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Introduction

The term “chronic care” typically is applied to
health care services provided to patients with
chronic medical conditions. However, if
chronic care is used to describe “a planned,
longitudinal, continuous and coordinated,
forward-looking approach to providing health
care and promoting health and well-being” it
can equally well be applied to preventive care,
for at its best, preventive care addresses health
beliefs and behaviors with lifelong
consequences.! Evidence suggests that for
neither chronic medical care nor preventive care
is the health care system achieving desired
outcomes.?  These failures may be ascribed in
part to the system itself — its history, design and
financial incentives.* 678

History

For most of its history, health care focused on
treating acute conditions, primarily trauma and
infectious diseases. These were the commonly
observed conditions in eras in which there was
relatively limited life expectancy and few
therapeutic options available. Chronic illness
and health-promoting opportunities have gained
substantial attention relatively recently, as has
the contribution of psychosocial factors to

their etiology.®

Design

In pediatrics, most practices are organized and
designed for acute care although chronic care of
children is increasingly
important in terms of
the prevalence and
disproportionate cost
of chronic conditions.
In part this reflects
historical staffing
models; as recently as
two decades ago most
medical practices,
including pediatric practices, were small, solo or
two-physician practices.°

Chronic care means
planned care; care
that anticipates
patients’ needs as
their health changes,
as their
self-management
competencies change,
and as they transition
across time, settings
and providers.

Today, the average pediatric office visit, of
which roughly half are for acute care, lasts
about 16 minutes. Pediatric preventive care
visits constitute about 34% of primary care
visits.!* Those, too, conform to the acute care
model by their adherence to a periodicity
schedule, yet they are intended to deal with
long-term health behaviors and persistent social
environments. These visits contain little
repetition or cumulation of content. Even where
guidelines offer some consistent categories of
content, the length of visits, about 18-19
minutes, and the relatively poor attendance for
preventive care preclude meaningful discussion
of the ever-expanding number of recommended
individual topics.'? The larger trend toward
diminishing continuity of provider no doubt also
interferes with chronic care.



Financial Incentives

Current practice has been strongly shaped by
past fee-for-service billing and payment policies
that typically do not adequately reimburse for
the comprehensive approach that chronic care
requires. Fee-for-service payment rewards
volume and thus brief face-to-face encounters.
Volume-based payment remains common, even
among employed physicians who can face
productivity quotas, and is designed to reward
episodic encounters or visits and procedure-
based care. Reimbursement is based on
submission of billing codes for individual
services, the origin of which in 1966
emphasized surgical procedures, and which
continue to undervalue cognitive and patient-
centered services, at least in the eyes of primary
care providers. These services are the backbone
of chronic care.

Drivers of Change

There are two major drivers of change
supporting enhanced capacity to provide care
chronically. In the future, pediatrics will have to
effectively respond to the increasing prevalence
of chronic conditions, already accounting for
about one-fifth of pediatric office visits and
more than 40 percent of medical care costs
(excluding dental costs).> ¥* Advances in
medical care demonstrate that much can be done
to extend the lives of children with chronic
conditions and to improve their quality of life
and that of their families.

Pediatrics also will become the profession most
actively advocating for and practicing life
course health promotion. Currently, pediatric
health supervision, with its inherently long-term
goals, is not meeting its potential. Even prior to
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the impact of individual genetic profiles on
prevention, developmental delays continue to be
diagnosed late; immunizations remain far from
universal; obesity continues to be a major health
problem; social factors with the potential to
determine future health are not routinely
explored; inappropriate and sometimes abusive
childrearing continues; rates of
behavioral/emotional disorders are disturbingly
high; and adequate physical activity remains the
exception. As challenging as these problems
may be, none can be successfully addressed
with isolated or brief interventions — they also
require chronic care.

Changing Practice

Improving the provision of chronic care will
require substantial changes within practices.
Whether chronic care is for managing chronic
illness or preventing illness and promoting
lifelong health, greater emphasis will need to be
placed on shared care planning and decision-
making based on patients’ and families’ goals
and priorities; patient education and coaching so
they are informed, motivated and prepared to
actively participate in their own care; peer and
other forms of social support; frequent multi-
modal communication; monitoring and
reinforcing positive health behaviors; and
coordinating care.

The skills and time involved in such a re-
orientation will require embracing medical
homes and the adoption of team-based, family-
centered care.’® There are indications that the
capacity to provide such care is increasing as the
median pediatric practice is growing larger, and
the proportion of physicians who own their own
practices has been declining steadily as they are
increasingly employed by group practices or
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by hospitals.'® 1" The increasing embrace of the
medical home model, with its emphasis on
comprehensive team-based care, coordination
and continuity offers a practice model better
suited to chronic care.

Changing Financing

New employment models and new practice
models often adopt new models of
reimbursement that more easily support chronic
care. Fee-for-quality strategies and new
population health management models, such as
accountable care organizations, tie financial
rewards to quality benchmarks and achieved
savings; by offering more comprehensive and
coordinated care they are better positioned to
provide chronic care. Some alternative payment
models use risk-adjusted capitation, which has
the potential to better support those services of
special importance to the chronically ill.
Shifting to a payment system based on value
rather than fee-for-service will support an
emphasis on disease prevention and effective

management of chronic conditions. Single-payer

models provide incentives for long-term
investments in health promotion.
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Conclusion

Chronic care means planned care; care that
anticipates patients’ needs as their health
changes, as their self-management competencies
change, and as they transition across time,
settings and providers. Currently, US health care
policies and systems fall short in providing the
resources and environments necessary for health
care to evolve to meet chronic care needs.
Models of risk-adjusted payment should be
adopted that include incentives for quality,
services provided by non-clinician team
members, and achievement of population
health.!® Ultimately, pediatrics and other
medical specialties must go beyond focusing on
achieving optimal current health and adopt a
more visionary mission of providing chronic
care that creates a base of health and health
behaviors that, if maintained and augmented,
would allow individuals to reach old age with
fewer health impairments and higher levels of
functional capacity.
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