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State Health Policy Briefing provides an overview and analysis
of emerging issues and developments in state health policy.

Through the Assuring Better Child
Health and Development (ABCD)
III learning collaborative, Arkansas,
Illinois, Minnesota, Oklahoma, and
Oregon have developed and tested
models to improve care coordination for children with or at risk of
developmental delay. These states
have leveraged the medical home as a
key mechanism in their improvement
efforts. This State Health Policy Briefing draws from the ABCD III states’
experiences to outline opportunities, options, and lessons for state
policy makers to consider in order to
strengthen medical home initiatives by
explicitly addressing the needs of children in four ways: including pediatric
criteria in medical home qualification
standards; creating pediatric learning collaboratives for medical home
providers; educating non-medical
providers about the patient-centered
medical home; and using child health
and development data to help medical home providers track progress and
drive improvement. ABCD III experience is that by using these strategies,
states can help advance healthy child
development through medical homes.
ABCD III is funded by The Commonwealth Fund and administered by
NASHP. For more information about
ABCD III and previous ABCD initiatives, please visit: http://nashp.org/
abcd-history
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Across the country, policy makers and providers seek ways
to promote healthy child development by facilitating early
identification and amelioration of developmental delays. Appropriate and timely developmental screening and
follow-up services are essential to this goal, as are seamless
coordination among providers of pediatric health care and
community-based services. Through the current Assuring
Better Child Health and Development (ABCD III) learning
collaborative, Arkansas, Illinois, Minnesota, Oklahoma, and
Oregon have developed and tested models to improve care
coordination for children with or at risk of developmental
delay. These states have leveraged the medical home as a key
mechanism in their improvement efforts. This State Health
Policy Briefing draws from the ABCD III states’ experiences to
outline opportunities and options for state policy makers to
consider to strengthen medical home initiatives by explicitly
addressing the needs of children.
With support from The Commonwealth Fund, the National
Academy for State Health Policy (NASHP) launched ABCD
III in 2009 to help participating states identify, implement,
test and then spread ways to improve coordination between
pediatric primary care providers (PCPs) and communitybased providers of services needed to optimize child health
and development, such as Early Intervention, mental health,
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and Head Start agencies. With a specific focus on
low-income (e.g., Medicaid-eligible) children, Arkansas,
Illinois, Minnesota, Oklahoma, and Oregon have:
•

changed policy to maximize the use of personnel
to improve care coordination;

•

implemented initiatives to improve data sharing
and the use of technology among various
providers or organizations, and monitor overall
quality of care coordination; and

•

when appropriate, the patient’s family.”3 The nation’s
four major primary care physician societies (The
American Academy of Pediatrics (AAP), the American
College of Physicians, the American Academy of Family
Physicians and the American Osteopathic Association)
have jointly endorsed the following seven principles of
the patient-centered medical home: 4

supported cross-systems planning.1

ABCD III States’ Strategies for Supporting
Healthy Child Development through
Medical Homes
The five states participating in ABCD III have
pursued the following four strategies to support
healthy child development through medical
homes:

•

Continuity: every patient has an ongoing
relationship with a personal physician;

•

Team-based care: the personal physician leads
a team of individuals who share responsibility for
the patient’s care;

•

Whole-person orientation: the physicianled team provides (or arranges for) care for all
of the patient’s health needs throughout the
patient’s life course;

•

Coordinated and/or integrated care: the team
organizes the patient’s care across all health
care settings and the patient’s (non-medical)
community to ensure indicated care is timely and
culturally/linguistically appropriate;

•

Quality and safety: the team uses evidencebased medicine, engages in continuous quality
improvement, actively involves the patient and
patient’s family in these activities to form a true
partnership, and uses information technology
wherever appropriate;

•

Including pediatric-sensitive or pediatricspecific criteria in medical home
qualification standards;

•

Creating pediatric learning collaboratives
for medical home providers;

•

Educating non-medical providers about
the patient-centered medical home
and its value to ensuring healthy child
development; and

•

Using child health and development data
to help medical home providers track
progress and drive improvement.

Enhanced access: the team uses systems such
as open scheduling and extended hours to
ensure enhanced access to care; and

•

Payment: the team operates within a payment
structure that recognizes the added value
to patients with (and additional investments
required to provide) care as described above.

•

Medical homes are important in connecting children
and their families to community-based supports and
services that can support healthy development. A
2007 AAP policy statement emphasizes the role of the
pediatric health care provider and the medical home
in ensuring that at-risk children receive appropriate
early intervention services.5 As of January 2012, 41
states are advancing medical home policies within their
Medicaid programs.6 With Medicaid covering nearly 31
million children nationally,7 the spread of state Medicaid

The ABCs of Medical Homes
The American Academy of Pediatrics (AAP) pioneered
the concept of a medical home nearly 50 years ago.2
Today, the patient-centered medical home (PCMH) is
defined as “an approach to providing comprehensive
primary care for children, youth and adults…a health
care setting that facilitates partnerships between
individual patients, and their personal physicians, and
National Academy for State Health Policy
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medical home initiatives means states are working
to improve delivery of care for low-income children.
Some states are targeting specific populations, such
as children with special health care needs (CSHCN).8
With guidance from organizations such as the National
Initiative for Children’s Health Care Quality, and through
collaboration among state maternal and child health
(Title V) agencies,9 Children’s Health Insurance Programs
(which, with Medicaid, cover one-third of all children),
and family support organizations, states have established
initiatives to ensure that CSHCN have medical homes.10

Like many others across the country, states participating
in ABCD III have policies and programs that support this
enhanced primary care delivery model of “accessible,
continuous, comprehensive, family-centered, coordinated,
and compassionate” care.17 Anecdotal evidence from
ABCD III indicates that the enthusiastic uptake of PCMH
in many state Medicaid programs provides a great
opportunity to improve care coordination for children.
Furthermore, the collaboration improves the overall
design and structure of the state’s PCMH program, since
children are the majority population in Medicaid.

At the national level, recent legislation related to
health reform and reauthorization of the Children’s
Health Insurance Program have created a number of
opportunities for states to implement medical homes
for children. Table 1 summarizes a few examples of state
implementation of medical homes to advance healthy
child development.

Currently, there are 24 states that offer enhanced
payment to providers that qualify as medical homes
and provide services to children (individuals under age
18).18 Although the payment is available for pediatric
practitioners, state Medicaid PCMH programs in fact
often seem to focus on adults. For example, states
such as Pennsylvania19 have focused on asthma care

Table 1: Examples of Initiatives that Use Medical Homes to Advance Healthy Child Development

Initiative

Example

Affordable Care
Act Health
Home State Plan
Amendment
Option

Under section 2703 of ACA (P.L. 111-148) states can implement “health homes” for Medicaid
beneficiaries with chronic conditions and receive 90 percent federal matching for health home
services (e.g., care coordination, family support) for the first two years. CMS has approved six health
home SPAs, including two in Rhode Island.11 Through Rhode Island’s first SPA, approved November
2011, CEDARR (Comprehensive Evaluation Diagnosis Assessment Referral and Re-Evaluation) Family
Centers, which serve children and youth with special health care needs, are the eligible health home
providers. The SPA adds to existing CEDARR Family Center services and processes by, for example,
enhancing their information sharing with Medicaid managed care plans and requiring certain child
screenings.12 Electronic case management is provided using KIDSNET, a statewide, integrated child
health information system.

CHIPRA
Demonstration
Grants

In 2010, the federal government awarded 10 demonstration grants as part of the Children’s Health
Insurance Program Reauthorization Act of 2009 (P.L. 111-3). These grants support efforts in 18 states
to improve child health quality, for example, by enhancing medical home initiatives, which several of the
grantee states are pursuing.13 For example, as part of its CHIPRA grant with Alaska and West Virginia,
Oregon is implementing and evaluating medical home and care coordination models.

State Pediatric
Medical Home

Twenty-four state Medicaid programs offer enhanced payment to medical home providers for services
to children.14 However, only a few states have pediatric-specific medical home criteria to qualify
primary care sites as PCMH. One example is Colorado’s medical home initiative, which includes a
pediatric medical home definition from 2007 state legislation (SB 130).15 The state’s initiative is
grounded in partnership among Medicaid, Title V, and other child health agencies and stakeholders.
Recognized medical home providers receive enhanced reimbursement rates from Medicaid and CHIP
for developmental screening.16
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for pediatric populations, yet education and guidance
to medical home providers tends to emphasize
management of diseases found in adult populations.
According to ABCD III state team members, children are
not often explicitly included in state PCMH program
or policy discussions. However, the ABCD III state
teams have worked closely with their state medical
home programs to address healthy child development.
This brief outlines several ways to address the unique
developmental needs of children within existing (and
emerging) medical home initiatives.

population. Examples include optional or required
services for medical home qualification, recertification,
and medical home measures.
Required or optional services for qualification
States can require that primary care providers be
qualified as a medical home in order to treat Medicaideligible and enrolled children, establish qualification
standards for the medical home, and reimburse practices
based on meeting these criteria.

Selected Policies and Practices from
ABCD III States
This State Health Policy Briefing focuses on four types
of policies and practices that ABCD III states have
identified and/or undertaken to help ensure medical
homes meet the developmental needs of children. As the
following sections describe, these strategies are:
•

Incorporate pediatric-sensitive or pediatricspecific criteria in standards that qualify primary
care sites as medical homes;

•

Create pediatric learning collaboratives for
medical home providers;

•

Help non-medical providers understand
PCMH and its value to ensuring healthy child
development; and

•

Use child health and development data to help
medical home providers track progress and drive
improvement.

Incorporate Pediatric Criteria in Standards that
Qualify Sites as Medical Homes
Every PCMH program articulates its expectations of
the participating medical homes through the criteria or
standards used to qualify those sites for the initiative.20
As experience from Oklahoma, Oregon and Minnesota
shows, the first strategy ABCD III states have identified
and/or pursued to ensure medical homes meet the
developmental needs of children is developing and
incorporating medical home criteria that specifically
reference children or services provided predominantly to
children. These criteria are part of (or in addition to) the
states’ medical home criteria for the general Medicaid

Oklahoma’s SoonerCare (Medicaid) Choice Medical
Home program has three medical home tiers; each
tier requires a minimum set of services (e.g., care
coordination such as tracking tests and referrals) and
some optional services that result in additional payment.
As is the norm, higher tiers have more requirements
and are eligible to receive higher payments.21 As a
result of ABCD III, Oklahoma is pursuing changes to
the current criteria to explicitly require developmental
screening and follow-up for children in all three tiers.
(Currently, medical home providers are required to
conduct a health assessment of patients, for which
a developmental screening could count). Oklahoma
would like developmental screening and follow-up to
apply to all three tiers, since most practices are in tier
one. The addition will require review of language by an
advisory taskforce, followed by contractual notification
to practices (with 60 days before the change becomes
effective). Screening and follow-up then will become part
of medical home compliance reviews. The language will
be crafted based on language for an existing requirement
that resembles developmental screening; a specific
age range for children may or may not be specified.
Oklahoma plans to integrate these changes at the end of
2012, and the requirement for developmental screening
and follow-up for children will be effective from that
point forward.
Based in part on feedback from state ABCD III team
members, Oregon modified its medical home (“patientcentered primary care home” or PCPCH) standards
to reflect the developmental needs of children. A core
attribute of PCPCHs is “comprehensive, whole person
care:” and the PCPCH implementation guide includes
provision of recommended preventive services according
to Bright Futures periodicity guidelines as an optional
element of this attribute.22 All PCPCHs must attest to
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having a documented screening strategy for mental
health, substance abuse, or developmental conditions
along with local referral resources. One example
provided of how practices can meet this is through
evidence of “formal screening instruments for autism or
other common developmental conditions in children”
in patient charts.23 Tier three PCPCHs also must track
referrals and coordinate care with community-based
settings. A PCPCH guidance document offers examples
of settings where providers might coordinate care
and referrals; examples include educational and foster
care settings. 24 Another relevant PCPCH attribute is
“person- and family-centered care.” 25 The reference to
family recognizes that for children (as well as the elderly
and other populations), the family unit is involved in
and responsible for care decisions. In other words, for
certain populations, the patient is the family. Oregon’s
initiative reflects this by expecting PCPCHs to assess
family satisfaction and document family education.

support clinics on recertification to make ongoing
partnerships with schools and Early Intervention (EI)
standard practice in pediatric medical home sites.
Other key community partners that serve children and
could be listed as options for community partnership
include: Women, Infants and Children (WIC), child care,
Head Start, home visiting, CSHCN programs, and/or
state-specific child screening or early childhood family
education programs.
Medical home measures to monitor progress

Similar to Oregon, Minnesota ABCD III team members
have identified “coordination with school-based services”
as a service that could be included as a required (or
optional) service in medical home (known as “health
care home” in Minnesota) criteria. As noted previously,
coordination is a hallmark of the PCMH. Calling out
coordination with school-based services, especially for
states in which the Department of Education is the lead
agency for Part C Early Intervention, is another way to
help ensure care coordination occurs across medical
practices and non-medical settings in which children
receive a range of services, such as speech or physical
therapy, or behavioral health care.
Required services for recertification
After Medicaid practices or providers have been qualified
as medical homes, some states require them to go
through a “recertification” process at a defined point to
assess their continued functioning as a medical home.
In Minnesota, the second year of health care home
recertification requires community connection; practices
must demonstrate they have an ongoing partnership
with at least one community resource to which they
refer patients.26 One way the state has incorporated
child developmental needs is by including schools as
a community resource option for practices. The team
is working with the regional public health nurses who
National Academy for State Health Policy
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To ensure medical homes produce intended results
(e.g., improved clinical outcomes, patient experience,
cost containment), states develop measures for which
medical homes must track, report, and/or achieve certain
benchmarks of performance.27 Both Minnesota and
Oregon’s medical home initiatives include pediatricspecific measures for practices to track and report.
Although Minnesota’s measure is not yet defined,
Oregon’s PCPCH program includes pediatric measures in
two ways, which are outlined below.
Higher-tiered medical homes (PCPCHs) in Oregon are
responsible for tracking, reporting, and (if in tier three,
the highest tier) meeting benchmarks for three measures.
The measures come from two different lists, both of
which include child measures.28 One list of measures (the
“core set”) includes a group of adult measures as well as
a group of six pediatric measures from which practices
can select. ABCD III team members in Oregon worked
with PCPCH policy makers to secure developmental
screening as one of the options in this list of measures.
The other list of measures (“menu set”) from which
practices must select includes pediatric measures such
as follow-up care for children prescribed medication for
attention-deficit/hyperactivity disorder.
As the number of PCMH initiatives grows, so does the
number of evaluations. Recently, the Patient-Centered
Medical Home Evaluators’ Collaborative released a
limited, core set of standardized measures to assess
the impact of the medical home on clinical quality,
utilization and cost.29 (Measures on patient experience
and clinician/staff experience are reported elsewhere.)
The technical quality measures include a core set
of pediatric measures for researchers to consider
in their future work. This core set does not include
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Help Non-Medical Providers Understand
PCMH and its Value to Ensuring Healthy Child
Development

developmental screening, which has proven to be an
important measure for ABCD states’ efforts to support
healthy child development. Experience from ABCD III is
that developmental screening is an important measure
to consider including in medical home initiatives to
ensure attention to this critical step in recommended
care for children, as well as the enabling assessment of
care coordination and “closing the loop” in referrals for
children with identified developmental delays.

Since childcare and Head Start providers regularly
interact with children and families, another strategy
ABCD III states are using is engaging childcare providers
in medical homes. Arkansas is one of 47 states with an
Early Childhood Comprehensive Systems (ECCS) grant
from the Health Resources and Services Administration’s
Maternal and Child Health Bureau. These grants support
state and community efforts to develop and integrate
early childhood service systems to meet the needs of
children and families.34 One of the core components
and goals of this grant program is to increase access
to medical homes for all children. As a result, Arkansas
has an ECCS workgroup focused on medical homes.
That workgroup has developed educational materials
tailored for childcare providers. Informational materials
explain the medical home concept and provide Medicaid
resources (e.g., contact information) to not only
familiarize childcare providers with medical homes,
but also enlist their support in connecting children to
needed primary care. Tools such as these will be helpful
as Arkansas implements medical homes.

Create Pediatric Learning Collaboratives for
Medical Home Providers

A common way that states support practices in
meeting medical home criteria is through learning
collaboratives.30 ABCD III states seek to ensure medical
homes meet the developmental needs of children by
addressing pediatric topics in medical home provider
education offered, for example through learning
collaboratives. Minnesota requires its health care
home providers to participate in statewide learning
collaboratives to share best practices and facilitate
practice-level change.31 This component came about as
a result of the state’s success with learning collaboratives
in its pediatric medical home learning collaborative
initiative (with a focus on children with special health
care needs), which ran from 2004-2009.32 Through
that initiative, participating practices’ main method of
transferring knowledge was through quarterly learning
collaboratives facilitated by quality improvement experts
from the Institute for Healthcare Improvement (IHI).

Share Child Health and Development Data with
Medical Home Providers
Routine reporting and feedback of quality data to
providers is critical to providing high-quality pediatric
care. State Medicaid agencies feed back a variety of
information to medical homes to support improvement
and ongoing performance assessment. Both Illinois and
Oregon are improving data sharing between Medicaid
and Early Intervention to facilitate care coordination
and inform medical home quality improvement and
assurance efforts.

Based on lessons such as the value of in-person
learning and of creating community from those learning
collaboratives, ABCD III team members (some of whom
participated in the pediatric medical home learning
collaborative) pursued a similar model of knowledge
transfer in ABCD III for providers serving children
with or at risk of developmental delay. The ABCD III
learning collaboratives support participating practices
that are pursuing (or have received) health care home
certification. There is not currently a statewide pediatric
learning collaborative. However, Minnesota is in the
midst of reorganizing its statewide health care home
learning collaboratives, and in the process, it plans to
develop a pediatric learning collaborative curriculum
that incorporates a toolkit with lessons, sample forms
and referral protocols compiled through ABCD III.33

Illinois’ primary care case management medical home
program, Illinois Health Connect (IHC), serves certain
populations covered by Medicaid and other state
coverage programs. IHC provides a number of tools
to support quality improvement and assurance among
participating practices. For example, IHC providers
receive a patient panel roster with demographic and
clinical information about all patients they serve as
the medical home.39 The panel rosters make clear
which patients (and what percent of patients overall)
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ABCD III in Oregon: Implications for Accountable Care Organizations

Oregon ABCD III team members are informing not only the state’s medical homes initiative, but also the
development of Accountable Care Organizations in the state (known as “coordinated care organizations” or
CCOs). CCOs—which must include patient centered primary care homes—are entities meeting state-defined
criteria that are accountable for care management and for providing integrated and coordinated health care for
their members.35 Through an emphasis on community engagement and inclusion of pediatric measures, CCOs—
like the state’s PCPCHs—are ensuring healthy child development.
For ABCD III, Oregon Medicaid contracted with the Oregon Pediatric Improvement Partnership (OPIP) to
conduct a Medicaid performance improvement project (PIP) with participating managed care organizations.
The PIP is producing an improvement model that integrates care coordination with standardized screening and
referrals at the clinical level with supporting metrics. The PIP was shaped and continues to be guided by feedback
gathered through a multi-pronged community engagement process that included town-hall style meetings and
structured Community Café conversations—all with an array of stakeholders ranging from pediatric primary
health care providers, Early Intervention, and community-based service providers, to health plans and parents
and families of children with or at risk of developmental delay.36 Through this process, the project team gathered
a wealth of information, including identification of strengths, barriers and suggestions for improving care
coordination and service linkages for children. Oregon incorporated aspects of this process into expectations
for CCOs, which must engage community members and providers from a range of areas and settings (e.g., public
health, mental health) to develop a “shared community health assessment process” that results in a community
health improvement plan.37 Additionally, based in part on ABCD III team member feedback, one of the proposed
first-year measures to be reported at the CCO level is developmental screening. Finally, team members are
interested in outcome-based measures for CCOs, such as kindergarten readiness. Kindergarten readiness is
currently a key goal of the state’s Early Learning Council; 38 CCOs may be another mechanism to help meet this
goal.
are due for preventive services such as developmental
screenings or well-child visits. Electronic panel rosters
are updated every day; IHC providers can access
them through an online provider portal via a Medicaid
claims-based data exchange system known as Medical
Electronic Data Exchange (MEDI).40 As part of ABCD
III, Illinois is harnessing a number of separate electronic
data systems with child data (e.g. MEDI and the EI
point-of-entry system) to enable information sharing
for care coordination and referral follow up.41 Once this
information sharing system is complete and electronic
data exchange is live between the separate child-serving
agencies, Illinois will use them to enrich the IHC panel
rosters by including EI service claims data; providers will
be able to see if a child is eligible for EI, received an EI
assessment or currently receives EI services. Having this
information available will enable medical homes to better
coordinate care and attend to children with risk factors.

state Medicaid and Part C Early Intervention agencies
that allows Medicaid to use individual and aggregate
EI data for evaluation/quality improvement purposes.
As a result of ABCD III, EI began providing Medicaid
with monthly aggregated data reports to help the team
assess referrals and care coordination between primary
care and early intervention providers. New referral data
source fields have been added to the EI data system
to facilitate this project and enrich the information
Medicaid receives. Under managed care plan service
agreements and with parental consent, Medicaid is able
to share with participating MCOs the EI and claims data
of children receiving Early Intervention services. Doing
so enables the plans responsible for each child’s care
to identify additional services the child may be eligible
to receive through the managed care contract; it also
enables Medicaid to assess plan progress in ensuring
medical homes for all children (which they are required
to do), since medical home providers should be aware

Oregon has a data-sharing agreement between the
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of patients’ developmental needs and following up to
ensure care coordination. The data will make clear if
there are children receiving EI services who are not
affiliated with a medical home (e.g., have not had a wellchild visit).

important partners in medical home guidance
(e.g., practice self-assessment tools) is one way
to incorporate children’s needs.
•

Hold family practitioners that serve primarily
children accountable to pediatric standards.
If pediatric medical home standards or measures
are strictly optional, particularly for family
practitioners, it is possible for family practice
sites to qualify by demonstrating they are
providing supports/services that best meet
the needs of adults, even if they primarily serve
children.

•

Emphasize family-centeredness and
community partnership and leverage
these aspects of medical homes. Medical
homes that take into account the family unit
in care decisions and quality improvement
processes and that partner with communitybased providers are particularly beneficial to
the vulnerable and at-risk, like children, who
depend on caregivers to participate in and
help manage their care planning, and who
regularly interact with and access non-medical
and community-based service providers.
States often use National Committee for
Quality Assurance (NCQA) standards for state
medical home standards;42 Oregon ABCD III
team members have found the 2011 NCQA
standards (updated from 2008) incorporate a
community focus that aligns well with meeting
the developmental needs of children.43

Lessons
ABCD III states’ experiences integrating a focus on
healthy child development into medical homes highlight
the following lessons and considerations for other states:
•

•

•

Ensure that medical home initiatives and
program guidance account for children’s
unique developmental needs. Anecdotal
experience from ABCD III is that care planning
and care coordination processes look different
for children than for adults. Care planning for
children requires individualization and family/
parent input, and therefore more time. By the
same token, a single condition, diagnosis or
chronic illness in a child requires substantial
coordination and carries potentially life-long
consequences for development and learning if
not addressed in a timely manner. States can
acknowledge and address these factors by
giving medical home providers guidance, clear
examples, and expectations for meeting the
developmental needs of children served.
Include pediatric providers and/or experts in
advisory groups or policy discussions about
medical home standards and measures.
Having pediatric voices at the table shapes
conversation and policy recommendations.
Oregon, for example, convened both a standards
advisory committee and a pediatric standards
advisory committee, which influenced final
PCPCH standards and measures. Including or
meeting with representatives from statewide
early childhood initiatives or committees is a way
to promote alignment with medical homes.

Conclusion
Through ABCD III, five states have pursued and
implemented strategies to improve care coordination
and service linkages for children with or at risk of
developmental delay to ultimately advance healthy child
development as part of medical home initiatives. Their
experiences provide lessons on how to explicitly address
the developmental needs of children in medical homes
and highlight important considerations for state policy
makers to do so. A focus on patient- and family-centered
care and an emphasis on collaboration between primary

Reference school-based services. Schools
and Early Intervention programs are unique
and often critical partners in children’s care;
consistently listing them as examples of
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care practices and community-based providers
establish a strong foundation for advancing healthy
child development in medical homes. More specifically,
ABCD III experience is that by including pediatric
criteria and pediatric provider education, developing
medical homes tools for non-clinical, community-

based providers of child and family services, and using
child health and development data, states can help
advance healthy child development through medical
homes.

Endnotes
1 See: Mary Henderson and Neva Kaye. Policies for Care Coordination Across Systems: Lessons from ABCD III.
(Portland, ME: National Academy for State Health Policy, 2012), and; Carrie Hanlon and Jill Rosenthal. Improving
Care Coordination and Service Linkages to Support Healthy Child Development: Early Lessons and Recommendations
from a Five-State Consortium. (Portland, ME: National Academy for State Health Policy, 2011).
2 American Academy of Family Physicians (AAFP), American Academy of Pediatrics (AAP), American College
of Physicians (ACP), and American Osteopathic Association (AOA), “Joint Principles of the Patient-Centered
Medical Home.” Patient-Centered Primary Care Collaborative (PCPCC) Website, February 2007. Available: http://
www.pcpcc.net/joint-principles. Accessed July 10, 2012.
3 Patient-Centered Primary Care Collaborative, “What We Do: The Patient-Centered Medical Home.” PCPCC
website. Available: http://www.pcpcc.net/what-we-do. Accessed July 10, 2012.
4 AFP, AAP, ACP, and AOA, “Joint Principles,” PCPCC Website. Available: http://www.pcpcc.net/joint-principles.
Accessed July 10, 2012.
5 American Academy of Pediatrics. Role of the Medical Home in Family-Centered Early Intervention Services.
Pediatrics 120, no. 5 (November 1, 2007): 1153 -1158. Available: http://pediatrics.aappublications.org/
content/120/5/1153.full
6 National Academy for State Health Policy, “Medical Home and Patient-Centered Care.” http://www.nashp.
org/med-home-map
7 Kaiser Commission on Medicaid and the Uninsured. Health Coverage of Children: The Role of Medicaid and CHIP.
July 2012 Available: http://www.kff.org/uninsured/upload/7698-06.pdf
8 American Academy of Pediatrics, National Center for Medical Home Implementation. “Medical Home Initiatives
and Resources by State” http://www.medicalhomeinfo.org/state_pages/
9 Title V agencies receive funding from the federal Health Resources and Services Administration’s Maternal and
Child Health Bureau to ensure maternal, child and youth health, including for children with special health care
needs. For more information, see: http://mchb.hrsa.gov/programs/titlevgrants/index.html
10 See for example: National Initiative for Children’s Healthcare Quality (NICHQ). Spread of the Medical
Home Concept: Comprehensive Final Report. (Cambridge, MA: NICHQ, 2005). Available: http://www.nichq.org/
pdf/MHLC_2_Final_Report_Final%20Medical%20Home%20footer%20link.pdf; and Jason Buxbaum. Making
Connections: Medicaid, CHIP, and Title V Working Together on State Medical Home Initiatives. (Portland, ME: National
Academy for State Health Policy, 2010).
11 Charles Townley and Mary Takach, Developing and Implementing The Section 2703 Health Home State Option:
State Strategies to Address Key Issues. (Portland, ME: National Academy for State Health Policy, 2012), 5.

National Academy for State Health Policy

:9:

Download this publication at: www.nashp.org

Supporting Healthy Child Development Through Medical Homes: Strategies From ABCD III States

12 Deborah Florio. Rhode Island Health Home Initiative. Presentation at NASHP’s 24th Annual State Health Policy
Conference. October 4, 2011. Available: http://www.statereforum.org/sites/default/files/ri_health_homes_-_
cedarr_family_centers.ppt
13 See, for example: Insure Kids Now, “CHIPRA Quality Demonstration Grants—Summary,” February 2010.
Available: http://www.insurekidsnow.gov/professionals/CHIPRA/grants_summary.html, and; Agency for
Healthcare Research and Quality.” The National Evaluation of the CHIPRA Quality Demonstration Grant
Program: Learn about the Demonstration Sites.” http://www.ahrq.gov/chipra/demoeval/demostates.htm.
14 Based on June 2012 analysis of state medical home initiatives by the National Academy for State Health
Policy, the 24 states are: AL, CO, CT, IL, LA, ME, MD, MA, MI, MN, MO, NE, NJ, NM, NY, NC, OK, OR, PA, RI,
SC, VT, WA, and WV.
15 Kathy Watters, The Role of Colorado Public Health Agencies in Building a Medical Home System. Colorado
Department of Public Health and Environment. September, 2008. Available: www.cdphe.state.co.us/ps/mch/.../
MedicalHomeRoleofPH.doc
16 Jason Buxbaum. Making Connections: Medicaid, CHIP, and Title V Working Together on State Medical Home
Initiatives. (Portland, ME: National Academy for State Health Policy, 2010).
17 Medical Home Initiatives for Children With Special Needs Project Advisory Committee, “The Medical
Home.” Pediatrics: Official Journal of the American Academy of Pediatrics, July 2002; Vol. 110, No. 1: pgs. 184-186.
Available: http://pediatrics.aappublications.org/content/110/1/184.full.
18 Based on June 2012 analysis of state medical home initiatives by the National Academy for State Health
Policy, the 24 states are: AL, CO, CT, IL, LA, ME, MD, MA, MI, MN, MO, NE, NJ, NM, NY, NC, OK, OR, PA, RI, SC,
VT, WA, and WV.
19 National Academy for State Health Policy. “Medical Home & Patient-Centered Care: Pennsylvania”. http://
www.nashp.org/med-home-states/pennsylvania
20 Neva Kaye, Jason Buxbaum and Mary Takach. Building Medical Homes: Lessons from Eight States with Emerging
Programs. (Portland, ME: National Academy for State Health Policy, 2011).
21 See Oklahoma Health Care Authority Physician Addendum 1, “Medical Home to SoonerCare Physician
Agreement for Choice Primary Care Providers,” December 2008. Available: http://www.okhca.org/pdf/
Physician_Addendum.pdf. Accessed July 10, 2012.
22 Office for Oregon Health Policy and Research, Oregon Patient-Centered Primary Care Home Model,
Implementation Reference Guide. (Salem, OR: Oregon Health Authority, October 2011),11. Available: http://www.
oregon.gov/oha/OHPR/HEALTHREFORM/PCPCH/docs/ImpGuide_8.30.12.pdf
23 Oregon Health Authority. Oregon Patient-Centered Primary Care Home Standards and Measures For Recognition:
Technical Assistance and Reporting Guidelines. (Salem, OR: Oregon Health Authority, June 2012), 15. Available:
http://cms.oregon.gov/oha/OHPR/HEALTHREFORM/PCPCH/docs/ta-2012-0614.pdf
24 Office for Oregon Health Policy and Research. Oregon Patient-Centered Primary Care Home Model,
Implementation Reference Guide, 16.
25 Ibid, 3
26 Minnesota Department of Health. Health Care Home Reassessment Tool. September 2011. Available: http://
www.health.state.mn.us/healthreform/homes/certification/recertifyassesstool.pdf
27 Neva Kaye, Jason Buxbaum and Mary Takach. Building Medical Homes

National Academy for State Health Policy

: 10 :

Download this publication at: www.nashp.org

Supporting Healthy Child Development Through Medical Homes: Strategies From ABCD III States

28 Oregon Health Authority. Oregon Patient-Centered Primary Care Home Standards and Measures For Recognition:
Technical Assistance and Reporting Guidelines.
29 Meredith Rosenthal et al. Recommended Core Measures for Evaluating the Patient-Centered Medical Home: Cost,
Utilization, and Clinical Quality. (New York, NY: The Commonwealth Fund, May 2012). Available: http://www.
commonwealthfund.org/~/media/Files/Publications/Data%20Brief/2012/1601_Rosenthal_recommended_core_
measures_PCMH_v2.pdf
30 Neva Kaye, Jason Buxbaum and Mary Takach. Building Medical Homes
31 Minnesota Department of Health. Health Care Homes Legislation. Available: http://www.health.state.mn.us/
healthreform/homes/documents/HCHLegislation.pdf
32 Minnesota Department of Health. Pediatric Medical Home Learning Collaborative Initiative: Report to the
Minnesota Legislature 2010. (St. Paul, MN: Minnesota Department of Health, January 2010). Available: http://
archive.leg.state.mn.us/docs/2010/mandated/100222.pdf
33 Minnesota Department of Human Services. “Communities Coordinating for Healthy Child Development
(CCHD).” Available: www.dhs.state.mn.us/CCHD
34 “Early Childhood Comprehensive Systems,” Health Resources and Services Administration, Maternal and
Child Health. Available online: http://mchb.hrsa.gov/programs/earlychildhood/comprehensivesystems/.
Accessed July 10, 2012.
35 Oregon Administrative Rules. Section 410-141-0000 (21). Available: http://arcweb.sos.state.or.us/pages/
rules/oars_400/oar_410/410_141.html
36 To learn more about Community Cafés, see http://theworldcafe.com/
37 Oregon Administrative Rules, Section 410-141-3015. Available: http://arcweb.sos.state.or.us/pages/
rules/oars_400/oar_410/410_141.html
38 Oregon Division for Early Childhood. “Early Learning Council.” http://decoregon.org/?page_id=588
39 See “Panel Rosters,” on Illinois Health Connect Website. Available: http://www.illinoishealthconnect.com/
provider/qualitytools/panelrosters.aspx. Accessed July 10, 2012.
40 Larry Hinkle and Jill Rosenthal, Building Electronic Information-Sharing Systems to Support Care Coordination in
Illinois, 2011 (Portland, ME: National Academy for State Health Policy).
41 Ibid.
42 Mary Takach. Reinventing Medicaid: State Innovations to Qualify and Pay for Patient-Centered Medical
Homes Show Promising Results. Health Affairs, 30, no. 7(2011): 1325-1334.
43 National Committee for Quality Assurance. Comparison: PPC-PCMH 2008 With PCMH 2011. Available:
http://www.ncqa.org/LinkClick.aspx?fileticket=lzcVSHFO_dA%3d&tabid=631&mid=2435&forcedownload=t
rue

National Academy for State Health Policy

: 11 :

Download this publication at: www.nashp.org

Supporting Healthy Child Development Through Medical Homes: Strategies From ABCD III States

About the National Academy for State Health
Policy:
The National Academy for State Health Policy
(NASHP) is an independent academy of state
health policy makers working together to identify
emerging issues, develop policy solutions, and
improve state health policy and practice. As a
non-profit, non-partisan organization dedicated to
helping states achieve excellence in health policy
and practice, NASHP provides a forum on critical
health issues across branches and agencies of state
government. NASHP resources are available at:
www.nashp.org.

Acknowledgments
The tireless and dedicated improvement efforts of
ABCD III state team members were the foundation
of this document. The following individuals graciously provided thoughtful input for and/or review
of a draft of this publication: Melody Anthony and
Sue Robertson of Oklahoma; Juanona Brewster and
Julie Doetsch of Illinois; Susan Castellano of Minnesota; Charles Gallia, R.J. Gillespie, and Colleen
Reuland of Oregon; and Angela Littrell and Sheena
Olson of Arkansas. The author acknowledges The
Commonwealth Fund for supporting ABCD III,
and Melinda Abrams, whose insight and expertise
strengthened this document. Many thanks to Jill
Rosenthal, Mary Takach, and Neva Kaye of NASHP
for sharing invaluable guidance and feedback, and
to Larry Hinkle of NASHP and Jason Buxbaum,
formerly of NASHP, for providing crucial research
and analysis. Any errors or omissions are those of
the author.

Citation:
Carrie Hanlon, Supporting Healthy Child Development Through Medical Homes: Strategies From ABCD
III States, 2012 (Portland, ME: National Academy
for State Health Policy).

Portland, Maine Office:

Washington, DC Office:

10 Free Street, 2nd Floor, Portland, ME 04101
Phone: [207] 874-6524

1233 20th Street NW, Suite 303, Washington, DC 20036
Phone: [202] 903-0101

National Academy for State Health Policy

: 12 :

Download this publication at: www.nashp.org

