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Social Determinants and the Medical Home

ocial issues such as poor housing conditions, home-
lessness, and food insecurity powerfully shape chil-
dren’s development and physical well-being1-8 and

contribute to the physiological and psychological stress that
can harm health throughout the life course.9 The American
Academy of Pediatrics’ medical home model promotes pri-
mary care that is accessible, continuous, comprehensive,
family centered, coordinated, compassionate, and culturally
effective.10 Less discussed, but critical for addressing social
determinants of health, is the American Academy of Pediat-
rics’ recognition that the medical home also includes “inter-
action with early intervention programs, schools, early
childhood education and child care programs, and other
public and private community agencies to be certain that
the special needs of the child and family are addressed.”10

We believe that effectively addressing families’ unmet social
needs will require much greater attention to develop-
ing connections between the medical home and
community-based services. Although this approach is not
new and is embedded in the Community Health Center
movement and other initiatives, such as the collaborative
mental health care model,11 health care reform, with its em-
phasis on linking outcomes with payment, provides a timely
opportunity to create a more effective, integrated health
services system.

To date, suggested refinements to the medical homemodel
include the concepts of a “health home” to promote
community-oriented care and a “medical neighborhood”
to better coordinate care in various healthcare providers.12,13

However, a gap still exists as to how best to connect the
medical home with community-based services.

A Health Neighborhood Service System

We recommend a “health neighborhood,” to include
community-based, non-medical services that promote the
health of patients and families. Developing a high-
performance health neighborhood will require these
components: identification of basic needs and facilitation of
referrals, care coordination, co-location, and centralization
of services.
ACOs Accountable care organizations
Identifying Basic Needs and Facilitating Referrals at
Pediatric Visits
Currently, basic needs of families too often go unidenti-
fied,14,15 and providers often struggle to connect patients to
community-based resources.16 Universal screening for basic
needs at low-income children’s health supervision visits
should be adopted. To ensure efficiency, screening can be
performed before the visit, or screening questions can be in-
corporated in the health record for use.17,18

Identification of needs should be closely linked to referrals
to available community-based services. Referrals for basic
needs should be similar to referrals for subspecialty consulta-
tion and include transfer of information and accountability.19

The concept of virtual specialty consultations (ie, e-con-
sults),20 typically involving electronic communication of
medical information between physicians,21 could be adapted
for the referral of high-risk families to community agencies.
Two-way informed consent for information transfer between
the primary care practice and community agency may facili-
tate this process. Innovative practice-based models that pro-
mote screening and facilitate referrals within an integrated
referral system should be implemented in medical homes.22

Measuring successful referrals and developing quality im-
provement activities are likely necessary to develop an
effective service system.

Care Coordination
Care coordination is necessary to improve families’ access to
services in the community and facilitate communication.23

We suggest that a patient navigator,24 an expert in local re-
sources who is primarily responsible for assisting families
in contacting resources, coordinating services, and, when
necessary, helping families’ submit applications (eg, Women,
Infants, Children Program enrollment, unemployment ben-
efits, Section 8 vouchers), who is based in the medical
home may be helpful. This type of approach can improve
Editor’s Note: H. Dele Davies, M.D., MSc (Michigan State University), served as
Guest Editor for this report. The authors declare no conflicts of interest.

0022-3476/$ - see front matter. Copyright ª 2012 Mosby Inc.

All rights reserved. 10.1016/j.jpeds.2012.01.001

535

Delta:1_given name
Delta:1_given name
Delta:1_surname
Delta:1_given name
Delta:1_given name
Delta:1_surname
Delta:1_given name
Delta:1_given name
Delta:1_surname
Delta:1_given name
http://dx.doi.org/10.1016/j.jpeds.2012.01.001


THE JOURNAL OF PEDIATRICS � www.jpeds.com Vol. 160, No. 4
enrollment of children in such services as Head Start pro-
grams.25 A “transitions of care” coordinator could also main-
tain registries of the highest-risk children to ensure that
successful links to services are accomplished.
Co-location of Services
Many child health clinics have social workers, Women, In-
fants, Children Program nutritionists, and behavioral health
clinicians on site.26 More recently, legal services (ie, Medical-
Legal Partnership) have been embedded within the health
care setting to address the legal needs of families.18 Co-
location leads to greater patient satisfaction and more appro-
priate use of services.26-28 Opportunities exist to expand the
types of community-based services and public health inter-
ventions offered on site to improve families’ access, commu-
nication, and coordination.
Centralized Community Services
Barriers of time, transportation, paperwork, and access pre-
vent many families from using services. A centralized, coor-
dinated, local or state-wide infrastructure with a universal
point of access to services is needed. Help Me Grow, a state-
wide program in Connecticut that is currently being repli-
cated in other states, has proven to be effective at linking
children at risk for developmental and behavioral problems
and their families to community-based programs through
a centralized access point via a Child Development
Infoline.29,30
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Financial Incentives
Innovative reimbursement strategies are necessary for
a health neighborhood to come to fruition. To date, some
state Medicaid programs, such as Community Care of North
Carolina,31 have demonstrated the beneficial impact an inte-
grated care model that emphasizes care coordination can
have on both health and fiscal outcomes. Accountable care
organizations (ACOs) provide a special and new opportunity
for enhancing access to community-based services. Within
ACOs, funding could be directed to pay for not only care co-
ordination, but also for the co-location of services. ACOs will
emphasize population health and high-value care, which
means that spending money to address social issues in an ef-
fort to reduce illness will likely be necessary for the system to
prosper.19 The return on investment of such strategies (eg, re-
duced hospitalization and emergency department visits)
could be critical outcomes for ACO evaluation.
In this era of health care reform, we believe that a unique

opportunity exists to ameliorate the social determinants of
health by expanding the medical home, in full partnership
with community-based resources, to a “health neighbo-
rhood.” n

We would like to thank Michael Silverstein MD, MPH, and Priya
Sinha Garg, MD, for their feedback and comments on the manuscript
draft.
References available at www.jpeds.com
Garg et al



April 2012 NOTES FROM THE AMSPDC
References

1. Duncan GJ, Brooks-Gunn J, eds. Consequences of growing up poor.

New York: Russel Sage Foundation; 1997.

2. Wood DL, Valdez RB, Hayashi T, Shen A. Health of homeless children

and housed, poor children. Pediatrics 1990;86:858-66.

3. Wood D, Halfon N, Scarlata D, Newacheck P, Nessim S. Impact of fam-

ily relocation on children’s growth, development, school function, and

behavior. JAMA 1993;270:1334-8.

4. Alaimo K, Olson CM, Frongillo EA. Food insufficiency and American

school-aged children’s cognitive, academic, and psychosocial develop-

ment. Pediatrics 2001;108:44-53.

5. Alaimo K, Olson CM, Frongillo EA, Briefel RR. Food insufficiency, fam-

ily income, and health in US preschool and school-aged children. Am J

Public Health 2001;91:781-6.

6. Weinreb L, Wehler C, Perloff J, Scott R, Hosmer D, Sagor L, et al. Hun-

ger: its impact on children’s health and mental health. Pediatrics 2002;

110:e41.

7. Casey PH, Szeto KL, Robbins JM, Stuff JE, Connell C, Gossett JM, et al.

Child health-related quality of life and household food security. Arch Pe-

diatr Adolesc Med 2005;159:51-6.

8. Cook JT, Frank DA, Berkowitz C, Black MM, Casey PH, Cutts DB, et al.

Food insecurity is associated with adverse health outcomes among hu-

man infants and toddlers. J Nutr 2004;134:1432-8.

9. Shonkoff JP, Boyce WT, McEwen BS. Neuroscience, molecular biology,

and the childhood roots of health disparities: building a new framework

for health promotion and disease prevention. JAMA 2009;301:2252-9.

10. American Academy of Pediatrics Medical Home Initiatives for Children

with Special Needs Project Advisory Committee. The medical home. Pe-

diatrics 2002;110:184-6.

11. Kates N,McPherson-Doe C, George L. Integratingmental health services

within primary care settings: the Hamilton Family Health Team. J Am-

bul Care Manage 2011;34:174-82.

12. Schor EL. From medical home to health home. J Gen Intern Med 2010;

25:1144.

13. Fisher ES. Building a medical neighborhood for the medical home. N

Engl J Med 2008;359:1202-5.

14. Kogan MD, Schuster MA, Yu SM, Park CH, Olson LM, Inkelas M, et al.

Routine assessment of family and community health risks: parent views

and what they receive. Pediatrics 2004;113:1934-43.

15. Garg A, Butz AM, Dworkin PH, Lewis RA, Serwint JR. Screening for ba-

sic social needs at a medical home for low-income children. Clin Pediatr

(Phila) 2009;48:32-6.

16. Tanner JL, Stein MT, Olson LM, Frintner MP, Radecki L. Reflections on

well-child care practice: a national study of pediatric clinicians. Pediat-

rics 2009;124:849-57.
From Medical Home to Health Neighborhood: Transforming the M
Health Neighborhood
17. Schor EL. Rethinking well-child care. Pediatrics 2004;114:210-6.

18. SandelM, HansenM, Kahn R, Lawton E, Paul E, Parker V, et al. Medical-

legal partnerships: transforming primary care by addressing the legal

needs of vulnerable populations. Health Aff (Millwood) 2010;29:1697-

705.

19. Meyers D, Peikes D, Genevro J, Peterson G, Taylor EF, Lake T, et al. The

roles of patient-centered medical homes and accountable care organiza-

tions in coordinating patient care. AHRQ Publication No. 11-M005-EF.

Rockville, MD: Agency for Healthcare Research and Quality; 2010.

20. Angstman KB, Rohrer JE, Adamson SC, Chaudhry R. Impact of e-con-

sults on return visits of primary care patients. Health Care Manag (Fred-

erick) 2009;28:253-7.

21. Angstman KB, Adamson SC, Furst JW, Houston MS, Rohrer JE.

Provider satisfaction with virtual specialist consultations in a family

medicine department. Health Care Manag (Frederick) 2009;28:

14-8.

22. Garg A, Butz AM, Dworkin PH, Lewis RA, Thompson RE, Serwint JR.

Improving the management of family psychosocial problems at low-

income children’s well-child care visits: theWECARE project. Pediatrics

2007;120:547-58.

23. Antonelli R, McAllister JW, Popp J. Making care coordination a critical

component of the pediatric health system: a multidisciplinary frame-

work. New York: The Commonwealth Fund; 2009.

24. Dohan D, Schrag D. Using navigators to improve care of under-

served patients: current practices and approaches. Cancer 2005;104:

848-55.

25. Silverstein M, Mack C, Reavis N, Koepsell TD, Gross GS, Grossman DC.

Effect of a clinic-based referral system to head start: a randomized con-

trolled trial. JAMA 2004;292:968-71.

26. Ginsburg S. Colocating health services: a way to improve coordination of

children’s health care? New York: The Commonwealth Fund; 2008.

27. Blount A. Integrated primary care: the future of medical and mental

health collaboration. New York: W.W. Norton; 1998.

28. Powell Davies G, Harris M, Perkins D, Roland M, Williams A, Larsen K,

et al. Coordination of care within primary health care and with other sec-

tors: a systematic review. Sydney: Research Centre for Primary Health

Care and Equity, School of Public Health and Community Medicine,

UNSW; 2006.

29. Dworkin PH. Historical overview: from ChildServ to Help Me Grow.

J Dev Behav Pediatr 2006;27:S5-7.

30. Dworkin PH. Promoting development through child health services. In-

troduction to the Help Me Grow roundtable. J Dev Behav Pediatr 2006;

27:S2-4.

31. McCarthy D, Mueller K. Community care of North Carolina: building

community systems of care through state and local partnerships. New

York: The Commonwealth Fund; 2009.
edical Home into a Community-Based 536.e1


	From Medical Home to Health Neighborhood: Transforming the Medical Home into a Community-Based Health Neighborhood
	Social Determinants and the Medical Home
	A Health Neighborhood Service System
	Identifying Basic Needs and Facilitating Referrals at Pediatric Visits
	Care Coordination
	Co-location of Services
	Centralized Community Services
	Financial Incentives

	References


