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Abstract
Purpose of Review  The goal of this review is to describe how socioeconomic status (SES) is evaluated in the pediatric trauma 
literature and further consider how differences in SES can lead to inequities in pediatric injury.
Recent Findings  Insurance status, area-level income, and indices of socioeconomic deprivation are the most common assess-
ments of socioeconomic status. Children from socioeconomically disadvantaged backgrounds experience higher rates of 
firearm-related injuries, motor vehicle-related injuries, and violence-related injuries, contributing to inequities in morbidity 
and mortality after pediatric injury. Differences in SES may also lead to inequities in post-injury care and recovery, with 
higher rates of readmission, recidivism, and PTSD for children from socioeconomically disadvantaged backgrounds.
Summary  Additional research looking at family-level measures of SES and more granular measures of neighborhood depriva-
tion are needed. SES can serve as an upstream target for interventions to reduce pediatric injury and narrow the equity gap.

Keywords  Socioeconomic Status · Pediatric Injury · Social Determinants of Health · Insurance Status · Neighborhood 
Socioeconomic Status

Introduction

Injury is the leading cause of morbidity and mortality in 
children and adolescents in the USA [1]. A child’s overall 
risk of injury-related morbidity and mortality is significantly 
impacted by their social determinants of health, and in par-
ticular, their socioeconomic status (SES). Children from 
socioeconomically disadvantaged backgrounds often expe-
rience a disproportionate and inequitable burden of injury 
[2••]. As such, SES may be an upstream target for interven-
tions aimed at both preventing injury and closing the equity 
gap. The goal of this review is to 1) discuss how SES is 
evaluated or defined in the pediatric trauma literature and 

then 2) to explore how SES impacts pediatric injury-related 
outcomes.

Measuring Socioeconomic Status

Socioeconomic status is a complex concept. The term is 
often used interchangeably with others such as social class, 
social stratification, or social status. SES is the term used 
most frequently in the trauma literature and thus the term we 
will use throughout this report. SES is determined by various 
social and economic factors that usually include measures of 
income, wealth, education, employment, area of residence, 
and more [3, 4]. These measures can also be evaluated at 
an individual-level, family-level, or neighborhood-level, all 
of which influence health outcomes [4]. Therefore, before 
examining how SES impacts injury outcomes, it is worth 
briefly discussing how SES is commonly measured in the 
trauma literature. Indeed, individual- or family-level SES is 
rarely directly evaluated; instead the most common measures 
of SES utilized are insurance status as a proxy for family-
level SES, and neighborhood-level characteristics obtained 
from census data based on a child’s home address.

Information on insurance status is widely available 
and therefore commonly used as a proxy for family-level 
SES in the USA. In the USA, the most common form of 
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insurance is that provided by an employer, while those 
who are unemployed or those employed part-time or in 
low-wage positions are more likely to have public insur-
ance or no insurance [5]. Figure 1 shows the relationship 
between poverty and insurance coverage for children in 
2021. Based on data from the National Health Interview 
Survey, among children from families living below the 
federal poverty level, only 8.9% had private insurance cov-
erage, while 87.8% had public insurance. That is nearly 
reversed for children from families with incomes double 
the federal poverty level or more, where 16.3% and 80.7% 
had public and private insurance, respectively [5]. As such, 
insurance status and the distinction between no insurance, 
public insurance, and private insurance can be used as a 
proxy to evaluate for associations between family-level 
SES and health outcomes.

There are several potential caveats of using insurance as a 
proxy of family SES. First, while poverty is correlated with 
insurance status, there are still families with public insur-
ance or no insurance that live well above the federal poverty 
level, or families with private insurance who live below the 
federal poverty level, and thus there is a risk of misclassi-
fication. Second, insurance can also directly impact access 
as a potentially important driver for disparate health out-
comes aside from associations with SES. It can be difficult 
to parse out whether an association between insurance status 
and a health outcome is the result of an issue with access 
or an association with SES. However, in understanding the 
epidemiology of pediatric injury, associations between fre-
quency and severity of injury with health insurance almost 
certainly reflect the impact of SES (whether family-level or 
neighborhood-level) as there isn’t a clear pathway through 
which healthcare access should impact risk of injury. On 
the other hand, in the post-discharge setting, for example 
when evaluating access to or utilization of rehab services, 

insurance status may indeed impact access to care beyond 
any associations with SES.

The other measures of SES most often used in research on 
pediatric injury are area-level socioeconomic measures, gen-
erally obtained through geocoding a patient’s home address 
and linking it to US census data or census data–derived 
measures. Examples can include single measures like the 
median income for a zip code, or percentage in poverty, or 
can include composite measures or indices of socioeco-
nomic deprivation like the Area Deprivation Index (ADI) 
or Social Vulnerability Index (SVI). These metrics can link 
to health outcomes through at least two mechanisms. First, 
these measures are proxies for the impact of neighborhood 
social determinants of health or neighborhood-level SES on 
health outcomes. This is particularly relevant in trauma as a 
child’s built environment and neighborhood context impact 
their risk of injury. Second, individual- or family-level SES 
can also have a significant impact on health outcomes and 
area-level measures are often correlated with the individual- 
or family-level SES of residents that live in the area. As 
such, associations between area-level measures of SES and 
health outcomes may be partially driven by associations of 
individual- or family-level SES with those same outcomes. 
However, if area-level measures are used explicitly to evalu-
ate individual- or family-level SES, there is a significant risk 
of bias as area-level measures may not accurately reflect the 
SES of all the individuals who live in the area. Therefore, 
it may be more appropriate to use area-level measures to 
evaluate the impact of neighborhood-level social determi-
nants of health.

There are two aspects to area-level measures of SES that 
are worth further discussion — the first is the difference 
between single measures (like median income) and compos-
ite indices (like the ADI), and second is the choice of geo-
graphic unit used to define neighborhood. Single measures 

Fig. 1   Health insurance cover-
age for children (age 0–17 
years) by family income level 
for 2021
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like median income are often used in national databases, 
including the Agency for Healthcare Research and Qual-
ity databases such as Kids’ Inpatient Database (KID) or the 
National Inpatient Sample (NIS), along with others like the 
Pediatric Health Information System (PHIS) database. On 
the other hand, composite indices of socioeconomic depri-
vation have been used by single institution studies, as well 
as regional consortiums like the Pediatric Emergency Care 
Applied Research Network (PECARN) or the Midwest 
Pediatric Surgical Consortium (MWPSC) [6, 7•, 8•]. Sin-
gle measures may be more intuitive or easier to interpret; 
for example, it may be simpler to understand the difference 
in median income between two areas compared to the dif-
ference in a deprivation index value. However, deprivation 
indices like the ADI or SVI combine multiple aspects of 
SES, including measures of income, education, employment 
and more, and thus are more comprehensive. Indices allow 
researchers to use a single tool to evaluate the combined 
effect of multiple aspects of SES on health. Furthermore, 
because they are more comprehensive, deprivation indices 
may have a stronger relationship with health outcomes than 
single area-level measures of SES [9–11].

The second aspect of area-level measures to discuss is 
the choice of geographic unit (e.g., census tract vs zip code) 
that the study uses to define neighborhood. Many local or 
regional studies use census block groups or census tracts, 
while national studies are often limited to broader zip code 
or county-level assessments. Census block groups and cen-
sus tracts are much smaller areas and are generally more 
homogenous with respect to environmental and population 
characteristics [12]. As such, they are usually a more accu-
rate or representative measure of neighborhood. On the other 
hand, zip codes for instance, are far more variable. They 
are based on postal routes, not distinct “neighborhoods” or 
areas. Given their size, they may include multiple distinct 
and socioeconomically different neighborhoods within them. 
Therefore, assigning socioeconomic indicators at the zip 
code level or the even broader county-level may mask local 
variability and bias results [13–15]. However, zip codes are 
often simpler to acquire and all national databases we are 
aware of use data at the zip code level, partially to ensure 
data is de-identified. Studies using zip code or county-level 
data can still be very useful, but particularly with negative 
results, it is important to recognize the potential of masked 
heterogeneity to bias results towards the null. As such, the 
use of these larger area levels can be a notable limitation.

There are opportunities to build on the current literature 
and evaluate additional aspects of SES. For example, while 
there is significant literature exploring associations between 
insurance status and pediatric injury, there has been a limited 
evaluation of the impact of other individual- or family-level 
measures of SES like a caregiver’s education, income or 
housing. And looking at neighborhood-level SES, there is a 

lack of national data available at the more accurate census 
tract level. Furthermore, most national databases only evalu-
ate median income as a single measure of SES, with more 
limited research on other aspects of neighborhood context.

Socioeconomic Status as a Driver of Inequities 
in Pediatric Injury

There are notable inequities in pediatric injury based on a 
child’s SES. Differences in SES can lead to injury inequities 
in at least three broad ways (Figure 2): [1] through differ-
ences in injury risk and epidemiology including frequency 
and severity of injuries, [2••] through differences in care 
post-injury, including potential biases in care and access 
to healthcare resources, and [3] through differences in the 
child’s and family’s ability to respond to, recover, and thrive 
post-injury. This report will explore each of these potential 
drivers.

Injury Epidemiology

Differences in the frequency and severity of injuries that 
children experience based on their SES is one of, if not the 
most important driver of inequities in pediatric injury. In 
particular, there are significant differences in the mechanism 
of injury (MOI) and intent of injury for injuries that chil-
dren experience based on their SES. Children from disad-
vantaged backgrounds experience a disproportionate burden 
of firearm-related injuries and motor vehicle-related injuries. 
Children from disadvantaged backgrounds also experience a 
greater burden of injuries resulting from interpersonal vio-
lence. For example, in national data including both adult 
and pediatric populations, lower SES was associated with 
increased age-adjusted overall injury related mortality. It 
was also associated with both firearm-related injury mor-
tality and motor vehicle collision (MVC)-related mortality 
[2••]. This study used three different indices, with clear 
associations between all three indices and all three mortal-
ity outcomes.

Firearm Injuries

Looking at firearm-related injuries specifically, there are 
clear associations at the national, regional, and single institu-
tion levels between both insurance status and neighborhood 
socioeconomic measures with rates of pediatric firearm-
related injury. Using the National Emergency Department 
Sample database, both lower zip code level median income 
and public insurance were risk factors for firearm-related 
injury among children [16]. Similarly, using national data 
through the CDC’s Firearm Injury Surveillance Through 
Emergency Rooms (FASTER) program, greater deprivation, 
as measured by the SVI, was associated with much higher 
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rates of firearm-related injury [17]. In Colorado, neighbor-
hoods with higher rates of firearm-related injuries had lower 
median incomes and higher levels of poverty compared to 
median state levels [18]. Within PECARN, both census tract 
level socioeconomic deprivation and public insurance/self 
pay status were risk factors for presentation with a firearm-
related injury [16]. Lastly, multiple single institution level 
studies have demonstrated a significant association between 
SES and risk of firearm-related injury using both insurance 
status and measures of neighborhood-level SES [19•, 20, 21, 
22•]. For example, our group found that while children from 
the highest deprivation index quintile experienced only 25% 
of all injury-related hospitalizations, they experienced 57% 
of all firearm-related hospitalizations and 70% of all firearm-
related hospitalizations from assault [19•]. Children from 
the neighborhoods in the highest quintile of socioeconomic 
deprivation had 30 times the risk of firearm injury compared 
to children from the lowest quintile of socioeconomic depri-
vation. Similarly, those admitted after firearm-related injury 
were much more likely to have public insurance [19•].

Motor Vehicle–Related Injuries

Children from socioeconomically disadvantaged neighbor-
hoods may also experience higher rates of motor vehicle-
related injuries including both MVCs and pedestrians 
struck by motor vehicles, though additional research cor-
roborating these trends is needed. In the California-Mexico 
border region, children from areas of greater deprivation, 
as measured by quintiles of ADI, had higher rates of both 

MVCs and being struck by motor vehicles. On the other 
hand, children from the areas of lower deprivation had 
higher rates of sports-related and non-motorized vehicle-
related injuries. Specifically, children from neighborhoods 
in the most deprived quintile had double the rate of motor 
vehicle-related injury admissions (32% vs 15%) and half 
the rate of non-motorized and sports-related injury admis-
sions (6% vs 12% and 4% vs 11%, respectively) [23••].

The authors further evaluated the pedestrian versus 
motor vehicle and bicycle versus motor vehicle cases by 
linking the data with traffic safety data to understand risk 
factors and their relationship with neighborhood depri-
vation [24, 25]. Along with ADI being independently 
associated with the rate of pedestrian struck by motor 
vehicle-related injury admission, children from more 
disadvantaged areas had more injuries occur during dark 
streetlight conditions and more injuries occur closer to 
home (within 0.5 mile). Regarding bicylcle versus motor 
vehicle cases, more than 80% of collisions occurred in 
areas without a bike lane and children from more disad-
vantaged areas were less likely to wear helmets. These 
results highlight how a child’s neighborhood context 
impacts their risk of injury and how neighborhood-level 
socioeconomic deprivation can impact this risk. One limi-
tation of these studies is that the associations are based on 
admission rates for each MOI instead of population-level 
risk. Nevertheless, the findings are significant and demon-
strate how children from more socioeconomically deprived 
neighborhoods experience more injuries than their peers 
in more affluent areas.

Fig. 2   Socioeconomic factors as drivers of inequities in pediatric injury
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Violence‑Related Injuries

Along with the disparities in types of injury based on MOI, 
children from lower socioeconomic backgrounds also expe-
rience a greater burden of injuries related to interpersonal 
violence, including non-accidental trauma (NAT) or child 
physical abuse (CPA). This report will use the term CPA. 
For example, both insurance status and area-level socioeco-
nomic status have been associated with risk of CPA and 
subsequent negative outcomes. Nationally, approximately 
85% of patients admitted for CPA had either public insur-
ance or no insurance [26]. Patients admitted after CPA also 
experienced disparate outcomes based on insurance status. 
For example, those with no insurance had 3.3 times greater 
odds of mortality than those with public insurance [27]. 
And even after controlling for Injury Severity Score (ISS) 
and Glasgow Coma Scale, those with public or no insur-
ance seem to experience higher mortality rates compared 
to those with private insurance [27–30]. There are similar 
reported outcomes based on measures of area-level SES. 
In the California-Mexico border region, there were higher 
rates of CPA with increasing ADI quintile, and the high-
est quintile had nearly three times the rate of CPA-related 
admissions as the lowest quintile (7.2% vs 2.6%) [23••]. 
In a multi-institutional study, lower neighborhood median 
income quartile was associated with increased mortality 
from CPA [29].

Along with higher rates of CPA, children from disad-
vantaged backgrounds also experience higher rates of other 
forms of violent injury. In a single level 1 pediatric trauma 
center, greater census tract level socioeconomic deprivation 
was significantly associated with higher rates of any form of 
interpersonal violence-related injury admission [31]. In fire-
arm injuries, area-level socioeocnomic deprivation is often 
associated with higher rates of assault [6, 16, 19, 21]. In an 
assessment of a state-wide registry in Ohio, children with 
public insurance had three times the risk of assault-related 
injury compared to children with private insurance, and 
assault victims were much more likely to arrive at the hos-
pital greater than 24 hours after the injury compared to those 
presenting with non-assault-related injuries (OR 1.95) [32].

When evaluating child maltreatment more broadly, a sys-
tematic review found higher rates of child maltreatment and 
abuse based on family- and area-level poverty rates [33•]. 
Families from socioeconomically disadvantaged back-
grounds may have fewer social and economic supports that 
can help caregivers cope with acute and chronic stressors. 
When faced with these stressors, child maltreatment or abuse 
may be a maldadaptive response, highlighting at least one 
connection between socioeconomic deprivation and risk of 
child maltreatment and CPA [34]. Furthermore, policy level 
initiatives aimed at supporting low income families have the 
potential to reduce the rates of child abuse and maltreatment, 

highlighting how SES may be an upstream target amenable 
to intervention. For example, for every $1000 increase per 
child in the Earned Income Tax Credit (EITC) and Child Tax 
Credit, state level rates of reported maltreatment decreased 
by an estimated 5% [35••]. Refundable EITCs were respon-
sible for an estimated 13% reduction in abusive head trauma 
admissions in children younger than 2 years of age [36].

Vulnerability to External Stressors

Children from socioeconomically disadvantaged back-
grounds may also be the most vulnerable to significant 
changes in external stressors. For example, during the 
COVID-19 pandemic, both pediatric injury rates overall 
and rates of CPA increased, but the increased rates of both 
disproportionately occurred in children from the most vul-
nerable neighborhoods, as measured by the SVI at the census 
tract level [7•, 8•]. Similarly, the burden of firearm inju-
ries as a percentage of all trauma evaluations has increased 
recently, but this has particularly impacted children from 
the most socioeconomicaly deprived neighborhoods [18].

Differences in Care Post‑Injury

Inequities in injury outcomes can also result from differ-
ences in care post-injury including as a result of potential 
bias or differential access to resources. There are clear differ-
ences in overall risk of mortality after pediatric injury based 
on a child’s SES. For example, in a systematic review and 
meta-analysis that included both adult and pediatric patients, 
those without insurance had 22% higher odds of mortality 
[37]. This study did not control for injury type or clinical 
co-variates, but in a similar evaluation of pediatric trauma 
patients using the NTDB, there was a higher mortality rate 
in injured self-pay patients compared to those with insurance 
after controlling for ISS and type of injury (penetrating vs 
blunt) [38]. Others report similar findings with higher mor-
tality rates based on insurance status even after attempting 
to control for confounding factors [39, 40].

There may also be differences in other outcomes after 
injury based on SES, including triage destinations, pain 
management outcomes, TBI outcomes, and access to reha-
bilitation. When evaluating triage destinations after pediat-
ric injury, those with private insurance were more likely to 
be initially triaged to a pediatric trauma center while those 
without insurance were more likely to initially present to an 
adult facility and require subsequent transfer to a pediatric 
trauma center [41, 42]. There are differences in analgesia 
use after injury for children based on insurance status, as 
those with public insurance may be less likely to receive 
opiates compared to those with private insurance [43, 44]. 
When looking at neighborhood socioeconomic status, chil-
dren from more deprived neighborhoods, evaluated using 
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zip code level ADI, report worse pain and quality of life 
outcomes after upper extremity fracture [45, 46]. Children 
from disadvantaged backgrounds also experience worse out-
comes after TBI, possibly as a result of greater severity in 
initial presentation or differences in care post-injury [47, 
48]. For every $10,000 increase in the median income for 
a child’s home zip code, their odds of mortality after TBI 
decreased by 6% (OR 0.96). Lower income is also associated 
with increased risk of ballistic TBI which may be a poten-
tial driver or confounder for the noted inequity in mortality 
[49••]. Lastly, insurance status can also impact access to 
and utilization of rehab services after injury. For example, 
Medicaid expansion as part of the Affordable Care Act was 
associated with an increase in discharge to inpatient rehabili-
tation after pediatric injury, particularly for children from zip 
codes with the lowest median incomes [50•]. Furthermore, 
children with private insurance are more likely to utilize 
inpatient rehab services [51], and inpatient rehab consulta-
tion is a significant predictor for outpatient utilization [52].

It can often be difficult to determine if differences in post-
injury outcomes result from differences in the severity of 
injury or from differences in the care received post-injury. 
It is possible that epidemiological differences and differ-
ences in injury severity may still confound the results above 
and explain many of the inequities, particularly in mortal-
ity rate and TBI outcomes. For example, in adult trauma 
using a state-wide registry, SVI was initially associated with 
significantly higher mortality rate in an unadjusted model. 
However, after adjusting for co-variates available to claims 
data, the association became weaker. After further adjusting 
for multiple robust co-variates available to trauma registries 
including, for example, a patient’s shock index, mechanism 
of injury, and need for blood transfusions, there was no 
longer an association between SVI and mortality [53••]. 
Therefore, the association between deprivation and mortal-
ity may be mediated by initial presenting characteristics. 
Further research is needed to determine if these findings are 
replicated in the pediatric population.

Child’s Ability to Recover and Thrive Post‑Injury

Socioeonomic disparities may also impact a child’s ability 
to recover and a family’s ability to support recovery so that 
they can thrive post-injury. Children from socioeconomi-
cally disadvantaged backgrounds are at greater risk for poor 
recovery incuding a higher risk of readmission, recidivism, 
and development of acute stress disorder (ASD) and post-
traumatic stress disorder (PTSD). Among both adult and 
pediatric patients admitted for injury, both lower median 
income quartile and public insurance were associated with 
readmission at 6 months. In particular, those with Medicare 
insurance had an adjusted 1.65 times higher odds of read-
mission compared to those with private insurance, which 

was a higher odds for readmission than for any other fac-
tor evaluated aside from leaving against medical advice 
(adjusted OR 1.85) [54]. Similarly, after injury in children, 
both public insurance and zip code level median income are 
risk factors for recidivism [55]. Additionally, among chil-
dren who experienced firearm-related injuries, those with 
repeat firearm-related injuries were more likely to live in zip 
codes with higher rates of unemployment, vacant housing, 
poverty levels and lower school enrollment [56].

Chidren from lower socioeconomic backgrounds and 
those with lower social support are also at higher risk of 
developing PTSD. Among US adolescents, exposure to 
interpersonal violence and poverty were both independ-
ent risk factors for developing PTSD [57]. In a large meta-
analysis, both low family-level SES and several measures of 
family social support were risk factors for PTSD in children 
and adolescents [58]. In a review of trauma populations spe-
cifically, low SES was a risk factor for PTSD [59]. It is also 
important to consider a child’s entire social context. While 
not in a trauma population specifically, parental PTSD has 
been correlated with a child’s response to an acute stressor 
and their risk of developing post-traumatic stress symp-
toms, highlighting the need to consider and engage a child’s 
caregiver(s) [60].

One potential driver for how socioeconomic status can 
impact a child’s ability to recover post-injury relates to how 
they handle the stress of the traumatic event and in particu-
lar, their risk of developing toxic stress. Children from lower 
socioeconomic backgrounds are at higher risk for a history 
of early adverse childhood experiences (ACEs). Lower SES 
may also contribute to neurodevelopmental inequities. All of 
this may impact a child’s future ability to cope and respond 
to a stressful event like an injury, increasing their risk for 
developing toxic stress [61•, 62, 63, 64•]. Ensuring that 
children and their families have necessary social supports 
can help prevent a toxic stress response and enable them to 
recover well. This highlights the difference between equal-
ity and equity and the need for trauma centers to employ 
best practices related to trauma informed care [65]. Equality 
seeks similar care for all patients, while equity seeks simi-
lar outcomes for all patients, recognizing that some patients 
may require additional supports and resources to achieve 
the same outcome. Indeed, children from socioeconomically 
disadvantaged backgrounds deserve the same opportunity to 
recover and thrive after injury.

Conclusion

Injuries are the leading cause of morbidity and mortality 
for children in the USA. However, injuries are not expe-
rienced equitably and socioeconomic status is one of the 
most significant drivers for inequities in pediatric injury. 
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In particular, children from socioeconomically disadvan-
taged backgrounds experience a disproportionate burden of 
firearm-related injuries, motor vehicle-related injuries, and 
injuries from interpersonal violence. This can lead to nota-
ble inequities in overall morbidity and mortality from inju-
ries. Furthermore, SES can also impact both the care a child 
receives post-injury and their ability to recover and thrive 
post-injury. As such, addressing inequities in socioeconomic 
status is a key upstream target to both prevent injuries and to 
address the equity gap in pediatric injury outcomes.

Declarations 

Conflict of Interest  The authors have no conflicts of interest to dis-
close.

References

Papers of particular interest, published recently, have 
been highlighted as:  
• Of importance  
•• Of major importance

	 1.	 Cunningham RM, Walton MA, Carter PM. The major causes of 
death in children and adolescents in the United States. N Engl J 
Med. 2018;379(25):2468–75.

	 2.••	Phelos HM, Deeb AP, Brown JB. Can social vulnerability indi-
ces predict county trauma fatality rates? J Trauma Acute Care 
Surg. 2021;91(2):399–405. Recent, nationwide demonstration 
of the association between area-level socioeconomic depriva-
tion and mortality.

	 3.	 Galobardes B, Shaw M, Lawlor DA, Lynch JW, Davey SG. Indi-
cators of socioeconomic position (part 1). J Epidemiol Com-
munity Health. 2006;60(1):7–12.

	 4.	 Krieger N, Williams DR, Moss NE. Measuring social class in US 
public health research: concepts, methodologies, and guidelines. 
Annu Rev Public Health. 1997;18:341–78.

	 5.	 Cohen R, Cha A, Terlizzi E, Martinez M. Health insurance 
coverage: early release of estimates from the National Health 
Interview Survey, 2021 [Internet]. U.S. Department of Health 
and Human Services, editor: Centers for Disease Control and 
Prevention; [last updated 2022 May; cited 2022 Oct 1]. Avail-
able from: https://​www.​cdc.​gov/​nchs/​data/​nhis/​early​relea​se/​insur​
202205.​pdf

	 6.	 Carter PM, Cook LJ, Macy ML, Zonfrillo MR, Stanley RM, 
Chamberlain JM, et al. Individual and neighborhood character-
istics of children seeking emergency department care for fire-
arm injuries within the PECARN network. Acad Emerg Med. 
2017;24(7):803–13.

	 7.•	 Collings AT, Farazi M, Van Arendonk KJ, Fallat ME, Minneci 
PC, Sato TT, et al. The COVID-19 pandemic and associated rise 
in pediatric firearm injuries: a multi-institutional study. J Pediatr 
Surg. 2022;57(7):1370–6. A timely, multi-institutional evalu-
ation of the impact the COVID-19 pandemic on pediatric 
firearm injuries, highlighting the vulnerability of children 
from disadvantaged backgrounds.

	 8.•	 Collings AT, Farazi M, Van Arendonk K, Fallat ME, Minneci 
PC, Sato TT, et al. Impact of "stay-at-home" orders on non-
accidental trauma: a multi-institutional study. J Pediatr Surg. 

2022;57(6):1062–6. A timely, multi-institutional evaluation 
of impact of "Stay-at-Home" orders on child abuse, high-
lighting the vulnerability of children from disadvantaged 
backgrounds.

	 9.	 Lian M, Struthers J, Liu Y. Statistical assessment of neighbor-
hood socioeconomic deprivation environment in spatial epide-
miologic studies. Open J Stat. 2016;06(03):436–42.

	10.	 Messer LC, Laraia BA, Kaufman JS, Eyster J, Holzman C, Cul-
hane J, et al. The development of a standardized neighborhood 
deprivation index. J Urban Health. 2006;83(6):1041–62.

	11.	 Butler DC, Petterson S, Phillips RL, Bazemore AW. Measures of 
social deprivation that predict health care access and need within 
a rational area of primary care service delivery. Health Serv Res. 
2013;48(2 Pt 1):539–59.

	12.	 Census Bureau. Geographic areas reference manual [Internet]. 
Washington (DC): Census Bureau; [last updated 2022 Mar 11; 
cited 2022 Sep 28]. Available from: https://​www.​census.​gov/​
progr​amssu​rveys/​geogr​aphy/​guida​nce/​geogr​aphic-​areas-​refer​
encem​anual.​html

	13.	 Krieger N, Waterman P, Chen JT, Soobader M-J, Subramanian 
SV, Carson R. Zip Code Caveat: bias due to spatiotemporal mis-
matches between zip codes and US census–defined geographic 
areas—The Public Health Disparities Geocoding Project. Am J 
Public Health. 2002;92(7):1100–2.

	14.	 Diez-Roux AV, Kiefe CI, Jacobs DR, Haan M, Jackson SA, Nieto 
FJ, et al. Area characteristics and individual-level socioeconomic 
position indicators in three population-based epidemiologic 
studies. Ann Epidemiol. 2001;11(6):395–405.

	15.	 Moss JL, Johnson NJ, Yu M, Altekruse SF, Cronin KA. Com-
parisons of individual- and area-level socioeconomic status as 
proxies for individual-level measures: evidence from the Mortal-
ity Disparities in American Communities study. Popul Health 
Metr. 2021;19(1):1.

	16.	 Patel SJ, Badolato GM, Parikh K, Iqbal SF, Goyal MK. Soci-
odemographic factors and outcomes by intent of firearm injury. 
Pediatrics. 2021;147(4):e2020011957.

	17.	 Van Dyke ME, Chen MS, Sheppard M, Sharpe JD, Rad-
hakrishnan L, Dahlberg LL, et al. County-level social vulner-
ability and emergency department visits for firearm injuries - 10 
U.S. Jurisdictions, January 1, 2018-December 31, 2021. MMWR 
Morb Mortal Wkly Rep. 2022;71(27):873–7.

	18.	 Stevens J, Leonard J, Reppucci ML, Schroeppel T, Bensard D, 
Haasz M. Individual and neighborhood level characteristics of 
pediatric firearm injuries presenting at trauma centers in Colo-
rado. J Trauma Acute Care Surg. 2022;93(3):385–93.

	19.•	 Trinidad S, Vancil A, Brokamp C, Moody S, Gardner D, Parsons 
AA, et al. Relationships between socioeconomic deprivation 
and pediatric firearm-related injury at the neighborhood level. J 
Trauma Acute Care Surg. 2022;93(3):283–90. A recent study 
at the census tract-level highlighting the assocaition between 
neighborhood socioeconomic status and population-level risk 
of admission for firearm injury.

	20.	 Bayouth L, Lukens-Bull K, Gurien L, Tepas JJ, Crandall M. 
Twenty years of pediatric gunshot wounds in our community: 
have we made a difference? J Pediatr Surg. 2019;54(1):160–4.

	21.	 Tracy BM, Smith RN, Miller K, Clayton E, Bailey K, Gerrin C, 
et al. Community distress predicts youth gun violence. J Pediatr 
Surg. 2019;54(11):2375–81.

	22.	 Beardslee J, Docherty M, Mulvey E, Pardini D. The direct and 
indirect associations between childhood socioeconomic disad-
vantage and adolescent gun violence. J Clin Child Adolesc Psy-
chol. 2021;50(3):326–36.

	23.••	Sykes AG, Rooney AS, Avila AG, Ghetti CB, Martin MJ, 
Bansal V, et al. Pediatric trauma in the California-Mexico 
border region: injury disparities by Area Deprivation Index. J 
Trauma Acute Care Surg. 2022;92(5):831–8. A recent study 

https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur202205.pdf
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur202205.pdf
https://www.census.gov/programssurveys/geography/guidance/geographic-areas-referencemanual.html
https://www.census.gov/programssurveys/geography/guidance/geographic-areas-referencemanual.html
https://www.census.gov/programssurveys/geography/guidance/geographic-areas-referencemanual.html


54	 Current Trauma Reports (2023) 9:47–55

1 3

highlighting how area deprivation can impact the types 
of injury (mechanism of injury and intent of injury) that 
children experience.

	24.	 de Cos V, Rooney AS, Sykes A, Ghetti CB, Henry OS, Krzyza-
niak A, et al. Integrating traffic safety data with area depriva-
tion index: a method to better understand the causes of pediatric 
pedestrian versus automobile collisions. J Trauma Acute Care 
Surg. 2022;93(5):650–5.

	25.	 Henry OS, Rooney AS, Heflinger MV, Sykes AG, Ghetti CB, 
de Cos V, et al. Bike helmet usage in the most disadvantaged 
neighborhoods: a focused area for trauma prevention. J Surg Res. 
2022;278:7–13.

	26.	 Rosenfeld EH, Johnson B, Wesson DE, Shah SR, Vogel AM, 
Naik-Mathuria B. Understanding non-accidental trauma in the 
United States: a national trauma databank study. J Pediatr Surg. 
2020;55(4):693–7.

	27.	 Sonderman KA, Wolf LL, Madenci AL, Beres AL. Insurance 
status and pediatric mortality in nonaccidental trauma. J Surg 
Res. 2018;231:126–32.

	28.	 Jones RE, Babb J, Gee KM, Beres AL. An investigation of social 
determinants of health and outcomes in pediatric nonaccidental 
trauma. Pediatr Surg Int. 2019;35(8):869–77.

	29.	 Rangel EL, Burd RS, Falcone RA, Group MCAD. Socioeco-
nomic disparities in infant mortality after nonaccidental trauma: 
a multicenter study. J Trauma. 2010;69(1):20–5.

	30.	 Nunez Lopez O, Hughes BD, Adhikari D, Williams K, Rad-
hakrishnan RS, Bowen-Jallow KA. Sociodemographic deter-
minants of non-accidental traumatic injuries in children. Am J 
Surg. 2018;215(6):1037–41.

	31.	 Trinidad S, Brokamp C, Sahay R, Moody S, Gardner D, Parsons 
AA, et al. Children from disadvantaged neighborhoods experi-
ence disproportionate injury from interpersonal violence. J Pedi-
atr Surg. 2022.S0022-3468(\)00384-00380

	32.	 Ertl A, Groner J, Tarima S, Cassidy L. Characteristics of trau-
matically injured pediatric assault patients: a statewide asses-
ment in Ohio. J Registry Manag. 2017;44(4):136–42.

	33.•	 Hunter AA, Flores G. Social determinants of health and child 
maltreatment: a systematic review. Pediatr Res. 2021;89(2):269–
74. Well performed and well organized systematic review of 
how the social determinants of health are related to child 
maltreatment.

	34.	 Kotlaja MM, Fagan AA, Wright EM. Perceptions of danger, tol-
erance of delinquency, and economic disadvantage: examining 
neighborhood influences on child physical abuse. Child Abuse 
Negl. 2020;106:104562.

	35.••	Kovski NL, Hill HD, Mooney SJ, Rivara FP, Rowhani-
Rahbar A. Short-term effects of tax credits on rates of 
child maltreatment reports in the United States. Pediatrics. 
2022;150(1):e2021054939. Strong evidence for how policy 
level interventions aimed at socioeconomic factors can 
impact child maltreatment.

	36.	 Klevens J, Schmidt B, Luo F, Xu L, Ports KA, Lee RD. Effect 
of the earned income tax credit on hospital admissions for 
pediatric abusive head trauma, 1995-2013. Public Health Rep. 
2017;132(4):505–11.

	37.	 Sanchez C, Shaikh S, Dowd B, Santos R, McKenney M, 
Elkbuli A. Disparities in adult and pediatric trauma out-
comes: a systematic review and meta-analysis. World J Surg. 
2020;44(9):3010–21.

	38.	 Hakmeh W, Barker J, Szpunar SM, Fox JM, Irvin CB. Effect of 
race and insurance on outcome of pediatric trauma. Acad Emerg 
Med. 2010;17(8):809–12.

	39.	 Chikani V, Brophy M, Vossbrink A, Hussaini K, Salvino C, Sku-
bic J, et al. Association of insurance status with health outcomes 
following traumatic injury: statewide multicenter analysis. West 
J Emerg Med. 2015;16(3):408–13.

	40.	 Short SS, Liou DZ, Singer MB, Bloom MB, Margulies DR, 
Bukur M, et al. Insurance type, not race, predicts mortality after 
pediatric trauma. J Surg Res. 2013;184(1):383–7.

	41.	 Andrade EG, Onufer EJ, Thornton M, Keller MS, Schuerer DJE, 
Punch LJ. Racial disparities in triage of adolescent patients after 
bullet injury. J Trauma Acute Care Surg. 2022;92(2):366–70.

	42.	 Hamilton EC, Miller CC, Cotton BA, Cox C, Kao LS, Aus-
tin MT. The association of insurance status on the probabil-
ity of transfer for pediatric trauma patients. J Pediatr Surg. 
2016;51(12):2048–52.

	43.	 Noble J, Zarling B, Geesey T, Smith E, Farooqi A, Yassir W, 
et  al. Analgesia use in children with acute long bone frac-
tures in the pediatric emergency department. J Emerg Med. 
2020;58(3):500–5.

	44.	 Drendel AL, Brousseau DC, Casper TC, Bajaj L, Alessandrini 
EA, Grundmeier RW, et al. Opioid prescription patterns at emer-
gency department discharge for children with fractures. Pain 
Med. 2020;21(9):1947–54.

	45.	 Okoroafor UC, Gerull W, Wright M, Guattery J, Sandvall B, Cal-
fee RP. The impact of social deprivation on pediatric PROMIS 
health scores after upper extremity fracture. J Hand Surg Am. 
2018;43(10):897–902.

	46.	 Evans S, Okoroafor UC, Calfee RP. Is social deprivation associ-
ated with PROMIS outcomes after upper extremity fractures in 
children? Clin Orthop Relat Res. 2021;479(4):826–34.

	47.	 Kelly KA, Patel PD, Salwi S, Iii HNL, Naftel R. Socioeconomic 
health disparities in pediatric traumatic brain injury on a national 
level. J Neurosurg Pediatr. 2022;29(3):335–41.

	48.	 Salik I, Dominguez JF, Vazquez S, Ng C, Das A, Naftchi A, et al. 
Socioeconomic characteristics of pediatric traumatic brain injury 
patients. Clin Neurol Neurosurg. 2022;221:107404.

	49.••	Pelletier JH, Rakkar J, Simon D, Au AK, Fuhrman DY, RSB C, 
et al. Association between pediatric TBI mortality and median 
family income in the United States: a retrospective cohort study. 
Lancet Reg Health Am. 2022;5:100164. A recent analysis with 
strong evidence that area-level median income is related to 
TBI mortality for children in the US.

	50.•	 Metzger GA, Asti L, Quinn JP, Chisolm DJ, Xiang H, Deans KJ, 
et al. Association of the Affordable Care Act Medicaid Expan-
sion with trauma outcomes and access to rehabilitation among 
young adults: findings overall, by race and ethnicity, and com-
munity income level. J Am Coll Surg. 2021;233(6):776–93.e16. 
High quality evidence for how insurance status can impact 
access to rehabilitation services after injury.

	51.	 Nguyen HT, Newton C, Pirrotta EA, Aguilar C, Wang NE. Vari-
ations in utilization of inpatient rehabilitation services among 
pediatric trauma patients. J Pediatr. 2017;182:342–8.e1.

	52.	 Jimenez N, Symons RG, Wang J, Ebel BH, Vavilala MS, Buch-
wald D, et al. Outpatient rehabilitation for Medicaid-insured 
children hospitalized with traumatic brain injury. Pediatrics. 
2016;137(6):e20153500.

	53.••	Neiman PU, Flaherty MM, Salim A, Sangji NF, Ibrahim A, Fan 
Z, et al. Evaluating the complex association between Social 
Vulnerability Index and trauma mortality. J Trauma Acute Care 
Surg. 2022;92(5):821–30. One of the few studies to explore 
whether mortality associations with socioeconomic status are 
related to differences in presenting characteristics (ie injury 
severity) or differences in post-injury care.

	54.	 Lunardi N, Mehta A, Ezzeddine H, Varma S, Winfield RD, 
Kent A, et al. Unplanned readmission after traumatic injury: 
a long-term nationwide analysis. J Trauma Acute Care Surg. 
2019;87(1):188–94.

	55.	 Shah AA, Sandler A, Nizam W, Kane T, Williams M, Corn-
well EE, et al. National estimates and factors influencing trauma 
recidivism in children leading to hospital readmission. J Pediatr 
Surg. 2020;55(8):1579–84.



55Current Trauma Reports (2023) 9:47–55	

1 3

	56.	 Gibson PD, Ippolito JA, Shaath MK, Campbell CL, Fox AD, 
Ahmed I. Pediatric gunshot wound recidivism: identification of 
at-risk youth. J Trauma Acute Care Surg. 2016;80(6):877–83.

	57.	 McLaughlin KA, Koenen KC, Hill ED, Petukhova M, Sampson 
NA, Zaslavsky AM, et al. Trauma exposure and posttraumatic 
stress disorder in a national sample of adolescents. J Am Acad 
Child Adolesc Psychiatry. 2013;52(8):815–30.e14.

	58.	 Trickey D, Siddaway AP, Meiser-Stedman R, Serpell L, 
Field AP. A meta-analysis of risk factors for post-traumatic 
stress disorder in children and adolescents. Clin Psychol Rev. 
2012;32(2):122–38.

	59.	 Meneses E, Kinslow K, McKenney M, Elkbuli A. Post-traumatic 
stress disorder in adult and pediatric trauma populations: a lit-
erature review. J Surg Res. 2021;259:357–62.

	60.	 Landolt MA, Ystrom E, Sennhauser FH, Gnehm HE, Vollrath 
ME. The mutual prospective influence of child and parental post-
traumatic stress symptoms in pediatric patients. J Child Psychol 
Psychiatry. 2012;53(7):767–74.

	61.•	 Shonkoff JP, Slopen N, Williams DR. Early childhood adver-
sity, toxic stress, and the impacts of racism on the foundations 
of health. Annu Rev Public Health. 2021;42:115–34. Excellent 
review of recent advancements and understanding of the role 
of early childhood adversity and toxic stress in mediating 
inequities in health outcomes.

	62.	 Shonkoff JP, Garner AS, Committee on Psychosocial Aspects 
of Child and Family Health; Committee on Early Childhood, 

Adoption, and Dependent Care; Section on Developmental and 
Behavioral Pediatrics. The lifelong effects of early childhood 
adversity and toxic stress. Pediatrics. 2012;129(1):e232–46.

	63.	 Noble KG, Giebler MA. The neuroscience of socioeconomic 
inequality. Curr Opin Behav Sci. 2020;36:23–8.

	64.	 Betancourt LM, Avants B, Farah MJ, Brodsky NL, Wu J, Ashtari 
M, et al. Effect of socioeconomic status (SES) disparity on neu-
ral development in female African-American infants at age 1 
month. Dev Sci. 2016;19(6):947–56.

	65.	 Forkey H, Szilagyi M, Kelly ET, Duffee J, Council on Foster 
Care, Adoption, and Kinship Care, Council on Community Pedi-
atrics, Council on Child Abuse and Neglect, Committee on Psy-
chosocial Aspects of Child and Family Health. Trauma-Informed 
Care. Pediatrics. 2021;148(2):e2021052580.

Publisher’s Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Springer Nature or its licensor (e.g. a society or other partner) holds 
exclusive rights to this article under a publishing agreement with the 
author(s) or other rightsholder(s); author self-archiving of the accepted 
manuscript version of this article is solely governed by the terms of 
such publishing agreement and applicable law.


	Socioeconomic Factors and Pediatric Injury
	Abstract
	Purpose of Review 
	Recent Findings 
	Summary 

	Introduction
	Measuring Socioeconomic Status
	Socioeconomic Status as a Driver of Inequities in Pediatric Injury
	Injury Epidemiology
	Firearm Injuries
	Motor Vehicle–Related Injuries
	Violence-Related Injuries
	Vulnerability to External Stressors

	Differences in Care Post-Injury
	Child’s Ability to Recover and Thrive Post-Injury

	Conclusion
	References


