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TODAY’S OBJECTIVES

• What is a Medical Home?

• What are the joint principles and benefits of a Medical Home?

• Developing a Care Notebook



WHERE DID THE IDEA OF MEDICAL HOME COME FROM?

The American Academy of Pediatrics (AAP) gave its first statement on medical 

home in 1992. There was a particular focus on children and youth with special 

health care needs (CYSHCNs). In 2002, the statement was expanded and 

revised to apply to all children. The AAP describes an inclusive medical home 

model that emphasizes an integrative approach between disciplines. The AAP 

developed the medical home model for delivering primary care that is 

accessible, continuous, comprehensive, family-centered, compassionate and 

culturally effective to all children and youth, including CYSHCNs.



WHAT IS A MEDICAL HOME?
The AAP refers to this concept as a “patient- and family-

centered medical home.”

Today’s medical home expands upon its original foundation, 

becoming a home base for any child's medical and non-

medical care. A medical home is a cultivated partnership 

between the patient, family, and primary provider in 

cooperation with specialists and support from the 

community. The patient/family is the focal point. 

It is a community-based primary care setting which provides 

and coordinates quality, well planned, family-/patient-

centered health care, acute illness care and chronic condition 

management. 

It is another way of describing the supports and services 

families should expect from their child’s pediatrician or other 

primary care provider’s office.



MISSISSIPPI HB1192 

In 2010,  the state defined patient-centered 

medical home in law, HB 1192, and in 2011 

incorporated medical home requirements into 

its Medicaid Managed Care program, 

MississippiCAN. The state was awarded a CMS 

Health Homes Planning Grant but does not yet 

have an approved state plan amendment (SPA) 

for a health homes program.



OVERVIEW OF MEDICAL HOME 
(NATIONAL CENTER FOR MEDICAL HOME)

Since the 1960s, the medical home has evolved from a place to store medical records for 

CYSHCNs to the standard of care for all children and youth, particularly those with 

special needs.

Over the last 40 years, multiple national, state, and local organizations have conducted 

and published research that shows evidence in support of the pediatric medical home 

approach to care. These studies show an association between access to and utilization of 

pediatric medical homes to improved health outcomes for the population, increased 

satisfaction for children and families, and decreased cost of care.

The implementation of the Affordable Care Act (ACA) in 2010 further encouraged the 

uptake of the pediatric medical home model by individual practices, large health care 

organizations, hospitals, states, and public and private payers.



While all children can benefit from a medical home, it is particularly 
important for children with special health care needs and their 
families.



“Joint Principles” of the 
Patient-Centered Medical Home

• A personal physician who coordinates all care for patients and leads 
the team 

• Physician-directed medical practice – a coordinated team of 
professionals who work together to care for patients 

• Whole person orientation – this approach is key to providing 
comprehensive care 

• Coordinated care that incorporates all components of the complex 
health care system

• Quality and safety – medical practices voluntarily engage in quality 
improvement activities to ensure patient safety is always being met 

• Enhanced access to care – such as through open-access scheduling 
and communication mechanisms

• Payment – a system of reimbursement reflective of the true value of 
coordinated care and innovation 



BENEFITS OF AN ON-GOING RELATIONSHIP WITH YOUR PEDIATRICIAN, FAMILY 
PHYSICIAN OR PEDIATRIC NURSE PRACTITIONER CAN PROVIDE A HOME BASE TO LOOK 
AT THE NEEDS OF THE WHOLE CHILD AND FAMILY.  THIS CAN ENSURE THAT ALL NEEDS 
ARE MET, FOR INSTANCE:

Get help with school related 

issues. Talk about normal child 

development concerns.

Find out about community resources. 

Ensure that your child receives 

proper immunizations.

Get the “Big Picture” needs of your 

child and family concerns. 



WHAT SHOULD BE OFFERED IN A
MEDICAL HOME?

Accessible

Family-Centered

Continuous

Comprehensive

Coordinated

Compassionate

Culturally Competent



WHAT IS “ACCESSIBLE”?

• Physically

- Families and CYSHCNs have the ability to speak directly to the 

physician about questions, concerns and/or resource information. 

- The practice meets Americans with Disabilities Act (ADA) requirements. 

The office and equipment are physically accessible to your child

• Geographically

- The practice and/or care is provided in the community.

- The practice is accessible through public transportation.

- A physician or RN is available after hours, on weekends and holidays.

• Financially

- Public and private insurance is accepted and changes in insurance are 

accommodated.



WHAT IS “FAMILY CENTERED”?

• The family is recognized as the principal caregiver and the center of support for the child. 

-The physician respects and listens to the family/care-givers observations about their child.

- The physician asks the caregiver to share their knowledge about their child.

- The physician talks to caregivers about how their child’s condition affects their family. 

• The medical home physician has knowledge about the child, family, their special health care 

need and their needs.

- The primary care office knows you and your child when you call.

- Recognizes and accommodates your child’s special needs.

- Help you connect with family support organizations and other parents in your community.

In family-centered care there is a mutual responsibility and trust that must exists between 

the patient, family and the medical home physician. 





WHAT IS “CONTINUOUS”?
• Having the same primary pediatric health care 

professionals available from infancy to transition to 

adult health care.

• Getting assistance with transition to adulthood, in 

the form of developmentally appropriate health 

assessments and counseling being available to the 

CYSHCN and family.

• When your CYSHCN is hospitalized or care is 

provided by another provider in a different facility, 

the medical home physician and team is involved to 

the fullest extent that is allowed in care and/or 

discharge planning. 

• Primary health care professionals will help you 

consider new and emerging treatment choices for 

your child’s condition.

• Primary care professionals will review your child’s 

medical records with you on a annual basis or as 

needed.



WHAT IS “COMPREHENSIVE”?

 Ambulatory and inpatient care for ongoing and acute illnesses is 

ensured, 24 hours a day, 7 days a week.

 Preventive, primary and tertiary care needs are addressed.

 Assists you in setting short-term (3-6 months) and long-term (a year or 

more) goals for your child.

 The physician advocates for the child or youth and family in obtaining 

comprehensive care.

 Information is made available about private insurance and public 

resources.

 Provides information on community resources.

 Gives important information, such as recommendations or new treatments, 

in writing.

 Responds to requests for prior approvals, letters of medical necessity for 

your child’s insurance, or documentation for other programs and services.



WHAT IS “COORDINATED”?

 A plan of care is developed by the physician, CYSHCN and family along 

with a central record or database containing all pertinent medical 

information, which is maintained at the practice.

 Care among multiple providers is coordinated through the medical home.

 Responds to requests for prior approvals, letters of medical necessity for 

your child’s insurance, or documentation for other programs and services.

 Helps you to find needed services such as transportation, durable medical 

equipment, home care and ways to pay for them.

 Organizes and attends team meetings about your child’s plan of care that 

include you and other providers.

 Encourages and supports frequent communication between all persons 

involved in your child’s medical condition.

 Transition services are provided and coordinated with the family.



COORDINATED CARE IN ACTION



WHAT IS “COMPASSIONATE”?

 A true concern for the well-being of the CYSHCN and family is demonstrated in all 

interactions.

 Efforts are made to understand and empathize with the feelings and perspectives of the 

family and the CYSHCN.



WHAT IS “CULTURALLY COMPETENT”?

 The family’s cultural background, including beliefs, rituals, and customs, are recognized, respected 

and incorporated into the care plan.

 Provides interpreter services if needed.

 Provides written materials in a language and print size the family can understand



POSITIVE OUTCOMES

•Good for patients
–Patients enjoy better health.
–Patients share in health care decisions.

•Good for physicians
–Physicians focus on delivering excellent 
medical care.

•Good for practices
–Team works effectively together.
–Resources support the delivery of 
excellent patient care.

•Good for payers and employers
–Ensures quality and efficiency.
–Avoids unnecessary costs.

Positive 
Outcomes

Stability for 
sick/well care

Coordinated/
Quality Care

Personal 
doctor/nurse

Easy 
Referrals

Family/Patient Centered Care



IDEAS AND TIPS FOR FAMILIES

 Prepare a list of questions and concerns for the doctor before your visits, so you 

can have all the time with the doctor that you and your child both needs.

 Share with the doctor the changes in your child’s development on health. Celebrate 

new skills and talk about concerns.

 Ask for an explanation of anything you don’t understand. 

 Remember, it’s okay to have a different opinion and respectfully voice them.

 Discuss with the doctor how to get after-hours care for your child.

 Get to know the names of the staff in your child’s primary care office (nurse, front 

desk assistant, social worker, etc.)

 Make a Care Notebook that contains your child’s pertinent health information in an 

organized and portable manner. Make sure it includes the name, address and 

contact information for all the professionals on your child’s health care team. 

Include school and special education or 504 health plan contacts as well.



CARE NOTEBOOK ORGANIZER: FAMILY CARE 
COORDINATION STARTING AT HOME

What is a Care Notebook?
A Care Organizer or Care Notebook is a tool that you can use to help organize pertinent 

health care information  and keep track of all things related to your CYSHCN.  

Create a Care Notebook to store your child’s information to help you:

 Plan and ask questions.

 Keep track of medicines, treatments, nutritional and educational information

 Organize contact information for health care providers and community organizations.

 Prepare for appointments.

 File information about your child’s health history.

 Have everything in one place.

 Better advocate for your child.

A Care Notebook has numerous uses. It’s major role is to help parents/caregivers 

maintain an ongoing record of their child’s care, services, providers, resources and 

notes.





LET’S GET STARTED WITH YOUR CARE NOTEBOOK…

1. Start with a 3-ring 

binder with dividers. 

Your first page will be your 

child’s information page, 

the Getting to Know Me

page(s). These will have 

name, age, contact 

information, 

parent/guardian 

information, insurance info 

and diagnosis.

You can also add biological 

family history and birth 

history. 



ADDING TO YOUR CARE NOTEBOOK

2. Create section for 

Brief  Medical History. 

This page will contain 

information like blood 

type, insurance 

information, allergies 

and current medications 

etc.



YOUR CARE NOTEBOOK (CONTINUED)…

3. Your second section should 

be about Preventive Services. 

This page will keep record of 

height/weight, BP, cholesterol, 

vision and hearing screenings 

and immunizations. 

Note: you will want to make 

sure to note your child’s age 

and the date the service was 

provided and you may also 

want to note the results and 

even the doctor/clinic the 

service was performed.



YOUR CARE NOTEBOOK (CONTINUED)…
4. Another section in your child’s Care Notebook should be Problem/Treatment/History Log. This is a great 

way to keep a running log of your child’s medical history. Your child’s history is important to anyone 

providing services to her/him, so keeping the data on all illnesses, injuries, procedures and 

hospitalizations is very important. 

5. A Medical Care Contacts page is another resource to add to your notebook. This page will have all the 

professionals that you and your child see, primary care, eye doctor, dentist, OT, PT, speech therapist, etc. 

Remember to put his/her name, address, phone number and email.



YOUR CARE NOTEBOOK (CONTINUED)…
6. It is not an easy task 

to keep up with all the 

conversations you will 

have with your child’s 

provider. Lot’s of 

information is given to 

you and recalling it at 

will is almost impossible. 

So to help keep track of 

everything, create a 

Phone Log page. You will 

want to have the 

date/time, name of the 

person you spoke too, a 

phone number and notes 

about the conversation.



YOUR CARE NOTEBOOK (CONTINUED)…
7. An Education tab is helpful also. If your child receives special education services, this is 

a great way to show your child’s school and medical providers how your child’s health 

affects education. This can help you keep track of IEPs, meetings, notes sent home, 

progress reports etc. If your child does not receive special education services, they may 

still qualify for a 504 Health Plan. Keeping these records together is helpful in getting 

accommodations written into your child’s health plan at school. 

8. Create a Notes/Memo page. This can be done with simple notebook paper. This is a 

great way to write down details, keep reminders or make to do lists.



YOUR CARE NOTEBOOK (CONTINUED)…

Remember:

Care Notebooks are very personal and specific to your child and should be customized to 

reflect your child’s medical and educational history and current information. So add more 

sections that will be specific to you and your child’s needs.  Each year, you should take out 

the previous year’s info and file/store, so that you can refer back to it as needed. Start a 

new binder for each year.

You can find more examples or sample pages at 

www.medicalhomeinfo.org/tools

9. Create a Resource tab. This is a great 

way to keep up with your federal, state 

and local resources and how they 

provided for you and your child. List the 

name of the resource, address, contact 

information and what services/resources 

they provide. 

http://www.medicalhomeinfo.org/tools


The University of Southern Mississippi Institute for Disability Studies, Family 2 Family Health 

Information and Education Center (MS F2F) and Family Voices of Mississippi

http://www.usm.edu/disability-studies/family-2-family-overview

The MS F2F and Family Voices State Affiliate Organization provide education and information to families of 

children with special health care needs.

Mississippi Title V

http://www.amchp.org/Policy-

Advocacy/MCHAdvocacy/2015%20State%20Profiles/Misssissippi%202015.pdf

A profile of Mississippi's state Title V program, includes contact information for the Maternal and Child 

Health and the Children and Youth with Special Health Care Needs Program.

Mississippi Medicaid

https://www.medicaid.ms.gov/

Find information on Medicaid programs, resources, providers, and contacts within Mississippi.

Mississippi Chapter of the American Academy of Pediatrics

http://www.aapms.org/

This professional organization provides news, advocacy/legislation information, resources, and opportunities 

to connect with pediatric experts within Mississippi.

Stakeholders, Partners and Contacts in Mississippi

http://www.usm.edu/disability-studies/family-2-family-overview
http://www.usm.edu/disability-studies/family-2-family-overview
http://www.amchp.org/Policy-Advocacy/MCHAdvocacy/2015 State Profiles/Misssissippi 2015.pdf
http://www.amchp.org/Policy-Advocacy/MCHAdvocacy/2015 State Profiles/Misssissippi 2015.pdf
https://www.medicaid.ms.gov/
https://www.medicaid.ms.gov/
http://www.aapms.org/
http://www.aapms.org/


Mississippi 2014 CHIP Fact Sheet
http://nashp.org/sites/default/files/CHIP/2014/NASHP-2014-Mississippi-CHIP-Fact-
Sheet.pdf?q=files/CHIP/2014/NASHP-2014-Mississippi-CHIP-Fact-Sheet.pdf
This fact sheet provides key information about Mississippi's Children's Health Insurance 
Program (CHIP) at a time when Mississippi was implementing the Children's Health Insurance 
Program Reauthorization and the Affordable Care Act.
Mississippi Medicaid Fact Sheet
https://www.aap.org/en-
us/Documents/federaladvocacy_medicaidfactsheet_mississippi.pdf
Provides information on the number of children in Mississippi eligible, enrolled, and 
unenrolled in Medicaid.
State at-a-glance Chart book on Coverage and Financing for Children and Youth with Special 
Health Care Needs
http://www.hdwg.org/catalyst/online-chartbook/
This chart book provides state specific data on select indicators of health coverage and 
financing for children and youth with special health care needs.

STATE MEDICAL HOME DATA

http://nashp.org/sites/default/files/CHIP/2014/NASHP-2014-Mississippi-CHIP-Fact-Sheet.pdf?q=files/CHIP/2014/NASHP-2014-Mississippi-CHIP-Fact-Sheet.pdf
http://nashp.org/sites/default/files/CHIP/2014/NASHP-2014-Mississippi-CHIP-Fact-Sheet.pdf?q=files/CHIP/2014/NASHP-2014-Mississippi-CHIP-Fact-Sheet.pdf
https://www.aap.org/en-us/Documents/federaladvocacy_medicaidfactsheet_mississippi.pdf
https://www.aap.org/en-us/Documents/federaladvocacy_medicaidfactsheet_mississippi.pdf
http://www.hdwg.org/catalyst/online-chartbook/
http://www.hdwg.org/catalyst/online-chartbook/


STATE MEDICAL HOME DATA

•Home Data Portal, Mississippi State Profile, CYSHCN
http://childhealthdata.org/docs/medical-home/2009-10-mhreports_ms-725.pdf?sfvrsn=2
This profile summarizes pediatric medical home results from the National Survey of 
Children with Special Health Care Needs (CYSHCN), 2009/2010.

•Medical Home Data Portal, Mississippi Profile, All Children
http://childhealthdata.org/docs/medical-home/rpt_nsch_mh_overall_final_ms-pdf.pdf?sfvrsn=0
This profile summarizes pediatric medical home results from the National Survey of 
Children's Health, 2007.

•Patient-Centered Primary Care Collaborative Mississippi PCMH Map
https://www.pcpcc.org/initiatives/mississippi

This state page summarizes public and private payer patient-centered medical home 
(PCMH) initiatives in Mississippi.

http://childhealthdata.org/docs/medical-home/2009-10-mhreports_ms-725.pdf?sfvrsn=2
http://childhealthdata.org/docs/medical-home/2009-10-mhreports_ms-725.pdf?sfvrsn=2
http://childhealthdata.org/docs/medical-home/rpt_nsch_mh_overall_final_ms-pdf.pdf?sfvrsn=0
http://childhealthdata.org/docs/medical-home/rpt_nsch_mh_overall_final_ms-pdf.pdf?sfvrsn=0
https://www.pcpcc.org/initiatives/mississippi
https://www.pcpcc.org/initiatives/mississippi


ADDITIONAL MEDICAL HOME RESOURCES 

National Center for Medical Home Implementation

www.medicalhomeinfo.org

Center for Medical Home Improvement

www.medicalhomeimprovement.org

Bright Futures

www.brightfututres.aap.org

American Academy of Pediatrics 

www.aap.org

Healthy Children 

www.healthychildren.org

http://www.medicalhomeinfo.org/
http://www.medicalhomeimprovement.org/
http://www.brightfututres.aap.org/
http://www.aap.org/
http://www.healthychildren.org/


END OF PRESENTATION

TIME FOR QUESTIONS…



The Family 2 Family Center is family-focused, family-managed and works to empower the 

families of children with special health care needs to be partners in the decision making 

concerning the health of their children. Information is focused on community resources, 

medical home, public and private insurance, education, and transition to adulthood. Parents 

can join a monthly emailed listserv, participate in webinars, get one-on-one assistance, 

attend in-person trainings and various other events. Parents of children and youth with 

special health care needs in Mississippi can get the information they need about health 

resources, services and supports for their children and family through the Mississippi Family 

2 Family Health Information and Education Center.

MS F2F HIEC provides:

• Assistance to families and professionals in navigating health care systems

• Information, education, training, support and referral services

• Outreach to underserved / underrepresented populations

• Guidance on health programs and policy

• Collaboration with other F2F HICs, family groups, and professionals in efforts to improve 

services for CYSHCN

• Evaluation and outcome assessment

The Family 2 Family Center is Mississippi’s Family-to-Family Health Information Center (F2F HIC) funded by the Maternal and Child Health Bureau of the 

Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human Services. F2F HICs are statewide, parent-run 

information and referral centers located in all states. Mississippi’s Family 2 Family Center is a collaboration of the Children’s Medical Program (CMP) of 

the Mississippi State Department of Health and the University of Southern Mississippi Institute for Disability Studies.



Say hello to your new Regional Parent Consultants (RPCs)! 

Districts 5 & 6: Sheila Cargile

She is the parent of two daughters who 

are D/HH and wear hearing aids in both 

ears since 2 months. She is also the 

chapter leader for MS Hands & Voices. 

sheilacargile73@yahoo.com

Districts 7, 8 & 9: Melinda Todd

She is a parent of a son with 

autism. She is a Master Level 

Certified Health Education 

Specialist (MCHES) and a 

Certified Prevention Manager 

(CPM).  She is known for 

outstanding program delivery to 

community and faith-based 

organizations.

melindatodd@hotmail.com

lesliejunkin@hotmail.com

t_drewrey@yahoo.com

Districts 1 & 2: Tallan Drewrey

She is the mother of a 4 year old son with a rare 

chromosome deletion. He is her inspiration for 

everything. She is currently is working on her BS in 

social work. Advocating for families & their 

children is something she is very passionate about.

Districts 3 & 4: Leslie Junkin

The mother of one spunky daughter 

with Down Syndrome. She is the 

Assistant Director of the MSPTI and is 

a strong advocate that promotes 

awareness, acceptance, and inclusion 

of all CYSHCN. 

mailto:sheilacargile73@yahoo.com
mailto:melindatodd@hotmail.com
mailto:lesliejunkin@hotmail.com
mailto:t_drewrey@yahoo.com


CONTACT INFORMATION

The University of Southern Mississippi

Institute for Disability Studies

3825 Ridgewood Road, Suite 729

Jackson, MS 39211

601.432.6929 or 1.866.883.4474 (Toll Free/TTY)

Keishawna “Shawn” Smith, Family 2 Family Parent Consultant

Keishawna.smith@usm.edu or ksmith@ihl.state.ms.gov

https://www.facebook.com/idsfamily2family/

mailto:ksmith@usm.edu
mailto:ksmith@ihl.state.ms.gov
https://www.facebook.com/idsfamily2family/

