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Chair in the Corner
By Brian Kan, MD, FAAP

At the conclusion of this year’s American Academy of Pediatrics
(AAP) National Conference and Exhibition (NCE), Dr. J Thomas
(“Tommy”) Cross will be taking over leadership of the Section. 1 will
be transitioning into the immediate past-chair position. Rotating
off of the executive committee will be Dr. John Chamberlain. Dr.
Chamberlain is the Section’s inaugural chair and founder who has
served approximately fifteen years with the Section. Dr.
Chamberlain was the driving force in founding the Section. In
addition, Dr. Chamberlain chaired the Section for its first six years,
recruited his congress member to introduce and pass the legisla-
tion that preserved GME funding for Med-Peds residency training,
and he authored the Med-Peds Job Search frequently asked ques-
tion (FAQ) guide. Dr. Cross has served as president of the Med-Peds
Program Director’s Association and he is currently an executive
with MedStudy. With his wealth of experience, I’'m sure Dr. Cross
will provide good leadership for the Section.

Around the time the Section was started, First Lady Hillary Clinton
was leading a major effort to reform our health care system.

Continued on page 2
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Chair in the Corner continued from page 1

Managed care was being touted as a solution to fractured our health care system. Due to a decease in popu-
larity among U.S. medical students, leaders in academic medicine felt that primary care was “in crisis.”
Hospital systems were consolidating and expanded including many new for-profit and non-profit systems, and
many hospital systems developed primary care practice groups. Major research themes included the decade
of the brain and the human genome project.

Interestingly, many of these themes are still being discussed. Health care reform is a major topic of debate our
upcoming presidential election. The role of managed care in providing the best and most efficient health care
continues to be debated. And with alooming physician shortage, primary care remains “in crisis.” New themes
that have arisen include bioterrorism and disaster preparedness; “hospitalists” as a style of physician practice;
pay for performance; preventing errors in medical care; and the creation of specialty hospitals and ambula-
tory surgery centers.

The Section’s membership is growing once again. Early data from the American College of Physicians (ACP)
suggests that Med-Peds physicians maintain their ACP membership at rates equal-to or greater-than general
internists. This data allows us to continue to provide discounts to dual members of the AAP and ACP who do
not qualify for other discounts such as the recent graduate discount.

In the last few years, we’ve established standing committees within the Med-Peds Section.
The Section’s committees include academics, membership, program planning, publications, Med-Peds prac-
tice and students/residents/young physicians. Our educational programs have continued to focus on Med-
Peds practice issues including getting started, work-life balance and staying current. To continue to evolve these
topics and keep them fresh, we’ve begun to rotate topics and speakers. An exciting development is the approval
by the AAP for an expanded Med-Peds program for the 2009 NCE. Our 2009 theme will be to celebrate the 40t
birthday of Med-Peds! Our publications committee is working on revising the Section’s website. Our new web-
site (http://www.aap.org/sections/med-peds) should be “live” by the time you receive this newsletter. Our
Practice committee is busy organizing itself around Med-Peds hospitalists, primary care practitioners, subspe-
cialties and special niches. Our Students/Residents/Young physicians committee is busy revising two of our
mayjor resource guides: Med-Peds 101 and the Med-Peds Job Search FAQ. Beginning at this year’s NCE, they’ve
organized a clinical case poster competition for Med-Peds residents.

Serving on the Section’s executive committee has been fabulous. | get a chance to work with a great group of
Med-Peds physicians — both our exec committee and our general membership. In addition, it’s provided me
with many, many opportunities for personal and professional growth. I’'m looking forward to my new role as
the immediate past-chair and I’'m sure both Dr. Chamberlain and | will continue to be actively involved in
Section activities. | hope to see you at an AAP or ACP meeting in the coming years.

Update Your Personal Profile

An important service is available on the AAP Member Center. A Personal Profile has been added to pro-
vide you with an opportunity to view and update your contact information, demographic, and subspe-
cialty information. Simply enter the changes into the form and our database will be updated the following
day.

The online Member Directory should be your primary resource to locate colleagues. Physician Referral
Service (PRS) should be used for patient referrals. These resources have the most accurate, up-to-the
minute contact information available.

With these new changes and enhancements, we believe we can further improve service to members and
the public. However, it is also an important time for our members to check their address and demographic
information for accuracy. Please take the time to visit the Member Center and click on “Update Contact
Information”. If you prefer to contact us by phone or e-mail, you can call 866/ THE-AAP1, or send an email
to membership@aap.org.
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Transitioning Health Care With No Place To Go

A 19-year-old female with learn-
ing disabilities and cerebral palsy
is told by the special health care
needs pediatric subspecialist at
achildren’s hospital that she will
need to continue her health care
inan adult health care setting. In
essence she has aged out of the
pediatric health care system. She
is told by the pediatric subspe-
cialist that her pediatrician will
need to help her and her family
find adult health care providers.

She had not seen her pediatrician
in a couple of years, so when her
mother calls to make an appoint-
ment, she was informed that she
couldn’t schedule the visit
because her daughter was too
old. The pediatrician’s office
gives the mother recommenda-
tions for some adult health care
physicians in her area of town but
when she calls to schedule an
appointment none of the physi-
cians accept Medicaid.

The patient’s mother finds a
physician after an exhaustive
search of the telephone book who
accepts Medicaid but when the
time comes for the visit, the adult
health care physician tells the
mother that her daughter’s care
istoo labor intensive and he isn't
prepared to care for some one
with cerebral palsy who is in a
wheelchair. He informs the
mother that he isn’t familiar with
the paperwork requirements for
getting certain needed medical
equipment nor does he know any
orthopedic surgeons or adult
physical medicine and rehabili-
tative doctors who would take
their Medicaid.

During the time of searching for
a physician, the patient’s wheel-
chair breaks; the family can’'t get
it fixed due to the need for a
physician’s signature on the
order and consequently the
patient starts to miss school. The

By Cynthia Peacock, MD, FAAP

patient becomes depressed due
to her inability to go to school
everyday and now has stopped
eating. To add to the patient’s
mother’s anguish, she finds out
that her daughter will lose some
of her Medicaid benefits, specifi-
cally nursing care services when
she turns 21 years old and is
switched to the adult Medicaid
system. The patient becomes
dehydrated and develops pneu-
monia; she ends up back at the
emergency room of the children’s
hospital. The emergency room
doctors question the mother as
to why the patient hasn’t been
receiving health care.

Everyyearinthe U.S. halfamillion
adolescent/young adults with
childhood ilinesses or disabilities
are transferred to an adult health
care system that is not prepared
for them. Lack of adult health care
providers interested in this popu-
lation of patients is a large obsta-
cleand provides even abigger gap
in today’s health care system.

There seems to be a general con-
sensus among pediatricians that
pediatric facilities will not be able
to and should not be required to
treat adults with chronic illnesses
diagnosed during childhood.
Doctors, nurses and other health
care professionals who deliver
care to adult patients have limited
experience in managing what has
historically been chronic condi-
tions of childhood despite the fact
that presently over 90% of these
patients will survive beyond their
20t birthday. Changes in health
care insurance, lack of the educa-
tion systems ability to prepare
them for employment and inclu-
sion into society are just more
examples of hurdles these adoles-
cents/young adults are con-
fronted with.

In 2001, there was a unified con-
sensus by the ACP, AAP and the
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AAFP that adolescents and young
adults with chronic illnesses need
appropriate transitioning of their
health care from pediatrics to the
adult health care system. Many
illnesses previously confined to
childhood, must now be thought
of as disease that begins in child-
hood and continues into adult life.
The numbers of children and ado-
lescents with chronic medical
conditions has increased in the
last twenty years primarily due to
the advancements in medical sci-
ences.

Congenital heart disease, cystic
fibrosis, spina bifida, autism and
sickle cell disease are just some
examples of chronic illnesses or
disabilities that children are not
only surviving but thriving well
into adulthood. While advancesin
medicine have increased the lifes-
pan of these individuals, health-
care providers are hesitant to care
for adolescent patients with com-
plicated healthcare issues who are
frequently underinsured and even
uninsured.

A recent article in Archives of
Pediatric Adolescent Medicine
(2006;160:178-182) found unin-
sured is as common for young
adults with disabling chronic con-
ditions as for those without dis-
abilities. Additionally the care
requirements for this population
is time-consuming and often
complicated by substance abuse
or mental health problems.

Many of these patients who have
reached the age of 21 are suddenly
no longer eligible to receive
Medicaid or other government
sponsored services or they
encounter numerous barriers to
receiving care with the limited
healthcare resources they have. As
aresult, they tend to have the low-
est primary care utilization rate of
any age group, instead using the

Continued on page 4



Transitioning Health Care With No Place To GO continued from page 3

emergency room as their main or
only source of healthcare.

In 2005, Baylor College of
Medicine opened a Transition
Medicine Clinic. We are able to
train interested primary health
care providers in the specific
expertise needed to deliver age-
appropriate health care services
to adolescents and young adults
with chronic disease or disabili-
ties of childhood. Staff physicians
are trained in both internal medi-
cine and pediatrics and thus are
particularly well equipped to help
this patient population. The clinic
has gained insight into the strug-
gles and challenges of taking care
of this population of patients. In
summary we have been able to
validate what the recent medical
literature has stated about the
practice of transitioning this spe-
cific group of patients to the adult
health care system:

Transitioning is a process - notan
event - and should start early. The
preteen period is a perfect time to
start the process. The adolescent
or young adult must be made
ready for the transition, not only
should the patient (and/or their
family) be knowledgeable about

their disease process but should
have it summarized to facilitate a
smooth transition to an adult
health care provider.

There should be collaboration
between pediatric and adult
health care providers. Pedia-
tricians must actively search out
adult health care providers in their
community that they can work
with to transition this population
of patients. If they are in an aca-
demic setting, they must petition
the pediatric and medicine
department chairs of the develop-
ing need for physicians to care for
these patients.

Transition Medicine is a practice
and developing body of knowl-
edge that needs support and infra-
structure. Transition Medicine
Clinics need to exist so that adult
health care providers can better
understand the health care con-
cerns of this group of patients, to
develop practice guidelines for the
adult care of specific childhood
diseases, and to continue to help
advocacy for this population of
patients.

Transition Health Care needs

national recognition so that this
group of patients have uninter-
rupted health care coverage. Both
health care providers and families
have to be advocates for this pop-
ulation of patients and work with
local, state and national govern-
ments to ensure that they con-
tinue to get adequate health care
coverage which also includes
appropriate reimbursement of
medical care for their physicians.
More healthcare providers are
needed to be trained in the expert-
ise that is required to care for this
population of patients. Med-Peds
doctors are the ideal physician but
presently there aren’t enough pro-
grams in the United States to
accomplish thisgoal. Itisgoingto
take elaborate funding mecha-
nisms that will need to be
addressed both at the state and
national level to assist medical
schools and graduate medical
education departments to train
young physicians to care for this
group of patients. Additionally
mental health care workers, psy-
chologists, social workers and
nurseswill also need to be trained
on the specific health care con-
cerns of this population of
patients.

Hertz.

packages.

The Academy Travel Office is here to serve your travel needs
Monday thru Friday from 8:00am till 4:30pm CST. Receive air
discounts to AAP meetings and car discounts through Avis and

We also offer reservations through RESX on line, for those who
prefer to book their own travel. If taking a vacation is what you are
looking for then contact Elizabeth Harrison for air, cruises or land

Our toll free number is 888-227-1772.

Did You Know?
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The Quality Improvement Innovation Network (QulIN)

QuIIN Mission

The QuIIN was established in 2005 to further enhance the Academy’s
efforts of transferring evidence based medicine into the daily routine
of practice. In this effort, a network of practicing pediatricians and their
staff teams have organized to improve the healthcare and outcomes
for children and their families by volunteering to test new and revised
tools, interventions and strategies identified to implement evidence
into practice. This network provides “real-world laboratories” using the
science of quality improvement to implement and test interventions
that in the end, provide the pediatrician with tested tools to improve
care.

QulIN

Quality Improvement
Innovation Network
A program of the Amencan Acadenty of Pediatrics

QulIN Pilot Improvement Project

In 2007-2008, QulIN members and their staff participated in Safe and Healthy Beginnings, an improvement
project conducted by the QulIN in partnership with the Center for Health Care Quality (CHCQ) at Cincinnati
Children’s Hospital Medical Center and funded by the AAP, McNeil Consumer Healthcare, and the Centers for
Research and Education in Therapeutics (CERTS). This improvement project was designed to ensure a safe and
healthy beginning for all newborns by testing measures, strategies, and tools based on the three key aspects
(ABC's) of the AAP’s revised hyperbilirubinemia guidelines (Pediatrics. 2004;114:297-316):

Assessment of risk for severe hyperbilirubinemia prior to hospital discharge
Breastfeeding support
Care coordination between the nursery and primary care

Project Methodology

For this project, 22 clinical teams from the QulIN (ten newborn nurseries and twelve primary care practices)
came together in a face-to-face session to learn about the interventions themselves and the quality improve-
ment methods needed to implement a nd test these changes. Quality improvement methods included provid-
ing practices with knowledge on the Model for Improvement, a QI method which 1) assists the physician in
clarifying what they are trying to accomplish; 2) how to determine if the intervention or change to the inter-
vention is an improvement; and 3) what changes can be made that would result in improvement. In order to
achieve the aims each team set, teams learned about rapid-cycle testing (Plan, Do, Study, Act (PDSA) as well
as the use of run charts in reporting and analyzing the data during the testing cycle. Safe and Healthy Beginnings
teams implemented the interventions, made adjustments accordingly, and collected data on these improve-
ments over a period of 5 months.

Project Results

The end result of this improvement project will be Safe and Healthy Beginnings: A Resource Toolkit for Hospitals
and Physicians’ Offices, a set of resources tested by the pediatrician, for the pediatrician, in delivering care for
the newborn. The Joint Commission and Child Health Corporation of America have endorsed this toolkit. The
Safe and Healthy Beginnings Toolkit is anticipated for release at the AAP 2008 National Conference and
Exhibition. In addition, the specific data results and conclusions for this project are anticipated for publica-
tion at a later date.

Project Participants

Physician participants for Safe and Healthy Beginnings have the potential of earning credit towards American
Board of Pediatrics (ABP) Part Four Maintenance of Certification for their participation in this, and future, QulIN
ABP approved projects. In addition, the QulIN would like to recognize these physicians and their staff who vol-
unteered their time and ideas for the first of what we hope to be many projects designed to improve care for
children.

Florida: Atlantic Coast Pediatrics and Cape Canaveral Hospital (Merritt Island)
Illinois: Loyola University Medical Center (Maywood);

Indiana. Jeffersonville Pediatrics and Clark Memorial Hospital (Jeffersonville); Tippecanoe Community Healthy
Continued on page 6
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The Quality Improvement Innovation Network (QulIN) continued from page 5
Clinic and Lafayette Home Hospital-Greater Lafayette Health Services (Lafayette)

New York: Long Island City Community Pediatrics, Resident Group Practice at Helmsley Tower 5, and NY
Presbyterian Hospital-Kkomansky Center for Children’s Health (New York)

North Carolina: Sandhills Pediatrics and Moore Regional Hospital (Southern Pines)
Ohio: Oxford Pediatrics and Adolescents and McCullough Hyde Memorial Hospital (Oxford)
Pennsylvania: Roseville Pediatrics/LGMG (Lancaster)

Texas: Lyndon B. Johnson Hospital Pediatric Clinic and LBJ General Hospital Well Baby Nursery (Houston); FM
1960 Cypresswood (Spring)

Wisconsin: Aspirus Doctors Clinic and Riverview Hospital (Wisconsin Rapids)
Utah: Utah Valley Pediatrics and American Fork Hospital (American Fork)
For information on quality improvement or how you can become more involved in quality improvement efforts,

visit or email QulIN staff at quiin@aap.org

Programming Update
By J. Thomas Cross Jr. MD, FAAP

If you are attending the AAP’s National Conference and Exhibition in Boston this year, | hope that you can
attend the 2008 Med-Peds Section Program entitled, “Pediatrician: Heal Thyself, Treat Thyself?”
Pediatricians and Med-Peds physicians spend their lives dedicated to the healthcare of others, but rarely
consider their own healthcare needs. As adult healthcare providers, Med-Peds physicians are attuned to
the issues facing pediatricians in their stressful careers as we age from residents to retirees. A large num-
ber of physicians “self-treat” themselves for a variety of diseases from bronchitis to back pain. What are
the issues surrounding this and what can pediatricians and med-peds physicians do to improve and meet
their own healthcare needs?

To answer these questions, we will present a forum presentation on Sunday, October 12 starting at 1:30
pm at the Marriott Hotel-Suffolk room. The presenters will begin with a discussion of “doctors as patients”
and the important issue facing all of us of “Stress, Burnout, and Our Health.” There will then be 2 hours
of discussion on issues affecting us as we age (gracefully of course!) and will include hypertension, depres-
sion, sexual issues, weight gain, hyperlipidemia, osteoporosis, and communicable diseases that we can
contract from our patients. This will be followed by our annual business meeting and then from 5:30 to
7:00 we will have the Med-Peds reception with collegial discussions and mentoring over cocktails and light
hors d’oeuvres. I'm hopeful that you will be able to spend some time with us in Boston.

Also, I'd like you to start planning for the 2009 Med-Peds Section Meeting in Washington, DC at the AAP’s
National Conference and Exhibition tentatively scheduled for Sunday, October 18th. We have already
started planning and preparing for a huge birthday celebration with an expanded program that we hope
will include Med-Peds Residency Class reunions and other activities commemorating 40+ years of Med-
Peds as a discipline. We will be coordinating this celebration with the Med-Peds Program Director’s
Association (MPPDA) and the National Med-Peds Residents Association (NMPRA). Stay-tuned for more
information and we’ll be sending out specifics about this program in early 2009.

We Welcome Contributions to the Newsletter
on Any Topic of Interest to the Pediatric Community

Please submit your idea or article to:
Scott Holliday, MD, FAAP, FACP
at Scott.Holliday@nationwidechildrens.org
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We're Very Excited To Debut Our New Logos:

Pedial | EQIPP

Online Center for Lifelong Learning Helping You Improve Care for Children

~ Take Another Look at these PediaLink courses ~

Pediatric Dermatology Skin Essentials: Newborn Skin Conditions helps pediatricians improve diagnosis and
treatment of skin conditions specific to infants. While the majority of newborn skin conditions are benign, they
may occasionally signify a more serious disorder. Learn about common infant skin conditions and disorders
in this newly revised course.

Childhood Hearing: A Sound Foundation in the Medical Home is designed for practicing pediatricians and other
health professionals who see infants and children and focuses on the early identification of hearing loss, and
promotes the integration of developmental screening and public health screening into the medical home.
Despite great strides in hearing screening, many children are still left undiagnosed, or are misdiagnosed with
behavior or learning disorders before the real problem is discovered.

Blended Learning

What is Blended Learning? Blended learning is a learning event where more than one delivery mode is used
with the objective of optimizing the learning outcome. The focus is enhanced learning experiences for the par-
ticular group of participants, not the mix of delivery modes.

Benefits of Blended Learning:

Improved learning effectiveness

Audience analysis is critical to effectively determining which delivery options will be used to achieve the
objectives. Learning outcomes can be improved by providing a better match between the learning program
offered and how a learner wants to learn that content.

Message consistency

Blended learning with multiple delivery modes offers the opportunity to standardize a particular practice or
reinforce key educational messages by delivering via media rather than relying on multiple faculty to present
the material.

Extended reach
The limitations of any single delivery mode include a failure to reach key participants or transfer critical
knowledge. Blended learning approaches can minimize the factors of location, time, and seating capacity.

Improved instructional effectiveness
The time spent with faculty in face-to-face settings can be maximized by providing prerequisite materials
through alternative media. This creates opportunities to use the time in a live setting more productively.

Extended learning
Blended learning can help prepare participants to come to live, faculty-led events primed and ready to focus
on the content. It also encourages and challenges participants to apply the information in their own practice.

Upcoming Blended Learning Events:
NCE in October 2008 (3 separate sessions): HIV Exposure / Recurrent Infections / Community-Acquired MRSA

DB:PREP® in December 2008 (2 separate sessions): Attention Deficit/Hyperactivity Disorder - Diagnostic
Criteria and Process and Attention Deficit/Hyperactivity Disorder - Differential Diagnosis

NeoPREP® 2009 and Future of Pediatrics February 2009 - more information to come
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ABIM Maintenance of Certification:

Two Physician's Experiences

My Recent Board Re-Certification Experience

The process of board re-certifica-
tion can appear rather daunting. If
one looks at the requirements and
reads themall at once, it looks like
alot of work! The good news is that
the process has been streamlined
and fits with the overall goal of
improving patient care. | recerti-
fied in Internal Medicine this year
and found the experience to be a
positive one.

The internal medicine require-
ments are outlined on the ABIM
website. The most time consum-
ing activity is the practice
improvement module. There are
many PIMs from which to choose.
I did the diabetes self-improve-
ment module, and have been able
to show steady improvement in
measurable parameters. |
changed the way | delivered care
to patients with chronic condi-
tions. | started with a paper reg-
istry and now have an electronic
registry and can tell on areal-time
basis how | am doing with care
delivered to patients with dia-

By Michael Tracy, MD, FACP, FAAP
August 27,2008

betes. The process was very
rewarding, has improved patient
care, and resulted in several hours
of CME credit. Pediatric board
recertification will have similar
requirements. Itis also possible to
submitarequest for your own tai-
lored PIM, which will make it pos-
sible to have a PIM be applicable
to both internal medicine and
pediatrics recertification.

The self-improvement modules
offered by the ABIM have also
improved. When | first started the
process, these were purchased
separately. Now, through cooper-
ation between the ABIM and the
ACP, MKSAP subscribers can get
these for no additional cost. These
modules consist of MKSAP ques-
tions that can be submitted for
CME credit as well. Some of the
internal medicine PIMs are spe-
cialty focused. The last PIM | sub-
mitted consisted of Hospital
Medicine questions.

The final hurdle in the recertifica-

tion process is the exam itself.
There are many board preparation
tools. Developing a reasonable
review schedule over several
months and doing many boards-
style questions is advisable. The
exam itself was actually kind of
fun. The days of the No. 2 pencil
and having to wait for everyone to
finish before starting the next sec-
tion are gone! Security was tight
at the testing center, including
electronic fingerprinting during
all entry and exit to the testing
center.

In summary, internal medicine
board recertification was overall a
positive experience. There is the
potential to measurably improve
delivery of care while receiving
CME credit. | would like to see the
section help develop Practice
Improvement Modules that will
help meet these requirements for
both internal medicine and pedi-
atrics board recertification
requirements.

Maintenance of Certification
for the American Board of Internal Medicine

Well, this is the year — the year my
American Board of Internal
Medicine certification expires and
the year that | must renew. As has
been usual over the last few years,
this is yet another task that | put
off longer than | should have. Now
all that is left is the exam. | will
take it this fall when it is offered.
But | wanted to give those who
have ignored those regular letters
from the ABIM, reminding them

By Scott Holiday, MD, FACP, FAAP

to begin the “Maintenance of
Certification” (MOC) process, a
glimpse at what lies ahead.

Fortunately, the ABIM website is
pretty easy to navigate (www.
abim.org). And, if you'’ve forgot-
ten your ABIM candidate number
(andyour certificate is hanging on
your office wall across town) you
can log in with your social security
number as well. If you have not

created a password yet — you can
use your birthdate — another easy
number to remember.

Once inside your MOC page, you
can track your progress through
the certification process. Your
MOC page shows your completed
MOC modules and allows you to
access them for review again and

again. This page also shows if you
Continued on page 9
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ABIM Maintenance of Certification: Two Physician’s EXxperiences. .. continued from page 8

are registered to take the exam
(and when) as well as exam details
and policies. But I've gotten ahead
of myself. The first thing you must
do is enroll in the MOC program.
The cost is currently $1300 and
that includes the educational
modules as well as the exam fee.
But there isasilver lining for Med-
Peds folks; if you hold another
American Board of Medical
Specialties certification (i.e. your
Pediatrics Board Certification) you
will geta discount! You will need to
provide proof of this other certifi-
cation at time of registration.

With enrollment now complete,
you will be expected to complete
the three components to MOC.
First, your credentials must be ver-
ified. For this step, you must pro-
vide the ABIM with proof that you
hold a valid, unrestricted state
license to practice medicine. Easy
enough. The second step is the
completion of the “self-evalua-
tion” component. For this portion,
you will need to accumulate 100
points through medical knowl-
edge modules and practice
improvement modules. You will
need to get at least 20 points in
each of these areas, then the
remaining 60 points can be
through exercises of your choos-
ing. The American College of
Physicians has also developed
content that may be used for these
self-evaluation exercises. You can
find a list of approved activities
under the “Maintain and renew

your certification” tab, then go to
the “Self-evaluation Overview”
link. The medical knowledge mod-
ules from the ABIM are test-type
questions related to a pertinent
topic. You can go through them
with open books and open notes
and refresh your learning while
you answer the questions. When
you have completed all of the test
questions, you submit your
answers electronically and get
immediate feedback on whether
or notyou passed the module. You
may retry the module until you
pass. Once you have passed the
module, the points you have
earned are logged on your MOC
page. The practice improvement
modules are designed to improve
your clinical practice outcomes.
For these modules, you will need
to do chart reviews for patients
with certain chronic conditions,
assess the target goals and associ-
ated risk factors for those patients.
Once you have gathered that data
from your charts, you will make
an intervention to improve the
outcomes and reduction of associ-
ated risk factors. After some time
with the intervention, you will do
a follow up chart review to see if
you have made outcome improve-
ments. You should note that the
practice improvement modules
take a significant amount of lead
time, as you need to do the chart
review, the intervention and then
another chart review. However,
they can be very rewarding in the

end, improving the care you give
to your patients. | must confess
that | learned a fair amount of
information about some of my
long-term patients — that | either
had forgotten or never knew —just
by spending some extra time look-
ing through the charts at the doc-
umentation!

The final step is the secure exam.
These are one day exams done at
your local (hopefully) computer
testing center. The exam is givenin
the spring and in the fall only —so
plan accordingly. (That is some-
thing I did not do well). There are
three test sections, each given over
a two-hour period. With breaks
and lunch, the testing should last
about eight hours. The ABIM even
gives a “blueprint” for the exam
on the website outlining the per-
cent of questions from different
topics to help guide your prepara-
tion. The listed pass rate from 2007
was 83% and has ranged from 79%
to 86% in recent years. (We
internists LOVE data - the ABIM
knows its target audience!).

Hopefully, this little overview of
Maintenance of Certification will
help you plan and prepare for
recertification. While the process
is a time consuming one - plan-
ning ahead will make it a less
onerous task. Hopefully, | won't be
doing a follow-up article in the
spring about what | SHOULD have
studied more!

The AAP Section on Med-Peds would like to Thank
the American College of Physicians (ACP) for their contribution
to the Section for the Winter newsletter, which is sent to ALL Med-Peds physicians
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2008 NCE Debuts
Med-Peds Clinical Case Competition

For the first time, the Med-Peds Section is having a clinical case competition at the 2008 NCE highlight-
ing clinical cases with a unique Med-Peds perspective. This event is being coordinated by the Medical
Student, Resident, and Young Physician Committees of the AAP’s Section on Med-Peds. The call for cases
was part of the NCEs overall call for abstracts that many sections participate in, although this is the first
time the Med-Peds Section has participated.

Med-Peds residents from around the country submitted dozens of cases. A selection committee made of
David Kaelber, Jagueline Meeks, and Gitanjali Srivastava representing the Med-Peds Section Executive
Committee, Allen Friedland and Michael Aronica from the Med-Peds Program Director’s Association, and
Ken Remy representing the National Med-Peds Residents’ Association choose from among many outstand-
ing submissions. Cases were selected based on their diagnostic and/or therapeutic educational value to
the general Med-Peds physician and the Med-Peds perspective that they brought.

The two winning cases will be presented as posters at the Med-Peds Section Reception of the NCE in
Boston. Look for more details about the winners in the next newsletter after the NCE. Each of the two win-
ning residents is receiving a $500 travel stipend to help off-set their travel costs associated with present-
ing their posters at the reception.

Start thinking about cases for next year. The submission deadline will be in early spring of 2009. We hope
this will be the start of developing a library of “Med-Peds Cases” for the benefit of the Med-Peds commu-
nity. If you have any questions about the Clinical Case Presentation Program, please contact David Kaelber
(dkaelber@aap.net) or Jacqueline Meeks (jacqueline.p.meeks@UTH.TMC.EDU).

The Medical Home
By John K. Chamberlain, MD, FAAP

The American Academy of Pediatrics (AAP) introduced the medical home concept in 1967, initially referring
to a central location for archiving a child’s medical record. In 2002, the AAP expanded the medical home con-
cept to include seven fundamental characteristics: accessible, continuous, comprehensive, family-centered,
coordinated, compassionate, and culturally effective care. A central focus of the AAP’s policy has been the child
with chronic illness and special health care needs. An extensive repertoire of patient and physician resources
devoted to that focus is housed in the National Center of Medical Home Initiatives for Children with Special
Needs. (1) It includes the Medical Home Index, a self-assessment for practices to measure their progress
toward meeting the AAP characteristics of the medical home. (2)

The concept of the medical home was embraced by primary care organizations as US expenditures for health
care grew, the prevalence of chronic disease increased, data and models suggested substantial savings if every
American had a medical home, and the Institute of Medicine pointed out our quality chasm criticizing frag-
mentation of care. In March 2007 the AAP, American College of Physicians, the American Academy of Family
Physicians, and the American Osteopathic Association published the Joint Principles of the Patient-Centered
Medical Home (PCMH). (3) Subsequently endorsed by 13 additional organizations, it has the following char-
acteristics:

» Personal Physician: Each Patient has an ongoing relationship with a personal physician trained to provide
first contact, continuous and comprehensive care.

e Physician-directed Medical Practice: The Personal Physician leads a team of individuals at the practice level
who collectively take responsibility for the ongoing patient care.

e Comprehensive: The personal physician is responsible for providing for all the patient’s health care needs at
all stages of life or taking responsibility for appropriately arranging care with other qualified professionals.

Continued on page 11
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The Medical Home continued from page 10

e Coordination: Care is coordinated and integrated across all domains of the health care system, facilitated by
registries, information technology, health information exchange and other means to assure that patient get
the indicated care when and where they want it.

< Quality and Safety: Quality and Safety are hallmarks of the medical home. This includes using electronic med-
ical records and technology, decision-support for evidence-based medicine, and patient and physician
involvement in continuous quality improvement.

e Expanded Access: Enhanced access to care is available through systems such as open scheduling, expanded
hours, and new options for communication between patients, physicians, and practice staff.

< Appropriate Payment: Payment that appropriately recognizes the added value provided to patients who have
a Patient-Centered Medical Home.

The last issue will likely be the most difficult to secure but also the most critical to success, particularly as it
appliesto funding of EMRs and IT, care coordination, expanded practice-based teams, and care that is not face-
to-face. One concern is funding of its additional elements may diminish funding of face-to-face care, result-
ing in no net increase to practices to cover the additional expense.

The development of the PCMH is a work in progress. The AAP has added a preamble emphasizing the PCMH
be family-centered, community-based, and ensure smooth transitions of care. (4) The ACP has christened it
the Advanced Medical Home, stipulated the home might be where the patient receives their principal care and
not necessarily primary care, and emphasized the fundamental changes needed in funding, the workforce, and
training to achieve its potential. (5) Numerous demonstration projects focus on one or more of it’s elements.
Synthesis of those projects into a meaningful whole may well fall to practice-based research networks, and be
given impetus by quality-improvement aspects of maintainance of certification programs.

For Med-Peds physicians, the evolution of the PCMH concept provides an opportunity to showcase their intrin-
sic skills at handling conditions across a continuum of severity, locus of care, and stage of life. It will also high-
lightany shortcomings that exist in their practice systems. Addressing the later will not only require expert skills
in practice efficiency and teamwork, but new curriculum to provide those skills. Few training programs in any
discipline currently have curricula elaborated to insure those skills. As the PCMH concept gathers steam, avail
yourself of the resources that develop to acquire those skills. An early example is the AAP’s Medical Home
Practice-Based Coordination Workbook available for free download. (6)

1. http://www.medicalhomeinfo.org/tools/Marketing.html

2. http://www.medicalhomeimprovement.org/assets/pdf/MHI-FullV_2006CMHI.pdf

3. http://www.medicalhomeinfo.org/Joint%20Statement.pdf

4. http://www.medicalhomeinfo.org/Medical%20Home%20Talking%20Points%20Final%20Version-
%?20Word.doc

5. http://www.acponline.org/advocacy/where_we_stand/policy/adv_med.pdf
6. http://practice.aap.org/content.aspx?aid=2046
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