
NCC Pediatrics Continuity Clinic Curriculum: 

Welcome to Continuity Clinic! 

 

 

Goal: 
To understand the format of the NCC Pediatrics Continuity Clinic. 

 

Objectives: 
Upon completion of this module, the pediatric residents will: 

1) Know their assigned continuity clinic groups and preceptors. 

2) Know where to find the updated continuity clinic schedule and how to make 

changes to this schedule, if necessary. 

3) Understand how the AM & PM continuity clinics function, including the 

rules for precepting and co-signing of notes. 

4) Know where to find the continuity clinic modules and appreciate the 
importance of reading the modules in advance. 

 N.B.: The continuity modules will be undergoing revisions this year.  
Please contact Dr. Hepps if you are interested in participating. 

5) Know how to recruit patients to their continuity panels, how to maintain 

their own descriptive patient lists, and how to make official additions to their 
PCM enrollment lists. 

6) Appreciate the importance of the “longitudinal patient experience”, through 
managing interesting and sometimes challenging continuity patients. 

 

Pre-Meeting Preparation: 
Please review the following enclosures: 

 Medical Home article 

 Example of PCM enrollment list



Resident, Navy  PCM Requests   
   

     NAME FMP/SSN DOB Phone # / E-mail Problem list 

Smith, John 01/555-55-5555 1-Apr-00 555-555-5555, go.army@us.army.mil Mod Persistent Asthma, mild MR/ADHD 

Smith, John 01/555-55-5555 1-Apr-00 555-555-5555, go.army@us.army.mil MRCP, ADHD, Chronic SOM 

Smith, John 01/555-55-5555 24-Jul-09 555-555-5555, go.army@us.army.mil Healthy 

Smith, John 01/555-55-5555 5-Nov-07 555-555-5555, go.army@us.army.mil Tri21, Hypothyroid, Infantile spasms 

Smith, John 01/555-55-5555 18-Mar-09 555-555-5555, go.army@us.army.mil Healthy 

Smith, John 01/555-55-5555 23-Oct-08 555-555-5555, go.army@us.army.mil Mod/Severe Asthma 

Smith, John 01/555-55-5555 7-Oct-03 555-555-5555, go.army@us.army.mil ADHD, LD? 

Smith, John 01/555-55-5555 20-Apr-10 555-555-5555, go.army@us.army.mil Healthy 

Smith, John 01/555-55-5555 19-Nov-96 555-555-5555, go.army@us.army.mil Marfans, ADHD, MR, MVP 

Smith, John 01/555-55-5555 21-Mar-95 555-555-5555, go.army@us.army.mil ADHD 

Smith, John 01/555-55-5555 27-Mar-09 555-555-5555, go.army@us.army.mil Healthy 

Smith, John 01/555-55-5555 1-Sep-02 555-555-5555, go.army@us.army.mil Asthma 

Smith, John 01/555-55-5555 18-Oct-07 555-555-5555, go.army@us.army.mil Developmental Delay 

Smith, John 01/555-55-5555 23-Oct-02 555-555-5555, go.army@us.army.mil ALD, ADHD 

Smith, John 01/555-55-5555 16-May-05 555-555-5555, go.army@us.army.mil ALD, Dermatomyositis 

Smith, John 01/555-55-5555 9-Jan-10 555-555-5555, go.army@us.army.mil ALD 

Smith, John 01/555-55-5555 23-Jul-97 555-555-5555, go.army@us.army.mil ALD, Adrenal insufficiency, ADHD 

Smith, John 01/555-55-5555 16-Oct-03 555-555-5555, go.army@us.army.mil MRCP, CVID, G-tube 

Smith, John 01/555-55-5555 22-Mar-10 555-555-5555, go.army@us.army.mil Healthy 

Smith, John 01/555-55-5555 11-Aug-04 555-555-5555, go.army@us.army.mil MRCP, seizures, G-tube 

Smith, John 01/555-55-5555 3-Sep-05 555-555-5555, go.army@us.army.mil MRCP, Trach, Gtube, Seizure d/o 

Smith, John 01/555-55-5555 2-Oct-94 555-555-5555, go.army@us.army.mil Pectus excavatum 

Smith, John 01/555-55-5555 13-Aug-06 555-555-5555, go.army@us.army.mil Asthma, Eczema 

Smith, John 01/555-55-5555 25-Jan-08 555-555-5555, go.army@us.army.mil PFAPA 

Smith, John 01/555-55-5555 8-Oct-96 555-555-5555, go.army@us.army.mil IDDM, Spanish speaking 

Smith, John 01/555-55-5555 14-Sep-08 555-555-5555, go.army@us.army.mil Rickets (Vit D def) 
Smith, John 01/555-55-5555 15-Oct-09 555-555-5555, go.army@us.army.mil Healthy 

 



AMERICAN ACADEMY OF PEDIATRICS

POLICY STATEMENT
Organizational Principles to Guide and Define the Child Health Care System and/or Improve the Health of All Children

Medical Home Initiatives for Children With Special Needs Project Advisory Committee

The Medical Home

ABSTRACT. The American Academy of Pediatrics pro-
posed a definition of the medical home in a 1992 policy
statement. Efforts to establish medical homes for all chil-
dren have encountered many challenges, including the
existence of multiple interpretations of the “medical
home” concept and the lack of adequate reimbursement
for services provided by physicians caring for children in
a medical home. This new policy statement contains an
expanded and more comprehensive interpretation of the
concept and an operational definition of the medical
home.

ABBREVIATION. AAP, American Academy of Pediatrics.

The American Academy of Pediatrics (AAP) be-
lieves that the medical care of infants, children,
and adolescents ideally should be accessible,

continuous, comprehensive, family centered, coordi-
nated,1 compassionate, and culturally effective.2 It
should be delivered or directed by well-trained phy-
sicians who provide primary care3 and help to man-
age and facilitate essentially all aspects of pediatric
care. The physician should be known to the child
and family and should be able to develop a partner-
ship of mutual responsibility and trust with them.
These characteristics define the “medical home.” In
contrast to care provided in a medical home, care
provided through emergency departments, walk-in
clinics, and other urgent-care facilities, though some-
times necessary, is more costly and often less effec-
tive. Although inadequate reimbursement for ser-
vices offered in the medical home remains a very
significant barrier to full implementation of this con-
cept,4,5 reimbursement is not the subject of this state-
ment. It deserves coverage in other AAP forums.

Physicians should seek to improve the effective-
ness and efficiency of health care for all children and
strive to attain a medical home for every child in
their community.6 Although barriers such as geog-
raphy, personnel constraints, practice patterns, and
economic and social forces create challenges, the
AAP believes that comprehensive health care for
infants, children, and adolescents should encompass
the following services:

1. Provision of family-centered care through devel-
oping a trusting partnership with families, re-
specting their diversity, and recognizing that they
are the constant in a child’s life.

2. Sharing clear and unbiased information with the
family about the child’s medical care and manage-
ment and about the specialty and community ser-
vices and organizations they can access.

3. Provision of primary care, including but not re-
stricted to acute and chronic care and preventive
services, including breastfeeding promotion and
management,7 immunizations, growth and devel-
opmental assessments, appropriate screenings,
health care supervision, and patient and parent
counseling about health, nutrition, safety, parent-
ing, and psychosocial issues.

4. Assurance that ambulatory and inpatient care for
acute illnesses will be continuously available (24
hours a day, 7 days a week, 52 weeks a year).

5. Provision of care over an extended period of time
to ensure continuity. Transitions, including those
to other pediatric providers or into the adult
health care system, should be planned and orga-
nized with the child and family.

6. Identification of the need for consultation and
appropriate referral to pediatric medical subspe-
cialists and surgical specialists. (In instances in
which the child enters the medical system through
a specialty clinic, identification of the need for
primary pediatric consultation and referral is ap-
propriate.) Primary, pediatric medical subspe-
cialty, and surgical specialty care providers
should collaborate to establish shared manage-
ment plans in partnership with the child and fam-
ily and to formulate a clear articulation of each
other’s role.

7. Interaction with early intervention programs,
schools, early childhood education and child care
programs, and other public and private commu-
nity agencies to be certain that the special needs of
the child and family are addressed.

8. Provision of care coordination services in which
the family, the physician, and other service pro-
viders work to implement a specific care plan as
an organized team.

9. Maintenance of an accessible, comprehensive,
central record that contains all pertinent informa-
tion about the child, preserving confidentiality.
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10. Provision of developmentally appropriate and
culturally competent health assessments and
counseling to ensure successful transition to
adult-oriented health care, work, and indepen-
dence in a deliberate, coordinated way.

Medical care may be provided in various locations,
such as physicians’ offices, hospital outpatient clin-
ics, school-based and school-linked clinics, commu-
nity health centers, and health department clinics.

Regardless of the venue in which the medical care is
provided, to meet the definition of medical home, a
designated physician must ensure that the aforemen-
tioned services are provided (see Table 1 for more
details).

The need for an ongoing source of health care—
ideally a medical home—for all children has been
identified as a priority for child health policy reform
at the national and local level. The US Department of

TABLE 1. Desirable Characteristics of a Medical Home

Accessible
Care is provided in the child’s or youth’s community.
All insurance, including Medicaid, is accepted.
Changes in insurance are accommodated.
Practice is accessible by public transportation, where available.
Families or youth are able to speak directly to the physician when needed.
The practice is physically accessible and meets Americans With Disabilities Act10 requirements.

Family centered
The medical home physician is known to the child or youth and family.
Mutual responsibility and trust exists between the patient and family and the medical home physician.
The family is recognized as the principal caregiver and center of strength and support for child.
Clear, unbiased, and complete information and options are shared on an ongoing basis with the family.
Families and youth are supported to play a central role in care coordination.
Families, youth, and physicians share responsibility in decision making.
The family is recognized as the expert in their child’s care, and youth are recognized as the experts in their own care.

Continuous
The same primary pediatric health care professionals are available from infancy through adolescence and young adulthood.
Assistance with transitions, in the form of developmentally appropriate health assessments and counseling, is available to the child

or youth and family.
The medical home physician participates to the fullest extent allowed in care and discharge planning when the child is hospitalized

or care is provided at another facility or by another provider.
Comprehensive

Care is delivered or directed by a well-trained physician who is able to manage and facilitate essentially all aspects of care.
Ambulatory and inpatient care for ongoing and acute illnesses is ensured, 24 hours a day, 7 days a week, 52 weeks a year.
Preventive care is provided that includes immunizations, growth and development assessments, appropriate screenings, health care

supervision, and patient and parent counseling about health, safety, nutrition, parenting, and psychosocial issues.
Preventive, primary, and tertiary care needs are addressed.
The physician advocates for the child, youth, and family in obtaining comprehensive care and shares responsibility for the care that

is provided.
The child’s or youth’s and family’s medical, educational, developmental, psychosocial, and other service needs are identified and

addressed.
Information is made available about private insurance and public resources, including Supplemental Security Income, Medicaid, the

State Children’s Health Insurance Program, waivers, early intervention programs, and Title V State Programs for Children With
Special Health Care Needs.

Extra time for an office visit is scheduled for children with special health care needs, when indicated.
Coordinated

A plan of care is developed by the physician, child or youth, and family and is shared with other providers, agencies, and
organizations involved with the care of the patient.

Care among multiple providers is coordinated through the medical home.
A central record or database containing all pertinent medical information, including hospitalizations and specialty care, is

maintained at the practice. The record is accessible, but confidentiality is preserved.
The medical home physician shares information among the child or youth, family, and consultant and provides specific reason for

referral to appropriate pediatric medical subspecialists, surgical specialists, and mental health/developmental professionals.
Families are linked to family support groups, parent-to-parent groups, and other family resources.
When a child or youth is referred for a consultation or additional care, the medical home physician assists the child, youth, and

family in communicating clinical issues.
The medical home physician evaluates and interprets the consultant’s recommendations for the child or youth and family and, in

consultation with them and subspecialists, implements recommendations that are indicated and appropriate.
The plan of care is coordinated with educational and other community organizations to ensure that special health needs of the

individual child are addressed.
Compassionate

Concern for the well-being of the child or youth and family is expressed and demonstrated in verbal and nonverbal interactions.
Efforts are made to understand and empathize with the feelings and perspectives of the family as well as the child or youth.

Culturally effective
The child’s or youth’s and family’s cultural background, including beliefs, rituals, and customs, are recognized, valued, respected,

and incorporated into the care plan.
All efforts are made to ensure that the child or youth and family understand the results of the medical encounter and the care plan,

including the provision of (para)professional translators or interpreters, as needed.
Written materials are provided in the family’s primary language.

Physicians should strive to provide these services and incorporate these values into the way they deliver care to all children. (Note:
pediatricians, pediatric medical subspecialists, pediatric surgical specialists, and family practitioners are included in the definition of
“physician.”)
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Health and Human Services’ Healthy People 2010
goals and objectives state that “all children with spe-
cial health care needs will receive regular ongoing
comprehensive care within a medical home”8 and
multiple federal programs require that all children
have access to an ongoing source of health care. In
addition, the Future of Pediatric Education II goals
and objectives state: “Pediatric medical education at
all levels must be based on the health needs of chil-
dren in the context of the family and community”
and “all children should receive primary care ser-
vices through a consistent ‘medical home.’”9 Over
the next decade, with the collaboration of families,
insurers, employers, government, medical educators,
and other components of the health care system, the
quality of life can be improved for all children
through the care provided in a medical home.
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