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The Medical Home: Health Care Access and Impact for
Children and Youth in the United States

WHAT’S KNOWN ON THIS SUBJECT: The medical home is
recognized as a mechanism for ensuring quality health care for
children with special health care needs and adults with chronic
conditions. Few studies address the extent to which all children
have a medical home.

WHAT THIS STUDY ADDS: This article provides a comprehensive
assessment of the proportion of children who have a medical
home, the health and social correlates of having a medical home,
and its impact on receipt of preventive care and unmet need.

abstract
OBJECTIVE: The medical home concept encompasses the elements of
pediatric care considered essential for all children. We describe here
the characteristics of children with medical homes and the relation-
ship between presence of a medical home and selected health care
outcomes by using new data from the 2007 National Survey of Chil-
dren’s Health (NSCH).

METHODS: We used a medical home measure comprising 5 compo-
nents: having a usual source of care; having a personal physician or
nurse; receiving all needed referrals for specialty care; receiving help
as needed in coordinating health and health-related care; and receiv-
ing family-centered care. A total of 83 448 children aged 1 to 17 years
had valid data for all applicable medical home components. The NSCH
is a random-digit-dial population-based telephone survey.

RESULTS: In 2007, 56.9% of US children aged 1 to 17 years received
care in medical homes. Younger children were more likely to have a
medical home than their older counterparts. Substantial racial/ethnic,
socioeconomic, and health-related disparities were present. Children
who received care in medical homes were less likely to have unmet
medical and dental needs and were more likely to have annual preven-
tive medical visits.

CONCLUSIONS: Approximately half of the children in the United States
have access to all components of a pediatric medical home. Because
the medical home is increasingly promoted as the standard for provi-
sion of high-quality comprehensive health care, these findings rein-
force the need to continue and expand federal, state, and community
efforts to ensure that all children have access to this model of care.
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The medical home concept encom-
passes the characteristics of pediatric
care considered essential for all chil-
dren.1,2 The American Academy of Pedi-
atrics (AAP) developed and has cham-
pioned the medical home concept for
decades,3 and currently defines the
medical home as a model of primary
care that is accessible, continuous,
comprehensive, family centered, coor-
dinated, compassionate, and culturally
effective.1

The medical home has received wide-
spread national attention as a mecha-
nism for ensuring quality in health
care for children with special health
care needs (CSHCN)4–10 and more re-
cently for adults with chronic condi-
tions.11–13 Families, child health profes-
sionals, policy makers, and insurers
endorse this model as a standard of
care1,2,14–17 and it now serves as a cen-
terpiece for national quality assurance
measures.18 Although existing re-
search on the pediatric population
supports a positive relationship be-
tween some components of the medi-
cal home and desired child and family
health-related outcomes, few studies
have incorporated a medical home
definition reflecting the comprehen-
sive elements articulated by the AAP19

or studied the extent to which themed-
ical home is available to the pediatric
population as a whole.20 Furthermore,
to our knowledge, none have studied
the association between having amed-
ical home and receipt of other impor-
tant components of health such as
dental care.

The purpose of this article was to pro-
vide an up-to-date, population-based
assessment of medical home access
for all children using a comprehensive
definition and to describe the relation-
ship between presence of a medical
home and receipt of preventive medi-
cal and dental care, and unmet medi-
cal and dental needs. Dental care is
included because existing policy guide-

lines and experts promote the integra-
tion of oral health services in the med-
ical home.21–27

METHODS

Data Set

The 2007 National Survey of Children’s
Health (NSCH) is a random-digit-dial
population-based telephone survey de-
signed and directed by the Health Re-
sources and Services Administration’s
Maternal and Child Health Bureau and
conducted by the Centers for Disease
Control and Prevention’s National Cen-
ter for Health Statistics, using the
State and Local Area Integrated Tele-
phone Survey mechanism.28 Interviews
were completed in 66.0% of identified
households with children. A total of
91 642 interviews were conducted in
households with children ages birth
through 17 years between April 2007
and July 2008. The survey was admin-
istered for 1 randomly selected child
in each household with an age-eligible
child. The parent or guardian who
knew the most about the health and
health care of the selected child
served as the respondent for the inter-
view. Because many of the survey
items used in this analysis encom-
passed a 1-year recall period, we re-
stricted our analysis to children aged 1
to 17 years rather than 0 to 17 years.

Medical Home Measurement

The medical home measure used here
was designed to approximate the com-
ponents of the AAP-defined medical
home concept and is the most robust,
comprehensive measure used in a na-
tional survey.19,29 With the exception of
the element of “continuity,” all ele-
ments of the AAP medical home mea-
sure are addressed through the NSCH
medical home measure. The cross-
sectional nature of the NSCH creates
methodologic barriers to measuring
continuity of care over time. The NSCH
medical home measure is a composite

of 5 components: having a usual
source of care, having a personal phy-
sician or nurse, receiving all needed
referrals for specialty care, receiving
needed help coordinating health and
health-related care, and receiving
family-centered care. Each component
was operationalized using �1 survey
items. For example, the family-
centered care component was mea-
sured by using 6 items: (1) whether the
family reports that the child’s physi-
cians spend enough time with the
child; (2) whether physicians listen
carefully to family concerns; (3)
whether physicians are sensitive to
family values and customs; (4)
whether physicians provide needed in-
formation; (5) whether physicians
make the family feel like a partner in
the child’s care; and (6) whether inter-
pretation services are available, if
needed. If the respondent answered
“usually” or “always” to each item, the
child was considered to have received
family-centered care. A similar pro-
cess was used to operationalize the
other 4 components of the medical
home. The components and subcom-
ponents of the medical home measure
are included in Table 1.

It should be noted that the components
do not apply universally to all children
in the sample. Specifically, the compo-
nent on receiving referrals applies
only to children who were reported to
need referrals (n� 14 349). Similarly,
the component on receiving effective
care coordination applies only to chil-
dren reported to need care coordina-
tion (n � 36 889) and the component
on receipt of family-centered care ap-
plies only to children with at least 1
physician visit in the past year (n �
82 354). To qualify as successfully at-
taining the medical home, all applica-
ble components must be met. A suc-
cess rate was calculated by dividing
the number of children whose provid-
ers delivered all applicable compo-
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nents by the total number of children
with valid data. When questions on
the referrals, care coordination, and
family-centered care components
were legitimately skipped, then the
child was included in the analysis and
classified as having amedical home on
the basis of responses to the remain-
ing components. Analyses excluded
children with missing data. A total of
83 448 children had valid data for all
applicable components of the medical
home.

Outcome Variables

The impact of having a medical home
was measured by using 4 variables
meant to capture the spectrum of
health care experiences associated
with difficulty accessing medical and
dental care, and timely receipt of rou-
tine preventive medical and dental
care. The variables used to measure
these concepts were having an unmet
medical need, not receiving a preven-

tive medical care visit, having an un-
met dental need, and not receiving a
preventive dental care visit.

Statistical Analysis

Presence of a medical home was com-
puted for children according to the de-
mographic, social, and health status
variables described here. The �2 sta-
tistic was used to test bivariate asso-
ciations between each covariate and
prevalence of a medical home. The in-
dependent effects of themedical home
on the outcome variables were ascer-
tained using logistic regression analy-
ses that controlled for confounders.
Confounding variables were selected
on the basis of Andersen’s health be-
havior model.30 Predisposing variables
included age, gender, race/ethnicity,
primary language spoken at home,
mother’s educational attainment, per-
ception of neighborhood safety, re-
gion, and urban/rural residence. Need
variables included perceived health

status and perceived oral health
(dental outcomes only). Enabling
variables included household pov-
erty status and the child’s health in-
surance coverage status at the time
of the interview.

SUDAAN software (Research Triangle
Institute, Research Triangle Park, NC)
was used to conduct all analyses with
the weighted survey data, adjusted for
the complex, multistage sample de-
sign. Unless otherwise indicated, all
differences described in the text are
significant at the�.05 level.

RESULTS

Correlates of Success in Medical
Home Attainment

Table 1 lists the 5 components and 9
subcomponents of the medical home
measure and the number of caseswith
valid data for each component among
children aged 1 to 17 years. Table 2
lists the proportion of children with a
medical home and each of the 5 com-
ponents of the medical home. Nation-
ally, 56.9% of children aged 1 to 17
years had a medical home in 2007.
Much higher proportions of children
met the individual components: 93.1%
of children had a usual source of care,
92.1% had a personal physician or
nurse, 81.9% of children had no prob-
lems in obtaining referrals when
needed, 68.8% received effective care
coordination when needed, and 66.7%
of children received family-centered
care.

Substantial differences in medical
home attainment rates are apparent
across demographic, socioeconomic,
and health characteristics. Younger
children were more likely to have med-
ical homes than their older counter-
parts, whereas no significant differ-
ences were found for gender. There
are large racial and ethnic disparities;
non-Hispanic white children had the
highest attainment rate, and Hispanic
children had the lowest. Non-Hispanic

TABLE 1 Components and Subcomponents of a Medical Home: Number of Children Aged 1 to 17
Years With Valid Data

Valid
n

Not
Ascertained, n

Child had a usual source of care 86 686 187
Child had a personal physician or nurse 86 625 248
Child had no problems obtaining referrals when neededa 14 349 269
Child received effective care coordinationb 36 889 980
Family was very satisfied with physicians’ communication with
each otherb,c

25 502 82

Family was very satisfied with physicians’ communication with
other programsb

9965 641

Family usually or always received sufficient help coordinating care,
if neededb

17 252 291

Child received family-centered cared 82 354
Physicians usually or always spent enough timed 83 761 722
Physicians usually or always listened carefullyd 83 929 554
Physicians were usually or always sensitive to values and customsd 83 662 821
Physicians usually or always provided needed informationd 83 874 609
Physicians usually or always made the family feel like a partnerd 83 944 539
An interpreter was usually or always available when neededd,e 1800 7

Valid n indicates the unweighted sample size with nonmissing data. “Not ascertained” includes children for whom a
response was refused or was not known by the respondent.
a This component was ascertained only for children who needed a referral during the previous year to see a physician or
receive a service.
b This component was ascertained for children who used�1 type of health care service during the previous year.
c Communication with other health care professionals was reported only for children who used specialty care; physical,
occupational, or speech therapy; mental health care; substance abuse treatment; and/or home health care during the
previous year.
d This component was ascertained only for children with�1 physician visits during the previous year.
e Availability of interpreters was ascertained only for children who lived in homes in which the primary language spoken
was not English and who needed an interpreter during the previous year.
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black children fared only modestly bet-
ter than Hispanic children. Prevalence
of medical homes was twofold higher
for children in families in which Eng-

lish was the primary language com-
pared with children in families in
which other languages were primarily
spoken.

Where a child lives was also related to
attainment of a medical home. Attain-
ment rates were highest in the Mid-
west and lowest in the West. Although

TABLE 2 Percentage of Children Aged 1 to 17 Years With a Medical Home and Its 5 Components Grouped According to Selected Demographic,
Socioeconomic, and Health Characteristics: United States, 2007

Had a
Medical

Home Overall

Had a Usual
Source of
Care

Had a
Personal

Physician/Nurse

Had No
Problem
Obtaining
Referrals
When Needed

Received
Effective
Care

Coordination
When Needed

Received
Family-
Centered
Care

% SE % SE % SE % SE % SE % SE

Total population 56.9 0.4 93.1 0.3 92.1 0.2 81.9 0.8 68.8 0.6 66.7 0.4
Age, y
1–5 63.2 0.8 93.8 0.5 93.5 0.4 85.3 1.4 70.7 1.3 72.4 0.8
6–11 55.2 0.8 92.9 0.5 92.2 0.4 78.1 1.7 67.3 1.1 64.8 0.8
12–17 53.4 0.7 92.7 0.4 90.9 0.4 82.5 1.1 68.9 0.9 63.9 0.7
Gender
Male 56.3 0.6 92.9 0.3 91.9 0.3 83.1 0.9 68.0 0.9 66.7 0.6
Female 57.6 0.6 93.3 0.4 92.3 0.4 80.5 1.4 69.7 0.9 66.7 0.6
Race/ethnicity
Hispanic 37.9 1.3 85.3 0.9 85.4 0.9 75.0 2.7 60.8 1.9 48.1 1.4
Non-Hispanic white 67.3 0.5 96.8 0.2 95.4 0.2 84.9 1.0 73.4 0.7 76.9 0.4
Non-Hispanic black 43.9 1.1 89.7 0.7 88.9 0.7 78.1 2.5 62.3 1.7 54.1 1.1
Non-Hispanic multiracial 62.4 2.1 94.9 0.9 92.8 0.9 80.1 2.9 70.3 2.4 73.9 1.9
Other 47.3 2.3 92.1 1.4 90.5 1.5 83.0 2.6 65.6 3.1 53.8 2.4
Primary language spoken at home
English 60.9 0.4 94.8 0.2 93.6 0.2 82.8 0.9 70.1 0.6 70.9 0.4
Any other 28.6 1.5 81.4 1.2 82.0 1.2 70.1 3.3 59.7 2.4 36.1 1.7
Region
Northeast 59.7 0.8 95.2 0.4 95.3 0.4 83.4 1.4 69.6 1.2 69.3 0.8
Midwest 61.7 0.6 94.8 0.3 93.2 0.3 85.3 1.1 70.7 0.9 71.1 0.6
South 55.6 0.7 92.7 0.4 91.3 0.4 82.1 1.1 69.3 0.9 65.4 0.7
West 52.4 1.3 90.7 0.8 90.0 0.7 77.4 2.7 65.7 1.9 62.6 1.3
Location
Urban 56.1 0.6 92.8 0.3 92.1 0.3 81.2 1.0 68.2 0.8 65.8 0.5
Rural 58.9 0.9 93.7 0.5 91.7 0.6 84.4 1.6 71.7 1.3 68.6 0.9
Neighborhood is perceived as safe
Yes 60.3 0.5 93.9 0.3 92.9 0.3 84.2 0.9 71.3 0.7 70.3 0.5
No 36.5 1.2 88.7 0.8 87.5 0.8 69.6 2.5 54.8 1.9 44.9 1.3
Mother’s education

�High school 33.9 1.5 80.7 1.4 83.6 1.0 72.9 3.2 63.0 2.4 44.9 1.7
High school 51.4 0.9 92.0 0.5 90.2 0.6 81.2 1.8 66.6 1.4 60.1 1.0
�High school 64.9 0.5 96.4 0.2 94.9 0.2 83.7 1.0 71.6 0.7 74.3 0.5
Household poverty status

�400% FPL 68.8 0.7 97.1 0.4 96.8 0.3 88.1 0.9 74.3 1.0 78.0 0.7
200%–399% FPL 61.6 0.8 95.2 0.4 94.2 0.3 83.4 1.8 71.6 1.1 71.3 0.8
100%–199% FPL 48.8 1.1 91.4 0.6 88.5 0.7 78.5 2.0 63.5 1.7 58.4 1.1
�100% FPL 38.6 1.1 85.0 0.9 85.2 0.7 71.8 2.1 60.2 1.6 48.9 1.2
Health insurance
Currently insured 59.1 0.5 94.5 0.2 93.9 0.2 82.9 0.8 70.0 0.6 68.7 0.5
Not currently insured 35.1 1.5 79.2 1.4 74.9 1.3 66.7 4.7 50.7 2.6 44.2 1.7
Perceived status of the child’s overall health
Excellent or very good 61.2 0.5 94.4 0.3 93.3 0.2 83.8 1.0 72.9 0.6 70.3 0.5
Good 36.5 1.4 86.1 1.0 86.3 0.9 78.1 1.8 57.3 1.9 48.5 1.4
Fair or poor 24.9 2.6 85.8 2.0 84.5 2.2 68.6 3.7 45.4 3.4 42.2 3.0
Perceived status of the child’s oral healtha

Excellent or very good 63.1 0.5 95.0 0.3 94.1 0.3 84.3 1.0 73.8 0.7 72.3 0.5
Good 43.1 1.0 89.0 0.7 88.2 0.6 78.3 2.0 61.4 1.5 54.8 1.1
Fair or poor 34.9 1.8 87.5 1.2 83.7 1.4 70.4 3.0 51.1 2.6 42.9 1.9

FPL indicates federal poverty level.
a Children aged 2 to 17 years only.
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only a modest difference was found in
attainment rates for children living in
urban and rural areas, children who
lived in neighborhoods considered
“safe” by their parents were much
more likely to have medical homes
than children whose parents did not
consider their neighborhood to be
safe.

Strong gradients are apparent for the
2measures of socioeconomic status in
Table 2. Maternal educational attain-
ment beyond high school conferred a
twofold advantage in the likelihood of
having a medical home compared with
mothers with less than a high school
education. Children in families with in-
comes at�100% of the federal poverty
level were only about half as likely to
meet the criteria for having a medical
home as children in families with in-
comes at �400% of the federal pov-
erty threshold. In addition, unin-
sured children were about half as
likely as insured children to have a
medical home. Finally, children who
were reported to be in excellent or
very good overall health, as per-
ceived by their parents, were more
than twice as likely to have medical
homes as their counterparts in fair
or poor health. A similar, but less
steep, gradient exists for parent-
reported oral health.

Recognizing that many of the demo-
graphic, socioeconomic, and health
characteristics listed in Table 2 are
correlated, we also examined whether
the bivariate results retained their sig-
nificance after multivariable analysis.
Comparison of the unadjusted and ad-
justed odds ratios in Table 3 reveals
some attenuation of effect sizes for
most of the associated factors. How-
ever, the adjusted results, which show
the independent effect of each covari-
ate on the likelihood of having a medi-
cal home, remain significant with the
exception of region and residential
location.

Impact on Medical Care and Dental
Care

Table 4 reveals the impact of having a
medical home on access and use of

medical and dental care. Unmet medi-
cal care needs were reported for 3.7%
of children. A significantly greater per-
centage of children without a medical

TABLE 3 Unadjusted and Adjusted Odds of Not Having a Medical Home Grouped According to
Selected Demographic, Socioeconomic, and Health Characteristics for Children Aged
1 to 17 years: United States, 2007

Did Not Have a Medical
Home

Did Not Have a Medical
Home

OR 95% CI P aORa 95% CI P

Age, y
1–5 1.0 — .00 1.0 — .00
6–11 1.4 1.3–1.5 1.5 1.3–1.6
12–17 1.5 1.4–1.6 1.6 1.5–1.8
Gender
Male 1.0 — .15 1.0 — .15
Female 1.1 1.0–1.1 1.1 1.0–1.1
Race/ethnicity
Non-Hispanic white 1.0 — .00 1.0 — .00
Hispanic 3.4 3.0–3.8 1.6 1.4–1.9
Non-Hispanic black 2.6 2.4–2.9 1.9 1.7–2.1
Non-Hispanic multiracial 1.2 1.0–1.5 1.1 0.9–1.4
Other 2.3 1.9–2.8 1.9 1.5–2.2
Primary language spoken at home
English 1.0 — .00 1.0 — .00
Any other language 3.9 3.4–4.5 1.7 1.4–2.1
Region
Northeast 1.0 — .00 1.0 — .11
Midwest 0.9 0.9–1.0 1.0 0.9–1.1
South 1.2 1.1–1.3 1.0 0.9–1.1
West 1.4 1.2–1.5 1.1 1.0–1.3
Location
Urban 1.0 — .00 1.0 — .92
Rural 0.9 0.8–0.9 1.0 0.9–1.1
Neighborhood is perceived as safe
Yes 1.0 — .00 1.0 — .00
No 2.6 2.4–2.9 1.7 1.5–1.9
Mother’s education

�High school 1.0 — .00 1.0 — .00
High school 1.8 1.6–1.9 1.2 1.1–1.3
�High school 3.6 3.2–4.1 1.5 1.3–1.7
Household poverty status

�400% FPL 1.0 — .00 1.0 — .00
200%–399% FPL 1.4 1.3–1.5 1.2 1.1–1.3
100%–199% FPL 2.3 2.1–2.6 1.4 1.3–1.6
�100% FPL 3.5 3.1–3.9 1.6 1.4–1.8
Health insurance
Currently insured 1.0 — .00 1.0 — .00
Not currently insured 2.7 2.3–3.1 1.8 1.5–2.0

Perceived status of the child’s overall health
Excellent or very good 1.0 — .00 1.0 — .00
Good 2.7 2.4–3.1 1.7 1.5–1.9
Fair or poor 4.8 3.6–6.3 2.6 2.0–3.4

Perceived status of the child’s oral healthb

Excellent or very good 1.0 — .00 1.0 — .00
Good 2.3 2.1–2.5 1.4 1.3–1.5
Fair or poor 3.2 2.7–3.8 1.4 1.2–1.7

OR indicates odds ratio; aOR, adjusted odds ratio; CI, confidence interval; P, P value for Wald F statistic; FPL, federal poverty
level.
a Adjusted for age, gender, race/ethnicity, primary language spoken at home, mother’s education attainment, region,
urban/rural residence, child’s overall health, household poverty status, and health insurance coverage status.
b Children aged 2 to 17 years. Adjusted analysis of the other covariates did not include this variable.
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home (6.4%) were reported as having
an unmet health care need than chil-
dren with a medical home (1.6%). The
adjusted analysis shows that children
without a medical home had almost 4
times the odds of having unmet health
care needs as children who have a
medical home. Overall, 11.7% of chil-
dren did not receive a preventive care
visit in the past year. Children without
medical homes were more likely than
children with a medical home to have
gone without a visit (14.0% vs 9.9%).
This difference remained significant in
the adjusted analysis, as shown in the
lower half of the table.

The association between presence of a
medical home and dental care is
shown in the last 2 columns of Table 4.
The prevalence of unmet dental care
needs was 2.9% for all children. Those
without a medical home were 3 times
more likely to have unmet dental needs
than those with medical homes
(4.8% vs 1.5%). After adjusting for po-
tential confounders, absence of a med-
ical home was associated with nearly
threefold higher odds of having an un-
met dental care need. Overall, 17.4% of
children did not have a preventive den-
tal visit in the past year. On an unad-
justed basis, children without medical
homes were slightly more likely than
those with medical homes to go with-
out preventive dental care (16.6% vs

18.4%); however, this relationship re-
versed in the adjusted analysis.

DISCUSSION

The medical home is increasingly ac-
cepted as the standard for provision
of high-quality comprehensive health
care. The definition used here requires
that children have not only a usual
source of care and a personal physi-
cian or nurse, but also care that is fam-
ily centered and provides ready access
to referrals and care coordination
when needed. These same principles
are at the core of the AAP’s definition of
medical home.

Although many articles have assessed
the prevalence and impact of medical
homes for CSHCN,6,31–33 few have done
so for the pediatric population as a
whole. The results presented here pro-
vide the most recent, comprehensive
assessment of the proportion of US
children who receive their care in
medical homes, the health and social
correlates of having a medical home,
and the impact of medical homes on
receipt of preventive care and pres-
ence of unmet health needs.

We found that most children had 1 or
more of the 5 medical home compo-
nents but only about half of children
(56.9% of children aged 1–17 years, or
�38 million, nationally) had a medical

home in 2007. Aspects of the patient-
provider relationship (including ac-
cess to needed referrals, care coordi-
nation, and receipt of family-centered
care) remain problematic for many
children. Strategies to address these
bottlenecks include education and
technical assistance for practice
transformation, including improved
care coordination, use of electronic
medical records to monitor referrals
and follow-up care, and shifting finan-
cial incentives to create greater parity
in reimbursement of cognitive and
procedure-oriented care.

Similar to findings from the 2003
NSCH,20 we found significant dispari-
ties in receipt of care in medical
homes by race and ethnicity and pov-
erty. Among racial and ethnic groups,
Hispanic children fared worse, fol-
lowed closely by blacks. A strong
gradient across poverty categories
was also documented in our study.
Although these racial/ethnic and
income-related disparities attenuated
when confounding variables were con-
sidered, they remained significant.

Notably, our analysis also revealed
large disparities in access to medical
homes across health status. Children
who could conceivably benefit most
(those reported in fair or poor health)
were only half as likely as those rated
in excellent or very good health to
have a medical home. Together, these
health and social disparities indicate a
need to target interventions toward
the most vulnerable children.

There may be additional benefits to im-
proving access to medical homes for
vulnerable populations, especially mi-
nority racial and ethnic groups. An
analysis of the Commonwealth Fund’s
2006 Health Care Quality Survey re-
ported that health care settings with
features of a medical home (including
a regular source of care, enhanced ac-
cess to physicians, and timely, well-
organized care) can eliminate racial

TABLE 4 Impact of Medical Home on Unmet Medical and Dental Needs and Preventive Care Among
Children Aged 1 to 17 Years (N� 83 448): NSCH, 2007

Having an
Unmet Medical
Need

Not Receiving a
Preventive Medical
Care Visit

Having an
Unmet Dental
Needa

Not Receiving a
Preventive Dental
Care Visita

Total, % (SE) 3.7 (0.2) 11.7 (0.3) 2.9 (0.15) 17.4 (0.4)
Medical home, % (SE)
Yes 1.6 (0.2) 9.9 (0.3) 1.5 (0.12) 16.6 (0.5)
No 6.4 (0.4) 14.0 (0.5) 4.8 (0.31) 18.4 (0.6)
Medical home, aOR (95% CI); P
Yes 1.0; .00b 1.0; .00b 1.0; .00c 1.0; .04c

No 3.8 (2.9–5.1) 1.2(1.1–1.4) 2.6(2.1–3.2) 0.9 (0.8–1.0)

aOR indicates adjusted odds ratio; CI, confidence interval; P, P value for Wald F statistic.
a Children aged 2 to 17 years.
b Adjusted for age, gender, race/ethnicity, primary language spoken at home, mother’s education attainment, region,
urban/rural residence, child’s overall health, household poverty status, and health insurance coverage status.
c Adjusted for previously stated covariates and perceived oral health status.
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and ethnic disparities in access to
quality care.11 Although that study
used a narrow definition of medical
home and included only adults, the
findings suggest that expanding ac-
cess to medical homes could improve
quality and increase equity among
children.

Insurance provides an important tool
for reducing disparities by increasing
access to medical homes. Our analysis
revealed that insured childrenwere al-
most twice as likely to have medical
homes as uninsured children. In this
regard, the new health care reform
law34 is particularly salient, containing
several provisions that should in-
crease access to medical homes. First,
by 2014, all children will be required to
have health insurance coverage. Given
our finding that health insurance is
highly correlated with medical home
access, this provision alone should
have a large impact on the proportion
of children with medical homes. In ad-
dition, the new law provides for raising
Medicaid reimbursement rates for pri-
mary care to current Medicare levels.
That substantial boost in payment
rates should increase access to pri-
mary care and, by extension, medical
homes for Medicaid-enrolled children.
Other health care reform provisions,
including requiring private insurance
plans to provide preventive care ac-
cording to the Bright Futures guide-
lines23 at no out-of-pocket expense to
enrollees, will also support the medi-
cal home movement.

Our study found strong associations
between presence of a medical home
and unmet health care needs. Even af-
ter adjusting for confounding vari-
ables, lacking a medical home was as-
sociated with a three- to fourfold
increased risk of having an unmet
need for medical or dental care. These
results add to the growing body of evi-
dence supporting themedical home as
a model of comprehensive health care

for children. However, although we
found a small salutatory effect of med-
ical home on receipt of preventive
medical care, the association was not
as strong as expected. The modest ef-
fect size suggests that medical home
providers may need to use new strate-
gies to ensure that children receive
routine preventive care at recom-
mended intervals.

Surprisingly, presence of a medical
home was inversely related to receipt
of preventive dental care after adjust-
ing for other variables, albeit the effect
was small and only marginally signifi-
cant. This finding may reflect the sig-
nificant shortage of dentists providing
preventive oral health services to
young children25 as well as the fact
that incorporating preventive oral
health care in the medical home, al-
though recommended, is not yet a
common practice for most physi-
cians.25–27,35 Although the medical
home may play a significant role in as-
suring that children receive appropri-
ate referral and follow-up for dental
problems, it does not seem to be influ-
ential in assuring receipt of recom-
mended preventive oral health care.
Parents may be unaware of profes-
sional guidelines for preventive oral
health care and thus may neither seek
nor expect these services from the
medical home.

Compared with previous studies of
CSHCN, we found similar disparity pat-
terns in access to a medical home as
well as benefits in the form of lower
rates of delayed care and unmet needs
associated with care in a medical home
setting.6 The main difference in findings
relates to the prevalence of medical
homes. Perhaps because they place
more demands on the health care sys-
tem, CSHCN are less likely than children
in general to have care that meets all of
the components of the medical home.

There are limitations to this study.
First, the 5 components used here to

define a medical home, although de-
signed to align with the main compo-
nents of the AAP definition, are not
identical; they are operational approx-
imations.19,29 In particular, the element
of continuity included in the AAP defini-
tion of medical home cannot be as-
sessed because of the methodologic
difficulties of measuring continuity of
care over time in a reliable way using
cross-sectional data.29 Second, the
NSCH is based on parent report, which
is both a limitation and strength. Al-
though the estimates provided are lim-
ited by the knowledge and recollection
of the parent, these data represent a
consumer-based national measure-
ment of the medical home concept.
Third, some children are underrepre-
sented or not represented in the survey,
including those in institutional settings,
homeless, or in migrant families, and
those without landline telephones. Ad-
justments in the sample weights are
made to account for these differences.
Finally, because of the cross-sectional
nature of the survey data set, we are lim-
ited in drawing causal inferences from
the data. Many of these limitations could
be addressed through thoughtfully de-
signed longitudinal comparison studies
of children receiving care in medical
homes and traditional practice settings.

CONCLUSIONS

Overall, slightlymore than half of US chil-
dren receive their care in medical
homes. Receipt of care inmedical homes
is shown here to be associated with re-
duced access problems for medical and
dental care. These findings reinforce the
need to continue and expand federal,
state, and community efforts to ensure
thatall childrenhaveaccess toamedical
home. Given the presence of socioeco-
nomic, racial/ethnic, and health dispari-
ties in receipt of care in medical homes,
targeted initiatives addressing disad-
vantaged segments of the child popula-
tion are needed.
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