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Racial and Ethnic Disparities in Early Childhood Health and Health Care

Glenn Flores, MD*‡§; Lynn Olson, PhD�; and Sandra C. Tomany-Korman, MS*

ABSTRACT. Background. Racial/ethnic disparities in
health care have received much national attention re-
cently, but few studies have focused on disparities
among children. We studied disparities in early child-
hood health and health care.

Methods. We analyzed data for 2608 children, 4 to 35
months of age, from the 2000 National Survey of Early
Childhood Health, a nationwide household survey. The
overall response rate was 65.6%. Survey questions ad-
dressed health, health care, and interactions with health
care providers.

Results. Hispanic and black children were signifi-
cantly less likely than whites to be in excellent/very good
health (72%, 79%, and 90%, respectively) and were more
likely to be uninsured (31%, 18%, and 9%, respectively).
Only 60% of Hispanic and 77% of black parents would
recommend their child’s provider to others, compared
with 84% of white parents. Minority parents more often
reported that providers never or only sometimes under-
stood their child-rearing preferences, and Hispanic par-
ents most often reported that providers never or only
sometimes understood their child’s needs. Minority par-
ents more often were asked about violence, smoking,
drinking, and drug use. Hispanic and black parents av-
eraged significantly fewer telephone calls to doctors’ of-
fices than did whites (2.0, 3.1, and 4.3 calls, respectively).
Providers significantly less often referred Hispanic and
black children to specialists (11% and 17%, respectively,
compared with 22% for whites). Most disparities per-
sisted in multivariate analyses, and several disparities
were found between children with parents who com-
pleted surveys in Spanish and those with parents who
completed surveys in English.

Conclusion. Young minority children experience
multiple disparities in health status, insurance coverage,
topics discussed during pediatric visits, parents feeling
understood by providers, parental satisfaction, and refer-

rals to specialists. Pediatrics 2005;115:e183–e193. URL:
www.pediatrics.org/cgi/doi/10.1542/peds.2004-1474; dis-
parities, minorities, children, race, ethnicity, blacks, His-
panics.

ABBREVIATIONS. NSECH, National Survey of Early Childhood
Health; OR, odds ratio; CI, confidence interval; ED, emergency
department.

Arecent report from the Institute of Medicine1

called attention to the tendency for racial and
ethnic minorities in the United States to re-

ceive lower-quality health care than whites, even
after adjustment for access-related factors such as
insurance coverage and income. Although multiple
studies have documented such racial/ethnic dispar-
ities among adults, few studies have examined ra-
cial/ethnic disparities in the health care of children.
For example, only 5 of 103 studies in the extensive
literature review by the Institute of Medicine of
health care disparities specifically addressed racial/
ethnic disparities in children’s health care.2 In addi-
tion, little is known about whether younger children
experience racial/ethnic disparities in health care.
Therefore, the aim of this study was to examine
racial/ethnic disparities in early childhood health
and health care using a nationally representative
sample.

METHODS

Data Source
The National Survey of Early Childhood Health (NSECH) was

designed to characterize preventive pediatric care for young chil-
dren in the United States.3 The NSECH was a telephone survey
performed in 2000 of a national random-digit-dialed sample of
households in all 50 states with children 4 to 35 months of age,
with oversampling of households with black and Latino children.4
The survey was conducted as a module of the State and Local Area
Integrated Telephone Survey, which uses the same sampling
frame as the Centers for Disease Control and Prevention National
Immunization Survey. The parent or guardian most responsible
for the child’s health care was interviewed. Domains addressed by
the survey included sociodemographic features, health care utili-
zation, parental perceptions of pediatric care, and interactions
with health care providers. The NSECH did not contain informa-
tion about parental health or health habits and addressed the
occurrence of 4 specific child health diagnoses in the previous 12
months (ie, asthma, ear infections, eczema/skin allergies, and
food or digestive allergies). All survey responses were by parental
report; parents were asked to consider events occurring in the
previous 12 months or since birth for children �12 months of age.
A total of 2068 interviews were completed. The interview comple-
tion rate (completed interviews among households with age-eli-
gible children) was 79.2% (82.1% for the minority oversample); the
Council of American Survey Research Organizations response rate
(the product of the interview completion rate, screener completion
rate for whether there was an age-eligible child in the household,
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and resolution rate [proportion of telephone numbers positively
identified as either residential or nonresidential]) was 65.6%
(67.6% for the minority oversample). Detailed information on
NSECH methods, including weighting procedures, is presented
elsewhere.4 Estimates based on NSECH sampling weights gener-
alize to the entire US population of children 4 to 35 months of age.4
Although information is not available to allow comparisons be-
tween survey responders and nonresponders, NSECH sampling
weights adjusted for nonresponding households at various phases
of identification and data collection, as well as for noncoverage of
households without telephones.4

Study Variables
Bivariate and multivariate analyses were performed to examine

racial/ethnic disparities in early childhood health and health care.
We hypothesized that there would be disparities for some but not
all aspects of health and health care. Variables examined included
selected sociodemographic characteristics, health care provider
characteristics, use of health services, parental satisfaction with
care, and topics discussed with parents by providers. Children’s
race/ethnicity was defined as non-Hispanic white, non-Hispanic
black, or Hispanic, on the basis of parental report (herein we use
the terms white, black, and Hispanic because these were the
NSECH descriptors). Because of insufficient sample sizes, subjects
from other racial/ethnic groups were excluded. The 6 maternal
marital status categories were dichotomized as married versus
other (widowed, divorced, separated, never married, or de-
ceased). The 5 NSECH child health status variable states (indi-
cated by parental report) were dichotomized as excellent/very
good versus good/fair/poor. This health status dichotomization
was chosen because we were most interested in children’s risk of
not receiving the 2 highest health status ratings. This dichotomi-
zation is in accordance with previously published work on racial/
ethnic disparities in children’s health.5 Parental ratings of child
health status generally are considered to be an acceptable proxy
for child health status and have been shown to be significantly
associated with utilization of a broad array of pediatric health
services,6 and strong agreement between parental reports of child
health events and true occurrences has been documented.7 A child
was classified as having no specific well-child provider if the
parent replied no to the question, “Is there a particular doctor or
other health care provider that you usually take your child to for
well-child care?” Data on well-child care provider race/ethnicity,
gender, and age pertained only to the subsample of children
whose parents reported that the child had a specific well-child
care provider. An assigned provider was defined as a health care
provider who was assigned to the child by the child’s health plan,
clinic, or practice (as opposed to the other survey alternatives of
the child’s provider being “chosen by you from a list of health
providers given by your health plan” or “recommended by some-
one you trust”).

Health insurance coverage was classified as private, public, or
uninsured (defined as no health insurance at some point in the
previous 12 months). In separate analyses, we also examined
alternative uninsured definitions (no insurance at the time of the
survey or lacking coverage continuously for the past 12 months);
because these alternative definitions did not significantly alter the
findings, they are not presented. There were 8 NSECH categories
for total combined annual family income. Findings were nearly
identical whether multivariate analyses were performed with all 8
income categories or with income collapsed into poor versus
nonpoor; therefore, we report the results of dichotomizing total
combined annual family income as poor (�$17 500) or nonpoor
(�$17 500), with the cutoff value closest to the 2000 federal pov-
erty threshold for a family of 4.8 Because income was reported as
a categorical range in the NSECH, it was not possible to determine
the specific federal poverty level status for each family according
to family size. Parents rated the likelihood of recommending their
child’s health care provider to friends or family as very likely,
somewhat likely, somewhat unlikely, or not at all likely, which we
dichotomized as very likely versus all others. Children were clas-
sified as having made the appropriate number of well-child care
visits if their parents reported at least the minimal number of
well-child care visits recommended by the American Academy of
Pediatrics9 for children within 1 month of the child’s age.

Statistical Analyses
Data were analyzed with Stata software (Stata Corp, College

Station, TX) to adjust for the complex survey design of NSECH,
which includes household and intrafamilial clustering of observa-
tions.10 We performed power calculations for 1 of the primary
outcomes (having no health insurance coverage), which revealed
an 82% power to detect a 6% difference between blacks and whites
and a 91% power to detect a 6% difference between Hispanics and
whites (with � � .05 and sample sizes of 718 for whites, 477 for
blacks, and 817 for Latinos). For all variables, “don’t know” or
“refused to answer” responses were set to missing. Distributions
of variables according to children’s race and ethnicity are pre-
sented as means or proportions with 95% confidence intervals.
The Pearson’s �2 test statistic was used to test for independence
between racial/ethnic groups and discrete factors. To account for
the survey design, the statistic was converted to an F-statistic with
noninteger degrees of freedom with a second-order correction, as
described by Rao and Scott.11 The t-statistic was used to compare
racial/ethnic differences in the means of continuous variables,
with degrees of freedom equal to the total number of primary
sampling units minus the total number of strata.

Multivariate logistic and linear regressions were performed to
examine racial/ethnic differences after adjustment for insurance
coverage (with uninsured being subdivided into sporadically in-
sured and continuously uninsured in the past 12 months), survey
language (English or Spanish), health status, poverty, age, usual
place for medical care (private/group practice, community health
center/public clinic, or other/emergency department [ED]), num-
ber of children in the family, maternal age, and parental educa-
tional attainment (dichotomized as not a high school graduate
versus high school graduate or additional years of higher educa-
tion). These covariates were chosen because they have been used
for multivariate adjustment in prior research5,12,13 and because
they were hypothesized to have the greatest potential for con-
founding racial/ethnic disparity outcomes. Race/ethnicity of the
child’s provider could not be entered as a covariate in multivariate
analyses because of inadequate sample sizes and missing data
(only 1% [n � 7] of white children had black providers and data
were missing for more than one half of participants), and location
of the provider’s practice could not be entered as a covariate in
multivariate analyses because of missing data for more than one
half of participants.

To examine the impact of the language in which the survey was
conducted on the selected child health outcomes, we performed
multivariate logistic and linear regressions with the same 9 inde-
pendent variables used in multivariate analyses of racial/ethnic
disparities. In this case, the odds ratios (ORs) and means represent
the odds or means of a given outcome among children with
parents surveyed in Spanish, compared with those with parents
surveyed in English, after adjustment for the other 9 covariates,
including child race/ethnicity. Of the 399 children whose parents
completed surveys in Spanish, the vast majority (n � 395) were
Latino, but 2 children were white and 2 were black. To investigate
more closely the effects of parent survey language on Hispanic
children’s health, we analyzed child health outcomes with 2 mul-
tivariate models, one without parental survey language and the
second with adjustment for parental survey language.

Interactions were examined for all multivariate models; be-
cause interaction terms did not enter as significant independent
variables in the vast majority of analyses, they were not included
in the final multivariate models (this was also performed to avoid
overfitting). Overfitting of multivariate models also was avoided
by including only covariates hypothesized to act as potential
confounders of the outcomes of interest. We checked for colinear-
ity in all multiple linear regression analyses but found none.

RESULTS

Sociodemographic Characteristics, Insurance Coverage,
and Health Status

No significant differences were found among
white, black, and Hispanic children with respect to
mean age, gender, or difficulties paying for chil-
dren’s medical expenses or child care (Table 1). The
mean age of minority mothers was somewhat lower
than that of white mothers. The mean number of
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children and adults per household differed slightly.
Hispanic mothers were more likely to have not grad-
uated from high school and to not be employed,
whereas black mothers were least likely to be mar-
ried. Minorities had substantially lower combined
family incomes, but only Hispanic mothers reported
greater difficulty paying for supplies for their chil-
dren. Substantial differences were found in the pro-
portion without health insurance coverage at any
time in the past 12 months, with Hispanics being
most likely to be uninsured (31%), followed by
blacks (18%) and whites (9%). Minority parents were
significantly less likely to report that their child was
in excellent or very good health (Hispanics, 72%;
blacks, 79%; whites, 90%).

Health Care Provider Characteristics
White children were more likely to receive well-

child care in private or group practices and in sub-
urban or rural locations, whereas minority children
more often received care in community health cen-
ters/public clinics and in urban areas (Table 2). Mi-
nority children were more likely to have an assigned
provider and no specific well-child care provider.
Health care provider age did not differ among ra-
cial/ethnic groups, but white children received care
from male providers slightly more often. Black chil-

dren were more likely to have black health care
providers and Hispanic children were more likely to
have Hispanic providers, but a plurality of black
children (45%) and the majority of Hispanic children
(53%) had white providers.

Parental Satisfaction, Interactions With Health Care
Providers, and Use of Services

Hispanic parents more often reported that their
health care provider never or only sometimes took
time to understand their child’s specific needs (Table
3). Minority parents more frequently reported that
their child’s provider never or only sometimes re-
spected the parent as the expert on the child and
never or only sometimes understood the parents’
child-rearing preferences. Only slight racial/ethnic
differences were found for parental reports of pro-
viders never or sometimes asking how the parent felt
as a parent.

Hispanic parents were most likely to report that
providers did not spend enough time with their chil-
dren during the last checkup (Table 3). There were
small differences in parents’ estimates of the time the
provider spent with the child in the last checkup,
with minority parents reporting a slightly longer
mean visit duration. No differences were found in
the proportions of parents who asked the child’s

TABLE 1. Selected Sociodemographic, Health Insurance Coverage, and Health Status Characteristics of White, Black, and Hispanic
Children 4 to 35 Months of Age and Their Parents in the United States in 2000

Characteristic Proportion or Mean (95% CI) P Value

White
(N � 718)

Black
(N � 477)

Hispanic
(N � 817)

Mean age, mo 19.5 (18.7–20.3) 19.5 (18.4–20.6) 18.7 (17.9–19.5) .22
Male gender, % 53 (49–57) 48 (42–54) 51 (47–56) .34
Mean mother’s age, y 30.0 (29.5–30.6) 26.8 (26.0–27.5) 27.0 (26.5–27.5) �.001
Mean no. of children in household 2.09 (2.01–2.17) 2.32 (2.19–2.45) 2.34 (2.24–2.44) �.001
Mean no. of adults in household 2.06 (2.02–2.11) 1.95 (1.84–2.05) 2.40 (2.30–2.50) �.001
Mother’s highest level of education, % �.001

Less than 12th grade 11 (8–14) 26 (20–32) 49 (44–53)
High school graduate 34 (30–38) 40 (34–46) 30 (26–34)
At least 1 year of college 55 (51–60) 34 (29–39) 22 (18–25)

Mother married, %* 81 (78–85) 32 (27–37) 58 (53–62) �.001
Mother not employed, % 45 (40–49) 39 (33–45) 53 (49–57) �.001
Annual combined family income, % �.001

$0–$7500 4 (2–5) 16 (11–21) 13 (9–16)
$7501–$17 500 9 (7–12) 33 (26–39) 35 (30–39)
$17 501–$35 000 28 (21–33) 27 (19–35) 34 (27–40)
$35 001–$60 000 29 (23–35) 14 (9–20) 12 (8–16)
$60 001–$75 000 11 (8–14) 4 (2–6) 4 (2–5)
�$75 000 20 (17–23) 6 (4–8) 3 (2–4)

No trouble paying for child’s medical
expenses, %

87 (84–90) 89 (86–93) 84 (81–88) .09

No trouble paying for food, diapers, and
other supplies for child, %

79 (75–83) 77 (72–82) 71 (67–76) .01

No trouble paying for child care, % 84 (80–87) 82 (77–87) 86 (83–89) .68
Health insurance coverage, % �.001

None† 9 (7–12) 18 (14–23) 31 (27–36)
Private 72 (67–76) 32 (27–37) 29 (25–33)
Public 19 (16–23) 50 (44–56) 40 (36–44)

Child is in excellent/very good health,
%‡

90 (87–92) 79 (73–84) 72 (67–76) �.001

Data are from the 2000 NSECH. Numbers of children are the numbers for whom responses were available. Percentages are weighted to
represent US children 4 to 35 months of age.
* But not divorced, separated, or widowed.
† Uninsured at any time in the past 12 months or since birth for children �12 months of age.
‡ By parental report.
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provider all of the questions they had or in overall
parental ratings of children’s well-child care provid-
ers. In contrast, minority parents were significantly
less likely to recommend their child’s provider to
their friends or family, with only 60% of Hispanics
and 77% of blacks, compared with 84% of whites (P
� .001), being very likely to recommend their child’s
provider.

Minority parents were more likely than white par-
ents to report that their child’s provider discussed
community violence, household smoking, household
use of alcohol or illicit drugs, trouble paying for the
child’s basic needs, and spouse/partner support of
the primary caretaker’s parenting efforts (Table 3).
For example, the unadjusted odds of providers dis-
cussing community violence was quadruple for His-
panics (OR: 4.27; 95% confidence interval [CI]: 2.66–
6.86) and almost triple for blacks (OR: 2.62; 95% CI:
1.50–4.60), compared with whites, and the unad-
justed odds of providers discussing household alco-
hol or drug use was approximately triple for both
Hispanics (OR: 3.53; 95% CI: 2.71–4.60) and blacks
(OR: 2.64; 95% CI: 1.95–3.54), compared with whites.
Indeed, blacks and Hispanics were asked about
household alcohol and drug use significantly more
often than whites among families with an annual
combined income of more than $45 000 (47%, 42%,
and 29%, respectively; P � .004) and even among
families with an annual combined income of more
than $75 000 (46%, 33%, and 26%, respectively; P �
.04). Similarly, among uninsured children, black and
Hispanic parents were asked about household alco-
hol and drug use significantly more often than white
parents (52%, 72%, and 44%, respectively; P � .002).
Available emotional support, car seats, child care,

and reading to children also were discussed by pro-
viders somewhat more often with minority parents.
Black parents were less likely to be told by providers
that a developmental assessment was performed. No
differences were found in the frequency of provider
discussions about the remaining issues.

Minority parents made significantly fewer tele-
phone calls to their child’s doctor’s office, with
blacks averaging 1 fewer and Hispanics 2 fewer calls
per year (Table 3). Minority children were more
likely to have had ED visits and black children to
have had hospital stays in the past year. No differ-
ences were found in the proportions of age-appro-
priate well-child care visits made.

Racial/ethnic disparities were observed for refer-
rals by providers to any specialist in the prior year
(Table 3). Only 11% of Hispanic children and 17% of
black children were referred to specialists, compared
with 22% of white children.

Multivariate Analyses
Multiple racial/ethnic disparities persisted after

multivariate adjustment (Table 4). Compared with
white children, Hispanic children had more than
twice the odds of being uninsured. Black children
were twice as likely to not be in excellent or very
good health, compared with white children. His-
panic parents had double the odds of white parents
of not being very likely to recommend the child’s
well-child care provider and of reporting that their
child’s provider never or only sometimes understood
their child’s specific needs. Minority parents were
more likely than white parents to report that their
child’s provider never or only sometimes understood
the parents’ child-rearing preferences. Minority chil-

TABLE 2. Characteristics of Regular Health Care Providers for White, Black, and Hispanic Children 4 to 35 Months of Age in the
United States in 2000

Characteristic Proportion or Mean (95% CI) P Value

White (N � 718) Black (N � 477) Hispanic (N � 817)

Usual place for medical care, %* �.001
Private or group practice 80 (76–84) 68 (63–73) 58 (53–62)
Community health center/public clinic 18 (15–22) 30 (25–35) 41 (36–45)
Other/ED 2 (1–3) 2 (1–4) 2 (1–3)

Specific well-child care provider, %* �.001
No specific provider 52 (47–56) 61 (55–66) 63 (59–67)
Pediatrician 36 (32–40) 32 (27–38) 30 (26–34)
Family practitioner 10 (7–12) 3 (1–4) 4 (3–6)
Other 3 (1–4) 4 (1–7) 3 (1–4)

Location of health care provider’s practice, %* �.001
Urban 50 (44–56) 66 (58–74) 76 (70–81)
Suburban 36 (30–42) 24 (18–31) 18 (13–23)
Rural/other 14 (9–18) 10 (4–16) 7 (3–10)

Male gender of well-child care provider, % 63 (58–69) 51 (42–60) 56 (49–62) .03
Age of well-child care provider, y 42 (41–43) 41 (40–43) 41 (40–43) .16
Race/ethnicity of well-child care provider, % �.001

White 82 (58–69) 45 (36–54) 53 (46–60)
Black 1 (0.2–2) 23 (15–32) 5 (2–9)
Hispanic 3 (0.6–5) 6 (2–9) 16 (12–21)
American Indian 3 (0.4–5) 4 (0.8–8) 3 (0.5–5)
Asian/Pacific Islander 5 (3–7) 9 (4–13) 13 (9–18)
Other 7 (4–10) 13 (7–20) 9 (6–13)

Well-child care provider assigned to child, % 7 (4–11) 14 (8–20) 19 (14–24) .01

Data are from the 2000 NSECH. Numbers of children are the numbers for whom responses were available and applicable. Percentages
are weighted to represent US children 4 to 35 months of age.
* Total may exceed 100% because of rounding.
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dren were more than twice as likely as white children
to have an assigned health care provider. During
office visits for minority children, providers were
more likely to discuss community violence and
household alcohol and drug use; during office visits

for black children, providers were more likely to
discuss household smoking, trouble paying for the
child’s needs, spouse/partner support of parenting,
child care, and reading to children. Minority parents
made significantly fewer calls to their child’s pro-

TABLE 3. Parental Satisfaction and Interactions With Health Care Providers for White, Black, and Hispanic Children 4 to 35 Months
of Age in the United States in 2000

Measure Percentage or Mean (95% CI) P Value

White
(N � 718)

Black
(N � 477)

Hispanic
(N � 817)

Parental satisfaction with care
Parental reports of health care provider

qualities*
Never or only sometimes takes time to

understand child’s specific needs
10 (8–13) 15 (11–19) 30 (26–34) �.001

Never or only sometimes respects parent
as expert on child

14 (11–17) 22 (18–27) 25 (21–29) �.001

Never or only sometimes understands how
parent prefers to rear child

35 (31–39) 45 (40–51) 46 (41–50) �.001

Never or only sometimes asks how parent
is feeling as parent

55 (50–59) 53 (47–59) 61 (56–65) �.001

Adequacy of time health care provider spent
with child during last check-up†

.02

Not enough time 11 (8–13) 10 (6–14) 17 (13–20)
Just the right amount of time 89 (86–92) 89 (84–93) 81 (78–85)
Too much time 0.4 (0.01–1) 2 (0.01–4) 2 (0.2–4)

Estimated time health care provider spent
with child during last check-up, min†

21.1 (19.3–23.0) 25.2 (22.6–27.7) 23.3 (21.6–25.1) .03

Parents asked health care provider all
questions they had

95 (93–97) 95 (93–97) 92 (88–95) .07

Parent very likely to recommend well-child
care provider‡

84 (79–88) 77 (70–84) 60 (63–66) �.001

Parental rating of well-child care provider
(scale of 1–10)§

8.8 (8.6–8.9) 8.5 (8.3–8.7) 8.6 (8.5–8.8) .09

Topics discussed with parent by regular health
care provider�¶

Violence in community 6 (3–8) 14 (10–18) 20 (17–24) �.001
Smoking in household 72 (68–76) 86 (83–90) 85 (82–88) �.001
Use of alcohol or drugs in household 35 (30–39) 58 (52–64) 65 (61–69) �.001
Trouble paying for child’s needs 10 (7–12) 18 (13–22) 14 (12–17) .001
Spouse/partner supportive of parenting style 34 (30–38) 46 (40–52) 46 (41–50) �.001
Immunizations 97 (95–98) 96 (93–98) 94 (92–96) .16
Emotional support available to parent 30 (25–33) 39 (33–45) 33 (29–37) .01
Parent’s physical health 38 (33–42) 45 (40–51) 39 (34–43) .07
Use of a car seat 69 (64–73) 77 (72–82) 77 (74–81) .001
Child care arrangements 30 (26–34) 43 (38–49) 38 (34–42) �.001
Importance of reading to child 59 (55–64) 69 (64–75) 64 (61–69) .006
Food/feeding issues 83 (79–86) 83 (78–87) 85 (81–88) .78
Night waking, fussing, and bedtime routines 58 (54–63) 55 (49–61) 53 (49–58) .25
Child’s communication and speech issues 71 (67–75) 76 (71–80) 70 (66–74) .26
Told parent developmental assessment

performed
47 (43–52) 34 (29–40) 43 (39–48) .001

Use of health services�
Made age-appropriate number of well-child

care visits#
68 (64–72) 70 (65–75) 66 (62–70) .55

Mean no. of calls to doctor’s office in past
year

4.28 (3.80–3.11) 3.11 (2.59–3.62) 2.00 (1.70–2.31) �.001

�1 ED visits in past year 32 (28–37) 47 (42–53) 41 (37–45) �.001
�1 hospital stay in past year 9 (7–12) 17 (12–23) 12 (10–16) .005

Provider referred child to any specialist 22 (18–26) 17 (13–21) 11 (9–14) �.001

Data are from the 2000 NSECH. Numbers of children are the numbers for whom responses were available. Percentages are weighted to
represent US children 4 to 35 months of age.
* Parents’ Likert scale response choices for each of these 4 questions consisted of the following: always, usually, sometimes, or never.
† By parental report.
‡ Based on a subsample of 894 children with a specific well-child care provider.
§ Where 1 indicates the worst health care possible and 10 indicates the best health care possible.
� Within the past 12 months, or since birth for children �12 months of age.
¶ Different questions were asked depending on the child’s age (0–9 months, 10–18 months, and 19–35 months), but similar topics were
covered for all age groups. For each topic, data were combined for all 3 age groups and analyzed as “yes, the topic was covered” versus
“no, the topic was not covered.”
# Parent reported at least the minimal number of well-child care visits recommended by the American Academy of Pediatrics9 for children
within 1 month of the child’s age.
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vider, and black children were more likely to have
made ED visits. Compared with white children, both
black and Hispanic children had almost double the
odds of not being referred to a specialist by their
provider. Significant racial/ethnic disparities in bi-
variate analyses that were no longer significant after
multivariate adjustment included the usual place for
medical care, specific well-child provider type, pro-
vider practice location, provider gender, adequacy of
and estimated time that the provider spent with the
child, parents asking all of the questions they had for
the provider, the provider discussing immunizations
with parents, parental emotional support, parents’
physical health, car seat use, and hospital stays in the
past year.

Children whose parents completed surveys in
Spanish also experienced several disparities, in com-
parison with children whose parents completed sur-
veys in English (Table 5), including greater odds of

being uninsured, not being in excellent or very good
health, parents reporting that the provider never or
only sometimes understood the child’s specific
needs, provider discussion of community violence
and household drinking and drug use, informing
parents of developmental assessments, fewer calls to
the child’s provider, and no specialty referrals. Sur-
vey language also was an important covariate in
multivariate analyses of disparities. In multivariate
models without adjustment for survey language (Ta-
ble 6), Hispanic children were more likely than white
children to not be in excellent or very good health, to
have health care providers who never or only some-
times respected the parent as the expert on the child,
and to have had household smoking, child care, and
spouse/partner parenting support discussed by pro-
viders. These disparities, however, were eliminated
after adjustment for survey language. Adjustment
for survey language also reduced the magnitude of

TABLE 4. Adjusted ORs and Mean Differences for Racial/Ethnic Disparities in Health, Health
Care, and Interactions With Health Care Providers for Black and Hispanic Children 4 to 35 Months of
Age in the United States in 2000

Measure OR or Mean Difference (95% CI)

Black Hispanic

Health status
Uninsured* 1.57 (0.94–2.63) 2.16 (1.32–3.52)
Child’s health not excellent or very

good†
1.95 (1.23–3.10) 1.19 (0.70–2.01)

Parental satisfaction with child’s health
care provider

Parent not very likely to recommend
child’s well-child care provider

1.21 (0.65–2.23) 1.87 (1.05–3.35)

Health care provider never or only
sometimes understands child’s specific
needs

1.45 (0.90–2.35) 2.34 (1.45–3.78)

Health care provider never or only
sometimes understands how parent
prefers to rear child

1.56 (1.09–2.22) 1.50 (1.05–2.15)

Child assigned regular care provider‡ 2.70 (1.08–6.76) 2.33 (1.02–5.32)
Topics discussed with parent by child’s

health care provider
Violence in community 2.13 (1.08–4.18) 2.17 (1.13–4.16)
Smoking in household 1.82 (1.19–2.79) 1.37 (0.87–2.17)
Use of alcohol or drugs in household 1.88 (1.31–2.69) 1.49 (1.02–2.16)
Trouble paying for child’s needs 1.66 (1.01–2.73) 1.20 (0.72–2.00)
Spouse/partner supportive of parenting

efforts
1.59 (1.12–2.26) 1.38 (0.96–1.99)

Child care arrangements 2.01 (1.41–2.87) 1.26 (0.86–1.84)
Importance of reading to child 1.60 (1.11–2.29) 1.17 (0.81–1.67)

Use of health services§
Mean no. of calls to doctor’s office in

past year�
�1.03 (�1.76 to �0.30) �1.00 (�1.79 to �0.21)

�1 ED visits in past year 1.47 (1.02–2.13) 1.34 (0.91–1.96)
Child not referred to specialist by health

care provider
1.70 (1.04–2.75) 1.67 (1.03–2.71)

Data are from the 2000 NSECH. Racial/ethnic differences are expressed as the adjusted OR or mean
difference for each outcome, compared with white children. All ORs and mean differences are
adjusted for health insurance (except when health insurance is the dependent variable), survey
language (English versus Spanish), child’s health status (by parental report), poverty, child’s age,
mother’s educational attainment and age, number of children in the household, and usual place for
medical care. Only racial/ethnic disparities that persisted as statistically significant after adjustment
in multivariate analyses are listed.
* At any time in the past 12 months.
† By parental report.
‡ Applies only to children (n � 930) whose parents affirmatively answered the question, “Is there a
particular doctor or other health care provider that you usually take your child to for well-child care?”
§ Within the past 12 months, or since birth for children �12 months of age.
� Expressed as mean difference in the number of calls made in the past year (or since birth for children
�12 months of age), compared with whites.
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all 9 significant ORs and mean differences for dis-
parities among Hispanic children (Table 6). For ex-
ample, in multivariate models without survey lan-
guage adjustment, Hispanic children had 3.03 times
the odds (95% CI: 1.96–4.67) of being uninsured
(compared with white children); after survey lan-
guage adjustment, these odds were reduced to 2.16
(95% CI: 1.32–3.52).

DISCUSSION
Racial/ethnic disparities in insurance coverage,

health status, and parental satisfaction with health
care were found for young children in the United
States. Our finding that Hispanic children were more
likely to be uninsured is consistent with studies of
children of all ages spanning 3 decades.14–17 Data
showing that young black children were more likely
than young white children to have poorer reported
health status are consistent with prior research dem-
onstrating poorer health for black children of all
ages.5,17,18 Previous research documented racial/eth-
nic disparities in overall parental satisfaction with
pediatric care,19,20 but prior work did not focus spe-
cifically on racial/ethnic disparities in parental sat-
isfaction with care for young children and in parental
reports of health care providers’ understanding of
children’s needs and parental child-rearing prefer-
ences.

The child’s race/ethnicity was associated with the
likelihood of pediatric providers discussing 7 topics
during office visits. Providers were more than twice
as likely to discuss community violence and house-
hold alcohol and drug use during minority chil-
dren’s office visits, and more often discussed house-

hold smoking, trouble paying for children’s needs,
spouse/partner parenting support, child care, and
reading to children during black children’s visits.
This possible “overdiscussion” of certain topics with
minority families, particularly black families, raises
potential concerns regarding conscious or uncon-
scious stereotyping of minorities, such as viewing
minorities as being at greater risk for violence and
alcohol and illicit drug use. For instance, a national
survey revealed that 51% of whites think that blacks
are prone to violence, whereas only 16% of whites
think that whites are prone to violence.21 The possi-
bility of stereotyping by pediatric providers regard-
ing selected anticipatory guidance topics would be
concerning because of the potential for minority fam-
ilies to interpret this stereotyping as a form of dis-
crimination,22 which might lead to decreased satis-
faction with care and impaired patient-provider
communication. Also of concern is the possible “un-
derdiscussion” of certain anticipatory guidance top-
ics with white families, which could be to their det-
riment and could be attributable to “positive
stereotyping.” Discussions between pediatric pro-
viders and families about such important topics as
household alcohol use and smoking, family violence,
and child care ideally should approach 100% for the
entire population. Additional study is needed re-
garding why racial/ethnic disparities occur in pedi-
atric providers’ discussions of selected topics.

The absence of disparities in certain components of
the pediatric care of minority children highlights
where health care providers are doing an excellent
job of providing equitable care. After multivariate
adjustment, there were no racial/ethnic disparities in

TABLE 5. Adjusted ORs and Mean Differences for Disparities in Health, Health Care, and
Interactions With Health Care Providers for Children 4 to 35 Months of Age With Spanish-Speaking
Parents (N � 399) in the United States in 2000

Measure Completed Surveys in Spanish,
OR or Mean Difference

(95% CI)

Insurance coverage and health status
Uninsured* 2.12 (1.31–3.42)
Child’s health not excellent or very good† 2.91 (1.72–4.93)

Provider never or only sometimes understands child’s specific
needs

1.77 (1.05–2.99)

Topics discussed with parent by child’s health care provider‡
Violence in community 2.34 (1.39–3.95)
Use of alcohol or drugs in household 2.94 (1.84–4.69)
Parent told developmental assessment performed by provider 2.29 (1.45–3.61)

Mean no. of calls to doctor’s office in past year§ �1.65 (�2.39 to �0.90)
Child not referred to specialist by health care provider 2.72 (1.40–5.25)

Data are from the 2000 NSECH. Of the 399 children whose parents completed surveys in Spanish, 395
were Latino, 2 were white, and 2 were black. Differences are expressed as the adjusted OR or mean
difference for each outcome for children with parents who completed surveys in Spanish, compared
with children with parents who completed surveys in English. All ORs and mean differences are
adjusted for health insurance (except when health insurance is the dependent variable), race/
ethnicity, health status (by parental report), poverty, age, mother’s educational attainment and age,
number of children in the household, and usual place for medical care. Because the independent
variable of interest in this table (parental survey language) differed from the independent variable of
interest in Table 4 (race/ethnicity), outcomes with significant ORs or means are not identical in Tables
4 and 5.
* At any time in the past 12 months.
† By parental report.
‡ Within the past 12 months, or since birth for children �12 months of age.
§ Expressed as mean difference in the number of calls made in the past year (or since birth for children
�12 months of age), compared with parents who completed surveys in Spanish.
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parental reports that providers asked how the parent
felt as a parent or that providers respected the parent
as the expert on the child. No disparities were ob-
served after adjustment in parental reports of the
adequacy of time or the estimated time the provider
spent with the child in the last check-up, parents
asking the provider all of the questions they had, or
overall ratings of the well-child care provider. The
child’s race/ethnicity was not associated with the
likelihood of pediatric providers discussing 7 topics
during office visits (immunizations, emotional sup-
port available to parents, parents’ physical health,
use of car seats, food/feeding issues, night waking/
fussing/bedtime routines, and children’s communi-
cation and speech issues) or informing parents of
developmental assessments. Indeed, parents who
completed surveys in Spanish were significantly
more likely to report that their child’s provider in-
formed them that a developmental assessment was
performed. Therefore, as we hypothesized, national
data on young children’s health and health care re-
veal that in some areas there are racial/ethnic dis-
parities, whereas in other areas there are no dispar-
ities.

This study is the first (to our knowledge) to report
racial/ethnic disparities in children being assigned
to their regular health care provider. The finding that
black and Hispanic children are significantly more
likely, after adjustment, than white children to have
an assigned provider (and are significantly less likely
to have a provider chosen by their parents or recom-
mended by someone the parents trust) indicates
additional issues in need of investigation. For ex-
ample, additional study is warranted regarding
whether having an assigned provider is associated
with reduced parental satisfaction with care or
provider understanding of the child’s and family’s
needs.

Parents surveyed in Spanish averaged 2 fewer calls
per year to their child’s physician’s office, compared
with parents surveyed in English, and black parents
averaged 1 fewer call per year to their child’s physi-
cian’s office, compared with white parents. Data sug-
gest that the significantly lower number of calls by
parents surveyed in Spanish may be related in part to
language barriers, because the multivariate model
without parental survey language revealed that His-
panic parents had a mean of almost 2 fewer calls than

TABLE 6. Effects of Adding Parental Survey Language (English Versus Spanish) on Adjusted
ORs and Mean Differences for Racial/Ethnic Disparities in Health, Health Care, and Interactions With
Health Care Providers for Hispanic Children 4 to 35 Months of Age in the United States in 2000

Measure OR (95% CI)

Without Parental Survey
Language in Model

With Parental Survey
Language in Model

Insurance coverage and health status
Uninsured* 3.03 (1.96–4.67) 2.16 (1.32–3.52)
Child’s health not excellent or very

good†
2.03 (1.33–3.10) 1.19 (0.70–2.01)

Parental satisfaction with child’s health
care provider

Parent not very likely to recommend
child’s well-child care provider

2.22 (1.31–3.74) 1.87 (1.05–3.35)

Provider never or only sometimes
understands child’s specific needs

3.02 (2.01–4.55) 2.34 (1.45–3.78)

Provider never or only sometimes
understands how parent prefers to
rear child

1.56 (1.13–2.17) 1.50 (1.05–2.15)

Provider never or only sometimes
respects parent as expert on child

1.58 (1.03–2.43) 1.50 (0.93–2.42)

Child assigned regular care provider 2.67 (1.13–6.34) 2.33 (1.02–5.32)
Topics discussed with parent by child’s

health care provider‡
Violence in community 3.25 (1.83–5.77) 2.17 (1.13–4.16)
Smoking in household 1.53 (1.00–2.35) 1.37 (0.87–2.17)
Use of alcohol or drugs in household 2.22 (1.58–3.13) 1.49 (1.02–2.16)
Spouse/partner supportive of parenting

efforts
1.57 (1.13–2.20) 1.38 (0.96–1.99)

Child care arrangements 1.49 (1.05–2.10) 1.26 (0.86–1.84)
Mean no. of calls to doctor’s office in past

year§
�1.66 (�2.34 to �0.98) �1.00 (�1.79 to �0.21)

Child not referred to specialist by health
care provider

2.39 (1.51–3.79) 1.67 (1.03–2.71)

Data are from the 2000 NSECH. Racial/ethnic differences are expressed as the adjusted OR or mean
difference for each outcome, compared with white children. All ORs and mean differences are
adjusted for health insurance (except when health insurance is the dependent variable), child’s health
status (by parental report), poverty, child’s age, mother’s educational attainment and age, number of
children in the household, and usual place for medical care.
* At any time in the past 12 months.
† By parental report.
‡ Within the past 12 months, or since birth for children �12 months of age.
§ Expressed as mean difference in the number of calls made in the past year (or since birth for children
�12 months of age), compared with whites.
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white parents, but the mean call difference was re-
duced to 1 call with adjustment for survey language.
Spanish-speaking parents with limited English pro-
ficiency who encounter monolingual English-speak-
ing clinical staff members or automated telephone
systems in pediatric practices may be discouraged or
frustrated by communication barriers and choose not
to make future telephone contacts. For example, His-
panic parents cite language problems as the greatest
barrier to health care for their children.23 It is not
clear why black parents averaged fewer telephone
calls to their child’s physician’s office. Recent re-
search may provide 1 possible explanation: black
patients in race-discordant relationships rated their
physicians as having a significantly less participatory
decision-making style, which indicates that racial/
ethnic and cultural differences can be barriers to
effective communication and partnership for black
patients and families.24 Such differences might cause
misunderstanding and a reduced likelihood of black
parents telephoning their child’s provider. It is clear
that additional study of this issue is needed.

In bivariate analyses, black and Hispanic children
were significantly more likely than white children to
have made an ED visit in the past year, and black
children were significantly more likely than white
children to have been hospitalized in the past year.
After multivariate adjustment, however, the only
persistent finding was black children having higher
odds than white children of having made an ED visit
in the prior year. It can be speculated that the disap-
pearance of certain significant findings after adjust-
ment may be related to controlling for children’s
health status, because sicker children are more likely
to require ED visits and hospitalization. It is unclear,
however, why black children continue to have higher
odds of ED visits after adjustment, and additional
study of this issue is warranted. A topic that was not
examined in this study that merits additional re-
search is whether children’s use of health services,
such as ED visits, is influenced by racial/ethnic dis-
parities in parental satisfaction.

Multiple disparities were noted for children whose
parents completed surveys in Spanish. These data,
together with changes in the significance and mag-
nitude of ORs after adjustment for survey language,
indicate the importance of language issues in analy-
ses of racial/ethnic disparities in health care. Prior
studies of children of all ages found that parental
completion of surveys in Spanish was associated
with poorer health status and decreased odds of a
usual source of care.13,25 A study of children with
special health care needs found that children whose
parents completed surveys in a language other than
English had higher risks of access barriers to care and
certain adverse consequences, and among Hispanic
children, the addition of survey language to multi-
variate models changed the significance and magni-
tude of findings regarding access and adverse con-
sequences.26 A parent’s choice of survey language
does not necessarily reflect a language barrier, be-
cause bilingual parents who are fluent in English
may still prefer to be surveyed in Spanish. The

NSECH did not examine limited English proficiency,
and additional study of the relationship of this more
precise measure of language barriers to racial/ethnic
disparities in health care is needed.

Certain study limitations should be noted. NSECH
sample sizes were insufficient to permit analysis of
racial/ethnic disparities for Asian/Pacific Islander or
Native American children. Although Latino sub-
groups can differ substantially in children’s health
and use of services,27 NSECH samples sizes were
inadequate for Latino subgroup analysis. The
NSECH did not collect data on whether parents were
limited in English proficiency, which is a variable
known to influence children’s health outcomes.28

Spanish was the only non-English survey language
offered, so additional study is needed of parents’
choice to complete surveys in other non-English lan-
guages and the effects on children’s health outcomes.
NSECH data are based on parental reports and thus
may be subject to recall bias and possible racial/
ethnic differences in recall. Independent verification
of parental reports through chart abstraction and
provider reports was not available in NSECH (al-
though prior work indicated strong agreement be-
tween parental reports of child health events and
true occurrences7). The absence of information from
households that did not respond to NSECH inquiries
or lacked telephones might have biased the final
NSECH dataset, although NSECH sampling weights
adjusted for potential bias attributable to both non-
responding households and households without
telephones at the time of the survey.4 The health
literacy of respondents might have influenced sur-
vey responses and outcomes, but health literacy in-
formation was not collected as part of the NSECH.
The wording of the same question might be inter-
preted differently and elicit different responses from
members of different racial/ethnic and cultural
groups, especially for questions about providers’ dis-
cussion of emotional support or partners being sup-
portive of parenting styles.

It is concerning that nonwhite children were al-
most twice as likely not to be referred to specialists
by health care providers, even after adjustment for
insurance coverage, health status, and other relevant
covariates. The reasons for these disparities are un-
clear and merit additional study. Prior research con-
sistent with these findings includes a study that
showed a lower likelihood of specialty consultation
for managed care-covered black children with spe-
cial health care needs.29

The causes of the racial/ethnic disparities noted in
this study are not clear and could not be examined
with NSECH data. Certain disparities, such as a lack
of insurance coverage, are probably rooted in health
care system issues at the federal, state, and institu-
tional levels, such as eligibility, parental understand-
ing of programs, outreach, and enrollment in Med-
icaid and the State Children’s Health Insurance
Program. Some disparities may originate from cul-
tural differences in perceptions, such as discrepan-
cies in the perspectives of health care providers and
minority parents regarding whether the provider un-
derstands the child’s specific health care needs and
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parental preferences in child rearing. Selected dis-
parities, such as those for specialty referrals and
possible overdiscussion of community violence and
household drug/alcohol use, may be attributable to
overt or covert health care provider bias or stereo-
typing. Examination of provider characteristics that
might play a role in these disparities, including ra-
cial/ethnic provider-patient concordance, gender,
and provider practice setting (private office versus
public clinic), is beyond the scope of this study and
will be addressed in a separate article.

Greater insight is needed into why multiple racial/
disparities exist in the health and health care of
young American children and how such disparities
can be reduced or eliminated. Targeted education
and training in cultural competency might be one
possible mechanism for reducing or eliminating ra-
cial/ethnic disparities in specialty referrals, per-
ceived provider understanding of children’s needs
and parental child-rearing preferences, satisfaction
with health care providers, and possible provider
overdiscussion of violence and substance abuse. As
pointed out in the Institute of Medicine report on
health care disparities,1 cross-cultural education of-
fers promise as a tool to improve providers’ ability to
provide quality care to diverse populations, thereby
reducing disparities. Recent data indicate, however,
that few US or Canadian medical schools offer sep-
arate cultural competency courses, and most offer no
instruction regarding the largest minority groups in
their regions.30 Our study findings also suggest pri-
ority areas for monitoring, quality assurance, and
provider and system performance evaluations for
health plans and systems that provide health care to
diverse pediatric populations. The data indicate that
relevant disparity benchmarks for the care of diverse
populations of young children might include health
status, parental satisfaction with health care provid-
ers and providers’ understanding of children’s spe-
cific needs and parents’ child-rearing preferences,
provider discussions of pediatric topics with parents,
differences in parents’ telephone calls to providers’
offices, and specialty referrals.

The United States is experiencing a demographic
surge in minority children, particularly among the
youngest age groups. Estimates indicate that, by
2030, there will be more minority children than non-
Hispanic white children 0 to 18 years of age, and
minorities will outnumber non-Hispanic whites by
1.1 million among 0- to 5-year-old children.31 Our
study documents multiple racial/ethnic disparities
in the health and health care of young black and
Hispanic children in America. As the numbers and
proportions of minority US children grow and pedi-
atric providers care for increasingly diverse patient
populations, racial/ethnic disparities will take on
even greater importance. Elimination of such inequi-
ties may require more research regarding possible
root causes of disparities, additional education for
health care providers, and ongoing monitoring for
disparities by health plans, the State Children’s
Health Insurance Program, Medicaid, and other
health care systems.

ACKNOWLEDGMENTS
This work was supported in part by grants from the Generalist

Physician Faculty Scholars Program of the Robert Wood Johnson
Foundation, an Independent Scientist (K02) Award from the
Agency for Healthcare Research and Quality, and the Gerber
Foundation.

We thank Bob Kliegman, MD, and John R. Meurer, MD, MBA,
for their helpful comments on early manuscript drafts and Sarah
Hallbauer for clerical assistance.

REFERENCES
1. Smedley BD, Stith AY, Nelson AR, eds. Unequal Treatment: Confronting

Racial and Ethnic Disparities in Health Care. Washington, DC: National
Academies Press; 2003:1–34

2. Committee on Understanding and Eliminating Racial and Ethnic Dis-
parities in Health Care. Literature review. In: Smedley BD, Stith AY,
Nelson AR, eds. Unequal Treatment: Confronting Racial and Ethnic Dis-
parities in Health Care. Washington, DC: National Academies Press;
2003:285–383

3. Halfon N, Olson L, Inkelas M, et al. Summary statistics from the
National Survey of Early Childhood Health, 2000. Vital Health Stat 15.
2002;(3)

4. Blumberg SJ, Olson L, Osborn L, Srinath KP, Harrison H. Design and
operation of the National Survey of Early Childhood Health, 2000. Vital
Health Stat 1. 2002;(40):1–97

5. Flores G, Bauchner HC, Feinstein AR, Nguyen US. The impact of
ethnicity, family income, and parental education on children’s health
and use of health services. Am J Public Health. 1999;89:1066–1071

6. Minkovitz CS, O’Campo PJ, Chen YH, Grason HA. Associations be-
tween maternal and child health status and patterns of medical care use.
Ambul Pediatr. 2002;2:85–92

7. Pless CE, Pless IB. How well they remember: the accuracy of parental
reports. Arch Pediatr Adolesc Med. 1995;149:553–558

8. US Census Bureau. Poverty 2000: poverty thresholds in 2000, by size of
family and number of related children under 18 years (dollars). Avail-
able at: www.census.gov/hhes/poverty/threshld/thresh00.html. Ac-
cessed June 6, 2004

9. American Academy of Pediatrics, Committee on Practice and Ambula-
tory Medicine. Recommendations for preventive pediatric health care.
Pediatrics. 2000;105:645–646

10. Stata Corp. Stata Survey Data Reference Manual: Release 8. College Station,
TX: Stata Corp; 2003

11. Rao JNK, Scott AJ. The analysis of categorical data from complex
sample surveys: chi-squared goodness-of-fit and independence in two-
way tables. J Am Stat Assoc. 1981;76:221–230

12. Newacheck PW, Stoddard JJ, Hughes DC, Pearl M. Health insurance
and access to primary care for children. N Engl J Med. 1998;338:513–519

13. Weinick RM, Krauss NA. Racial/ethnic differences in children’s access
to care. Am J Public Health. 2000;90:1771–1774

14. Newacheck PW, McManus MA. Health insurance status of adolescents
in the United States. Pediatrics. 1989;84:699–708

15. Wood DL, Hayward RA, Corey CR, Freeman HE, Shapiro MF. Access to
medical care for children and adolescents in the United States. Pediat-
rics. 1990;86:666–673

16. Newacheck PW, Hughes DC, Cisternas M. Children and health
insurance: an overview of recent trends. Health Affairs. 1995;14:244–254

17. Passel JS. Demographic and social trends affecting the health of children
in the United States. Ambul Pediatr. 2002;2(suppl):169–179

18. Weitzman M, Byrd RS, Auinger P. Black and white middle class chil-
dren who have private health insurance in the United States. Pediatrics.
1999;104(suppl):151–157

19. Blendon RJ, Aiken LH, Freeman HE, Corey CR. Access to medical care
for black and white Americans: a matter of continuing concern. JAMA.
1989;261:278–281

20. Weech-Maldonado R, Morales LS, Spritzer K, Elliott M, Hays RD. Racial
and ethnic differences in parents’ assessments of pediatric care in Med-
icaid managed care. Health Serv Res. 2001;36:575–594

21. Davis JS, Smith TW. General Social Surveys, 1972–1990. Chicago, IL:
National Opinion Research Center; 1990

22. Williams DR, Rucker TD. Understanding and addressing racial dispar-
ities in health care. Health Care Financing Rev. 2000;21:75–90

23. Flores G, Abreu M, Olivar MA, Kastner B. Access barriers to health care
for Latino children. Arch Pediatr Adolesc Med. 1998;152:1119–1125

24. Cooper-Patrick L, Gallo JJ, Gonzales JJ, et al. Race, gender, and partner-
ship in the patient-physician relationship. JAMA. 1999;282:583–589

25. Kirkman-Liff B, Mondragón D. Language of interview: relevance for
research of southwest Hispanics. Am J Public Health. 1991;81:1399–1404

e192 DISPARITIES IN EARLY CHILDHOOD HEALTH AND HEALTH CARE

 by on November 18, 2005 www.pediatrics.orgDownloaded from 

http://www.pediatrics.org


26. Yu SM, Nyman RM, Kogan MD, Huang ZJ, Schwalberg RH. Parent’s
language of interview and access to care for children with special health
care needs. Ambul Pediatr. 2004;4:181–187

27. Flores G, Fuentes-Afflick E, Carter-Pokras O, et al. The health of Latino
children: urgent priorities, unanswered questions, and a research
agenda. JAMA. 2002;288:82–90

28. Flores G. Culture and the patient-physician relationship: achieving
cultural competency in health care. J Pediatr. 2000;136:14–23

29. Shenkman E, Wu SS, Nackashi J, Sherman J. Managed care organiza-
tional characteristics and health care use among children with special
health care needs. Health Serv Res. 2003;38:1599–1624

30. Flores G, Gee D, Kastner B. The teaching of cultural issues in U.S. and
Canadian medical schools. Acad Med. 2000;75:451–455

31. US Census Bureau. Population projections of the United States by age, sex,
race, and Hispanic origin: 1995 to 2050. Available at: www.census.gov/
prod/1/pop/p25-1130/p251130.pdf. Accessed January 8, 2004.

www.pediatrics.org/cgi/doi/10.1542/peds.2004-1474 e193

 by on November 18, 2005 www.pediatrics.orgDownloaded from 

http://www.pediatrics.org


DOI: 10.1542/peds.2004-1474 
 2005;115;183-193 Pediatrics

Glenn Flores, Lynn Olson and Sandra C. Tomany-Korman 
 Racial and Ethnic Disparities in Early Childhood Health and Health Care

This information is current as of November 18, 2005 

 & Services
Updated Information

 http://www.pediatrics.org/cgi/content/full/115/2/e183
including high-resolution figures, can be found at: 

 References

 http://www.pediatrics.org/cgi/content/full/115/2/e183#BIBL
at: 
This article cites 24 articles, 14 of which you can access for free

 Subspecialty Collections

 http://www.pediatrics.org/cgi/collection/office_practice
 Office Practice

following collection(s): 
This article, along with others on similar topics, appears in the

 Permissions & Licensing

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

 Reprints
 http://www.pediatrics.org/misc/reprints.shtml

Information about ordering reprints can be found online: 

 by on November 18, 2005 www.pediatrics.orgDownloaded from 

http://www.pediatrics.org/cgi/content/full/115/2/e183
http://www.pediatrics.org/cgi/content/full/115/2/e183#BIBL
http://www.pediatrics.org/cgi/collection/office_practice
http://www.pediatrics.org/misc/Permissions.shtml
http://www.pediatrics.org/misc/reprints.shtml
http://www.pediatrics.org

