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INTRODUCTION
Professional medical organizations, accrediting bodies, medical schools, and even state agencies are undertaking major reforms in education and training to improve access to and quality of care for children within the medical home.  These medical education reforms emphasize the importance of specific competencies, not just medical knowledge.  They call for a better balance between inpatient, ambulatory, and community-based experiences, and they place much greater emphasis on family-centered care and interpersonal communications.  They bring together multiple disciplines to offer more holistic and comprehensive team-based approaches, and they emphasize preventive interventions and chronic care management.  They also rely on quality improvement using real-world practice experience.  

A significant number of medical education reforms are directed at increasing the number of pediatric subspecialists and also the number of primary care physicians with expertise in the management of chronic childhood conditions.  We have attempted to identify a sample of innovative medical education programs.  The 16 examples in this report cover programs in medical school, residency training, fellowship training, maintenance of certification, continuing medical education, and professional development and mentoring.

These innovative education programs were selected by the Expert Work Group on Pediatric Subspecialty Capacity.  Comprised of leaders from the American Academy of Pediatrics, American Academy of Child and Adolescent Psychiatry, Association of American Medical Colleges, American Board of Pediatrics, Child Health Corporation of America, National Association of Children’s Hospitals and Related Institutions, Family Voices, Federal and State Title V agencies, and leading medical schools and universities, the Work Group met between 2004 to 2007 to address the following objectives:

· to define the scope of the current and project pediatric subspecialty capacity problems;

· to identify promising approaches for strengthening the interface between primary and specialty pediatric care, expanding pediatric subspecialty access  

      through state and regional pediatric delivery system networks, and improving medical education and training; and

· to develop recommendations and a tactical plan to improve access to pediatric subspecialty care within the context of a comprehensive, community-based medical home.
For   additional   information   and   materials produced   by  the   Expert  Work  Group  on Pediatric Subspecialty Capacity, please visit the    American    Academy    of    Pediatrics medical home website:  www.medicalhomeinfo.org.

The 16 education and training programs described below include examples offered by medical schools, residency training programs, fellowship training programs, maintenance certification, continuing medical education, and professional development. For each program, we provide a brief description and a contact source for further information.


The Washington-Wyoming-Alaska-Montana-Idaho Medical Education Program (WWAMI) is a unique medical education program that relies on a decentralized educational process and shared facilities and personnel in 5 states. This program extends access to medical education to under-represented minorities and encourages training and practice in underserved areas of Northwestern US.  In addition to education for medical school students, the WWAMI program focuses on the identification and preparation of qualified students in the K-12 and college years.  

The WWAMI program began as an experiment in 1971 with support from the Commonwealth Fund and the federal Maternal and Child Health Bureau.  It has now become a well-established program based in Seattle and Pullman, WA, Laramie WY, Anchorage AK, Bozeman, MT, and Moscow, ID.  No other medical school in the country has established a comparable regional medical school.  The geographic region covered by WWAMI encompasses 27% of the US land mass.  Some 250 clinical faculty outside of the Seattle area are part of the WWAMI program.
Based at the University of Washington School of Medicine, first-year students attend their respective state universities; second-year year students attend the University of Washington, and third- and 

fourth-year students take their clinical experiences in any of the 5 states or in Seattle.  There are 9 pediatric clerkship sites that take 3rd year medical students for 6-week rotations.

With respect to residency training, all pediatric, family medicine, internal medicine, psychiatry, obstetrics-gynecology, and surgery residents are required to participate in the WWAMI program.  Pediatrics is the only department that requires all residents to do a rotation at a community clinic site away from Seattle.  This means that in the second year all pediatric residents spend an 8-week rotation at one of 4 sites – in Pocatello, ID, Bellingham, Port Angeles, or Yakima, WA.

Through the WWAMI program, each pediatric residency site may choose to have up to 6 pediatric subspecialty faculty from Seattle visit their site to teach trainees, site faculty, and community physicians.  The visiting professor spends 1-2 days at the site to give lectures, see patients around whom teaching is done, and meet with community physicians and health care team members.  

Importantly, the legislatures from the 5 participating states fund “seats” for their students in each incoming class.  This allows each state to have a guaranteed number of students from their state who have an opportunity to attend the University of Washington School of Medicine.  

For additional information, www.uwmedicine.org/education/wwami.

A number of innovative training programs have been developed to educate pediatric residents about the medical home from a parent’s perspective.  Five of these are featured below.  

· Families and Residents Educational Experience (FREE):  FREE is a collaborative effort between the Department of Pediatrics at the University of South Carolina’s School of Medicine and Family Connections of South Carolina, a family support network for families whose children have developmental delays, disabilities, and other chronic conditions.  Each resident is matched with a teaching family.  Over the course of the 3 years of residency training, families share their experiences and at least 3 home visits are made.  Discussion sessions and community visits are also part of the training.  Participating families are recruited, trained, and followed by project staff.  The state’s Medical Home Team also provides medical home materials to support pediatric residency training efforts. 

· Families-as-Teachers:  This training program, which also involves home visits for 3-6 hours, is a required component of residency training at the University of Washington’s Children’s Hospital and Regional Medical Center.  “In the comfort and relaxed atmosphere of their homes, families can tell their story, talk candidly about the special challenges they face, and reflect openly and honestly on their experiences with health care professionals.”  Many families include the resident in their typical family routines, such as after-school schedules or family meals.  In a follow-up meeting with the program coordinator, each resident reflects on the experience in a more focused way.

· Medical College of Wisconsin’s Special Needs Rotation:  This collaborative effort between health care providers and families allows pediatric residents into families’ homes to “share their challenges, rewards, beliefs, hopes, and perspectives to have a glimpse into their reality.”  It also involves residents attending various clinics, including the pediatric extended clinic and the trach-vent clinic, PT/ST/OT therapies, a school visit, special-needs team meeting, and meeting with care coordinators.

· Project DOCC (Delivery of Chronic Care):  This residency training project also brings doctors out of the hospital and into the home to learn first hand how families manage the ongoing care needs of their chronically ill children. Project DOCC is now part of the training of over 800 medical residents at 20 hospitals in the US and Australia. In addition, Project DOCC has trained hundreds of family members to act as “family faculty.” Developed and conducted by parents, this residency training project consists of a combination of home visits, parent interviews, and grand rounds presentations, PROJECT DOCC is integrated into an existing rotation (e.g., general pediatrics or internal medicine). It has also developed new programs pertaining to transition from pediatric to adult health care systems and also for the management of genetic diseases.  Project DOCC’s central office provides initial training to launch the program and continuing technical assistance to members of the hospital team.  

· UCLA’s Medical Home Residency Training Program:  Based at UCLA and the Mattel Children’s Hospital, this resident education program consists of formal lectures and seminars as well as teaching in the continuity clinics.  The medical home program enrolls children with multiple chronic conditions who require substantial service coordination.  Through the medical home program, each family is assigned a family liaison/medical home coordinator who facilitates access.  All medical home appointments are double the standard length of time, and all of the child’s documentation and materials are marked with a medical home logo.  The resident training program is for categorical residents who are planning to be subspecialists, not the community health residents who already receive significant community exposure.  Medical home principles are part of the residents’ educational curriculum as is routine exposure to community service leaders, regional center directors, and allied health directors.  Each resident has between 2-6 medical home patients and is directly involved with making the medical home work.  

For more information about pediatric medical home residency training models, please refer to the AAP’s medical home website: www.medicalhomeinfo.org.

The AAP’s Community Pediatrics Training Initiative (CPTI) and the Community Access to Child Health (CATCH) Programs, funded by the Dyson Foundation and the Maternal and Child Health Bureau, are supporting training programs to engage residents in community-based initiatives that increase access to medical homes or other essential services not otherwise available to children.  Among these programs are:

· Children’s Hospital at Albany Medical Center:  Residents and case manager’s work together to connect children in homeless centers in order to obtain a medical home and other needed services.
· Children’s National Medical Center:  Residents receive a longitudinal experience aimed at increasing their knowledge about Early Head Start.
· Michigan State University:  Child psychiatry fellows work with pediatric residents at the residency continuity clinic to create a medical home for children with behavior and mental health conditions. 
· Tripler Army Medical Center.  Residents work with a community health nurse or clinical social worker to conduct home-based well child examinations.
· University of Chicago:  Residents participate in home visits with case managers and are involved in participatory learning sessions while accompanying parents seeking social support services.
· University of Connecticut:  Residents partner with Connecticut Family Voices to establish a family advisory group to guide health care delivery efforts.  Also residents work with families and staff to address the quality of care in the medical home.
· Vanderbilt University:  Through educational sessions in a local elementary school, involvement in a school clinic, and a community needs assessment, residents identify unmet pediatric needs and develop an advocacy project to address these needs.

For more information, www.medicalhomeinfor.org.

Preparing the Personal Physician for Practice (P4) is a national residency training demonstration program designed to improve graduate medical education of family physicians to offer a personal medical home.  P4 was initiated by the Association of Family Medicine Residency Directors and the American Board of Family Medicine in collaboration with the Family Medicine Residency Review Committee and the American College of Graduate Medical Education, the Research Assistance Program, and TransforMED.  It is governed and managed by a steering committee and an evaluation team has been created to work closely with the residencies and the steering committee to organize assessment strategies. 

Examples of innovations to be tested under this demonstration project include:

· scope and content of training – e.g., enhancements in chronic disease care, differentiation for a particular population;

· length of training – e.g., shortened by incorporation with the 4th year of medical school or with intended future practice sites or lengthened to achieve more breadth or depth of competency;

· place of training – e.g., replacement of traditional family medicine centers with other sites of training;

· structure of training – e.g., the order and timing of training components, processes of instruction and experience; and

· measurement of competency – e.g., use of measures other than length of time, use of simulators.

Fourteen programs were selected in the summer of 2007 to implement innovative ideas in family medicine residency training.  Briefly described below are several of the P4 programs that were selected as part of the national competition.

· Baylor College of Medicine and its Northwest Community Health Center/ Harris County Hospital District:  This project reorders resident training and provides earlier and more frequent experiences in urban community health centers.  Residents are in practice learning teams to develop skills and knowledge to care for patients with chronic illnesses and provide preventive care. Residents also have the option of completing an MPH degree and engaging in community assessment and intervention projects to enhance their understanding of the complex relationship between the health of the individual and community.  Residents may pursue a 4th year with a focus on hospital-based maternity care or international public health.

· Christiana Care Health System:  This program implements a patient-centered curriculum focusing on medical care that occurs outside of the hospital.  Resident physicians follow faculty throughout their training based on a mentoring model.  In addition, residents are able to structure portions of their training to focus on particular areas of interest.  They are also exposed to a variety of ambulatory training sites to help them implement the medical home concept when they enter practice.

· Loma Linda University:  This program has a 4-year curriculum with an integrated MPH program.  The new curriculum gives residents the choice of 2 tracks of care -- Lifestyle Medicine, which focuses on disease prevention through healthy living, or Global Health, teaching doctors to work with underserved patients cross-culturally.  

· Middlesex Hospital:  This program includes 6 additional core rotations beyond the traditional 3-year model: office practice in a new medical home model and 5 tracks of excellence in maternal and child health, geriatrics/palliative medicine, integrative medicine, international/community health, and faculty development.  

· University of Colorado:  This program implements a new curriculum focusing on chronic disease management, cutting-edge information systems, health behavior change, and leadership.  Curricular changes include instituting family medicine intensive teaching blocks preceding first-year hospital rotations, establishing a medical home curricula, and reorganizing the curriculum so that residents experience caring for their own patients during the second half of residency..

· University of Rochester: This program compares 2 approaches to teaching innovative practice models: the first, redesigning one of the 4 existing residency practices within the current practice, and the second, establishing a new teaching “Ideal Micro Practice” (IMP) The IMP is a model developed by the Institute for Healthcare Improvement that is small, with low overhead.  The IMP is located in an inner-city neighborhood to test whether it is a viable model to serve the urban underserved.  Both approaches initially focus on 3 chronic conditions – asthma, diabetes, and depression as well as 3 preventive services (breast, cervical, and colorectal cancer screening).  Residents learn the Model for Improvement (often referred to as the Plan-Do-Study-Act cycle) and develop and implement quality improvement projects.

For more information, www.transformed.com/p4
5.  RESIDENCY REVIEW AND REDESIGN IN PEDIATRICS PROJECT

The Residency Review and Redesign in Pediatrics (R3P) Project, with funding from the American Board of Pediatrics Foundation, recently completed a comprehensive evaluation of pediatric residency education. Based on numerous meetings and also surveys of pediatric residents, subspecialty fellows, generalist and subspecialty practitioners, the R3P Committee identified three goals for achieving change in pediatric residency education: 1) pediatricians should be prepared for diverse careers in the care of children, adolescents, and young adults; 2) pediatric education must provide a continuum of learning beginning in medical school; and 3) pediatricians must close the gap between current optimal outcomes for this age group.
To implement these pediatric education goals, a new organization will be created in 2009, with representatives from the R3P Committee, the Review Committee of the Accreditation Council for Graduate Medical Education (ACGME), the Association of Pediatric program Directors, the Association of Medical School Department Chairs, the Resident Section of the American Academy of Pediatrics, and the American Board of Pediatrics. Proposals will be sought to experiment and evaluate various ways to achieve the three primary goals. Among the strategies that may be employed are ones that reduce fragmentation of educational experiences, including partial elimination of block rotations; encourage self-directed lifelong learning, permit meaningful resident participation in health care teams; encourage use of simulation and computer-based learning; and support faculty development in the measurement of each of the ACGME competencies.

For information, contact M. Douglas Jones, Jr. at Jones.Doug@tchden.org

Combined residency training programs are a relatively new development to prepare pediatricians in 5 years of accelerated fellowship training to care for children with special health care needs. Currently there are 6 such combined pediatric residency programs.

Each specialty and subspecialty program in the combined training program is separately accredited by the Accreditation Council for Graduate Medical Education (ACGME) through its respective review committee.  However, the combined training programs, except for pediatrics – internal medicine, are non-accredited. Combined programs must be sponsored by the same institution to ensure the necessary integration.

The duration of clinical training in each of the combined programs depends on the body of knowledge, technical skills, and longitudinal assessment defined by each subspecialty. Dual certification pathways must demonstrate integration of training and core material and be approved by the Credential Committees of both sub-boards. With respect to research and scholarly activity, candidates must fulfill the requirement in one or both areas of training. Residents who have completed the combined residency programs are eligible for both certifying exams.

· Pediatrics – Emergency Medicine:   The American Board of Pediatrics (ABP) and the American Board of Emergency Medicine established a 5-year combined training program in 1988.  Programs are available at the University of Arizona, Indiana University, and the University of Maryland.

· Pediatrics – Psychiatry/Child and Adolescent Psychiatry Program: The ABP and the American Board of Psychiatry and Neurology established a 5-year combined training program in 1986.  Programs are available at the University of Hawaii, Indiana University, University of Kentucky, Tulane University, Tufts-New England Medical Center, Mount Sinai School of Medicine, Cincinnati Children’s Hospital, University of Pittsburgh, Brown University, and University of Utah.

· Pediatrics – Medical Genetics: The ABP and the American Board of Medical Genetics created a 5-year combined training program in 1996. Programs are available at the University of Alabama, Cedars-Sinai Medical Center/Harbor UCLA, University of California at Irvine, University of Connecticut, Johns Hopkins University, National Human Genome Research Institute/Children’s National Medical Center, Wayne State University/Detroit Medical Center, Washington University, Mount Sinai School of Medicine, Case Western Reserve University/University Hospitals of Cleveland, Cincinnati Children’s Hospital, and University of Texas at Houston.

· Pediatrics – Physical Medicine and Rehabilitation Program:  The ABP and the American Board of Physical Medicine and Rehabilitation, in 1996, approved a combined training program. Programs are available at the University of Colorado, Thomas Jefferson University/DuPont Hospital for Children, University of Buffalo, University of Cincinnati, Temple University, and Virginia Commonwealth University.

· Pediatrics – Dermatology:  The ABP and the American Board of Dermatology established 5-year combined training in 2003. Programs are available at the University of California at San Francisco, Children’s Hospital of Philadelphia, and the University of Texas Medical Branch Hospitals Program.

· Pediatrics – Child Neurology: The ABP and the American Board Psychiatry and Neurology approved a 5-year combined program in 2006. Programs are available at the University of Cincinnati/Cincinnati Children’s Hospital, University of Virginia, University of Medicine and Dentistry of New Jersey, and Baylor College of Medicine.

In addition to these dual pediatric specialty-subspecialty programs, the largest of all the combined programs is the 4-year pediatrics – internal medicine program. Currently there are 79 such programs; sites are listed at www.acgme.org. Pediatrics – Internal Medicine have their own Residency Review Committee and are accredited by the ACGME. 

For information, www.abp.org.

A new 3-year child and adolescent psychiatry training program, called the Post Peds Portal Project was developed for fully trained pediatricians and residents completing their pediatric training beginning in 2008.  The American Council on Graduate Medical Education (ACGME) approved this new abbreviated training pathway to create a “cadre of physicians who will have combined expertise in pediatrics, psychiatry, and child and adolescent psychiatry to enable health care improvement among children with special medical and psychiatric needs.”  This request originated from the American Academy of Child and Adolescent Psychiatry to ACGME as part of its Educational Innovation Project (EIP). 

The EIP allows residency programs to think creatively when developing curriculum for their residents.  Specifically, the EIP seeks 1) to facilitate innovations which integrate medical education, resident educational outcomes, and quality improvement in patient care and 2) to advance competency-based education and outcomes-based assessment.  

Up to 10 new training programs will be authorized to participate, with no more than 2 residents per year for a minimum of 5 years of study.  Each institution must have a general psychiatry and child and adolescent psychiatry training program that are accredited by the Psychiatry Residency Review Committee.  Half of the 3-year program is to be spent on general psychiatry and the other half on child and adolescent psychiatry.  The training experiences must be cohesive and integrated, not a series of rotations among specialties.    To date, 3 programs have been approved: Case Western Reserve University/University Hospitals of Cleveland, Creighton University/University of Nebraska, and Children’s Hospital of Philadelphia.

This pilot will be carefully evaluated to assess whether physicians trained in pediatrics can be effectively trained in both psychiatry and child and adolescent psychiatry in a single, integrated 3-year program.  Each participating program is responsible for monitoring the progress of its residents by assessing competencies in psychiatry and child and adolescent psychiatry throughout training as well as on in-training exams and board certification exams.  They will also be conducted a formal assessment of whether the training constitutes a meaningful pathway for fully trained pediatricians to become child and adolescent psychiatrists.

The Post Peds Portal Project has its historical routes in an older program, started in 1986, called the National Triple Board Residency Program, which allowed residents in a 5-year period to take all 3 board exams in pediatrics, psychiatry, and child and adolescent psychiatry.  

For information, www.aadprt.org/news/pppp.

The Leadership in Neurodevelopmental and Related Disabilities (LEND) Program, funded by the Maternal and Child Health Bureau, provides graduate-level interdisciplinary training support for the care of children with a wide range of neurodevelopmental, metabolic, and genetic disorders, including autism spectrum disorder.  Currently there are 34 programs in 27 states and the District of Columbia.  All LEND programs operate within a university system, usually as part of a university center for excellence, and most have collaborative arrangements with local university hospitals, children’s hospitals, and health care centers.

While each LEND program has its own focus and expertise, all provide interdisciplinary training, have faculty and trainees from a wide range of disciplines, and include parents or family members as paid program participants. The core disciplines include medicine (e.g., pediatrics, developmental-behavioral pediatrics, neurodevelopmental disabilities, child psychiatry, pediatric neurology, medical genetics), nursing, nutrition, physical therapy, occupational therapy, speech-language pathology services, audiology, pediatric dentistry, psychology, social work, genetic counselors, special education, and health administration.  All LEND programs must support a minimum of 7 core faculty from these disciplines plus parents and/or youth consumers.

The training program design, competencies, and curriculum enable health professionals to acquire knowledge and skills in all aspects of neurodevelopmental and related disabilities, including but not limited to social adaptation, genetics, and primary, secondary, and tertiary aspects of prevention.  Training also incorporates the family, community, and school as well as cultural competency and family-centered services, interdisciplinary team skills, leadership skills, and communication skills.  The training program also serves as a continuing medical education resource to local, state, and regional health providers.  The following is a brief summary of 3 LEND programs.

· The University of Oklahoma:  This LEND program creates opportunities for pediatric residents, psychologists, and students from several other disciplines to participate in the Sooner SUCCESS Integrated Systems model, which aims to establish coordinated mental health, social, and education systems in rural and metropolitan regions of Oklahoma.

· The University of Utah:  Utah’s leadership projects have addressed the medical home of children with autism and transition of young adults in special education to post-high school life.  

· The Children’s Hospital of Philadelphia:  As part of its leadership training, fellows can select a project to work on over the course of the training year.  Among the options is working with a Youth Advisory Council, made up of adolescents ages 12-18, who are current or former patients and who  advise the hospital administration and health care professionals regarding patients’ perspectives on programs, policies, and services.
For information, www.aucd.org.


Pediatric Pulmonary Centers (PPC) are interdisciplinary training programs funded by the Maternal and Child Health Bureau to extend specialized care to children with respiratory conditions.  Nationwide 7 PPCs offer training and leadership support for pediatric pulmonary medicine fellows as well as nursing, nutrition, social work, and respiratory care masters trainees.  The pediatric pulmonary medicine fellows complete at least 300 hours of clinical and didactic experience and the master’s degree candidates complete between 40-299 hours.  These 7 programs are located at the University of Alabama at Birmingham, University of Arizona at Tucson, University of Florida at Gainesville, University of New Mexico at Albuquerque, Mount Sinai School of Medicine in NYC, University of Washington at Seattle, and University of Wisconsin at Madison.

The major goals of PPC training are to 1) provide interdisciplinary leadership training for graduate and postgraduate health professionals; 2) provide services to children by facilitating family-centered, culturally appropriate, comprehensive care; 3) pursue basic science and clinical research relevant to pediatric lung disease; 4) provide consultation and technical assistance in planning and implementing pediatric pulmonary services at the local, state, regional, and national levels; and 5) provide relevant regional and national continuing education for health professionals at all levels.  

· Alabama’s PPC  gives pediatric pulmonary residents teaching responsibilities for pediatric residents and medical students.  During the second and third years of training, residents participate in department-wide teaching functions such as Pediatric Grant Rounds and continuing education functions.

· Arizona’s PPC provides training in working with culturally diverse families at outreach clinics and in delivering family-centered care at cystic fibrosis clinics.

· Florida’s PPC holds an annual conference for continuing education for interdisciplinary care personnel and is also involved in developing a home care program for severe asthmatics to reduce acute hospitalizations and a program to assess and treat pediatric sleep disorders.

· New Mexico’s PPC partners with the University of New Mexico Telehealth program to provide continuing medical education in pulmonary topics to remote sites throughout New Mexico. 

· New York’s Mount Sinai PPC continues to be a leader in collaboration with the state Department of Health helping to develop asthma interventions. 

· Washington’s PPC developed national guidelines for the prevention of respiratory syncytial virus infections among high risk infants with chronic lung disease, and they have also created various educational tools for community-based health professionals. 

· Wisconsin’s PPC started a monthly pediatric asthma clinic in a community health center that serves a medically underserved area, and each year they provide direct clinical services to almost 1,000 children with chronic lung disease using a medical home model of care.  

For information, www.ppc.mchtraining.net.


The American Board of Pediatrics, like other medical specialty boards, uses a 4 part maintenance of certification (MOC) process over a 7-year period.  The 4 parts of the MOC model are evidence of professional standing, lifelong learning and periodic self assessment, cognitive experience, and satisfactory performance in practice.  New changes are being introduced to allow for more flexibility and tailoring to individual practice, which will be fully operational by 2010.  These new changes will also evaluate on a continual basis the general competencies considered necessary to deliver quality care.  

For MOC in general pediatrics, in addition to verification of credentials, evidence of lifelong learning and self assessment will be based on 2 internet-based self assessment exercises: the first is a knowledge self- assessment based on 200 multiple choice items or other ABP-approved self assessments, and the second is a decision skills self-assessment based on a 50 multiple choice items from patient cases. Evidence of cognitive expertise is based on a 200 question examination.  Evidence of satisfactory performance in practice includes patient surveys about participants’ interpersonal and communication skills and professionalism and a practice performance component.  Currently, eQIPP is the only approved program for this requirement. (See next entry for a description of eQIPP.)
For MOC in pediatric subspecialties, evidence of lifelong learning and periodic self assessment will be demonstrated by completing approved literature-based self- assessments relevant to current advances.  Evidence of cognitive expertise will be based on an examination on content related to the daily practice of the subspecialty.  Evidence of satisfactory performance in practice will be based on quality improvement issues for pediatric subspecialties.  This latter component will consist of peer and patient surveys and quality improvement exercises that are currently under development.
In 2010, MOC is being modified to allow the process to be more continuous and flexible. A variety of modules will be available to choose from to fulfill the requirements for demonstrating evidence of a commitment to life long learning and satisfactory performance in practice, both of which will be on a 5 year cycle rather than the current 7 year cycle. The secure examination requirement will be extended to 10 years given that the rest of the MOC process will be significantly more continuous.
For information, www.abp.org.

Education in Quality Improvement for Pediatric Practice (eQIPP) is a web-based continuing medical education quality improvement program that enables general pediatricians and pediatric subspecialists to assess and improve their quality of care.  Sponsored by the American Academy of Pediatrics, The eQIPP course modules include clinical topic-specific education and quality improvement, performance measurement and feedback, interactive case scenarios, resource areas that include key articles, downloadable tools and improvement strategies, relevant patient/family education materials, and an on-line learning community.   

Course modules have been developed for the general pediatrician in asthma, attention deficit hyperactivity disorder, and nutritional assessment for the healthy and chronically ill child.  Future topics include a revised asthma course, immunizations, gastroesophogeal reflux disease, and Bright Futures.

Module course activities take place over a 9 to12-month period and consist of 4 units, which vary in length from 20 minutes to 2 hours.  Twenty CME credits are given for completion of an entire course module.  eQIPP can also be used to fulfill the American Board of Pediatrics’ Maintenance of Certification requirements pertaining to performance in practice. 

Within each eQIPP course module, there are 4 units.  The first unit addresses practice assessment, which involves conducting an offline chart review to examine the physician’s current practice in treating a specific condition (e.g., asthma).  The second unit addresses treatment of the patient. A condition management plan is developed, which focuses on classifications of severity and on the steps to diagnose, treat, and manage the condition.  The third unit addresses the development of an action plan.  The physician reviews techniques for implementing processes to better care for their chronically ill patients and families, and the physician engages in a plan, implement, and evaluate change process to adopt quality improvements.  The fourth unit addresses next steps for the practice.  The chart review data submitted are reviewed and guidance for interpretation is provided with the aim of the physician identifying a new goal to better care the patient. The chart review allows participants to receive immediate feedback about their own performance, with national, regional, and state peer comparison as well as benchmarking against best practices.  Chart reviews also help physicians to develop a habit of measurement as a routine part of caring for patients.

For information, www.eqipp.org.


TransforMED is a non-profit practice re-design initiative of the American Academy of Family Physicians.  Established in 2005, TransforMED provides ongoing consultation and support to physicians interested in transforming their practices based on the personal medical home model of care.  

The initial focus of TransforMED has been to develop, implement, and evaluate a national demonstration project in 36 family medicine practices of various sizes across the US. This 2-year national demonstration project was launched in 2006 to provide an objective examination of how implementing the new model of care can impact patient satisfaction, quality of care, and practice efficiency and economics.   

The TransforMED model of care has the following core components:

· personal medical home, ensuring access to comprehensive, integrated care through an ongoing relationship;

· patient-centered care, encouraging active consumer and family participation; 

· team care, involving a multidisciplinary team approach to care;

· elimination of access barriers through implementation of open scheduling, expanded office hours, and other convenient communication options;

· advanced database information systems, including electronic medical records, to provide effective clinical care and practice administration, patient communication, and networking with other practices;

· re-designed, more functional offices to meet patients’ needs, accommodate innovative work processes, and ensure convenience, comfort, and efficiency;

· integrated, whole person orientation through alliances with health and related services or organizations;

· care provided within a culturally sensitive, community-oriented population perspective;

· emphasis on quality of care and patient safety, including implementation of improvement strategies;

· enhanced financial operating efficiencies and new revenue streams; and

· commitment to providing a full set of services either directly or indirectly through established relationships with other clinicians.  

Each of the 36 practices has been randomly assigned to either a facilitated or self-directed practice.  Practices in the facilitated group are receiving support throughout the duration of the project from practice redesign experts and are participating in an ongoing collaborative learning process with other facilitated practices to encourage the sharing of best practices.  Practices in the self-directed group are only provided access to practice improvement tools and services. 

The Center for Research in Family Medicine and Primary Care is overseeing the evaluation of the national demonstration project.  The Center is a consortium of Case Western Reserve University, Robert Wood Johnson Medical School, Lehigh Valley Hospital, University of Texas Health Science Center, and the University of Colorado.  

Source:  www.tranformed.com

The National Initiative on Children’s Healthcare Quality (NICHQ) is a national organization whose mission is to improve the quality of health care provided to children, youth, and families.  NICHQ, working with nationally recognized experts, employs a combination of teaching and program approaches to implement new approaches to care, demonstrate their effectiveness, and accelerate widespread adoption.  These approaches include collaborative learning, public events, and training and technical assistance.  NICHQ has created practical tools, change packages, measures, and resources for clinicians, consumers, and policymakers.  Incubated through the Institute for Healthcare Improvement (IHI), NICHQ’s home office is based in Cambridge, Massachusetts with staff across the nation.

NICHQ was founded in 1999 and has undertaken numerous change projects in the areas of asthma, diabetes, attention deficit hyperactivity disorder, cystic fibrosis, hearing loss, epilepsy, obesity, and prevention.  It has also taken a leadership role with Federal and State Title V Programs for Children with Special Health Care Needs to advance the statewide spread of medical home and co-management relationships between primary and specialty care.  In 2006, NICHQ identified 4 major areas to improve health outcomes for children: 1) prevention of childhood obesity; 2) promoting evidence-based, family-centered care for children with chronic physical and mental health conditions; 3) eliminating harm from children’s health care; and 4) promoting equity in care and outcomes for all children.

The primary training model applied by NICHQ is the Breakthrough Series (BTS) model developed by the Institute for Healthcare Improvement.  Its aim is to fill the gap between available scientific knowledge and best practices and what is being implemented.  The key elements of BTS are:

· early planning and organization typically involving an expert meeting, planning group meeting, collaborative staffing, and the development of a charter;

· change model, defining the framework and change concepts, applying the Model for Improvement, and developing the measurement strategy.  The Model for Improvement involves planning for changes, implementing small changes, analyzing the changes, and continuing to refine until the final change is integrated and working successfully (referred to as the Plan, Do, Study, Act cycle);

· engaging teams;

· learning sessions and action periods; and

· spread and dissemination.

In 2006, NICHQ launched the Childhood Obesity Action Network with more than 40 health care organizations and 600 health professionals with the aim of rapidly sharing knowledge and successful practices.  Using a web-based national approach, NICHQ is the “go to” source for the health care provider community for resources, connections, policy information, and quality information efforts addressing the childhood obesity epidemic.  One of its first products is an Obesity Recommendations Implementation Guide, which provides recommendations and practice tools that can be used for obesity prevention at well child visits, treatment, and community-based prevention and treatment.  In addition, NICHQ’s Action Network is offering scheduled calls with national experts and creating a comprehensive database of best practices; a listserv, discussion board, and special interest groups; a quarterly newsletter; state obesity fact sheets; and access, process, and outcome measures online to evaluate progress.

For information, www.nichq.org.


The ICARE Partnership is a statewide educational, practice, and policy initiative involving public and private stakeholders committed to creating Integrated, Collaborative, Accessible, Respectful, and Evidence-based care for North Carolinians.  Launched in November 2006, its goals are:

· to improve patient outcomes by increasing collaboration and communication between primary care and mental health (MH), developmental disabilities (DD), and substance abuse service (SAS) providers, and 

· to increase primary care physicians’ capacity to provide evidence-based behavioral health services to their patients and the capacity of MH/DD/SAS providers to screen and refer for physical illnesses. 

The ICARE training component is referred to as the Statewide Education and Assistance Project.  A combination of approaches is being used.  To begin with, educational and technical assistance needs were assessed through a series of focus groups.  Based on these results, a range of provider training opportunities are being offered, including centralized and regional workshops, web-based conferences and resources, and practice-based training and technical assistance. A clinical consultation service is under development, as well.  Training collaborators include the NC Area Health Education Center, the NC Academy of Family Physicians, and the NC Association of Psychiatry.  ICARE’s website serves as a clearinghouse of information on integrated care.  

Practice-based tools are available on several topics, including, for example, office approaches to adolescent substance abuse and identifying and addressing pediatric depression. An on-line CE/CME is available on managing crisis patients in the primary care setting, and a web-based conference is available on what primary care providers need to know about mental health issues facing returning military service members and families. 

The ICARE practice component is called the Local Model Development Project, which includes 4 regional pilot projects. Each involves a common organizational approach bringing together primary care practices in one to three counties and co-locating mental health providers.  Local projects vary regarding the target population and the area of collaboration.  For example, the Eastern Pilot is focusing on child and adult patients with anxiety and ADHD; the Western Pilot is focusing on Medicaid enrollees with severe  mental illness; the North Central Pilot is targeting rural patients with the aim of early recognition and treatment of substance abuse problems; and the South Eastern Pilot is focused on linking patients using the mental health system with a medical home and improving the crisis management with local hospital and mobile crisis team. 

Each of the pilots is following disease-specific protocols and is being monitored to improve compliance. The model supporting integrated and coordinated systems is the “Four Quadrant Model.”  It describes subsets of the population that integrated care intends to serve.  (Quadrant 1 = individuals with low behavioral health risk and low physical health risk.  Quadrant 2 = high behavioral health risk and low physical health risk. Quadrant 3 = low behavioral health risk and high physical health risk.  Quadrant 4 = high behavioral health risk and high physical health risk.)  Pre and post surveys will assess clinicians’ willingness and ability to screen and refer.  Patient satisfaction will be measured at the initial intervention and again at 3 and 6 months. Additional evaluation components of project-specific outcomes and process measures are under development. Each regional pilot has a local advisory group charged with oversight of the project and improved communications with key contacts.

The policy component of ICARE, called the Process and Policy Change Project, has as its aim to remove barriers and promote implementation of integrated care. Key process and policy change targets have been identified and are being tracked.  

A broad coalition of partners provides leadership on the ICARE advisory group:

Autism Society of NC, Duke Department of Psychiatry, the Governor’s Institute on Alcohol and Substance Abuse, the Governor’s Office, NC Academy of Family Physicians, NC Area Health Education Centers, NC Chapter of the National Alliance of Social Work, NC Council of Community Programs, NC Department of Health and Human Services (the Division of Medical Assistance, the Division of MH/DD/SAS, the Office of Rural Health and Community Care), the North Carolina Foundation for Advanced Health Programs), North Carolina Pediatric Society, North Carolina Psychiatric Association, North Carolina Psychological Association, School Psychological Association, and Wake Forest University Health Sciences Department of Pediatrics.

Six funding partners are supporting this statewide initiative: The Duke Endowment, Kate B. Reynolds Charitable Trust, AstraZeneca, NC Area Health Education Centers, NC Dept. of Health and Human Services, and the NC Foundation for Advanced Health Programs.

For information, www.icarenc.org

The goal of the Harvard Macy Institute’s Program for Educators in the Health Professions is to enhance the abilities of physicians, nurses, basic scientists, and other faculty as educators, leaders, and managers to undertake major curricular reforms. Each participant pursues a focused institutional project that addresses the challenges facing their home institution.     

The program is divided into 2 sessions in residence at Harvard: an 11-day winter session and a 6-day spring session.  When scholars leave the winter session, they are linked to program faculty who follow the progress of projects between sessions.  During the spring session, the scholars report on the development of their projects, analyze their experiences, and formulate new strategies for their institutions.  The 5 major areas of focus are on learning and teaching, curriculum development, evaluation and assessment, faculty development, and information technology.

The Harvard Macy Institute program has a major focus on experiential learning and action planning.  Each attendee becomes part of a project team that collaborates on its members’ institutional projects.  Learning formats during the program include whole-group presentations, interactive exercises, case-based learning, observations, and reflective use of journals, panel discussions with leaders in the field, online learning, and discussion in large and small groups.  

The program is designed for 55 health care professionals who wish to become more knowledgeable as educators and more skillful as institutional leaders.  Priority is given to those in mid-career.  Participants must have prior support for their project ideas within their department or institution.

For information, www.harvardmacy.org.

The Executive Leadership in Academic Medicine (ELAM) Program for Women is a competitive fellowship program that helps prepare between 40 to 50 mid-career women faculty at academic health centers for leadership roles.  Established in 1995, ELAM is sponsored by the Institute for Women’s Health and Leadership at Drexel University’s College of Medicine.  

ELAM aims to increase the number of women in senior positions at medical and dental schools through an intensive one-year program of leadership training and extensive mentoring and networking.  This program consists of 2 week-long sessions of intensive study in Philadelphia, attendance at the Association of American Medical Colleges’ annual meeting, independent assignments, and an institutional project conducted between the fall and spring sessions.  ELAM offers in-depth case analyses, small group interactions, and contact with women currently in leadership roles.

For information, www.drexelmed.edu/elam
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