Medical Home and Connecticut’s New Community-Based System of Care for Children & Youth with Special Health Care Needs  (CYSHCN)

FREQUENTLY ASKED QUESTIONS:

What is a medical home?

A medical home is not a building, house or hospital, but rather an approach to providing health care services in a high-quality and cost-effective manner.  Children and their families who have a medical home receive the care that they need from a pediatrician or pediatric health care professional whom they know and trust.  Professionals and families act as partners in a medical home to identify and access all the medical and non-medical services needed to help children and their families achieve their maximum potential.  The American Academy of Pediatrics believes that every child deserves a medical home.
When did Connecticut’s participation in the initiative begin?

Our participation with the National Initiative for Children’s Healthcare Quality (NICHQ) with the Medical Home Learning Collaborative (MHLC) commenced April 2003 and allowed for a more statewide, systems approach to the medical home that promotes the development of an infrastructure that will sustain itself into the future.

What constitutes a medical home site?

A medical home is a site that provides comprehensive care and services, and can be located at a:

· Physician’s office

· Hospital outpatient clinic

· Community health center

· Health department clinic

· School-based health center

Services provided in a medical home include:

· Continuous access to medical care (24 hours/day; 7 days/week; 52 weeks/year)

· When appropriate, referral to pediatric medical sub-specialists and surgical specialists

· Partnership with families to deliver appropriate services to enhance patient health

· Interaction with child care and early childhood education programs and schools to ensure that the special needs of the child and family are being addressed

Each medical home consists of a physician champion within the practice, a nurse or nurse practitioner, and a family or parent partner.

What are the components of the medical home system of care?

The American Academy of Pediatrics believes that all children should have a medical home where care is:

Accessible

· Care is provided in the child’s or youth’s community

· All insurance, including Medicaid, is accepted and changes are accommodated

· Families or youth are able to speak directly to the physician when needed

Family-Centered

· Recognition that the family is the principal caregiver and the center of strength and support for children

· Unbiased and complete information is shared on an ongoing basis

· The family is recognized as the expert in their child’s care, and youth are recognized as the experts in their own care

Continuous

· Same primary pediatric health care professionals are available from infancy through adolescence and young adulthood

· Assistance with transitions, including those to other pediatric providers or into the adult health care systems, are planned and organized with the child and family

Comprehensive

· Health care is available 24 hours a day, 7 days a week, 52 weeks a year

· Preventive, primary and tertiary care needs are addressed

· Information is made available about private insurance and public resources

Coordinated

· A plan of care is developed by the physician, child or youth, and family and is shared with other providers, agencies and organizations involved with the care of the patient

· A central record containing all pertinent medical information, including hospitalizations and specialty care, is maintained at the practice

· Families are linked to support, educational and community-based services

Compassionate

· Concern for well-being of child and family is expressed and demonstrated

· Efforts are made to understand and empathize with the feelings and perspectives of the family as well as the child or youth

Culturally Competent

· Family’s cultural background, including beliefs, rituals and customs are recognized, valued, respected and incorporated into the care plan 

· All efforts are made to ensure that the child or youth and family understand the results of the medical encounter and the care plan, including the provision of translators or interpreters, as needed

Where are Connecticut’s Medical Homes and CYSHCN Centers?

MEDICAL HOMES:

The Pediatric Center (Stamford)

Children’s Health Center at St. Mary’s Hospital (Waterbury)

Long Wharf Pediatric & Adolescent Medicine (New Haven)

Pediatric & Medical Associates (New Haven)

Pediatric Primary Care Center at Yale University School of Medicine (New Haven)

Primary Care Center at CT Children’s Medical Center (Hartford)

Roslyn & Leslie Goldstein Children’s Health Center (Stamford)

Barbara Ziogas, MD, private practitioner (Farmington)

CHILDREN WITH SPECIAL NEEDS CENTERS:

Connecticut Children’s Medical Center for Children with Special Needs (Hartford)

Yale Center for Children with Special Health Care Needs (New Haven)
Who are the Children & Youth with Special Health Care Needs?

Those that have or are at increased risk for a physical, developmental, behavioral or emotional condition and require health and related services beyond that required for their peers.

Who are the Family Advocates?

Family Advocates at the two Centers for Children with Special Health Care Needs (CSHCN) serve as valuable informational resources for families by 

· Assuring a family-centered philosophy is the foundation of the center’s programs and services

· Assuring that family’s voices are heard

· Working with families to coordinate medical, educational and recreational supports

· Providing families-to-families support and linkage

· Serving as a voice on local, statewide and regional task forces and committees to assure a family-centered perspective

For additional information, contact:

Ann Gionet, Family Advocate

Connecticut Department of Public Health

(860) 509-8069

Karen Zrenda, Family Advocate

Yale Center for CSHCN

Toll-free:  (888) 842-1937

Laura Knapp, Family Advocate

Connecticut Children’s Medical Center

Toll-free:  (877) 743-5516

MEDICAL HOME SUPPORT RESOURCES:

Regional Medical Home Support Centers

Important components of the medical home system of care are Regional Medical Home Support Centers (RMHSC).  These are freestanding health organizations in the community that provide technical assistance, care coordination and family support services to specified medical homes located in their region of the state.  RMHSCs provide support services to families with CYSHCN that enable them to access appropriate health care services needed to enhance the health and well-being of their children.  The RMHSCs are comprised of hospital-based entities, community health centers, home health/visiting nurse agencies, medical service organizations or private physician’s offices.  

As part of care coordination activities the RMHSCs maintain relationships with specialists and specialty centers, and arrange to make these resources available to patients, families and providers when needed.  The RMHSCs function not as gatekeepers, but rather as care coordinators and facilitators.  Medical homes can refer directly to specialists and specialty centers and visa versa.  RMHSCs collect and store data on CYSHCN from their medical homes, function as a data repository for their region, and provide routine reports to DPH.  RMHSCs act as the primary liaison with the Regional Family Networks and provide meeting space and some administrative support.  RMHSCs also have community-based resources to assist families and providers with appropriate referrals as needed.  In addition, the RMHSC coordinates respite services and provides DPH-approved extended services/goods to underinsured and uninsured families of CYSHCN based on the availability of funds. 

The RMHSC is staffed with care coordinators to provide support to the medical homes.  The role of the care coordinators is to serve as a central reference point between the medical home and other providers, and to work with the families and providers to assure that appropriate care is received in the appropriate setting that respects diversity and family-partnership.  The care coordinators have direct relationships with regionally and/or locally based community-based organizations, including Head Start, Help Me Grow, Connecticut Birth to Three System, local health departments, boards of education and mental health providers, among other programs and services.  The RMHSCs also have working relationships with United Way of Connecticut/2-1-1 Infoline Child Development Infoline (CDI) and other family resource and education organizations.

Regional Family Networks

The Regional Family Networks are regionally-based groups of parents and/or caregivers of CYSHCN whose responsibilities within this system primarily include family support services and quality assurance for the service delivery system.  The Family Networks provide assistance on an as-needed basis through the RMHSCs to the medical homes for areas that include but not limited to: parent-partner recruitment and engagement, parent empowerment, and developing resource materials.  The Family Networks also serve as an additional support to the care coordinators located within the RMHSCs on family-centered training and capacity building.
Medical Home Academy

The Department of Public Health (DPH), through its partnership with the Child Health & Development Institute, has contracted with the University of Connecticut Area Health Education Centers (AHEC) to develop and implement a Medical Home Training Academy for pediatricians, physicians, nurses, families, and other allied health professionals. 

The purpose of the Connecticut Medical Home Academy (MHA) is to improve care for the growing population of children and youth, including those with special health care needs.  The MHA will ensure that children and youth in the state of Connecticut will have care that is family-centered, systematic, coordinated and statewide.

The medical home concept provides the organizing principles for caring for all children and youth, including those who have - or are at increased risk for - chronic physical, developmental, behavioral, or emotional conditions that need more providers’ time and care management.

In the U.S., there are 12.5 million children requiring health and related services of a type or amount beyond that generally required by normal children.  This group of children and youth with special health care needs (CYSHCN) has grown by 30 percent over the past two decades due largely to improved diagnosis and early identification, enhanced survival from pre-maturity, birth defects, and chronic illnesses, and better access to specialized care.

The gap between the standards of practice at pediatric and adolescent medical care offices and what is needed to improve these practice standards to better meet the needs of CYSHCN can be filled by strong medical homes.

The MHA will be designed as a continuing education program for pediatric health care providers, family physicians, advanced practical registered nurses and other nurses in pediatric offices, office staff, family representatives, and any other group of individuals interested in learning about the medical home approach. 

The MHA Connecticut-specific training curriculum will consist of six core components adopted from existing AAP and nationwide models.  The modules will focus on:

· Practice Improvement

· Comprehensive Care for CYSHCN

· Family-Professional Partnerships

· Developmental Health

· Behavioral Health

· Transitioning Children & Youth to Adulthood

The Connecticut Medical Home Academy will be introduced as full-day Medical Home Implementation Conference on March 8, 2005 at the Marriott Hotel in Rocky Hill, from 8:30 AM to 3:30 PM.  Additional training will be provided via practice in-services, videoconferences, webcasts, CD’s and tapes.

For additional information on the Medical Home Academy conference, contact Catherine Russell, Executive Director of the Eastern Area Health Education Centers at Russell.ahec@snet.net. 

