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A BSTRACT
This paper describes the use of social pediatrics in one baccalaureate nursing curriculum. Social pediatrics is a conceptual model
that considers health as physical health and the social determinants of health. Social pediatrics focuses on community-based
primary healthcare services for at-risk children and their families. The social pediatrics model is used by community early
childhood education StrongStart sites in one Canadian province; these sites are collaborations between early childhood educators
and public health nursing teams for children from infancy through five years of age. Acute care clinical placements are becoming
too complex and limited in number to accommodate large undergraduate nursing cohorts. Our undergraduate nursing program
recently shifted acute care pediatric placements to StrongStart sites, combining community pediatric and public health nursing
learning objectives and learning activities that foreground social pediatrics. The acute care component of pediatric nursing
includes classroom theory, clinical laboratory and virtual simulations. This paper describes social pediatrics integration within
our undergraduate curriculum between 2018-2019; and a qualitative evaluation of our social pediatrics approach in 2019-2020.
We used content analysis to identify common themes from interviews with key actors, including students’ clinical instructors,
StrongStart sites’ early childhood educators and managers, and public health nurse managers affiliated with StrongStart sites.
Common themes were related to social pediatrics learning opportunities and drawbacks; social pediatrics knowledge, skills and
attitudes; and recommendations for curriculum enhancement.
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1. I NTRODUCTION
Social Pediatrics is an interdisciplinary community-based
approach that builds supportive relationships between healthcare providers and community services for children and their
families.[1] Health encompasses physical health and the social determinants of health. Health and community services
are integrated to accommodate natural transitions across the
developmental lifespan from early childhood to young adulthood. Social pediatrics offers a family-centered alternative
to medicalized treatment of children and shifts the focus
from disease treatment to therapeutic family and community

relationships. This model of care began in the province of
Quebec in Canada by Dr. Gilles Julien.[2] The model is based
on the UN Convention “rights of the child.” The model is
designed to complement existing primary healthcare services
and to provide holistic care to those children who are most
vulnerable: children “experiencing extreme difficulty on the
physical, social and psychological levels as well as families experiencing an alarming level of stress.”[2] A central
premise of social pediatrics is to acknowledge and reinforce
existing competencies in children and their families. This
model attempts to divert children from dangerous life course
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trajectories through sustained involvement with the child and
their family in collaboration with existing services.[3, 4]
In Canada, this model of care is championed by the Canadian
Pediatric Society,[5] comprised predominantly of pediatricians. Uptake of the model by schools of nursing is relatively
new, although the model is intended for collaborative practice. In Canada, our university-based baccalaureate nursing
(BSN) program is the only program in the country to utilize
the social pediatrics model within its undergraduate nursing
curriculum.
The purpose of this paper is to describe integration of the social pediatrics model within the BSN pediatric-public health
nursing curriculum of one university-based school of nursing.
This paper also provides a preliminary qualitative evaluation
with key actors involved in curriculum development and
implementation over a 2-year period (2018-2020).

2. OVERVIEW
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disadvantaged neighborhoods. StrongStart is an enrichment
program facilitated by early childhood educators that prepares children for Kindergarten success. Interaction with
children and adults is encouraged to build socialization skills.
Attendance is no-cost, and parents and caregivers are invited
to attend and network with other families.[7] On-site nurse
practitioners have been replaced by public health nursing
teams who make regular weekly visits to StrongStart sites.
Public health nursing teams are based in community health
centers located near StrongStart sites. Early childhood educators and public health nurses work collaboratively to assess
and to refer children and their families for needed health
services (i.e., physical, social determinants of health). Prior
to 2017, our SoN faculty were using these sites as shadow
experiences for undergraduate nursing students as part of
ther public health nursing clinical component.
2.2 Shifting pediatric acute care to community care

OF SOCIAL PEDIATRICS IN A

2.1 Introducing the RICHER model
In 2005 the social pediatrics model was introduced to our
school of nursing (SoN), and a year later, a collaborative
initiative was launched between our SoN public health and
pediatric nursing faculty and an inner-city primary care clinic
servicing at-risk children and their families. The first of its
kind in Canada, this social pediatric nursing initiative was
known as Responsive Intersectoral Children’s Health Education, and Research (RICHER).[1] The RICHER initiative expanded to community centers, daycares and non-profit family
support sites within our province. A key feature of RICHER
is the use of nurse practitioners to provide clinical services
and make necessary referrals for further assessment and care
(e.g., dental, nutrition, audiology). Families may drop in
for healthcare needs—special bookings and appointments
are not needed—to decrease the barrier for care. Evaluation
of RICHER has shown that these community-based clinical
services reach children with higher rates of complex health
conditions and developmental needs than our typical population. Parents report having trusting relationships with clinical
staff and positively rate their capacity to access supportive
services for themselves and their children.[6]

With the increasing complexity of pediatric patients in acute
care settings, our pediatric nursing faculty have had significant challenges finding suitable clinical placements for
our undergraduate students. One US survey of pediatric
nurse educators documented similar challenges with pediatric acute care placements and recommended a shift towards community-based clinical placements.[8] Common
non-traditional settings for pediatric placements are public
schools where students work with school nurses to address
children’s acute and chronic complaints. Students also develop and deliver health promotion events, such as health
fairs and nutrition and dental hygiene sessions.[9, 10] A concern is students’ capacity to meet pediatric clinical objectives. One quantitative study randomly assigned students
to either a hospital-based clnical placement, a half hospital and half non-traditional placement or a non-traditional
placement. There were no significant differences in students’
pediatric nursing test scores or clinical reasoning skills. The
researchers concluded that a range of pediatric clinical sites
are appropriate for education purposes.[11] Nontraditional
clinical placements are often augmented with pediatric clinical simulations: Simulations aid successful completion of
pediatric nursing clinical objectives with reports of high levels of student satisfaction.[12, 13]

Given the successful uptake of the RICHER social pediatrics model in our province, the model has been adopted
by our provincial early childhood development program,
StrongStart.[7] StrongStart Canada, akin to the US Headstart
program, focuses on early learning development (e.g., language, cognitive, social-emotional, physical) for infants and
children birth to five years of age. The StrongStart program
is designed for children and their parents and caregivers in

Given favorable findings in the literature, our SoN undergraduate pediatric faculty agreed to shift acute care clinical
placements to community-based settings, beginning around
2018. This shift required the creation of a combined pediatricpublic health nursing curriculum. Our BSN program is an
accelerated 20-month program with five 12-week terms. The
typical cohort size is 120 students. Public health and pediatric nursing are taught in the second term of the program.

BACCALAUREATE NURSING PROGRAM

Published by Sciedu Press

33

http://jnep.sciedupress.com

Journal of Nursing Education and Practice

Prior to our redesigned curriculum, students did six weeks
of acute care pediatric clinical placements with an acute
care theory component; and six-week public health nursing
clinicals placements in primary care clinics and community
health centers with associated public health nursing theory
content.
The new, combined curriculum is six weeks of clinical placements in StrongStart sites with community pediatric and
public health nursing theory. In addition to StrongStart experiences, students are assigned complementary communitybased virtual simulations. This component of the curriculum
is taught by public health nurses, preferably with community
pediatric nursing experience. The other six weeks focus on
acute care pediatric nursing theory with clnical laboratory
and virtual simulations taught by acute care pediatric nurse
clinical instructors. To accommodate student numbers, 60
students are at 18 inner-city StrongStart sites while the remaining 60 students are doing the acute care component:

2021, Vol. 11, No. 7

Students rotate mid-term,with the combined course covering
one term or 12 weeks. For students who want to pursue pediatric nursing post-graduation, the final clinical practicum
in the fifith senior term can be done in a community setting
(e.g., community health center) or in an acute care setting.
The adopted conceptual model for the combined course is
the RICHER social pediatrics model. Although the RICHER
model focuses on community-based health services for atrisk children and their families, the model acknowledges
the importance of integrated health care with primary care
service links to secondary and tertiary care services. The
model’s unique aspect is its public health focus on upstream
prevention and promotion—an important tenet of WHO international healthcare guidelines and initiatives.[14, 15] Students’
key social pediatrics learning objectives with sample clinical
learning activities are in Table 1. The course includes other,
generic learning activities such as individualized learning
plans and reflection journals.

Table 1. Key social pediatrics learning objectives and sample learning activities
Key Learning Objective 1: Synthesize relevant history from patients, families and communities
Learning Activities: The Windshield survey, the Ages and Stages developmental screening tool
The Windshield suvey is a public health nursing rapid observational assessment of the community. The survey can be conducted
from a car (windshield) or community walk-about. The purpose of the survey is to give nurses an appreciation of community
resources and potential/actual barriers to health and healthcare.[16]
Each student observes and developmentally assesses an infant or child using the Ages and Stages developmental screening tool.
This screening tool is for infants one-month-old to children five-six years old.[17,18] The student reviews their assessment with their
clinical instructors.
Learning Objective 2: Determine the impact of factors such as age, sex/gender, disability, ethno-cultural background, social support
and emotional influences on a child and family
Learning Activity: Virtual simulation, the Wheel of Intervention
The course uses Sentinel City®, [19] a virtual community experience of four diverse neighborhoods. Students are given critical
thinking questions related to key demographic factors for the child, family and community in the four cases. Students are asked to
use the Wheel of Intervention[20] to propose potential public health nursing interventions for children, their families and their
communities.
Learning Objective 3: Demonstrate an appreciation of the parent's perspective of and concerns for their child's health
Learning Activity: Health promotion teaching project
Students are taught how to create a teaching lesson plan in collaboration with StrongStart early childhood educators based on family
requests. During their 6 weeks at the sites, students organize and conduct a health promotion project with children (e.g.,
handwashing to eliminate germs) and with parents/caregivers (e.g., nutritional snack foods). Most recently, students at one
StrongStart site conducted a session on stress management for community health workers and parents/caregivers.
Learning Objective 4: Collaborate with teachers, social workers, community leaders, child protection workers and other
professionals to ensure child/family access to the social determinants of health.
Learning Objective 5: Identify opportunities for advocacy, health promotion and disease prevention in the communities of children
and their families.
Learning Activity for 4 and 5: The referral process
Every student spends a day with the public health nursing team, reviewing referrals for StrongStart children and their families, to
better understand the referral procress. The referrals are made by early childhood educators or public health nurses. For example, one
new immigrant family required dental services and the public health nurses arranged a dental clinic visit with interpreter services.
Learning Objective 6: Describe how public health policy impacts on child health and access to health services, including the social
determinants of health
Learning Activity: Online public health policy discussions
An online Discussion Board is used to post current public health policy trends and issues related to accessibility of service for
at-risk children and their families (e.g., COVID-19 vaccination planning). Students are asked to provide examples of how current
policies are influencing the populations at their StrongStart sites. Clinical instructors and students post weekly to these policy
Discussion threads--a different policy thread per week.
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CURRICULUM

AND

STRONG S TART CLINICAL PLACEMENTS
Pediatric-public health nursing faculty conducted a qualitative descriptive study to answer the following question:
“What are the barriers and facilitators associated with using
StrongStart sites as combined pediatric-public health nursing clinical placements?” Internal funding was provided for
the study and ethics permission was obtained through the

The study was conducted in 2018-2019 with interviews done
via phone or in person with key actors involved in the curriculum redesign. Study participants were voluntarily recruited
via email invitations sent out through the SoN researchers to
three original StrongStart sites and their community health
center affiliates; and to all SoN pediatric-public health nursing clinical instructors. Table 2 contains the interview questions.

Table 2. Interview questions
1
2
3
4

From your perspective, what type of learning opportunities are present for students in StrongStart settings?
What are drawbacks or concerns you have from having students present in StrongStart settings?
What pediatric-public health nursing knowledge-skills-attitudes (KSAs) are attainable at StrongStart settings?
What changes do you recommend to enhance the student learning experience in StrongStart settings?

Qualitative interviews were conducted by a research assistant, a practicing nurse with research background, and two
SON nursing faculty with backgrounds in social pediatrics
and qualitative research methods. Individual interviews were
typically one hour long, and they were all audio-taped with
permission, transcribed and de-identified. The research assistant and two faculty thematically coded the transcripts
independently, meeting as a project team to discuss themes
and reach consensus on themes and exemplar quotes. Com-

mon themes were identified across the interviewees.

4. R ESULTS
A total of 15 interviews were conducted: six SoN clinical instructors, three early childhood StrongStart educators,
two StrongStart managers, and three public health nurse
managers from community health centers affiliated with
StrongStart sites. Table 3 summarizes common themes
across the different interviewee groups per question.

Table 3. Common themes from interviews

Learning Opportunities

Drawbacks from this
learning approach

KSAs acquired
through this learning
approach

Recommended
Changes

Published by Sciedu Press

Themes by Question
-Normal growth and development and developmental progression
-Social determinants of health: impact on children and families
-Expanded roles for nurses in multi-disciplinary teams in community settings
-Family systems, family dynamics
-The continuum of care, foregrounding health promotion and prevention
-Combined course clinical instructors have either pediatric or public health backgrounds
-Student concerns about learning in a community setting vs acute care setting
-StrongStart staff do not know how to optimize students’ engagement
-StrongStart sites are based on a school year schedule
-Children/families don’t always attend consistently-lack of continuity for students
-Assessment, with a focus on growth and development and family systems
-Communications with different age groups, adults
-Teaching (systematic teaching plan development, implementation, evaluation)
-Therapeutic relationships, including collaboration, relationship-building with children, families,
educators and managers at sites
-Professionalism, particularly autonomy and self-efficacy
-Shorten the time at StrongStart
-Provide time in an acute care pediatric setting
-Provide more orientation/training for instructors re: key learning objectives for pediatric nursing and
public health nursing
-Collaborate proactively with StrongStart sites to optimize use of students

35

http://jnep.sciedupress.com

Journal of Nursing Education and Practice

4.1 Learning opportunities
All the interviewees identified multiple, similar learning opportunities in StrongStart settings. Instructors, educators, and
managers appreciated having students on hand to provide
more 1-on-1 quality time with children and their family members. Students introduced creative ways of teaching health
education. For example, to teach handwashing and germs,
students used special ink and ultraviolet light to show children the importance of good, sustained friction to eliminate
germs on their skin. Another teaching area that students emphasized was the importance of updated vaccinations—the
whats, hows, whys and whens.
“I think the opportunity is to really observe and understand
normal growth and development of children, the various developmental stages, because there is a fairly wide range of
children and ages and different cultural backgrounds. I think
that is a very rich learning opportunity for students. I also
think it’s an opportunity to hear directly from parents what
their challenges are in terms of supporting and nurturing
their children’s growth. I also think it’s an opportunity to
demonstrate collaboration between partners in the community and health and how we work together to support the
health of families. So I think it’s a very rich environment.
Parents have an enormous number of questions about their
children, about their children’s growth and development,
about the health care system. And we have an opportunity
to really help increase their health literacy.” (Public Health
Manager A)
“I really see that the future of nursing is in the community
and if we can connect with those families early, we can help
support them” (Public Health Manager B)
“They [students] actually need to understand the fundamentally well child. . . that actually speaks to the higher critical
thinking piece which they’re not getting in the hospital setting [where] they’re able to see goals and results, so they
know something important is happening. . . in the community
it’s much more nuanced..so they really must understand the
primary care setting and all the preventive steps before we
get to a problem in the hospital.”(Clinical instructor A)

2021, Vol. 11, No. 7

4.2 Learning drawbacks
There were drawbacks to having students in the StrongStart
setting, and most of these drawbacks were identified by the
clinical instructors who had regular briefing and debriefing
sessions with the students. The predominant concern was
students’ negative perceptions of learning pediatric nursing
at these community sites. Students felt that they were being
disadvantaged by doing all their pediatric clinical hours in
a community setting. The StrongStart staff and familes in
attendance were also confused by the students’ presence over
multiple weeks.
“The challenge is explaining to people, like [partners] and
parents. . . what we do and why we are there. Similarly explaining exactly the same thing to the students because they
don’t understand. They are coming from an acute care background[first placements are medicine-surgery]. Now all of
the sudden they’re in the community playing with healthy
children and they don’t understand how that is public health
nursing.” (Clinical Instructor C)
“For nursing students the focus is skills-based. The reality
is that it’s a different set of skills in the community setting.
They’re not going to be practicing IVs.” (Clinical Instructor
D)
Many students and clinical instructors felt that six weeks
in a StrongStart site was too long, particularly with logistic
problems such as consistent attendance by the same children
and their families. Some students were challenged learning
how to build child/family relationships with irregular attendance. Students and clinical instructors also had to adapt to
school year schedules; not always similar to typical clinical
placement hours and schedules.
“The placements that we’re able to utilize are sometimes
morning or afternoon blocks of 2.5 hours and then they’re
closed during spring break. In order to supplement the hours
there needs to be something for the students to do.” (Clinical
Instructor D)

Another drawback was using public health nursing and pediatric nursing clinical instructors for different components
of a combined course; versus using the same instructors
“We get all the adults, all the caregivers from grandparents across the entire curriculum. Both types of instructors felt
to nannies to moms, aunts, uncles, brothers, sisters come uncomfortable covering learning objectives typically taught
so you can tap into every single, you know, generation. . . ” in separate courses—not a combined curriculum.
(StrongStart Manager A)
“The very first and probably most problematic challenge is
“I feel so honored that you are here, bringing up all the impor- differentiation between the clinical instructors who are teachtant topics and training them [students] on a practical level. ing the tertiary specialized component [of pediatrics]. Most
It’s really just the best teaching experience I think for them peds instructors are from acute. . . . thus far we’ve had puband for us to go through-it’s wonderful.” (Early Childhood lic health nurses teaching [in community], and no pediatric
Educator A)
specialty nurses. . . .And while both offer a wide area of ex36
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pertise. . . there needs to be a better collaborative approach.” starting to pull it all together.” (Clinical Instructor A)
(Clinical Instructor E)
“In our post-conference discussion, from the semester start
“So I would highly recommend that the clinical instructors be to the end, the complexity of their answers and their perexperienced public health clinicians. If you can find a public spectives. . . I could see a huge shift in their thinking about
health nurse who has a pediatric background, I think that community health and healthy families.” (Clinical Instructor
that’s also a win win.” (Clinical Instructor B)
B)
Final drawbacks were insufficient orientation of clinical educators and students to the StrongStart sites; and StrongStart
staff and early childhood educators to the SoN social pediatrics curriculum.
“So I think in terms of timing of the orientation, if you’re going to start a course in September, I’d really recommend. late
July, very early August, to have that clinical instructor come
and spend time learning about the resources and learning
who the staff are and just the community in general. I don’t
think it takes a lot of time, but I think having that familiarity
early on helps to set the stage for thinking you’re going to
do it.” (Early Childhood Educator B)

“Maybe relational practice should be the foundational component to go throughout the program-and to help tie together
acute and community, since we can effectively teach this well
in the community.” (Clinical Instructor C)
4.4 Recommendations
Important recommendations emerged from the interviews. Instructors, in particular, felt key KSAs acquired in communitybased settings needed to be clearly foregrounded in orientations with students, new clinical instructors and StrongStart
sites. Students need to know that the goal for communitybased placements with children and families is to acquire
KSAs, such as relationship-building, which are foundational
to nursing: They are not going to meet acute care pediatric
learning objectives in StrongStart settings.

“I would kind of like to have even a little pro D session, if
you will, have someone come in and talk to the facilitators
for an hour or two hours and say, here’s how to best use
nursing students and this is what we want you to do. And “Instructors should highlight and reinforce the learning objecwe’d be very open to that. We enjoy having nurses in the tives and content that’s community-based. This may change
program any way, shape or form. Parents enjoy it. We enjoy or shift the perception that care of children and families is
only acute. We need to reinforce the importance of comit.” (StrongStart Manager B)
munity. Even though the faculty probably see something as
community content, the students aren’t.” (Clinical Instructor
4.3 Knowledge, skills and attitudes
A)
Based on a comparison of course learning objectives and successful attainment of these learning objectives, the clinical “Students believe that pediatrics is a specialty area, acute.
instructors stated that they were able to measure successful They feel like they’re not learning peds without acute care.
attainment through the learning activities, such as reliable We need to show them what they are learning through comcompletion of the Ages & Stages screening tool, students’ munity.” (Clinical Instructor E)
teaching plans and health promotion education, and student
“In an ideal world all the students would get some acute
responses to online critical thinking questions (e.g., public
Peds and some community Peds, but I know because of acute
health policy questions). They agreed that parent-child health
care issues, I don’t know how realistic it is.” (Public Health
promotion education and relational practice were highlights
Manager B)
of this clinical placement for students.
The nursing instructors agreed that acute care pediatric clin“Towards the end of the placement the students went with the
ical simulations, taught by pediatric specialty nurses, are
public health nursing team to a drop-in program where they
the best means to introduce students to generalist acute care
were able to effectively engage with children and the famipediatric nursing. There are insufficient acute care pediatric
lies. . . to create a safe therapeutic relationship. Their engageclinical placements for all students, especially with educament was different than at the beginning of the course. . . more
tional conisderations of multiple SoNs in our geographic
confidence and awareness.” (Clinical Instructor E)
region. Instead, acute care pediatric sites should be reserved
“One student wrote quite strongly how she was starting to un- for senior students’ clinical preceptorships. Instructors also
derstand the degree of inter-relationship needed in nursing. . . mentioned the importance of using more community-based
and drilling down with questions. The students indicate that virtual simulations and online case-based learning to make
in their journals. It means to me as the clinical instructor up sporadic hours in community ( “during down-times”);
that they’re starting to get that piece of relational practice- and to further emphasize key KSAs associated with social
Published by Sciedu Press
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pediatrics and community-based care of children and their These are preliminary findings: Evaluation is ongoing, as are
families, particularly marginalized and vulnerable popula- further curricular changes based on feedback from faculty,
tions.
students and community partners. We only sent email invitations to three original StrongStart sites, and we had a small
convenience sample of interviewees. We did not interview
5. D ISCUSSION
students, although we had evaluation survey feedback from
Creative solutions must be found to meet the learning objec- course surveys that are conducted at the end of each term. No
tives for clinical rotations in pediatric nursing. The literature public health nurses responded to our invitations, although
has many excellent examples of using non-traditional sites we were able to interview two public health managers.
such as elementary and secondary schools[9, 10] and clinical
During the pandemic, StrongStart sites have had to scale
simulations.[13] These changes address shortages of acute
back on in-person services, although students and faculty are
care pediatric placements, but they also signal opportunistill allowed on-site and they are involved in public health
ties for ideological shifts in nursing eduation that emphasize
nursing team health service referrals. A ‘silver lining’ has
current transitions in healthcare delivery from acute care
been opportunities to further explore the use of virtual educato community and integrated care across health systems,[15]
tion offerings for the community and acute care components
and greater emphasis on reaching populations in greatest
of our combined course. In a recent paper by Hudson et
need—where they live.[1, 2, 4] Global population studies have
al.[24] faculty created a Simulation Hub to centralize simidentified links between poor health over the life course due
ulation learning activities and systematically map them to
to early childhood and family health inequities, physical
course learning objectives—to ensure appropriate leveling
health and the social determinants of health.[21]
of simulation content within and across courses. Our facThere are excellent examples of other models for community- ulty similarly need to develop a systematic approach for
engaged education, such as service learning models.[22] integrating clinical laboratory and virtual simulations for
These models also illustrate the nursing education bene- acute/community pediatric nursing and public heath nursing
fits of forging strong academic-practice-community part- within our undergraduate nursing curriculum.
nerships.[23] Social pediatrics, the RICHER model, is an
In Canada and globally, nurses must know how to provide
effective conceptual model for guiding nursing students’ thecare in diverse community settings and to those who most
oretical and clinical education that melds components of two
need it.[16, 22] Nursing career opportunities will expand in
nursing domains, pediatrics and public health and emphathe community, and it is foresightful to expose students now
sizes foundational KSAs associated with relational practice
to community-engaged healthcare delivery during sensitive
and core values of equity, diversity and inclusivity.[1, 6] We
periods of early childhood development—when nursing inbelieve this shift in thinking will take time and require considterventions with children and families can initiate a positive
erable curriculum planning, implementation and evaluation
life course. Particularly during pandemic, nurses and nursing
between our pediatric and public health nursing faculty. Feedstudents, in partnership with communities, are well-placed
back from our interviewees and student feedback on their
to address community resilience through a social pediatrics
course evaluation surveys indicate that we have not suffilens.
ciently threaded together the theory or clinical components
of public health and pediatric nursing in community contexts; ACKNOWLEDGEMENTS
nor have we satisfied students’ concerns about acute care pe- We would like to thank all the participants of this study, our
diatric nursing preparation. Future research is needed to SoN undergraduate faculty and instructors involved in curcompare the completion of learning objectives across acute riculum redesign, and our wonderful StrongStart and commucare pediatrics, StrongStart and hybrid clinical placements. nity health center partners who provide their encouragement
Another curriculuar limitation is the model’s focus on early and support to our students.
childhood development and family systems: We will need to
address the entire developmental continuum from infancy to C ONFLICTS OF I NTEREST D ISCLOSURE
The authors declare that there is no conflict of interest.
young adulthood.

R EFERENCES
[1] Lynam J, Scott L, Loock C, et al. The RICHER social pediatrics
model: Fostering access and reducing inequities in children’s health.
Healthcare Quarterly. 2011; (14): 41-46. PMid:22008572 https:

38

//doi.org/10.12927/hcq.2011.22576
[2] Julien G. A different kind of care: The social pediatrics approach.
Montreal, Quebec: McGill-Queen’s University Press; 2004.
ISSN 1925-4040

E-ISSN 1925-4059

http://jnep.sciedupress.com

Journal of Nursing Education and Practice

[3] Council on Community Pediatrics. Community pediatrics: navigating the intersection of medicine, public health, and social determinants of children’s health. Pediatrics. 2013; 131: 623-628.
https://doi.org/10.1542/peds.2012-3933
[4] Ford-Jones EL, Williams R, Bertrand J. Social paediatrics and early
child development: Part 1. Paediatric Child Health. 2008; 13(9): 755758. PMid:19436534 https://doi.org/10.1093/pch/13.9.7
55
[5] Canadian Pediatric Society. 2020. Available from: https://www.
cps.ca/en/sections/social-paediatrics-section
[6] Wong S, Lynam J, Khan KB, et al. The social pediatrics initiative:
A RICHER model of primary health care for at risk children and
their families. BMC Pediatrics. 2012; 12(158): 1-12. PMid:23034058
https://doi.org/10.1186/1471-2431-12-158
[7] StrongStart BC. 2021. Available from: https://www2.gov.bc.ca
/gov/content/education-training/early-learning/su
pport/programs/strongstart-bc
[8] McCarthy AM, Wyatt JS. Undergraduate pediatric nursing education: Issues, challenges and recommendations. Journal of Professional Nursing. 2014; 30(2): 130-138. PMid:24720941 https:
//doi.org/10.1016/j.profnurs.2013.07.003
[9] Pohl C, Jarvill M, Akman O, et al. Adapting pediatric clinical experiences to a changing health care environment. Nurse Educator. 2017;
42(2): 105-108. PMid:27532676 https://doi.org/10.1097/NN
E.0000000000000315
[10] Schultz CM, Krassa TJ, Doran RJ. Using elementary schools for
pediatric practicum: An alternative approach. Journal of Professional Nursing. 2019; 35(3): 224-227. PMid:31126400 https:
//doi.org/10.1016/j.profnurs.2018.12.008
[11] Kubin L, Fogg N, Wilson C, et al. Comparison of student learning
among three teaching methodologies in the pediatric clinical setting.
Journal of Nursing Education. 2013; 52(9): 501-508. PMid:23952776
https://doi.org/10.3928/01484834-20130819-07
[12] Lubbers J, Rossman C. The effects of pediatric community simulation
experience on the self-confidence and satisfaction of baccalaureate
nursing students: A quasi-experimental study. Nurse Education Today. 2016; 39: 93-98. PMid:27006038 https://doi.org/10.101
6/j.nedt.2016.01.013
[13] Mahoney D, Hancock AE, Iorianni-Cimbak LE, et al. Using highfidelity simulation to bridge clinical and classroom learning in undergraduate pediatric nursing. Nurse Eucation Today. 2013; 33(6): 648654. PMid:22341995 https://doi.org/10.1016/j.nedt.201
2.01.005

Published by Sciedu Press

2021, Vol. 11, No. 7

[14] Fawcett J, Ellenbecker CH. A proposed conceptual model of nursing and population health. Nursing Outlook. 2015; 63(3): 288-298.
PMid:25982769 https://doi.org/10.1016/j.outlook.2015
.01.009
[15] World Health Organization. Framework on integrated
people-centred health services. 2016. Available from:
https://www.who.int/servicedeliverysafety/area
s/people-centred-care/framework/en/
[16] Stanhope M, Lancaster J, Jakubec SL, et al. Community health nursing in Canada (3rd edition). Milton, ON: Elsevier Canada. 2016.
[17] Beam M, Pare E, Schellenbach C, et al. Early developmental screening in high-risk communities: Implications for research and child
welfare policy. The Advanced Generalist: Social Work Research
Journal. 2015; 1(3/4): 18-36. http://soar.wichita.edu/dspac
e/handle/10057/11282
[18] Lipkin P, Macias MM, Chen BB, et al. Trends in pediatricians’
developmental screening: 2002-2016. Pediatrics. 2020; 145(4):
e20190851. PMid:32123018 https://doi.org/10.1542/peds
.2019-0851
[19] Sentinel City R . 2020. Available from: https://www.sentinelu.
com/virtual-clinical/simulations/sentinel-city-pop
ulation-health/
[20] Minnesota Department of Health. Public health interventions: Applications for public health nursing practice. 2nd ed. 2019. Available
from: https://www.health.state.mn.us/communities/pra
ctice/research/phncouncil/docs/PHInterventions.pdf
[21] Moore T, Myfanwy D, Carlon L, et al. Early childhood development and the social determinants of health inequities. Health Promotion Internationa. 2015; 30(S2): ii102-ii115. PMid:26420806
https://doi.org/10.1093/heapro/dav031
[22] Amer K, Aquino E, Handrup J, et al. Integration of a communitybased engagement model of service learning in a master’s entry
nursing program. Journal of Nursing Education and Practice. 2019;
9(10): 107-111. https://doi.org/10.5430/jnep.v9n10p107
[23] Hausman-Cohen S, Asamoah N, Yee C, et al. Community organizations’ perspectives on the impact of a nursing student-led academiccommunity partnership program. Journal of Nursing Education and
Practice. 2020; 10(8): 9-15. https://doi.org/10.5430/jnep.v
10n8p9
[24] Hudson KW, Swoboda SM, Redd M, et al. Virtual clinical activities: Lessons learned with first semester nursing students. Journal
of Nursing Education and Practice. 2021; 11(3): 41-46. https:
//doi.org/10.5430/jnep.v11n3p41

39

