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Abstract
To describe how social disruptions caused by the COVID-19 
pandemic impacted child access to healthcare and child health 
behaviors in 2020. We used mixed-methods to conduct 
surveys and in-depth interviews with English- and Spanish-
speaking parents of young children from five geographic 
regions in the USA. Participants completed the COVID-19 
Exposure and Family Impact Survey (CEFIS). Semistructured 
telephone interviews were conducted between August and 
October 2020. Of the 72 parents interviewed, 45.8% of 
participants were Hispanic, 20.8% Black (non-Hispanic), 
and 19.4% White (non-Hispanic). On the CEFIS, the average 
(SD) number of social/family disruptions reported was 10.5 
(3.8) out of 25. Qualitative analysis revealed multiple levels 
of themes that influenced accessing healthcare during the 
pandemic, including two broad contextual themes: (a) lack of 
trustworthiness of medical system/governmental organizations, 
and (b) uncertainty due to lack of consistency across multiple 
sources of information. This context influenced two themes 
that shaped the social and emotional environments in which 
participants accessed healthcare: (a) fear and anxiety and (b) 
social isolation. However, the pandemic also had some positive 
impacts on families: over 80% indicated that the pandemic 
made it “a lot” or “a little” better to care for their new infants. 
Social and family disruptions due to COVID-19 were common. 
These disruptions contributed to social isolation and fear, and 
adversely impacted multiple aspects of child and family health 
and access to healthcare. Some parents of infants reported 
improvements in specific health domains such as parenting, 
possibly due to spending more time together.
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INTRODUCTION
In early 2020, the COVID-19 pandemic brought the 
world to a standstill. The rapid spread of this novel 
infection and the unprecedented public health meas-
ures needed to contain it quickly changed social en-
vironments across the USA. The social impacts of 
the pandemic have been especially difficult for chil-
dren and their families, who have had to navigate 
age-specific challenges related to virtual schooling, 
mask-wearing, and lack of vaccine availability for 
children. Further, families from low-income and 

racial and ethnic minority groups have shouldered a 
disproportionate burden of both disease prevalence 
and the social challenges related to the pandemic 
[1–4]. As strategies are built to support recovery, 
developing a deeper understanding of how the pan-
demic has impacted the social fabric of parents and 
young children, especially those with lower incomes 
and those who are part of racial and ethnic minority 
groups, will be critical for an equitable path forward.

Characterizing the full impact of the COVID-19 
pandemic on child health will require a broad under-
standing of how children and families have experi-
enced the pandemic and its secondary effects [5]. 
The secondary or indirect effects of the COVID-19 
pandemic are wide ranging, and may include effects 
on child development [6], access to education [7, 8], 
housing instability [9], financial instability [10], food 
insecurity [11, 12], and limited access to healthcare 
[13]. In addition, high levels of stress, depression, 
and mental illness have been a prominent secondary 
consequence [14]. Due to the rapidly evolving nature 
of this pandemic relatively little is known about how 
about how the social disruptions from the pandemic 
may have impacted child access to healthcare and 
child health behaviors, especially in racial and ethnic 
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minority groups that have been disproportionately 
impacted by the pandemic. Understanding how 
families have experienced the social consequences 
of the COVID-19 pandemic will lead to an informed 
approach to developing strategies to support the re-
covery of child physical and mental health.

The purpose of this study was to identify social 
and family disruptions that families experienced 
during the COVID-19 pandemic and to explore 
how these impacted child and family health in 2020. 
We specifically consider how these social and family 
disruptions impacted child access to healthcare and 
child health behaviors in 2020. We used a mixed-
methods approach to conduct surveys and in-depth 
interviews with parents of young children from five 
geographic regions in the USA. We sought to de-
scribe how the social and family disruptions of the 
COVID-19 pandemic were associated with access to 
healthcare and changes in health behaviors.

METHODS

Study design
This was a mixed-methods study, conducting key 
informant interviews paired with surveys at a single 
timepoint. Recruitment and data collection occurred 
between August and October 2020. Participants 
were recruited from a sample of parent/infant dyads 
who were already enrolled in an ongoing random-
ized controlled trial for obesity prevention, called 
Greenlight Plus (funded by PCORI, contract # 
AD-2018C1-112). The ongoing trial is being con-
ducted at six sites across five regions of the country: 
Duke University, New York University, Stanford 
University, University of North Carolina at Chapel 
Hill, University of Miami, and Vanderbilt University 
Medical Center. This study was approved by the 
Institutional Review Board at Vanderbilt University 
Medical Center, which served as the central IRB 
and developed reliance agreements with each 
participating institution’s IRB. In addition to the 
written informed consent prior to participating in the 
parent trial, participants also gave additional verbal 
consent prior to participation in this nested study.

Greenlight Plus trial study sample
The Greenlight Plus trial recruited 900 parent–in-
fant dyads; this supplemental COVID-19 study 
was nested within the larger trial. As such, these 
participants had the same inclusion and exclusion 
criteria of the parent trial on obesity prevention, 
and parent–infant dyads were eligible if: parent/
legal guardian was English- or Spanish-speaking, in-
fant presented to clinic for the first newborn visit, 
parent reported to study staff that they intended 
to bring their child to the index clinic for at least 
2 years, parent owned a smartphone with access to 
data services, and completed baseline data collec-
tion. Infants were excluded if they were <34 weeks 
gestation or birth weight <1,500  g; weight <3rd 

percentile, or had any chronic medical problem 
that may affect weight gain. Parents were excluded 
if they were <18  years old, had serious mental or 
neurologic illness, or poor visual acuity (corrected 
vision worse than 20/50). There were no additional 
inclusion or exclusion criteria for the COVID-19 
supplemental study.

Mixed-methods study sample
Between August and October 2020, participants en-
rolled in Greenlight Plus were contacted and invited 
to participate in surveys and semistructured inter-
views, either during a planned trial data collection 
timepoint, or at a separate time if the respondent 
preferred. Participants were informed that the pur-
pose of this supplemental study was to understand 
the impact of COVID-19 on participants and were 
offered an additional $20 gift card to complete the 
survey and an additional $50 gift card to partici-
pate in the semistructured interviews. Purposive 
sampling was conducted to ensure geographical 
representation across six participating institutions 
and to include both Spanish- and English-speaking 
participants.

Survey
Participants completed quantitative measures, which 
included the baseline demographics and survey for 
the overall trial, plus additional survey items that ad-
dressed the impact of COVID. All surveys were ad-
ministered verbally and stored in a secure REDCap 
database. Demographic characteristics were meas-
ured based on a survey developed by the study team. 
COVID-19 impact was assessed by the COVID-19 
Exposure and Family Impact Survey (CEFIS) [15]. 
The CEFIS consists of two parts. Part 1 reports life 
disruptions due to COVID-19 via 25 items that 
measure participant exposure to COVID-19 and a 
variety of related events. Response options to Part 1 
are dichotomous “Yes/No” answers. To gauge total 
exposure, a summed score can be created (range 
0–25), with a higher score representing greater ex-
posure to COVID-19-related events. Part 2 consists of 
12 items that measure the impact of COVID-19 on 
participants’ and families’ lives. These are scored on 
a four-point Likert scale with the following response 
options: 1—Made it a lot better, 2—Made it a little 
better, 3—Made it a little worse, and 4—Made it a lot 
worse. We asked participants to base their responses 
on changes that occurred from the beginning of the 
COVID-19 pandemic through the date of the survey.

Interview guide development
A semistructured interview guide was developed 
to explore parental perceptions of how COVID-
19 affected their family’s health, healthcare ac-
cess, and child health behaviors. The concepts of 
“family health” and “family healthcare access” were 
not defined for participants; instead, participants’ 



conceptualization of these constructs was elicited 
through open-ended questions. Later, we used quali-
tative analysis to identify relevant themes. Questions 
were developed based on expert opinion from pedi-
atric health experts, with varied expertise related 
to early child obesity prevention, health literacy, 
general pediatrics, and child psychology, and input 
from the overall trial’s Stakeholder Advisory Board, 
which included parents and healthcare providers. 
Domains assessed included: (a) family changes due 
to COVID, (b) obtaining healthcare for the family, 
and (c) diet and physical activity behaviors. A bilin-
gual translation team with multiple native Spanish-
speakers representing different countries of origin 
developed a consensus Spanish translation of the 
guide through an iterative process.

Interview protocol
Interviews were conducted by three trained inter-
viewers who completed a standard certification 
process, which included training by experts in 
qualitative research methods and a mock interview. 
For participants who preferred Spanish, interviews 
were conducted by certified bilingual personnel. 
Interviews lasted 30–45  min and were conducted 
using a HIPAA-secure version of Zoom or via 
phone. Interviews were digitally recorded and tran-
scribed verbatim. Interviews conducted in Spanish 
were translated into English by bilingual staff before 
analysis. Spanish-speaking coders, to ensure that the 
translated text retained the same meaning as the ori-
ginal Spanish versions, reviewed all translations.

Data analysis
We used descriptive statistics from the quantitative 
survey data to report patterns in social disruptions 
and the impact of those disruptions on families’ lives. 
Percentages and means were calculated for demo-
graphic characteristics and CEFIS scores for the 
overall sample and then separately for English- and 
Spanish-speaking participants. We were then able to 
compare through convergence and expansion how 
the qualitative themes related to the quantitative re-
sults. To identify themes from the qualitative tran-
scripts, we used a process called thematic analysis 
[16]. This method uses both an inductive and theor-
etically driven approach to identify, describe, and or-
ganize themes from interviews with the goal of giving 
voice to participant experiences [17]. Transcripts 
were initially read in their entirety to learn about 
broad concepts and to share initial thoughts about re-
peating themes. An initial codebook was developed 
based on these discussions and codes were created 
that were: (a) identified a priori by the research team 
based on initial research questions, or (b) identified 
by coders as representing new or emergent themes 
arising from participants. The initial codebook was 
reviewed by the entire research team and modified 
based on feedback. Following the development of 

a refined codebook, all transcripts were coded in-
dependently by two coders. Differences in coding 
were examined and adjudicated until consensus 
was reached. Groupings of codes were organized 
into themes and subthemes, with illustrative quotes 
selected to represent each. Data organization, re-
trieval, and stratification by language were facilitated 
by using NVivo software [18].

Through triangulation, a process for strategically 
utilizing both quantitative and qualitative methods 
together, we examined convergence and expansion 
[19]. Convergence is a strategy used to determine 
whether the quantitative and qualitative results pro-
vide the same answer to the same question (i.e., 
whether quantitative assessment of the degree of 
disruption due to COVID-19 concurs with qualita-
tive interview data regarding participant perceived 
COVID-19 impacts and their experiences during 
the pandemic). Expansion is a strategy to determine 
whether the qualitative data can explain unantici-
pated findings produced by the quantitative data 
(i.e., whether the quantitative data that suggest vari-
ation in the degree of disruption in the context of 
COVID-19 pandemic can be further explained by 
the qualitative data).

RESULTS
To arrive at the final study sample, 329 were con-
tacted to determine interest, and 72 (21.8%) agreed 
to participate in in-depth interviews. Of the 72 
parents who participated in interviews, the average 
(SD) age was 30.3 (6.5), and 98.6% were women. The 
average (SD) age of infants at the time of the inter-
view was 4.7 (3.2) months. The majority of partici-
pants were from racial and ethnic minority groups: 
45.8% of participants were Hispanic, 20.8% Black 
(non-Hispanic), and 19.4% White (non-Hispanic). 
Language preference was self-reported as English 
among 69.4% of participants and Spanish among 
30.6% of participants. The participants also reported 
indicators of low socioeconomic status across a 
range of domains: 22.2% had not received a high 
school education, 43.1% had an annual household 
income below $35,000, and 31.9% reported finan-
cial hardship. Full demographic characteristics of 
the participants are included in Table 1, stratified 
by language preference.

Quantitative measures: social and family disruptions
Overall, participants reported a high degree of dis-
ruption from the COVID pandemic. On the CEFIS 
Part 1, the average (SD) number of social/family dis-
ruptions reported was 10.5 (3.8) out of a possible 25. 
Some of the most common disruptions were closed 
schools (95.8%), decreased family income (66.2%), 
and cancelation of important family events (69.0%) 
(Table 2). Approximately 39% of participants re-
ported that someone in their family had symptoms 
or was diagnosed with COVID.



Qualitative analysis: healthcare access
Since the quantitative survey data indicated that 
participants had experienced substantial social 
and family disruption, we sought to understand the 
impact of these disruptions for families with chil-
dren on health and healthcare through in-depth 
interviews. The qualitative analysis revealed mul-
tiple levels of themes that influenced accessing 
healthcare during the pandemic, including two 
broad contextual themes: (a) lack of trustworthiness 

of the medical system and governmental organ-
izations, and (b) uncertainty due to multiple and 
conflicting sources of information. This context in-
fluenced two themes that emerged and shaped the 
social and emotional environments in which partici-
pants accessed healthcare: (a) fear and anxiety and 
(b) social isolation. Within this context, we identi-
fied the following themes that characterized partici-
pants’ healthcare experiences and health behaviors:
(a) changes in seeking healthcare; (b) barriers to

Table 1 | Baseline characteristics by language

English (N = 50) Spanish (N = 22) Total (N = 72)

Parent age (years) 28.5 (5.7) 34.1 (6.7) 30.3 (6.5)
Age of infant at time of interview (months) 4.7 (3.4) 4.7 (2.9) 4.7 (3.2)
Caregiver gender
 Female 49 (98.0%) 22 (100.0%) 71 (98.6%)
Caregiver race or ethnicity

Black, non-Hispanic 15 (30.0%) 0 (0.0%) 15 (20.8%)
 Hispanic 12 (24.0%) 21 (95.5%) 33 (45.8%)

White, non-Hispanic 14 (28.0%) 0 (0.0%) 14 (19.4%)
Other, non-Hispanic 6 (12.0%) 0 (0.0%) 6 (8.3%)
Prefer not to answer 0 (0.0%) 1 (4.5%) 1 (1.4%)
Multiple races or ethnicities 3 (6.0%) 0 (0.0%) 3 (4.2%)

Caregiver born outside of the USA 13 (26.0%) 22 (100.0%) 35 (48.6%)
Caregiver education level

High school complete or above 46 (92.0%) 10 (45.5%) 56 (77.8%)
Annual household income

Less than $10,000 8 (16.0%) 2 (9.1%) 10 (13.9%)
 $10,000–19,999 5 (10.0%) 2 (9.1%) 7 (9.7%)
 $20,000–34,999 9 (18.0%) 5 (22.7%) 14 (19.4%)
 $35,000–49,999 9 (18.0%) 5 (22.7%) 14 (19.4%)

$50,000 or more 10 (20.0%) 0 (0.0%) 10 (13.9%)
Not sure or prefer not to answer 9 (18.0%) 8 (36.4%) 17 (23.6%)

How difficult is paying monthly bills?
Not at all difficult 23 (46.0%) 5 (22.7%) 28 (38.9%)
Not very difficult 16 (32.0%) 5 (22.7%) 21 (29.2%)
Somewhat difficult 9 (18.0%) 11 (50.0%) 20 (27.8%)
Very difficult 2 (4.0%) 1 (4.5%) 3 (4.2%)

Number of children living in home
 0 1 (2.0%) 0 (0.0%) 1 (1.4%)
 1 19 (38.0%) 6 (27.3%) 25 (34.7%)
 2 17 (34.0%) 4 (18.2%) 21 (29.2%)
 3 7 (14.0%) 5 (22.7%) 12 (16.7%)

≥4 6 (12.0%) 7 (31.8%) 13 (18.1%)
Marital status
 Married 20 (40.0%) 9 (40.9%) 29 (40.3%)

Unmarried couple living together 12 (24.0%) 6 (27.3%) 18 (25.0%)
Divorced, separated, or widowed 1 (2.0%) 0 (0.0%) 1 (1.4%)
Single, never married 17 (34.0%) 7 (31.8%) 24 (33.3%)

Caregiver general health status
 Excellent 13 (26.0%) 3 (13.6%) 16 (22.2%)

Very good 18 (36.0%) 7 (31.8%) 25 (34.7%)
 Good 13 (26.0%) 9 (40.9%) 22 (30.6%)
 Fair 6 (12.0%) 3 (13.6%) 9 (12.5%)
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accessing the healthcare system; (c) changes in 
healthcare needs; and (d) changes in health behav-
iors. A pictorial representation of the potential rela-
tionship between these thematic levels is shown in 
Fig. 1. The authors’ developed this visual represen-
tation by combining our knowledge of the social–
ecological framework and participant responses to 
illustrate how participant-reported themes related to 
one another conceptually.

Theme 1: trustworthiness: (a) medical systems and govern-
ment organizations and (b) multiple and inconsistent sources 
of information
Participants regularly indicated that it was difficult 
to determine which people and information to trust. 
As shown in Table 3, one participant said, “I don’t 
really believe anything. I just really mind myself and 
I just stay home.” One subtheme that emerged was 
uncertainty about trustworthiness of medical sys-
tems and government organizations. Participants 
expressed mixed opinions about whether to trust 
governmental organizations such as the CDC, with 
some seeking them out for information and others 
expressing concerns that politics diminishes sources 
they would have otherwise trusted. Concerns about 
trustworthiness extended to medical systems and 
healthcare providers. Some participants thought 
these sources might exaggerate dangers related 
to COVID.

Participants also expressed concerns about 
navigating multiple additional information sources, 
which sometimes conflicted and generated add-
itional uncertainty. Family and friends were a 
common source of information, but the trust-
worthiness of information from them varied, and 

differences of opinion from family generated tension. 
Social media intensified confusion about whom to 
trust: some participants indicated confidence in so-
cial media generally, and in verified accounts of sci-
entists and health departments in particular, while 
acknowledging that they had to navigate through 
substantial potentially false information.

Theme 2: emotional impact of COVID-19: (a) social isola-
tion and (b) fear
A consistent theme that emerged in almost all 
interviews was the perceived emotional effects of 
COVID-19 (Table 4). Social isolation was common 
and driven by parents’ desire to protect their infants 
from COVID-19 infection. This was in addition 
to the social isolation caused by social distancing 
guidelines. Social isolation from the COVID pan-
demic affected multiple dimensions, including rela-
tionships with family and friends, lack of childcare, 
and boredom and stress.

Fear also was a dominant emotion expressed. Fear 
took multiple forms, including fear of exposure, 
particularly for young infants, and participants 
described high levels of stress that resulted from 
shielding their infants from exposure. Participants 
also described fear of death for themselves and 
family members; at times, for some, this was fear ac-
centuated by having endured COVID infection.

Mixed-methods evaluation: impact on healthcare access
On the CEFIS, parents reported having diffi-
culty accessing medication (12.7%) and healthcare 
(14.1%; Table 2). This difficulty was especially pro-
nounced for Spanish-speaking participants, with 
22% reporting difficulty obtaining healthcare when 

Fig 1 | Pictorial representation of the potential relationships between themes identified in the qualitative analysis. Based on the social–
ecological framework.
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needed. Qualitative analysis of participants’ experi-
ences accessing healthcare revealed the following 
themes, which were related to perceptions of trust-
worthiness and emotional effects of COVID-19: (a) 
changes in seeking healthcare and (b) policies that 
changed healthcare access (Table 5). Notably both 
these themes were designed to reduce exposure and 
resulting harm from COVID.

Changes in seeking healthcare
In interviews, many participants described de-
creased use of healthcare systems due to fear of 
COVID. In some cases, participants avoided routine 
preventive care due to fear of COVID exposure. 
However, this was more pronounced for their own 
care, while maintaining the priority of well-child 
visits for children, especially to receive standard 
childhood immunizations.

Policies that changed healthcare access
Hospital policies designed to provide safety were 
nearly universally experienced with fear, discom-
fort, and frustration. This was both through the 
physical discomfort of wearing masks and requiring 
testing during labor, and, also, the inability for loved 
ones to be present during important and stressful life 
events like delivering a baby. Telehealth was experi-
enced variably by participants: some appreciated 
the convenience, while others thought that lack of a 
physical examination led to inferior care.

Mixed-methods analysis: changes in health behaviors
To examine the impact of the pandemic on health 
behaviors, we performed a quantitative analysis 
of participants’ responses to the CEFIS, then used 
qualitative findings to explore and understand 
these findings. On the CEFIS, a majority of partici-
pants reported improvement in the following areas: 
parenting, family members getting along, and their 
ability to care for infants and other children in the 
family (Fig. 2). This was reflected in a theme that 
emerged from qualitative analysis: many partici-
pants described more and higher-quality family time 
(Table 6). This experience was not universal; a sub-
stantial minority on the CEFIS indicated worsening 
in these areas; this was echoed in the qualitative 
findings by respondents who indicated that their at-
tention to infants was more limited due to juggling 
the needs of multiple children and at-home learning 
(Table 6).

On the CEFIS, a majority of participants, but not 
all, reported an improvement in their own sleep. 
Qualitative analysis revealed similar substantial 
variation in impact on participants’ sleep, ranging 
from themes of fewer sleep interruptions for in-
fants, to less organized child and family sleep rou-
tines (Table 6). Participants reported mixed impacts 
of COVID on eating habits, with the majority re-
porting improvement, and physical activity, with a 

majority reporting worsening (Fig. 2). Similarly in 
the qualitative analysis, participants described some 
areas of improvement in eating, such as more exclu-
sive breastfeeding and greater involvement in infant 
feeding, while also describing that older children ex-
perienced less healthy eating habits and more screen 
time. In addition, parents reported significant emo-
tional stress for children who were missing friends at 
school and who were having difficulty with online 
school. Families who spoke Spanish reported sub-
stantial difficulty accessing online video platforms 
required for online school.

Differences by race/ethnicity
In general, there were not major differences by 
race and ethnicity in the parent-reported social 
impact of COVID on family health. Key differ-
ences that were reported by participants from ra-
cial and ethnic minority groups, especially those 
that spoke Spanish, indicated more challenges ac-
cessing safety-net programs designed to mitigate 
the effects of the COVID-19 pandemic. In addition, 
Spanish-speaking families also indicated a hesitancy 
to access governmental programs for fear of chan-
ging immigration policies and the potential for the 
inability to receive government support in the fu-
ture. Families who spoke Spanish also reported dif-
ficulties accessing online video platforms required 
for online school. Despite these challenges, partici-
pants from Spanish-speaking families did not as con-
sistently report higher levels of stress. Rather, they 
often spoke of silver linings related to these chal-
lenges, including the opportunity to spend more 
time with family.

DISCUSSION
This mixed-methods evaluation of the social im-
pacts of the COVID pandemic revealed that fear, 
anxiety, and stress dominated parents’ experiences 
with healthcare access and health behaviors. Many 
of these parents of young infants also had older 
children and reported high levels of disruption to 
normal routines in almost every area of their lives. 
The social isolation and stress caused by the pan-
demic had many effects on families’ healthy eating, 
physical activity, mental health, and access to 
healthcare. In addition, participants expressed un-
certainty about the trustworthiness of institutions, 
including governmental and medical organizations, 
and the reliability of information from multiple 
sources. However, both the quantitative and quali-
tative results indicated that the social and family im-
pacts of the pandemic were not universally negative. 
The majority of parents reported improvements 
in some areas, including emotional and physical 
well-being, parenting, and how families got along to-
gether. Taken together, it is clear that the secondary 
effects of the COVID-19 pandemic were nuanced 
and multifaceted.



Ta
bl

e 
5 

| I
m

pa
ct

 o
f C

OV
ID

 o
n 

he
al

th
ca

re
 s

ys
te

m
 a

cc
es

s

Th
em

e
Su

bt
he

m
e

Ill
us

tra
tiv

e 
qu

ot
e

Ch
an

ge
s 

in
 s

ee
ki

ng
 h

ea
lth

ca
re

La
ck

 o
f v

is
ito

rs
 a

nd
 s

up
po

rt
 d

ur
in

g 
bi

rt
h 

ex
pe

rie
nc

es
“N

o.
 It

’s 
on

ly
 o

ne
 p

at
ie

nt
, o

ne
 v

is
ito

r. 
Sh

e 
w

as
 th

e 
pa

tie
nt

 a
nd

 I 
w

as
 th

e 
vi

si
to

r. 
Th

at
’s 

it…
Ye

ah
, I

 w
as

 b
y 

m
ys

el
f w

he
n 

w
e 

ha
d 

to
 g

o 
ba

ck
 to

 th
e 

ho
sp

ita
l. 

I w
as

 b
y 

m
ys

el
f w

he
n 

I g
av

e 
bi

rt
h…

 b
ec

au
se

 m
y 

vi
si

to
rs

 th
ey

 w
er

e 
ou

t o
f t

ow
n.

 I 
ha

d 
to

 g
o 

in
 a

n 
am

bu
la

nc
e.

”
Av

oi
da

nc
e 

of
 h

ea
lth

ca
re

 s
et

tin
gs

“W
e 

w
er

e 
ki

nd
 o

f s
ca

re
d 

go
in

g 
to

 th
e 

em
er

ge
nc

y 
ro

om
, b

ec
au

se
 th

er
e 

w
as

 a
 lo

t o
f c

as
es

 o
n 

th
e 

pa
n-

de
m

ic
. S

o,
 e

ve
ry

bo
dy

 w
as

 tr
yi

ng
 n

ot
 g

oi
ng

 to
 th

e 
ho

sp
ita

l.”
“B

ef
or

e,
 I 

w
as

 th
in

ki
ng

 a
bo

ut
 tr

yi
ng

 to
 a

cc
es

s 
th

er
ap

y. 
It 

ca
m

e 
to

 m
y 

m
in

d 
on

ly
 b

ec
au

se
 th

e 
de

pr
es

si
on

 
go

t w
or

se
 a

s 
th

e 
pr

eg
na

nc
y 

pr
og

re
ss

ed
. B

ut
 th

en
, w

he
n 

ev
er

yt
hi

ng
 s

hu
t d

ow
n,

 th
er

e’
s 

no
w

he
re

 y
ou

 
ca

n 
go

. A
nd

 o
ur

 in
su

ra
nc

e 
ju

st
 d

oe
s 

no
t h

av
e 

go
od

 p
ro

vi
de

rs
 th

at
 th

ey
 co

ve
r a

t a
ll…

 B
ut

 th
en

, I
 d

on
’t 

re
al

ly
 w

an
t t

o 
do

 v
irt

ua
l a

ny
th

in
g 

be
ca

us
e 

I f
ee

l l
ik

e 
I c

ou
ld

n’
t c

on
ce

nt
ra

te
. A

nd
 b

ei
ng

 a
t h

om
e,

 it
 ju

st
 

w
ou

ld
n’

t w
or

k 
fo

r m
e.

”
Li

m
ita

tio
ns

 to
 c

hi
ld

re
n’

s 
he

al
th

ca
re

 d
ue

 to
 v

irt
ua

l c
ar

e
“…

 it
’s 

m
y 

fir
st

 ti
m

e 
br

ea
st

fe
ed

in
g 

be
ca

us
e 

I d
id

n’
t b

re
as

tfe
ed

 w
ith

 m
y 

da
ug

ht
er

, b
ut

 I 
w

as
 h

av
in

g 
a 

lo
t o

f 
pr

ob
le

m
s 

la
tc

hi
ng

 h
im

 o
n,

 a
nd

 …
 I 

co
ul

dn
’t 

ge
t a

ct
ua

lly
 g

o 
an

d 
se

e 
th

e 
do

ct
or

. O
h,

 I 
ha

ve
 o

nl
y 

ta
lk

ed
 

to
 h

er
 th

ro
ug

h 
th

e 
ph

on
e…

 I 
do

n’
t k

no
w

 w
hy

, I
 fe

el
 li

ke
 I’

ve
 h

ad
 a

 lo
t o

f q
ue

st
io

ns
 b

ec
au

se
 it

’s 
no

t 
th

e 
sa

m
e 

lik
e 

go
in

g 
in

-p
er

so
n 

an
d 

ta
lk

in
g 

on
 th

e 
ph

on
e.

 T
al

ki
ng

 o
n 

th
e 

ph
on

e,
 I 

us
ua

lly
 fo

rg
et

 a
 lo

t o
f 

th
in

gs
, a

 lo
t o

f q
ue

st
io

ns
 th

at
 I 

m
ig

ht
 w

an
t t

o 
as

k.
”

Pr
io

rit
iz

in
g 

he
al

th
ca

re
 fo

r c
hi

ld
re

n
“T

he
 tr

ut
h 

is
, a

lm
os

t n
ob

od
y 

[o
th

er
 a

du
lts

 in
 h

er
 h

ou
se

ho
ld

/fa
m

ily
] g

oe
s 

to
 v

is
it 

th
e 

cl
in

ic
s.

 If
 n

ot
 fo

r m
y 

ch
ild

re
n 

w
ho

 g
o 

fo
r e

xa
m

pl
e 

to
 c

he
ck

-u
ps

, v
ac

ci
na

tio
ns

, w
ha

te
ve

r I
 h

av
e 

to
 ta

ke
 th

em
 to

.”
Po

lic
ie

s 
th

at
 c

ha
ng

ed
 h

ea
lth

ca
re

 a
cc

es
s

Di
ffi

cu
lty

 w
ith

 h
ea

lth
ca

re
 a

cc
es

s 
du

e 
to

 h
os

pi
ta

l p
ol

ic
ie

s 
th

at
 p

ro
hi

b-
ite

d 
ch

ild
re

n 
fro

m
 a

tte
nd

in
g 

vi
si

ts
“I

t’s
 a

 b
it 

st
re

ss
fu

l b
ec

au
se

 th
ey

 d
on

’t 
al

lo
w

 m
or

e 
ch

ild
re

n,
 o

nl
y 

th
e 

pa
tie

nt
 a

nd
 y

ou
rs

el
f 

an
d 

I d
on

’t 
ha

ve
 a

ny
on

e 
to

 le
av

e 
m

y 
da

ug
ht

er
s 

w
ith

. M
y 

hu
sb

an
d 

ha
s 

to
 s

to
p 

w
or

ki
ng

 
th

os
e 

da
ys

 to
 ta

ke
 c

ar
e 

of
 th

e 
gi

rls
 s

o 
I c

an
 g

o 
to

 a
pp

oi
nt

m
en

ts
.”

Ch
al

le
ng

es
 o

bt
ai

ni
ng

 c
ar

e 
du

e 
to

 C
OV

ID
 e

va
lu

at
io

n 
pr

ot
oc

ol
s

“B
ut

 I 
ju

st
 fe

el
 li

ke
 th

ey
 n

ee
d 

to
 fi

gu
re

 o
ut

 a
 b

et
te

r w
ay

 to
 d

et
er

m
in

e 
if 

so
m

eb
od

y’s
 re

al
ly

 
ac

tu
al

ly
 s

ic
k 

or
 th

ey
 h

av
e 

al
le

rg
ie

s 
or

 w
ha

te
ve

r t
he

 c
as

e 
m

ay
 b

e,
 b

ec
au

se
 s

en
di

ng
 

so
m

eo
ne

 o
ve

r t
o 

th
e 

CO
VI

D 
si

de
 a

nd
 th

en
 th

ey
 h

av
e 

to
 s

it 
th

er
e 

an
d 

w
ai

t…
 I 

w
ai

te
d 

fo
r-

ev
er

, f
or

 o
ne

, t
o 

si
t i

n 
th

er
e 

an
d 

w
ai

t o
n 

th
em

 to
 co

m
e 

se
e 

m
y 

ba
by

. T
he

n 
w

he
n 

he
 c

am
e 

in
, h

e 
ha

d 
th

e 
w

ho
le

 e
ve

ry
th

in
g 

on
 a

nd
 I’

m
 ju

st
 lo

ok
in

g 
lik

e,
 ‘O

ka
y.’

 W
hi

ch
 I 

ge
t i

t, 
yo

u’
re

 
tr

yi
ng

 to
 p

ro
te

ct
 y

ou
rs

el
f, 

bu
t w

e 
do

n’
t g

ot
 C

OV
ID

. D
on

’t 
do

 th
at

. A
nd

 I 
w

ou
ld

 re
al

ly
 

ap
pr

ec
ia

te
 y

ou
 to

 h
ur

ry
 a

nd
 m

ov
e 

th
e 

pr
oc

es
s 

al
on

g 
qu

ic
kl

y 
so

 I 
ca

n 
ge

t o
ut

 o
f h

er
e 

be
-

ca
us

e…
 T

ha
t’s

 w
ha

t u
ps

et
 m

e 
ab

ou
t t

ha
t. 

If 
I w

ou
ld

 h
av

e 
kn

ow
n 

y’
al

l w
er

e 
go

in
g 

to
 fr

ea
k 

ou
t l

ik
e 

th
at

, I
 w

ou
ld

n’
t h

av
e 

br
ou

gh
t m

y 
ba

by
 to

 th
e 

do
ct

or
.”

Va
ry

in
g 

ex
pe

rie
nc

es
 w

ith
 d

el
iv

er
y 

of
 c

ar
e 

by
 te

le
he

al
th

“I
t w

as
 a

 w
ei

rd
 fe

el
in

g 
to

 ta
lk

 o
ve

r c
om

pu
te

r t
o 

th
e 

do
ct

or
. I

 fe
lt 

lik
e 

it 
w

as
n’

t, 
I f

el
t l

ik
e 

I 
co

ul
dn

’t 
ge

t m
y 

po
in

t a
cr

os
s,

 I 
gu

es
s,

 b
ec

au
se

 I 
w

as
n’

t p
hy

si
ca

lly
 th

er
e.

. t
he

y 
en

de
d 

up
 

se
nd

in
g 

hi
m

 to
 g

et
 a

n 
x-

ra
y. 

Tu
rn

s 
ou

t n
ot

hi
ng

 w
as

 w
ro

ng
, b

ut
 I 

fe
el

 li
ke

 if
 w

e 
w

er
e 

ph
ys

-
ic

al
ly

 th
er

e 
th

ey
 w

ou
ld

 b
e 

lik
e…

 ‘w
e 

do
n’

t n
ee

d 
to

 s
en

d 
yo

u 
to

 g
o 

ge
t a

n 
x-

ra
y’

 a
nd

 h
av

e 
to

 p
ut

 h
im

 th
ro

ug
h 

th
is

 o
rd

ea
l.”

Pa
rt

ic
ip

an
ts

 re
po

rt
ed

 c
ha

ng
es

 in
 h

ow
 th

ey
 s

ou
gh

t o
ut

 h
ea

lth
ca

re
 a

nd
 h

ow
 p

ol
ic

y 
ch

an
ge

s 
im

pa
ct

ed
 th

ei
r a

cc
es

s 
to

 h
ea

lth
ca

re
.



The use of a mixed-methods approach in this ana-
lysis helps inform the somewhat surprising finding 
that the majority of parents of infants indicated im-
provements in several health domains related to the 
pandemic. The most commonly reported domain 
that showed improvement in the quantitative results 
was that over 80% indicated that the pandemic made 
it “a lot” or “a little” better to care for their new in-
fants. The qualitative results would suggest that these 
improvements were influenced by an increase in 
family quality time, fewer barriers to breastfeeding, 
more time to be involved in establishing early child 
feeding routines, and better sleep routines. In add-
ition, in the quantitative analysis, over 50% of par-
ticipants reported that their mood was “a lot” or “a 
little” better. While fear and social isolation were 
dominant emotions throughout the interviews, one 
consistent theme that emerged from the qualitative 
analysis was the ability to spend more quality time 
with family members and children. Positive experi-
ences described by some parents of infants in this 
study may reflect the specific developmental stage 
of infants, and parents’ recognition of potential 
benefits of having more time to spend focusing on 
their specific needs, including feeding, play, and 
sleep patterns.

These results suggest paths to supporting children 
and their parents on recovery from this pandemic. 
Given the fear and anxiety that dominated the ex-
perience of parents of infants, and the challenges 

they described to health access, healthcare organiza-
tions may need to take steps to reengage with parents. 
For example, actively revisiting visitor policies has 
potential to alleviate the isolation and access chal-
lenges described by participants. Recognizing that 
parents have described healthcare access challenges 
due to COVID protocols, healthcare organiza-
tions may need to identify ways to mitigate impact 
on access, flow, and experience. Since our partici-
pants described mixed experiences with telehealth, 
careful attention to the future role of telehealth is 
needed. Proactive, timely, multilingual, and multi-
media communication from healthcare organiza-
tions regarding the evolving pandemic could help to 
address the misinformation parents described and 
help parents of young children reidentify healthcare 
organizations as their primary and trusted source of 
health information.

Parents and young children will also need support 
in recovering from the emotional trauma and stress re-
lated to social isolation and the fear of the pandemic. 
Parents of infants described finding value in increased 
time together, and policy and program supports may 
be needed to build upon that recognition and ensure 
that parents have both the quantity and quality of time 
needed with infants to foster early relational health. 
Finally, the healthcare profession and governmental 
and public health organizations will need to work 
to reestablish trustworthiness. This holistic support 
of children and families should not be the exclusive 

Fig 2 | Participant responses to the COVID-19 Exposure and Family Impact Survey. This figure displays the responses to 12 items that 
measure the impact of COVID-19 on participants’ and families’ lives. They are scored on a four-point Likert scale with the following  
response options: 1—Made it a lot better, 2—Made it a little better, 3—Made it a little worse, and 4—Made it a lot worse.
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purview of one sector of our society. Rather, govern-
mental policies, school systems, local nonprofits, and 
healthcare should work together to build a compre-
hensive social recovery plan for families and children.

This study had several limitations. First, as with 
all qualitative studies, the data are specific to the 
parents who participated in these interviews and 
not intended to be generalizable; however, the 
geographic distribution of participants captured 
a broad range of parent and infant experience. 
The strength of this qualitative approach is that it 
gives voice to people’s experiences in a way that 
quantitative evaluations sometimes cannot. In add-
ition, we recruited families from minority and low 
socioeconomic status communities. This is an im-
portant and often understudied population, though 
not generalizable to the U.S. population as a whole. 
Another limitation is that we were not able to ro-
bustly compare differences between important ra-
cial/ethnic subgroups due to limited sample size. We 
were not able to compare differences by income, as 
many participants responded, “I don’t know” when 
asked to report annual household income.

CONCLUSIONS
The social impact of the pandemic on child and 
family health access to healthcare has been diverse 
and multifaceted. Social isolation and fear were 
ubiquitous, and many parents faced challenges to 
accessing healthcare for themselves and their chil-
dren. However, many parents of young infants re-
ported improvements in multiple health domains, 
largely explained by more family time together. 
Building a plan for recovery will need a holistic 
approach from multiple sectors of society that con-
sider these nuanced and multifaceted social impacts 
of COVID-19.
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