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Not Just Little Adults: Policies to Support Medical Home Transformation in Pediatric
Practice

By: David Keller, MD, Sara Toomey, MD, Jean Raphael, M}, MPH, Matthew Sadof, MDy, Christopher Stille, MD, MPH

This is the first of two commentaries addressing the needs of children and families in the emerging, rapidly evelving medical hame modal
of care. This commentary discusses policies that are needed to provide better pediatric care. The second cammentary discusses priarities
for quality measurement in pediatric care.

The Patient Protection and Affordable Care Ack of 2010 (ACA) seeks to increase the value of health care in the Unitad States by improving
quality while containing costs. In formulating the ACA, Congress identified 2 central problem in the lack of coordination of care among
providers and systems. In order to promote integrated health care delivery, the legislation proposes implementation of payment models to
encourage the development of systems that deliver coordinated care, the appraisal of the value {i.e., cost and quality) of the care
provided, and the rapid dissemination of better models of care throughout the health care system. While Congress understood that no one
maodel has been proven to be most effective, the Patient-Cantered Medical Home (PCMH) model, pioneered by the American Academy of
Pediatrics (1) and adopted by major primary care specialties in 2007, (2] is repeatedly highlighted in the legislation as a means of
containing cost while maintzining high levels of patient health and satisfaction. As the PCMH modzl moves from legislation to
implementation, however, policy makers and health care system managers nead to remember that regulations, programs, and payment
must take into account the unigue health care needs distinguishing children from adults. The "Five Ds"™ summarize these factors as:
development, dependency, differential epidemioclogy. demegraphics, and dollars. (2,4) These factors and their importance to pediatric care
and quality measurement are discussed in detail in the second commentary. Failure to address the "Five Ds" could result in transformed
health care systems ill-suited to provide excellent care for children and faced with perverse incentives—for examgple, encouraging focus on

the treatment of chronic disease but not primary and early intervention, which are the comerstones of pediatric primary care.

A core compenent of the transformation of dinical systems envisioned in the ACA is the promotion of value-based health care, linking
measurement of quality, cost and cutcome to payment in order to drive change. Many states and payers have tied one portion of payment
to measuraes of fidality to the PCMH maodel, while placing another portion "at risk" for achievement of system-wide goals of improved
patient outcomes and reduced costs over a period of time, usually one to three years. (5,5)

Child health care providers can meet the structural measures of the PCMH. For the last two decades, some pediatricians have been at the
forefront of providing team-based care as part of their work with the American Academy of Padiatrics and the Matarnal and Child Haalth
Burszu. Assessing change in child health cutcomes, however, proves more challanging. Measurement of child health processes and
outcomes can be informed by the "Five Ds,.” (7) but the resulting measure sets are limited in scope, focusing mostly on processes, such as
immunization rates or appropriate use of medications. It is unrealistic to expect a change in child health practice today to result in 2
change in patient cutcome with associated cost savings within two to three years, as is the expectation in many currently proposed
bundled-payment or shared saving arrangements. Properly done, high-quality pediatric care should maximize the potential of growth, in
terms of physical ability, emotional stability, and capacity to contribute to society as an adult. The benefits of excellent child health
services are likely found not only in the hezlth sector, but also in education, social service and juvenile justice sectors, as well as the
economic lives of families. Furthermore, the ultimate returmn on investment (ROI) of many child health interventions may not come to
fruition for decades. (2,9} How does one capture the true benefits of child health services in 2 measure of improved cutcome and cost
saving?
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In many ways, outcome measurement is more straightforward in adult patients. As people age, they are more likely to acquire one or
more chronic conditions, such as diabetes, depression, congestive heart failure or hypertension. Each of these conditions has a set of well-
defined outcome measures usad in assassing primary care practice performance. Even in large primary care pediatric practices, however,
there are generally insufficient numbers of children with a single diagnosis to allow the use of disease-specific metrics. A non-disease-
specific, or "non-categorical,” approach to creating ocutcome measures and payment models will need to be taken to see the impact of
improved coordination of care. Even so, children and youth with spacial health care needs only comprise 10% to 30%: of most padiatric
practices, Improvements in these sub-populations may not reflect broad improvements in the health of the general population of children.

Impact on family is also important to measure: when children are sick, the burden of that illness often falls as much on the family as it
does on the child. (10) To fully capture the effects of chronic illness on society, family cutcomes such as loss of income, marital stress and
impact on siblings are essential. (11} Child hezlth services should affect the trajectory of the life course of the child in multiple functional
domains in the context of family and community. Outside of research studies, outcome measures seldom take this into account.

Finally, methods of case-mix adjustment in child health populations are inadequate, which makes it difficult to compare ocutcomes betwesn
practices or practice groups. Most rely on diagnoses generated through claims analysis to determine risk status, with no way to
incorporate the "Five Ds” into the calculation. Current methods of measuring the outcome of pediatric care are not feasible or sufficiently
accurate to reflect the benefit of the pediatric PCMH in the health care marketplace. (12)

Since ACA-driven transformation of child health practice will require the use of new measures, providers will need analytic support to
understand how to most effectively implement those measures to improve child health and child hezlth practice. As providers become
more data driven, it is critical that they not lose focus on children and families who have traditionally been the hallmark of pediatric
practice. Parent engagement, the center of the PCMH model, will help assure that the metrics and the PCMH practice still meet the neads
of patients and families. Pediatric health care providers and health services researchers need to partner with families as we engage with
the payers, in order to assure that the measures intagrated with new models of payment do not create parverse incentives which damage
the relationship at tha center of the PCMH.

In summary, policy makers can ensure that we address the needs of children in concrete ways, taking into account the current state of the

art in the measurement of child health processes and cutcomes:

1. Measures of outcomes of pediatric practices should focus on prevention and maximization of life-course potential,
rather than short-term cost savings. Pediatric health care currently accounts for less than 15% of total health care spending.
(12) While some short-term savings may be achieved through afforts targsted at high-risk populations {e.9., neonatzl intensive care
unit [NICU] graduates, medically fragile children, socizlly vulnerable children), it is unrealistic to expect a substantial short-term ROIL
from changes in pediatric practice. {14) Changes in the payment system to incentivize PCMH transformation need to reflect societal
commitment to the hazlth of the population over the long term.

2. Families should be part of the design and impl tation of PCMH initiatives, to assure that the needs of children and
families are being addressed. Given the chzllenge in maasuring child hezlth cutcomes, pelicy makers should incorporate a wids

wvariety of perspaectives when creating innovative programs to address the three-part aim. (15) Families consistently supported early
efforts at practice redesign in the pediatric world, participating as partners in the Medical Home transformation projects funded
through the Maternal and Child Health Bureau in the 1990s. (16) They will help to assure that the measures we design and use to
drive change remain grounded in the reality of tha lives of children.

Measure-based payment reform efforts designed to encourage PCMH transformation should remember the "Five Ds™
when evaluating the impact on pediatric practice and child health. (4) The current model of payment for medical services
drives the structure of mediczl practice in the United States. Transformation therefore requires changes in the mechanism of

W

payment. As payment reform unfolds and evolves, every effort needs to be made to ensure that the care of children is not adversely
affected. To do this, measures should reflect the development, dependence, differential epidemiclogy, demographics and dollars of
children.

The changes envisioned by Congress in writing the ACA can improve the livas of children if policy makers assure that our current push to
integrate measurament into the transformation of medical practice includes meaasures that account for the unigque characteristics of
children in @ manner that benefits both our patients and their families.
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