
Reshaping Pediatric Practice

BACKGROUND

When pediatrician Donald Berwick became Administrator of the Cen-
ters for Medicare and Medicaid Services, he brought with him
a simple framework to reorganize that agency and through it the
US health care system.1 The “Triple Aim” sets 3 goals: (1) reducing per
capita costs of health care, (2) improving the experience of care by
addressing quality and satisfaction, and (3) improving the health
of populations. Combined, these aims redefined the role of the
Centers for Medicare and Medicaid Services from financier of health
care services to public fiduciary and change agent. They also are
likely to reshape the role and organization of pediatrics in the United
States.

REDUCING HEALTH CARE COSTS

Despite its reputation as a low-cost service, child health care will be
examined for overuse and inefficiencies. Preventive care will be
scrutinized. Interventions will target the small group of children who
account for the majority of health care expenditures,2 and there
will be greater interest in modifiable social factors that ramp up
the costs of care for many children. And despite their low incomes
relative to other specialists, pediatricians in the United States will
not be immune from payment reform and possibly reduced re-
imbursement.

IMPROVING THE EXPERIENCE OF CARE

Pediatricians will experience increasing pressure to reduce variations
in the quality of care among neonates and children with chronic and
complex health problems who are at heightened risk for poor out-
comes.3 Recent shifts in the prevalence of a number of pediatric
morbidities are placing new demands on child health care providers
for which they may be unprepared by training and unsupported by
community relationships and services.4–6 Unreliable quality of am-
bulatory pediatric care7 will increase calls for clinical guidelines and
greater quality monitoring. Politics and changing demographics will
heighten concerns about health disparities between racial/ethnic and
income groups. Family-centered care has been advocated for as a way
to increase quality and satisfaction, yet even among those families at
highest risk for adverse outcomes and unmet expectations, this ap-
proach to care remains far from universal.8
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IMPROVING THE HEALTH OF
POPULATIONS

Unflattering comparisons of the United
States with other countries highlight
the divide between the public health
system with its focus on population
health and the medical care system
with its focus on individual health
care.9 Public agencies have defined
appropriate preventive care,10 and
coverage policies increasingly sup-
port the provision of preventive ser-
vices not subject to copayments. On
the other hand, the health care system
has been less energetic in promoting
health behaviors that contribute to
lifelong health, preferring to encourage
technological and pharmaceutical
interventions after primary prevention
opportunities have passed.

SIX APPROACHES TO HELP
PRACTICES ACHIEVE THE TRIPLE AIM

Achievement of the goals of the Triple
Aim will require changes not only in
health care organizations and the
larger health care financing systems
but also in the behaviors of individual
health care practitioners and in their
practice settings.

Family-Centered Medical Homes

Many current efforts to change prac-
tice espouse adopting the attributes
of a medical home,11 but incentives
to create and sustain medical homes
have not yet proven adequate to the
tasks. Fundamentally, the medical
home is a coordination center that
engages all the providers, medical
and nonmedical, whose services are
essential for achieving the best out-
comes for the patient and family. Ev-
ery practice should have a designated
care coordinator, referral specialist,
or navigator, and coordination of care
should be modeled within each prac-
tice by care teams that allow individ-
uals to function at the top of their skill

level and to constantly assess and im-
prove their collective performance.12

Practice Redesign

The past decade has seen a great deal
of research and improvisation in the
structure and processes of medical
practices intended to improve access,
quality, and efficiency. Many practices
have implemented advanced access
appointment systems that have de-
creased waiting times and increased
access, both of which enhance patient
satisfaction. Practices have become
more efficient by using non–face-to-
face methods to streamline care and
to collect and share clinical infor-
mation. Care is being shaped by the
creative use of information technologies
such as vetted Web sites, e-referrals,
e-mail, and telehealth. The list of possi-
ble practice redesign elements and
their benefits is extensive.13

Care Plans and Care Planning

In most cases, each patient likely has
his or her own “individual care sys-
tem” that comprises various health
care professionals who generally are
unaware of the other system mem-
bers or the services they provide. One
solution to this piecemeal approach to
care is to create an accountable care
plan, a document whose content is
created and agreed upon by the pa-
tient and providers. The plan ad-
dresses acute, chronic, and preventive
care; promotes life-course health; and
identifies not only planned content of
care but also who, including the pa-
tient, is responsible for each part of
the care plan.

Supporting Self-Management

Improving the capacity of patients and
their families to make daily decisions
that improve health-related behaviors
and clinical outcomes can reduce
costs and improve quality.14,15 By
using principles of patient-centered

care, practices should emphasize
problem-solving approaches and teach
patients how to monitor symptoms and
their health status. Practitioners need
to be able to motivate patients to un-
dertake these new responsibilities as
well as to adopt healthy lifestyles. Every
practice should develop the capacity to
support self-management, or partner
with other service providers to ensure
patients have access to these supports.

Organized Health Care Systems

Integrated health care organizations
(large, multispecialty practices that
can include ambulatory and inpatient
care as well as a variety of other pa-
tient services) are becoming increas-
ingly common in both the public and
private sectors. Large practices and
organized health care systems are
able to improve quality while control-
ling costs16–18 and are in a position to
address population health issues, es-
pecially in partnership with local public
health systems. Even networks of in-
dependent practices have been found
to achieve better outcomes at lower
costs, leading some payers to tie in-
centives to participation in networks.

Sharing Resources

Practices need not give up their au-
tonomy to experience the benefits of
organized health care systems. Prac-
tices that identify a common need,
public agencies working to fill gaps in
the existing services for children, or
public-private partnerships can isolate
some of the things a system provides
and create them as shared resources.
Examples include community-based
systems of care coordination, mental
health and quality improvement con-
sultation services, and after-hours call
centers and coverage. There is sub-
stantial and growing evidence that
when practices network around shared
resources practitioners, patients, and
payers all benefit.19
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TAKING CONTROL OF PEDIATRIC
PRACTICE

There is no question that there are
substantial pressures on pediatric
practices to change their structure,
organization, and operation. In this
climate, pediatricians can take steps
to retain a sense of control over
their practices while improving their
patients’ experience of care, reducing

costs, and improving the health of
children in their communities. Prac-
tice redesign, particularly focusing on
elements of a family-centered medical
home, is challenging but increasingly
necessary. Networking with other
practices, sharing resources, or join-
ing organized care systems can im-
prove quality while helping defray the
expenses of essential and sometimes
costly infrastructure. Planning care in

partnership with the patient and family,
defining goals, anticipating needs,
assigning accountability, and sup-
porting self-management can improve
the experience of care and quality
while reducing costs. It is important
for child health care providers to
identify and act on opportunities for
pediatric practices to prepare to bet-
ter function in the changing health
care system.
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