciplines wherever I continue my social work career.




A Needs Assessment of a Intimate Partner 
Violence Assistance Clinic’s Target Population 


in Gainesville, FL 


 
 


By Rajbir Mangat 
Intimate Partner Violence 


Assistance Clinic 
THE SOURCE PROGRAM 


 
A collaboration between: 


UF College Of Law 
UF College of Medicine 


Shands Teaching Hospital & Clinics 
Peaceful Paths Domestic Abuse 


Network 
 







Definition of Domestic Violence  


• The use of physical, sexual, emotional, economic or  
psychological abuse by current or former partner or 
spouse to maintain power and control over the other 
person. It can sometimes even result in death of the 
victim. 


• Intimate partner violence (IPV) is also used by CDC 
which includes dating and sexual violence in same 
sex couples. 







IPVAC Clinic 


Created with a $500,000 grant from the Department 
of Justice.  


  A collaboration between College of Law, College of 
Medicine, Shands Teaching Hospital & Clinics, and 
Peaceful Paths Abuse Network. 


  Provides screening questions for DV for medical staff 
in clinics.  


Increase awareness in community about DV and its 
effects on women and children. 


 


 







Who are the victims? 


Domestic violence happens between people who are 
dating, married, separated, and divorced. 


 


It occurs in heterosexual as well as in gay and lesbian 
relationships and in adolescent dating relationships. 


 


DV is a crime in all 50 states in U.SA. 







Victims 


Victims  cross all socio-economic, religious, racial, ethnic, 
age groups 


Domestic violence is the leading cause of injury to 
women ages 15-44 in the United States 


Women represent 85% of adult victims 
Between 1 and 4 million women abused per year 
1 in 4 women are abused during pregnancy 
Lifetime risk for women is about 20% 
Women report to police only 20% of all rapes, 


25% of all physical assaults, and 50% of all 
stalking perpetrated by intimate partners 
 







Cycle of Violence 


Source: 
http://www.deborahkingcenter.com/resources/advice/do
mestic-violence/ 







Power & Control Wheel 







Characteristics of   Batterers 
 


 
Sense of Entitlement 
Controlling 
Uninvolved parent                                 
Show contempt for others 
Frequently Charming 
Emotionally needy 
Low self esteem 
Excessively jealous 
Manipulative 


 







The Batterers 


DV Is Learned Behavior by Batterers 


DV Is NOT Caused By: 


– Illness 


– Genetics or gender 


– Alcohol or other drugs 


– Anger 


– Stress 


– Victim’s behavior 


– Relationship problems 


 







What Makes Batterers So 
Powerful?  


 


Isolation of victim 


Societal Denial 


Use of Religious Issues 


Use of Cultural Issues 


Threats of Retaliation 


 







Why victims do not report abuse 


Financial constraints 


Fear of being judged 


Fear of not being believed 


Does not want to see abuser punished 


Fear of the batterer and his actions 


Embarrassment   


Victim does not have time alone from abuser 


Distrust in the legal system 


Has children 


 


 







The Children 


In 85% of police calls for domestic violence, 
children had witnessed the violence 


 


Witnessing parental violence is a risk factor for: 


Physical Injuries 


Males- to physically abuse 


Females- to become victims of abuse 
 


 







Costs of DV on society 


Abused women have poor health status, tend to use 
the health-care services more 


Prevalence of depression, suicide tendency, mental 
health problems , substance abuse 


Children who witness violence at home display 
emotional and behavioral disturbances such as 
withdrawal, low self-esteem, nightmares, self-blame 
and aggression against peers, family members and 
property 







Needs assessment for Mike’s Zone 


 Crucial components of the needs assessment included: population 
demographics, rates of poverty, unemployment, the incidence and 
mortality of various health indicators, domestic violence shelter data. 


  Efficiency was examined by evaluating the number of women who took 
shelter in the local domestic violence centers and the number of cases 
reported.  


  The data for the assessment was collected from the local Police 
Department records. 


  For population data of the county data was collected from Census data 
provided by Dr Nancy Hardt, Allison Law and Wayne Harvey.  


 This data was compared to the national average data of USA provided by 
CDC. The health indicator data was compiled from the Florida Department 
of Health website. 


  The barriers to reporting of domestic violence crimes were assessed such 
as wait period for subsidized housing for victims, health and safety issues, 
and lack of response by emergency room in hospitals; community 
resources like lack of transportation and problems in obtaining TANF. 
 



















Number of Domestic Violence cases 2004-2010 in 
Mike’s Zone, Gainesville 


 


4 8 5 
10 


17 
10 


198 


0 


50 


100 


150 


200 


250 


2004 2005 2006 2007 2008 2009 2010 


N
o


: o
f 


D
o


m
e


st
ic


 V
io


le
n


ce
 c


as
e


s 


Year 


Domestic Violence Cases 2004-2010 







Reporting of DV cases to police (2010): 


181, 90%


21,10%


Reporting on the same day Reporting on different day







DOMESTIC VIOLENCE 
   and the Emergency Department 


Entry into the health care system is an opportunity 
for detection of domestic violence and referral to 
appropriate community resources 


30% of all female trauma patients 


22-35% of all females presenting to the Emergency 
Department 


Most are repeat ED patients 


The average hospitalization costs for women who 
experience domestic violence are nearly $4.1 billion 
each year 







How can Medical Community make a 
difference? 


Screening patients for IPV 


Screen patients especially in OB-GYN, ED, PEDIATRICS 


Provide resources to victims 


About 47% women killed by their partners went to 
the hospital for physical injuries within one year of 
their murder. 


Early intervention can definitely prevent such 
episodes of violence 







Recommendations 


Education of the community on Domestic Violence 
crimes and prevention 


Community Oriented Policies 


Crime watch meetings 


Health and Safety Fairs 


 Connecting the community to resources 


Community meetings and events 


Cater to specific Community needs 


 


 







Domestic Violence Centers in 
Gainesville- 


 
Arbor House 


Pleasant Place 


Interface Youth Shelter 


Salvation Army (men) 


Peaceful Paths 


St. Francis House 


Interfaith Hospitality Network 


Vet Space 


 







Questions? 






 (
Pediatric Pulmonary Division,
SHANDS Hospital 
1600 SW Archer Road, 
Room D2-15 Box 100296 Gainesville, FL 32610-0296 
Telephone: (352) 273-8380
FAX: (352) 392-4450
http://www.peds.ufl.edu/divisions/pulmonary/
 
) (
Quit Smoking Now!
Smoking Cessation Resources
) (
Smoking around People with
 Asthma 
)

 (
How does secondhand smoke affect a child with Asthma?
) (
Secondhand Smoke
) (
Smoking is Deadly!
)

 (
Secondhand smoke may cause more asthma flare-ups.
The child is more likely to go to the emergency room 
May cause the child to need more medication.
C
an cause the development of asthma is non-asthmatic children.
Source: Kidshealth.org
) (
Source: United States Environmental Protection Agency
) (
Tobacco use causes more deaths each year than HIV, car accidents, murders and illicit drugs combined!
Smoking causes 
443,000 deaths
 each year, that is
 
1 in every 5 deaths
 
is a result of smoking.
Adults who smoke lower their life expectancy by 14 years.
Smoking can, not only be harmful to your health but also to the health of those around you. 
49,400 people die
 each year due to secondhand smoke exposure!
 
Second Hand smoke contains more than 
4,000 harmful substances 
that can cause cancer! 
Free Smoking Cessation Classes Walter Thompson, MPH, CHES
            
Health Education Consultant
            
CHOICES 
352-334-7900 Ext. 3421
           
Walter_JThompson@doh.state.fl.us
Quit Smoking Now
Smokefree.gov 
Suwannee River AHEC 
Srahec.org
The Quit Line
1-877-U-CAN-NOW
(1-877-822-6669)
floridaquitline.com
Freedom from Smoking Online
American Lung Association
www.ffsonline.org
) (
Source: Centers of Disease Control and Prevention.
)
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CONCENTRATED WEALTH/HIGH RACISM

Currently my community health center is working towards reaching out to a bigger population. Right now, it is very difficult to get funding as we serve solely the poor minority community. I only have seven members on staff- 2 physicians, 1 social worker (myself), 3 nurses, and one clerk. We receive a lot of criticism for the work we do, especially since we basically fund ourselves with our own salaries. Because of such high prejudices and discrimination, it is becoming more difficult to recruit more health care specialists. The goals for this quarter are to recruit more physicians, (as our serving community grows everyday), increase our serving counties (currently we are open to two counties, only), and find funding. Seemingly simple goals, but with the constraints of the day, these are tricky tasks. 

	I know there are physicians and nurses in our community want to help, but do not want the criticism that comes with this work. If we can get them to understand the worth of their work, maybe they will move past their discriminations and help the needy community. If our people are healthy, our community is healthy. The social worker in me believes we are all one, but I know the more affluent want to remain that way and do not care about the well-being of those beneath them. The other option is to find the minority physicians who are willing to help their own people. They are out there, but may be afraid to step up due to discrimination at their jobs. 

	The second goal is difficult because without more physicians and funding, it will be a task to serve more counties. My dream is to open two more clinics in the future. I believe it can be done. Even with our numbers, we would just have schedule different counties on different days. That would prevent burning-out on our part and serving more people. 

	The funding goal is the most difficult. Because the rich want to stay rich, they only want to give funding to groups helping the wealthy. Even government funding is limited. It only covers about 20% of the cost; the rest is from our own funding through fundraisers in the community and our personal salaries. While discrimination is high, and the wealthy remain penny-pinchers, we will continue to fight for funding for our communities. 
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Los niños asmáticos pueden tener 


tos constante, jadeo, presión en el 


pecho o un silbido al respirar. A 


veces hablan con interrupciones 


por falta de aire. El asma se trata 


con medicamentos inhalados, en 


nebulizador y esteroides por boca. 


 


¡La meta del cuidado del asma es evitar 


los síntomas! 


 


Usted y el médico de su niño deberán 


trabajar en conjunto para identificar los 


factores que desencadenan el asma de su 


niño. Cada persona tiene sus propios 


factores.  


Algunos factores son:  


pólen  


ácaros de polvo  


humo de tabaco 


moho u hongo  


cambios de clima 


perfume 


 


Si su niño necesita el nebulizador por 


lo menos una vez a la semana ¡puede 


que su asma no está controlada!  


Consulte con su médico lo más 


pronto posible. 


A su niño se le hace difícil comer cuando tiene un ataque de asma porque: 


Está cansado de tanto toser y no poder dormir de noche. 


Tiene la garganta irritada y le duele al tragar. 


La comida no tiene buen gusto por la flema de la garganta y la nariz. 


 


No hay razón para limitar o eliminar alimentos de la dieta del 


niño por el asma, a menos que tenga alergias a los alimentos. 


Asegúrese de que su niño tome bastante líquidos y come 


meriendas nutritivas. Su niño puede perder peso si no está 


comiendo bien y está tosiendo excesivamente. La buena nu-


trición puede prevenir ésto.  


 


El tener un plan para esos días de enfermedad le puede ayudar a darle a su niño 


una buena nutrición. La siguiente guía le puede ayudar a escoger alimentos de 


cada grupo. Puede que su niño acepte cantidades pequeñas de alimentos que se le 


ofrece a menudo durante el dia. 


Hay 7 millones de niños menores de 18 años que padecen de asma. El asma afecta a casi el 


13% de los niños de la raza negra y a un 19% de niños puertorriqueños en los Estados Unidos.  


La nutrición es importante porque . . . 


Asma y Nutrición 


El asma en los niños 
causa: 


Más visitas a sala de 


emergencias 


Más hospitalizaciones 


Más ausencias de la 


escuela 


 


 


 


 


Conozca sus 


medicinas para el 


asma 


 


 


De Control a Largo 


Plazo: 


Sirven para disminuir la 


inflamación de las vías 


respiratorias. 


 


Ex. Pulmicort, Flovent 


 


 


De Rescate: 


Ayudan a relajar los 


músculos de las vías 


respiratorias para alivio 


rápido. 


 


Ex. Albuterol, Proventil 
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“La leche causa flema.”   
 


La idea de que la leche nos produce flema viene a 


través de los años. La leche nos produce una sensación 


parecida a flema en la boca. Pero los estudios mues-


tran que la leche no produce flema ni causa que la 


flema sea más espesa. 


Si limita la leche que toma cuando está enfermo puede 


estar limitando el calcio, las vitaminas y las proteínas. 


¡Así que no deje de tomar leche cuando esté enfermo! 


UF Pediatric Pulmonary 


http://www.peds.ufl.edu/divisions/pulmonary/ 


American Lung Association  http://lungusa.org 


American Academy of Pediatrics 


 http://www.aap.org 


American Academy of Allergy, Asthma & 


Immunology http://www.aaaai.org 


Allergy & Asthma Network Mothers of 


Asthmatics http://www.aanma.org 


Para más información sobre el asma visite: 


WIC provee oportunidades iguales a todos. 


~Meriendas para los días de enfermedad~ 


Referencias 


 Avena preparada con leche 


 Harina de maíz molido (grits) con queso 


 Compota de manzana y frutas empacadas/latas 


 Frijoles cocidos majados con queso derretido y 


galletas 


 Crema de maní en pan o con manzana 


 Mini sandwiches de ensalada de atún o de huevo 


 Yogur o rebanadas de queso 


 Batidos de frutas con leche y yogur 


 Huevos cocidos y rellenos con salsa picante 


 Mezcla de cereales de WIC con nueces y frutas 


secas (para niños mayores de 4 años; puede ahogar a los 


niños más pequeños) 


 Refuerzos de calorías como el Carnation Instant 


Breakfast® añadido a la leche 


Coloque una (X) para marcar las ideas que le pueden funcionar: 


Cierto o Falso 


¿Cúal es el siguiente paso en el cuidado 


de su hijo (a) con asma? 


Escríbalo aquí: 


_________________________________________ 


_________________________________________ 


_________________________________________ 


_________________________________________ 
¡Tome acción! 


Luego de leer sobre el asma 


This project was supported in part by project  T72MC0002 from 


the Maternal and Child Health Bureau (Title V, Social Security 


Act), Health Resources and Services Administration, United 


States Department of Health and Human Services. 






Pediatric Pulmonary Division SHANDS Hospital 1600 SW Archer Road, Room D2-15 Box 100296 Gainesville, FL 32610-0296 Telephone: (352) 392-4458 FAX: (352) 392-4450

http://www.peds.ufl.edu/divisions/pulmonary/

 



Quit Smoking Now!

Smoking Cessation Resources

















Smoking around People with 

Cystic Fibrosis 





Secondhand Smoke



How does secondhand smoke affect a person with CF?










1. Exposing people with Cystic Fibrosis to tobacco smoke has been proven to significantly decrease lung function. 

2. Smoke increases coughing and  increased lung disease.

Source: JAMA, Jan 30, 2008,Volume 299, No.4







· Tobacco use causes more deaths each year than HIV, car accidents, murders and illicit drugs combined!

· Smoking causes 443,000 deaths each year, that is 1 in every 5 deaths is a result of smoking.

· Adults who smoke lower their life expectancy by 14 years.

Smoking can, not only be harmful to your health but also to the health of those around you. 



49,400 people die each year due to secondhand smoke exposure!

 





















People with Cystic Fibrosis already have diminished lung capacity and smoking near them can be deadly. 









1. Free Smoking Cessation Classes Walter Thompson, MPH, CHES

             Health Education Consultant

             CHOICES 

	352-334-7900 Ext. 3421

                Walter_JThompson@doh.state.fl.us

2. Quit Smoking Now



3. Suwannee River AHEC 

	Srahec.org



4. The Quit Line	

	1-877-U-CAN-NOW

	(1-877-822-6669)

	floridaquitline.com



5. Freedom from Smoking Online

	American Lung Association

	www.ffsonline.org



Source: Cystic Fibrosis Foundation



Source: Centers of Disease Control and Prevention.









Smoking is Deadly!
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CEASE 



Clinical Effort Against Secondhand Smoke Exposure

















Discuss how second hand smoke affects children with Asthma and Cf and the need of the program at Shands PPD. 
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Why CEASE?

Research based 

American Academy of Pediatrics , Julius B. Richmond Center of Excellence 



         















Developed in 2005

The mission of the Richmond Center is to improve child health by eliminating children’s exposure to secondhand smoke and tobacco through changing the clinical practice of pediatrics. The vision is that all child healthcare clinicians will be active participants in the elimin
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Three simple steps!

 

Ask 

Assist 

Refer















Explain the 3 easy steps that can be taken to inform parents of the dangers of smoke exposure as well as how the team could assist them to stop smoking
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4
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Prescribing over the counter medication can alleviate costs for parents. 
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Peek Inside 
http://www2.massgeneral.org/ceasetobacco/clinicians.htm















Browse through website and show the benefits of the program. The Continuing Education Credits, Reimbursement from insurance for providing program, research projects currently taking place and much more! 
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Thank you, Rahma Mkuu
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Conclusion 


Teaching Medical Students Empathy 
Qualitative Analysis of 1st and 4th Year Perspectives 


Patrick Lynn, MS4, Susan Horky, LCSW, and Melanie Hagen, MD FACP 
University of Florida College of Medicine 


 
Funded by a grant from the College of Medicine Chapman Education Center 


Background 
 


Empathy: “An understanding of the experiences, 
concerns and perspectives of another person 
combined with a capacity to communicate this 
understanding.” 


-Mohammadrza Hojat, JHHSA Spring 2009 


 


Empathy leads to effective communication between 
doctors and patients and builds relationships. 
   
 - Improves patient satisfaction 
 - Improves patient compliance 
 - Leads to better treatment outcomes 
 - Lowers medical errors  
 - Lowers costs of medical care 
 - Brings more professional satisfaction 
 


Multiple methods have been used to teach empathy, 
some strategies proved effective in increasing 
empathy. 
 
 - Cognitive 
 - Behavioral and Communication Skills 
 - Through Humanities: Reading literature, 


reflective writing, theatre 
 - Sharing patient experiences 
 


A recent study at the University of Florida used the 
Jefferson Scale of Empathy to measure the change in 
empathy scores of students in their first year of 
medical school with different interventions: Video 
clips, transcripts of the video articles, and no 
interventions.  


 


Empathy scores decreased for all groups over the first 
year. 


 


 


 


 


 


 


 


 


 


 


 
 


Empathy declines after just three months of medical 
school. Our interventions had no significant effect on 
this decline. There was a trend towards a smaller 
decrease in empathy in the narrative group. 


Objectives 
• To gain understanding of student 
perspectives on empathy in pre-clinical 
and clinical years 


• To explore reasons for decline in 
empathy 


• To investigate student perspectives on 
empathy interventions 


Discussion 
1. What is empathy? 


Students struggled with whether having experienced 
what the patient had experienced was necessary for 
empathy.  Students sometimes conflated empathy 
with being emotional. Gradually each group concluded 
that empathy is responding in the way that will be 
most helpful to patients:  you must help the patient to 
help you understand him/her. Empathy means 
different things to different patients – must tailor 
one’s approach. 
 


2. What are the benefits of empathy? 


All students agreed that empathy is therapeutic for 
patients.  They could not agree that it is always as 
important as other clinical skills. Unlike the MSIs the 
MSIVs noted benefits to the physician, not just to the 
patient. 
 


3. What are the disadvantages of empathy? 


Students appeared to believe that empathy was a 
positive value, but volunteered more disadvantages 
(35 references) than advantages (25). Their comments 
revealed some of the fears that students have that 
may be barriers to empathic behavior: fear of 
appearing insincere, loss of clinical objectivity, loss of 
balance, favoring one patient over another, sacrificing 
skill for empathy. 
 


4. What helps develop empathy in medical school? 


There was general consensus that hearing from 
patients about their experiences is valuable. 
Students placed significant emphasis on the learning 
environment – faculty attitudes can either help or 
hinder development of empathy in both the pre 
clinical and clinical years. 
Students held differing opinions on the value of 
reading about patients and reflective writing. Many 
felt that learning about particular problems via 
reading or simulated patients helped them “know 
what to say” when the real situation arose but this is 
not necessarily empathy. Some felt empathy develops 
naturally from clinical work, taking cues from patients.  
Many felt that self-reflection and integrating 
experiences help, but that they rarely have time for 
this.  Role modeling was seen as very important. 
 
5. What hinders the development of empathy in 
medical school? 


The biomedical focus, lack of time to reflect and the 
lack of role models were seen as important.  Students 
were negatively affected by faculty who were not 
empathic towards students, even if those faculty 
showed empathy towards patients. 


Methods 
We convened two focus groups, one of first year and one of fourth year medical students.  Students 
were offered a free lunch and a gift certificate to the book store as incentives for participating.  All 
students who responded to a class wide email and wanted to participate were included.  We had 
10 First Year Medical Students (6 male, 4 female) and 7 Fourth Year Medical Students (5 male, 2 
female.)  One of the researchers (SH) served as moderator.   
 
Students were asked the following five questions in sequence: 


1. What is empathy? 
2. What are the benefits of empathy? 
3. What are the disadvantages of empathy? 
4. What helps develop empathy in medical school? 
5. What hinders the development of empathy in medical school? 


 
The data was coded and organized according to the research questions using NVivo 9 Research 
Software for analysis. 


Results 
What is Empathy? 


Most frequent definitions, by gender 


 


 


 


 


 


Benefits of Empathy 
Benefits of empathy by medical school year 


 


 


 


 


 


Disadvantages of Empathy 


 
Themes by Coding Frequency 


 


 


 


 
 


What Helps Develop Empathy 


 


 


 


 


 


 


 


 


 


What Works Against Empathy 


 


 
 
 
 
 
 
 
 
 


After failing to show that an intervention aimed at 
demonstrating the patient perspective to students 
increased their JSPE score, we conducted two focus 
groups to assess student’s experience with learning 
empathy.   Students agreed with Hojat’s definition of 
empathy and that it was important to patient care.  
They identified the following as major promoters of 
empathy: empathic basic science and clinical faculty 
behavior towards students and patients, patient 
presentations in the classroom and direct patient care.  
They identified the following barriers:  focus on 
biomedical care, lack of time to reflect and lack of role 
models. Students were not sure that empathy could 
be taught to everyone and may have to be selected for 
in admission. 


Video 
Transcript 
Article  
None 


JSE 


Intervention 


“I was going to say that from interacting with my 
classmates this year that everyone has come into 
their own and seems to have much more deeper and 
more meaningful empathy for other individuals. I do 
think, I know that articles say there is a decrease in 
empathy particularly in the 3rd year, but I wonder 
how much of the empathy people report in the first 
2 years is  kind of theoretical, it's ‘I think that I have 
empathy for other people’ and when I'm all rested 
and well-fed, and feel good about myself I have 
empathy for other people, but then in the trenches 
that doesn't always pan out the way people expect.” 


- 4th Year Medical Student 


“I agree that it starts low, what happens is your actual 
empathy stays the same in 3rd year, but you're like ‘Oh 
man, this is what empathy is? This is awful, this is so 
much harder to have than I thought.’“  


- 4th Year Medical Student 


 


“We had this sickle cell patient, I mean you can read 
about it all you want, but, I never knew how it was 
portrayed, how a patient lived it.” 


- 1st Year Medical Student 


““And I think that unfortunately we get all of the 
cold, calculated facts in school without any 
oversight to say ‘Whoa, stop, step back for a 
second and realize we're talking about a disease, 
like diabetes, that's an epidemic in our country, 
that every person that has diabetes is suffering.’ 
No one really says that to you. It's just kind of 
assumed that because you're a human being 
you're going to remember that.” 


- 1st Year Medical Student 






List of Spiritual Journey Power Points Presentations      version 6  11:30am 

by Wendy W. Young   June, 2013  (fifty seven Power Points total)



Key:  Fuschia --Not included in paper drafts  

In bold (Suggested for introductory lectures)

 Blue -- only lecture



Advent: Preparing for Christmas

Adventists, Holiness, Pentecostals, Evangelicals and Charismatics

Aetheism and Agnosticism

The Amish

Angels

Ash Wednesday:  Preparing for Palm Sunday and Easter

Bah'ai

The Blues and Gospel Music

Born Again Christians

Buddhism for Beginners

Calvinism

Catholicism 101

Celtic Religion

Chant

Christianity for Beginners  (See Catholicism 101)

Christian Science and Mary Baker Eddy

Confucius and Confucianism

Cults and New Religions (not included) See Scientology

Evangelicalism Part 1  (mostly history)

Evangelicalism Part 2  (mostly beliefs)

Films on Jesus (The Last Temptation vs. The Passion)

Gnostic Gospels

Haitian Vodou

Hanukkah

Heaven (see Between Heaven and Hell: Purgatory)

Higher Power and The Eleventh Step

Hinduism for Beginners (not included)

Indigenous and Native Religions

Islam Part 1

Islam Part 2

Islam Part 3

The Jains, Jainism

Jesus: Hollywood Presentations, Liberal vs. Conservative

Judaism for Beginners

Lent and Holy Week, Part 1

Lent and Holy Week, Part 2

Martin Luther King

Missionaries (not included)

Monks and Monastic Orders

Mormons

Prayer

Protestant Reformation and Luther

Purgatory, Between Heaven and Hell

Quakers

The Rapture

Rastafari (Rasta)

Religion vs. Science

Ritual

The Sacred and The Secular 

The Saints (not included)

Saint Valentine and His Day

Santa Lucia and Her Day

Scientology

Seven Deadly Sins - An Introduction

Seventh Day Adventists

Shinto (Japanese Indigenous Religion)

Sikhs and Sikhism

Spiritual Journeys Introduction

Taoism and The I Ching

Theodicy; (why do bad things happen to good people?)

Virtues, Introducing the Positive Personality Characteristics

West African Vodun

Wicca

Women in the Bible

Women in World Religions

World Religions; How Do We Count?

Zoroastrianism (not included)
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Cultural Competence and Disaster Recovery

Presented by:

Emily Stapleford, BA



February 19, 2007



*











What is culture?

		Culture is a term used to describe the shared values, beliefs, norms, customs, language, history, folklore, and institutions of a specific group of people 





*











Why is culture important?

		Culture affects our perceptions and determination of who needs help, what manner of help they should receive, and what is viewed as quality of service outcomes. 





*

As practitioners, we need to understand the cultural norms of our clients, otherwise the helping process is hindered and the chances of stress and burnout increase.  









What is cultural competence?

		Cultural Competence pertains to the development of knowledge, skills, and behaviors which demonstrate an individual or organization's understanding and appreciation of cultural differences and human diversity.





*

Competence implies capability, adequacy and sufficiency.  Being culturally competent means recognizing what factors could affect the helping process and making appropriate decisions and taking necessary steps to ensure that these factors do not negatively impact the process.

An example illustrating the need for cultural competence might be going into a Hispanic community to offer services--it would be problematic to not have someone that speaks Spanish.  You also might consider utilizing someone from that community to assist you in the process; this will help establish a rapport and sense of trust with those to whom you are providing services�.









Understanding Cultural Competence

		According to Lum's (2003) model, there are some fundamental components that must be part of any education and training towards cultural competence: knowledge of cultural diversity, a heightened awareness of diversity issues, and skill-based training.





*











Lum’s Model for Developing Cultural Competence







Cultural Competence

Knowledge

Awareness

Skills



*











Developing the Program

		Proposal Development

		Grant Funding

		Partnership between University and Faith-based Organizations

		Use of Available Information

		Web based Program &



Face-to-face Program



*











Program Information

		Self-paced training program

		Volunteers and Professionals

		Intended to provide

		Awareness

		Knowledge

		Skills development

		Strategies





*











Program Components

		Consent Form

		Training Pre & Post Testing

		Five Modules

		3 to 5 chapters for each

		Video & Audio streams

		Each chapter contains a 



  10 to 15 question test



*











Module Components



Module 1: Understanding Cultural Diversity and Cultural Competence 



	Module 2: Racial & Ethnic Diversity and Disaster Relief 



	Module 3: Vulnerable Populations & Disaster Relief 



	Module 4: Case Management & Long-Term Disaster Recovery 



	Module 5: Cultural Competence & Disaster Relief Organizations: Strategies, Skills & Community Practices 

Posttest 





*











Let’s Visit the Website!

		Culturally Competent Long-Term Recovery Case Management Training Program





*














Pediatric Pulmonary Division 
SHANDS Hospital 
1600 SW Archer Road,  
Room D2-15, Box 100296 
Gainesville, FL 32610-0296  
Telephone: (352) 273-8380 
FAX: (352) 392-4450 
http://www.peds.ufl.edu/divisio
ns/pulmonary/ 


  


Smoking around People 


with  


Cystic Fibrosis  


1. Free Smoking Cessation 
Classes  
Walter Thompson, MPH, CHES 


            Health Education Consultant 
            CHOICES  
 352-334-7900 Ext. 3421 
           Walter_JThompson@doh.state.fl.us 


2. Quit Smoking Now 
 Smokefree.gov  
 


3. Suwannee River AHEC  
 Srahec.org 
 


4. The Quit Line  
 1-877-U-CAN-NOW 
 (1-877-822-6669) 
 floridaquitline.com 
 


5. Freedom from Smoking Online 
 American Lung Association 
 www.ffsonline.org 
 


Quit Smoking Now! 
Smoking Cessation Resources 


 


 


 


 


 


 


 



http://www.peds.ufl.edu/divisions/pulmonary/

http://www.peds.ufl.edu/divisions/pulmonary/

mailto:Walter_JThompson@doh.state.fl.us





 
 


1. Exposing people with 
Cystic Fibrosis to 
tobacco smoke has 
been proven to 
significantly decrease 
lung function.  


 
2. Smoke increases 


coughing and  
increases lung disease. 


Source: JAMA, Jan 30, 2008,Volume 299, No.4 


 


 


 


How does secondhand smoke 
affect a person with CF? 


 


 


 
Smoking can, not only be 
harmful to your health but also 
to the health of those around 
you.  
 
49,400 people die each year 
due to secondhand smoke 
exposure! 
  
 
 
 
 
 
 
 
 
 
 
People with Cystic Fibrosis 
already have diminished lung 
capacity and smoking near 
them can be deadly.  
 
 


• Tobacco use causes more 
deaths each year than 
HIV, car accidents, 
murders and illicit drugs 
combined! 


 
• Smoking causes 443,000 


deaths each year, that is 1 
in every 5 deaths is a 
result of smoking. 


 
• Adults who smoke lower 


their life expectancy by 14 
years. 


 


Secondhand Smoke 
 Smoking is Deadly! 


 


Source: Centers for Disease Control 
and Prevention. 


 


Source: Cystic Fibrosis Foundation 


 


 





		Quit Smoking Now!

		Secondhand Smoke

		How does secondhand smoke affect a person with CF?






CEASE 



Clinical Effort Against Secondhand Smoke Exposure

















Discuss how second hand smoke affects children with Asthma and Cf and the need of the program at Shands PPD. 
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Why CEASE?

Research based 

American Academy of Pediatrics , Julius B. Richmond Center of Excellence 



         















Developed in 2005

The mission of the Richmond Center is to improve child health by eliminating children’s exposure to secondhand smoke and tobacco through changing the clinical practice of pediatrics. The vision is that all child healthcare clinicians will be active participants in the elimin
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Three simple steps!

 

Ask 

Assist 

Refer















Explain the 3 easy steps that can be taken to inform parents of the dangers of smoke exposure as well as how the team could assist them to stop smoking
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4
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Prescribing over the counter medication can alleviate costs for parents. 
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Peek Inside 
http://www2.massgeneral.org/ceasetobacco/clinicians.htm















Browse through website and show the benefits of the program. The Continuing Education Credits, Reimbursement from insurance for providing program, research projects currently taking place and much more! 
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Thank you, Rahma Mkuu
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Lyndsey van der Laan, B.S.

April 13th, 2012

Phc 6601



Barriers to Care in the University of Florida’s Sleep Disorder Clinic/Lab













































Pediatric Pulmonary Center













 6 funded PPC  Training Programs





Clinics

 Cystic Fibrosis

 Asthma

 Sleep









GO GATORS!























The Pediatric Pulmonary Center Training Program at the University of Florida develops leaders in all disciplines who will improve the health of children with respiratory conditions. The training program embraces an interdisciplinary approach to teach the core values of cultural competence and family centered-community based care.
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Outline

What is sleep?



Sleep deprivation effects and treatment



Methods



Results





Discussion 



Implications



MPH Competencies



Lessons Learned

























What is Sleep?

Sleep is the decreased responsiveness to external stimuli



Sleep function is unknown



Sleep cycles change as we age





























It is defined as a reversible condition of decreased responsiveness to external stimuli usually associated with immobility (Brand & Kirov, 2011; Cirelli & Tononi, 2008). The reduced inability to react “distinguishes sleep from quiet wakefulness, while its reversibility distinguishes sleep from coma” 



As newborns, one sleeps over 15 hours a day with equal sleep periods during the day and night 
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Pediatric Sleep Disorders
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Sleep Disorders





SIDS





Insomnia





SDB





Enuresis





Psychiatric







































Sleep Disordered Breathing

Primary snoring		   Obstructive Sleep Apnea



 Partial or complete obstruction of the upper airway



3-12% and 2-4%



Symptoms include: snoring, mouth breathing, enuresis, daytime sleepiness, aggression, and poor school performance



























This disorder is most common in preschool children when the pharyngeal lymphatic tissues are the largest (Ali, Pitson, & Stradling, 1993; Marcus, 2001). Roughly 3-12% of children are effected by snoring and between 2-4% have obstructive sleep apnea (Pedersen, 2012; American Academy of Pediatrics, 2002). OSA is equally distributed among females and males until adolescence, when the condition becomes more common in males (Hoban, 2009).



In fact, the American Academy of Pediatrics has recommended that all children should be screened for snoring to determine possible obstructive sleep apnea (American Academy of Pediatrics, 2002). It is important to note that not all snoring will be caused by OSA. Nasal allergies or a cold could also cause snoring in young children (Pelayo, 1998). Another symptom of possible SDB is mouth breathing at night. This may be because children can acquire larger volumes of air through their mouth, which may be necessary if they are having difficulties breathing. control of bladder function (Capp, Pearl, & Lewin, 2005). Three proposed factors as to why bedwetting may cause OSA include decreased arousal response, impaired urodynamics, and altered secretion of hormones that regulate fluid balance caused by OSA 
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Risk Factors of SDB

























Of these, the most significant risk factor for OSA is excessive weight (Owens, Mehlenbeck, Lee, & King, 2008). In one study of adolescents, those who were overweight averaged shorter sleep time and less efficient and more disrupted sleep (Beebe, et al., 2006). This may be because excessive fat deposits centrally and around the upper airway causes obstruction and the inability to breath in children 



The increased availability of technology such as televisions, computers, and music players and the frequent use of these devices during nighttime hours increases the risk of SDB 



If there is no sleep disorder clinic/lab within the community, one may not seek needed care. Although clinic location does not directly affect the risk of SDB, it does affect the severity of the disorder.



The risk of SDB is increased by public lack of concern for sleep disorders, medical stigma, and health inequalities
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Effects and Treatment

Cognitive impairment



School performance and aggression



Misdiagnosed ADHD



Treatments include surgery, CPAP, and improved bedtime routines

























). One study showed that children who slept shorter amounts of time due to SDB were more likely to have aggressive behavior and problems with internalizing emotions (Owens, Mehlenbeck, Lee, & King, 2008). Lack of sleep can also affect daytime cognitive, emotional, and behavioral well-being of children (Gozal, O'Brien, & Row, 2004). Children with OSA tend to have diminished study skills, like note-taking, preparedness for class, and the ability to perform schoolwork (Beebe, et al., 2006). On the other hand, students with high grade point averages slept more at night than students with SDB (Wolfson & Carskadon, 1998). Finally, lack of sleep can cause hyperactivity or attention deficit hyperactivity disorder (ADHD) (Owens, Mehlenbeck, Lee, & King, 2008). Children who are sleep deprived tend to act out in class, which may cause teachers to believe they are inattentive and hyperactive
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Rationale for the Project

Clinic operates Wednesdays and Thursdays 



Lab operates 6 nights a week



Barriers to care?

Lack of information

Geographic

Cost of services

Low SES































Although it is evident early diagnosis and treatment of SDB is imperative, many individuals never receive services. This may be because of the multitude of barriers to care patients and families experience. Barriers can be grouped into a framework consisting of geographic, cultural, socioeconomic, and organizational barriers





For one, parents may believe that their child is not really sick. In a cross-sectional study in the United Kingdom, the most commonly cited reason for not seeking treatment for insomnia was the belief that the condition was benign, trivial, and a problem that one could cope with alone 



. Although there are many sleep clinics in the state, very few are pediatric board certified. Many patients seen at the UF Sleep Clinic/Lab are from cities located far away from Gainesville, Florida, such as Panama City, Tallahassee, and Pensacola. This is because UF is the only board certified clinic in north Florida
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Relationship to Public Health

 Barriers to care affects public



If left untreated, can lead to serious health problems



90 clinical disorders



Billions of dollars in economic cost































Although it is evident early diagnosis and treatment of SDB is imperative, many individuals never receive services. This may be because of the multitude of barriers to care patients and families experience. Barriers can be grouped into a framework consisting of geographic, cultural, socioeconomic, and organizational barriers





For one, parents may believe that their child is not really sick. In a cross-sectional study in the United Kingdom, the most commonly cited reason for not seeking treatment for insomnia was the belief that the condition was benign, trivial, and a problem that one could cope with alone 



. Although there are many sleep clinics in the state, very few are pediatric board certified. Many patients seen at the UF Sleep Clinic/Lab are from cities located far away from Gainesville, Florida, such as Panama City, Tallahassee, and Pensacola. This is because UF is the only board certified clinic in north Florida
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Methods

Aims – to identify barriers to care



Hypothesis - Patients do not attend clinic because of a variety of barriers to care



Needs Assessment:

Review existing health information

Collect and analyze data

Assess needs

“Reality check”
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Methods

2 surveys – show vs. no-show 



Surveys given to every caregiver attending clinic/lab during the month of March



Surveys mailed to caregivers missing an appointment within the last three months



Focus group to discuss barriers to care























Because many families seen at the clinic/lab are of low SES, mail surveys were determined to be more effective and have the ability to reach a larger population than electronic and/or telephone surveys. A stamped envelope was enclosed with each survey in order to encourage families to return the survey.  To remain HIPAA compliant, the researcher was blinded to the names and addresses of the patients who were sent surveys.
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Barriers to Care Question

Please identify any problems you encountered while trying to make your scheduled appointment (Check all that apply):

Did not know about appointment

Forgot about appointment

Did not set own appointment (was made for me)

Unable to find transportation

Price of gas

Insurance

Could not find a babysitter for other children

Clinic is located too far away

Clinic will not be able to meet my needs

Nervous about test results

My child is not sick

Child did not want to go to the Clinic

Other - Please list: _________________________________























Results

291 participants contacted

151 from the “show” population

140 from the “no-show” population



44% and 3.5% 



10 returned due to insufficient addresses























Results

		Participants		Frequency		Percentage

		Show		67		93.1%

		No-Show		5		7%

		Total		72		



		Race		Frequency		Percentage

		White		37		51.4%

		Black		26		36.1%

		Other		6		8.3%

		Total		69		95.8%

		Missing		3		4.2%

























Results

		Age		Frequency		Percentage

		18-24		7		9.7%

		25-39		40		55.6%

		40-55		13		18.1%

		55+		4		5.6%

		Total		64		88.9%

		Missing		8		11.1%



		Relationship		Frequency		Percentage

		Mother		47		65.3%

		Father		6		8.3%

		Grandmother		5		6.9%

		Total		58		80.6%

		Missing		14		19.4%

























Results























All Respondants	Did Not Know	Forgot	Did not set appt	Unable to find transportation	Price of gas	Insurance	Could not find sitter	Clinic is too far	Clinic will not meet needs	Nervous about results	Child is not sick	Child did not want to go	None	Scheduling problems	Sick	Got Lost	No response	1	3	2	5	10	0	5	5	0	0	0	2	12	6	2	1	34	Results























Show	Did Not Know	Forgot	Did not set appt	Unable to find transportation	Price of gas	Insurance	Could not find sitter	Clinic is too far	Clinic will not meet needs	Nervous about results	Child is not sick	Child did not want to go	None	Scheduling problems	Sick	Got Lost	No response	1	1	2	1	7	0	3	3	0	0	0	2	12	6	1	1	34	Results























No Show	Did Not Know	Forgot	Did not set appt	Unable to find transportation	Price of gas	Insurance	Could not find sitter	Clinic is too far	Clinic will not meet needs	Nervous about results	Child is not sick	Child did not want to go	None	Scheduling problems	Sick	Got Lost	No response	0	2	0	4	3	0	2	2	0	0	0	0	0	0	1	0	0	Results

26% experienced at least one barrier to care



Patient type significantly correlated (p=0.02) to whether a barrier was experienced



Transportation variable significantly correlated (p=0.0001) to experiencing barriers



No focus group

























The patient type (show vs. no-show) was the only tabulation found to be significantly related to whether an individual encountered any barrier (p = 0.02). However, when looking at individual barriers (price of gas, clinic location, number of children, etc), none were found to be significantly related to any other variable. 



The variables ‘unable to find transportation’, ‘price of gas’, and ‘clinic is too far away’ were collapsed into a single ‘transportation problems’ variable. This new combined variable was significantly (0.0001) correlated to encountering any barriers to care



Unfortunately, no focus group was conducted. Parents were asked at the end of the survey to participate in a focus group. Although a few did express interest on the survey, when contacted, they were unable to attend. Many were not from Gainesville and making a separate drive for a focus group was not a feasible option. Barriers to care were only evaluated using the needs assessment survey.
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Discussion

Hypothesis found to be essentially true



Both populations faced barriers to care



26 participants experienced at least one barrier to care – 50% related to a transportation barrier

All of the no-show population



































A significant association was found between patient type (show vs. no-show) and whether or not a barrier to care was encountered. This finding is somewhat intuitive. If a parent missed a scheduled appointment, it is more than likely because they experienced a problem accessing the clinic/lab. Parents who did attend clinic/lab also faced barriers to care, however, had the ability to overcome these obstaclesA significant association was found between patient type (show vs. no-show) and whether or not a barrier to care was encountered. This finding is somewhat intuitive. If a parent missed a scheduled appointment, it is more than likely because they experienced a problem accessing the clinic/lab. Parents who did attend clinic/lab also faced barriers to care, however, had the ability to overcome these obstacles



Out of all participants, 26 experienced at least one barrier to care. Of these, 50% were related to a transportation barrier (‘unable to find transportation’, ‘price of gas’, and ‘clinic is too far away’). These barriers were the most commonly reported and had the greatest affect on whether or not a parent attended clinic/lab. 
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Discussion

Non-significant findings:

Transportation barriers increased as distance from clinic/lab increases

Best method to contact – phone call or email

Offer clinic/lab on different days

Returned surveys



Geographic barriers to care a significant factor on whether or  not a patient attends clinic (AMSA, 2011)

























This distance was not significantly related to barriers to care. However, the greater the distance one traveled, the more likely they were to report a transportation barrier. 



These responses lets the clinic/lab know that a majority of their patients would  like to be reminded via either phone call or email. Currently, the clinic only calls the family once to remind them of an appointment. If they do not reach them, no further efforts are made. So many parents may not know about their appointment. If more than one method could be utilized, more parents would be reminded of their appointments



The Sleep Clinic is only open on Wednesdays and Thursdays. However, this participant pointed out that for individuals having to travel from far away, it would be easier if clinic could run on either a Monday or Friday. Especially for those who have to book a hotel and stay two days because they live more than 125 miles away. Since the clinic only runs mid-week, many individuals have to miss two days of work and their child has to miss two days of school. This information may lead the clinic/lab to offer a different appointment day for patients who must travel.
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Discussion

CDC recognizes sleep disorders as a public health concern (2011)



Questions on BRFSS



No public health campaign on sleep disorders



No new parent education

























The CDC has recognized that sleep disorders in adults is a public health problem and that sleep insufficiency is linked to motor vehicle crashes, industrial disasters, and medical and other occupational errors 



However, no data has been collected about children’s sleep patterns. In addition, even though it has been determined that people do not sleep enough and that this can lead to serious outcomes, public health has not made any large effort to increase sleep health knowledge, especially among children. New parents are not educated on proper sleep hygiene and do not know that snoring is not normal in young children. Simple education campaigns could help diagnose SDB at an earlier stage, which could prevent serious health outcomes.  
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Strengths	

Limitations

First research study of its kind



Family Centered Care perspective



Information to improve services at the clinic/lab

Small sample sizes

Wrong addresses

Stigma

Literacy

Obsolete mail



Bias



Survey Structure











Discussion













































The current literature focuses on barriers to care among the adult population for various other conditions and diseases. However, children cannot attend clinic/lab alone so it is important to understand the parent’s perspective and recognize the barriers they may face. From what I could find, there was no previous needs assessment to determine barriers of care to patients who had missed a scheduled appointment. 



Secondly, this survey provided caregivers the opportunity to voice their opinion and play an active role in changing services at the clinic/lab. The PPC values family-centered care and this allowed caregivers to participate in the care of their child. 



Finally, this survey provided valuable information to the clinic/lab in order to make accessing the clinic easier for their patients. It is now known that transportation is the main barrier to care and by providing assistance could help families reach the clinic. 



This research study was limited for many reasons. The small sample sizes caused many of the correlations to be non-significant. Even though there was a 44% response rate among participants who did attend clinic/lab, the low response rate of the no-show population made findings non-significant. According to the literature, a 30% response rate can be expected from a non-incentivized survey. The low rate in this study may be due to a variety of reasons. For one, incorrect addresses were the reason 10 surveys were returned. More surveys may have had the wrong addresses meaning they never made it to the potential participant. Many no-show caregivers may not have wanted to complete the survey because they felt they were in trouble. Surveys were sent to families who did not show for their appointment. Families may have not wanted to disclose their reasons. 



Another limiting factor in this survey is due to bias. Non-response bias caused for such a low response rate in the no-show population. It cannot be determined or generalized how the rest of the no-show population would have responded to the survey. This portion of the population may or may not feel the same way as those who did respond. Those who did respond may be affected by volunteer bias. These people may have had severe barriers to care and felt that completing the survey would convey their issues to the clinic/lab. Therefore, only those with the strongest feelings would have completed the survey. 





Finally, the survey structure itself was a limiting factor. It asked patients to identify any barriers to care they experienced while attempting to make their scheduled appointment. Many participants in the show population did not answer this question. After analysis it was determined that a ‘no barriers’ option was not included in the survey. Therefore, those participants who did not experience any barriers did not have a way to answer the question. The researcher assumed that those who did not answer this question did not experience barriers. However, this may or may not be true and would have affected the data analysis and final outcomes. 
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Implications

Information will improve services



Barriers to care are significant to other public health concentrations



No public attention























MPH Core Competencies

Monitoring health status to identify and solve community health problems



Linking people to needed personal health services and assure the provision of health care when otherwise unavailable



Conducting research for new insights and innovative solutions to health problems 	





 Communicating effectively with public health constituencies in oral and written forms 	

























SBS Competencies

Describe and apply the social ecological framework to public health problems



Demonstrated an understanding of health disparities in the US and the underlying role of power differentials to disparities



Understand and apply the principles of community participation in public health research and interventions



Clinically describe and evaluate the state of public health social and behavioral science research and literature























Future Recommendations/Lessons Learned

Need to reach remaining no-show population



Apply for a grant to provide gas cards



Planning does not give 100% guarantee for success



Mailed surveys may not be the best method to receive a high response rate



Participants need to be reminded and incentivized























Thank You!

Pediatric Pulmonary Staff



Susan Horky



Angela Miney



Dr. Wagner



Dr. Barnett
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