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ABSTRACT

The State Scorecard on Child Health System Performance, 2011, examines
states’ performance on 20 key indicators of children’s health care access,
affordability of care, prevention and treatment, the potential to lead healthy
lives, and health system equity. The analysis finds wide variation in performance
across states. If all states achieved benchmark performance levels, 5 million
more children would be insured, 10 million more would receive at least one
medical and dental preventive care visit annually, and nearly 9 million more
would have a medical home. The findings demonstrate that federal and state
policy actions maintained and, in some cases, expanded children’s insurance
coverage during the recent recession, even as many parents lost coverage. The
report also highlights the need for initiatives specifically focused on improving
health system performance for children. The report includes state-by-state
insurance coverage projections for children once relevant provisions of the
Affordable Health Act are implemented.
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those of the authors and not necessarily those of The Commonwealth Fund or its directors, officers,
or staff. This and other Fund publications are available online at www.commonwealthfund.org. To
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to receive e-mail alerts. Commonwealth Fund pub. no. 1468.
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EXECUTIVE SUMMARY

A child’s health, ability to participate fully
in school, and capacity to lead a productive,
healthy life depend on access to preventive and
effective health care—starting well before birth
and continuing throughout early childhood and
adolescence. Since healthy children are key to the
well-being and economic prosperity of families
and society, investing in child health has long been
a high priority for federal and state policy. This
State Scorecard on Child Health System Performance,
2011, finds that federal action to extend insurance
to children has made a critical difference in
reducing the number of uninsured children across
states and maintaining children’s coverage during
the recent recession. However, the report also finds
that where children live and their parent’s incomes
significantly affect their access to affordable
care, receipt of preventive care and treatment,
and opportunities to survive past infancy and
thrive. Better and more equitable results will
require improving the quality of children’s health
care across the continuum of their needs as well
as holding health care systems accountable for
preventing health problems and promoting health,
not just caring for children when they are sick or
injured.

The Scorecards findings on children’s health
insurance attest to the pivotal role of federal and
state partnerships. Until the start of this decade,
the number of uninsured children had been rising
rapidly as the levels of employer-sponsored family
coverage eroded for low- and middle-income
families. This trend was reversed across the nation
as a result of state-initiated Medicaid expansions
and enactment and renewal of the Children’s
Health Insurance Program (CHIP). Currently,
Medicaid, CHIP, and other public programs fund
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health care for more than one-third of all children
nationally. Children’s coverage has expanded in 35
states since the start of the last decade and held
steady even in the middle of a severe recession.
At the same time, coverage for parents—lacking
similar protection—deteriorated in 41 states.

With the goal of identifying opportunities
to improve, this Scorecard examines state
performance on 20 key health system indicators
for children clustered into three dimensions: access
and affordability, prevention and treatment, and
potential to lead healthy lives. It also examines
state performance by family income, insurance
status, and race/ethnicity to assess the equity of the
child health care system—the fourth dimension
of performance. The analysis ranks states and the
District of Columbia on each indicator and the
four dimensions. The analysis finds wide variation
in system performance, with often a two- to
threefold difference across states, as illustrated in
Exhibit 1.

Benchmark levels set by leading states show
there are abundant opportunities to improve
health system performance to benefit children. If
all states achieved top levels on each dimension
of performance, 5 million more children would
be insured and 10 million more children would
receive at least one medical and dental preventive
care visit per year. About six hundred thousand
more children ages 19 to 35 months would be
up to date on all recommended doses of six key
vaccines, and 370,000 fewer children with special
health care needs would have problems getting
referrals to specialty care services. Likewise, nearly
9 million additional children would have a medical
home to help coordinate their care.

The 14 states in the top quartile of the overall per-

formance ranking—Iowa, Massachusetts, Vermont,
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EXECUTIVE SUMMARY Exhibit 1
Indicators of State Child Health System Performance

Range of
performance
All (Bottom state
states rate—Top
Dimension and indicator Year median state rate) Best state
Access & Affordability
1 Children ages 0-18 insured 2008-09 91.4 82.0-96.7 MA
Parents ages 19-64 insured 2008-09 83.7 65.5-95.6 MA
Currently _|nsured children whose health insurance 2007 77.0 68.7-83.8 HI
coverage is adequate to meet needs
4 Average total premium for employer-based family
coverage as percent of median income for family 2009 18.6 24.9-13.9 CcT
household (all members under age 65)
Prevention & Treatment
Children with a medical home 2007 60.7 45.4-69.3 NH
Young children (ages 19—_35 months_) received all 2009 74.4 64.6-84.1 A
recommended doses of six key vaccines
7 Children with a preventive medical care visit in the 2007 87.8 76.7-97.7 RI
past year
8 _Chlldren ages 1-17 with a preventive dental care visit 2007 79.1 68.5-86.9 HI
in the past year
9 Children ages 2-17 needing mental health treatment/
counseling who received mental health care in the 2007 63.0 41.7-81.5 PA
past year
10 Young ch_lldren (ages 10 months-5 y_ears) re:celve:\d_ 2007 18.8 10.7-47.0 NC
standardized developmental screening during visit
1 Ho_spltal admissions for pediatric asthma per 100,000 2006 128.7 251.0-44.1 OR
children ages 2-17
12 Children with _sp_eaal health care needs who had no 2005-06 0.3 70.3-89 8 RI
problems receiving referrals when needed
13 Chllc_iren with special he_alth care needs_whose families 2005-06 72.8 56.7-83.0 IN
received all needed family support services
Potential to Lead Healthy Lives
14 Infant mortality, deaths per 1,000 live births 2006 6.8 11.9-4.7 WA
15 Child mortality, deaths per 100,000 children ages 1-14 2007 20.0 34.0-9.0 RI
16 Ygung_ children (ages 4 months-5 yea_rs) at moderate/ 2007 5.8 35.2.18.6 ME & MN
high risk for developmental or behavioral delays
17 Children ages 10-17 who are overweight or obese 2007 30.6 44.4-23.1 MN & UT
18 Children ages 1-17 with oral health problems 2007 25.8 31.6-20.0 MN
19 High school students who currently smoked cigarettes 2009 18.3 26.1-8.5 uT
20 High school students not meeting recommended
physical activity level 2009 56.0 66.7-46.4 ID
Source: Commonwealth Fund State Scorecard on Child Health System Performance, 2011.
N\ J
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Maine, New Hampshire, Rhode Island, Hawaii,
Minnesota, Connecticut, North Dakota, Penn-
sylvania, Wisconsin, Kansas, and Washington—
often perform well on multiple indicators and
across dimensions (Exhibit 2). At the same time,
the Scorecard finds that even the leading states have
opportunities to improve: no state ranks in the top
half of the performance distribution on all indica-
tors. At the other end of the spectrum, states in
the bottom quartile generally lag in multiple areas,
with worse access to care, lower rates of recom-
mended prevention and treatment, poorer health
outcomes, and wide disparities related to income,
race/ethnicity, and insurance status.

Throughout, the findings underscore the
importance of policy action to sustain children’s
access to care in the midst of rising health care
costs and financial stress on families. Access to care
must be coupled with statewide initiatives and
community efforts to improve health care system
performance for children.

The State Scorecard on Child Health System
Performance, 2011, finds that some states do
markedly better than others in promoting
the health and development of their youngest
residents, and in ensuring that all children are
on course to lead healthy and productive lives.
As states, clinicians, and hospitals prepare to
implement health reforms, the Scorecard provides a
framework to take stock of where they stand today
and what they could gain by reaching and raising
benchmark performance levels.

The findings reveal crucial areas in which

comprehensive federal, state, and community
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policies are needed to improve child health system
performance for all families. States that invest
in children’s health reap the benefits of having
children who are able to learn in school and
become healthy, productive adults. Other states
can learn from models of high performance to
shape policies that ensure all children are given the
opportunity to lead long, healthy lives and realize
their potential.

Greater investment in measurement and
data collection at the state level could enrich
understanding of variations in child health system
performance. For many dimensions, only a limited
set of indicators is available. Moreover, there is
often a time lag in the availability of data. National
surveys of children’s health care are conducted at
three-year intervals, for example. Hence, a large
number of indicators discussed in this Scorecard
date from 2007. The indicators of child health
care quality presented here are also largely parent-
reported. The collection of more robust clinical
data on children’s health care quality is integral to
future state and federal child health policy reform
and could modify the state rankings provided in
this report. The CHIP program reauthorization
has begun to lead the way by creating a set of
standardized quality measures for use by CHID
Medicaid, and health plans. The availability of core
measures and information on community-level
variation will enable states to learn from innovative
models. Work under way in many states as well
as efforts supported by CHIP and the Affordable
Care Act should lay a foundation for public and

private action.
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EXECUTIVE SUMMARY Exhibit 2
State Scorecard Summary of Child Health System
Performance Across Dimensions

g
State Rank 3
[ Top Quartile & \;5'\
[ second Quartile s’é ,§° QS?
& Third Quartile 3;”? /\,3? Q-;’
B Bottom Quartile A
NGRS
¥ < 2
g & & @
(% @ x N
RANK STATE & & & &
- 1 lowa 6 1 2 7
1 Massachusetts 1 4 7 4
3 Vermont 9 8 2
4 Maine 7 5 10 1
5 New Hampshire 2 2 13 11
6 Rhode Island 9 2 14 | 14
7 Hawaii 3 12 23 3
8 Minnesota 18 | N 1 12
9 Connecticut 8 26 6 6
10 North Dakota 16 | 23 | 11 17
10 Pennsylvania 1| 17| 24| 15
12 Wisconsin 21 14 | 8 25
13 Kansas 19 6 20 | 26
_ 13 Washington 12 | 26 | 12 | 21
(15 Michigan 14| 29 | 21| 9
16 Nebraska 22 | 16 | 14 | 23
17 West Virginia 24 | 10 9 5
18 Maryland 4 18| 26 | 34
19 Ohio 14 | 8 36 | 27
20 Colorado 28 | 28 4 27
21 Missouri 26 | 19 | 30 | 13
21 New York 27 | 34| 17 | 10
23 Utah 17 25 5 4
24 Virginia 4 34 | 25 | 27
25 Indiana 31 | 15| 33 | 22
\__ 26 Tennessee 32 7 44 19
27 South Dakota | 25 | 13 | 33 | 35
28 linois 33 22 31 32
29 New Jersey 23 16 9
30 Alaska 34 | 38 BUON 8
31 Delaware 13 | 33 | 32 W
32 North Carolina 35 | 20 | 28 B¢
33 South Carolina 44 QPrl 4 15
34 Montana 4 49 17 | 20
35 Wyoming 36 | 31 | 22 B
36 Kentucky 40 BELN 46 Rl
37 Alabama 29 | 32 BUER 27
—_ 38 Oregon 9 46 9 4
39 District of Columbia
40 Louisiana
a1 Idaho
42 Arkansas
43 Georgia
44 California
45 Oklahoma
46 New Mexico
47 Florida
48 Texas
49 Arizona
50 Mississippi
51 Nevada
Source: Commonwealth Fund State Scorecard on Child Health System Performance, 2011.
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Highlights

Children’s health insurance coverage has
expanded in many states, while parents’ cov-
erage has eroded. Yet the number of unin-
sured children continues to vary widely
across states.

Currently 10 percent of children are uninsured
nationally, and the uninsured rate for children
exceeds 16 percent in three states. In contrast, 19
percent of parents are uninsured nationally, and
there are nine states in which 23 percent or more
of parents are uninsured. The difference between
children’s and parents’ coverage rates reflects federal
action taken early in the last decade to insure
children, as well as continued federal support for
children’s coverage. There is no national standard
for coverage of parents, however poor. Still, the
percent of uninsured children continues to vary
widely across states, ranging from a low of 3
percent in Massachusetts to a high of 17 percent
to 18 percent in Nevada, Florida, and Texas. The
range underscores the importance of state as well
as federal action to ensure access and continuity of
care.

The passage of the Affordable Care Act will—
for the first time—provide health insurance to
all low- and middle-income families. To achieve
this, the law will expand Medicaid to low-income
parents as well as childless adults with incomes
up to 133 percent of the federal poverty level,
beginning in 2014. This represents a substantial
change in Medicaid’s coverage of adults. The law
will also assist families with low and moderate
incomes to purchase coverage through insurance
exchanges and tax credits. These policies will
directly benefit children as families gain financial

security, and parents’ health improves.
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Across states, the extent to which children
have access to care is closely related to their
receipt of preventive care and treatment. Yet
insurance does not guarantee receipt of rec-
ommended care or positive health outcomes.

Seven of the 13 leading states in the access and
affordability dimension also rank among the
top quartile of states in terms of prevention and
treatment. Children in states with the lowest
uninsured rates are more likely to have a medical
home and receive preventive care or referrals to
needed care than children in states with the highest
uninsured rates. While insurance matters, good
care and outcomes are also a function of a well-
functioning health care delivery system. Securing
coverage and access to affordable care for families
is only a first step to ensure that children obtain
essential care that is well coordinated and patient-

centered.

Children’s access to care, health care qual-
ity, and health outcomes vary widely across
states.

The Scorecard findings show that where a child
lives has an impact on his or her potential to lead
a healthy life into adulthood. States vary widely
in their provision of children’s health care that is
effective, coordinated, and equitable. This variability
extends to states’ ability to ensure opportunities for
children to achieve optimal health.

There is a twofold or greater spread between the
best and worst states across important indicators of
access and affordability, prevention and treatment,
and potential to lead healthy lives (Exhibit 1).
The performance gaps are particularly wide on
indicators assessing developmental screening rates,
provision of mental health care, hospitalizations
because of asthma, prevalence of teen smoking,
and mortality rates among infants and children.

Lagging states would need to improve their
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performance by 60 percent on average to achieve
benchmarks set by leading states.

If all states were to improve their performance
to levels achieved by the best states, the cumulative
effect would translate to thousands of children’s
lives saved because of more accessible and
improved delivery of high-quality care. In fact,
improving performance to benchmark levels across
the nation would mean: 5 million more children
would have health insurance coverage, nearly 9
million children would have a medical home to

help coordinate care, and some 600,000 more
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children would receive recommended vaccines by

the age of 3 years.

Leading states—those in the top quartile—
often do well on multiple indicators across
dimensions of performance; public policies
and state/local health systems make a
difference.

The 14 states at the top quartile of the overall
performance rankings generally ranked high on
multiple indicators and dimensions (Exhibit 2).
In fact, the five top-ranked states—Iowa, Massa-

chusetts, Vermont, Maine, and New Hampshire—

lowa, tied in first place with Massachusetts in terms
of overall children’s health system performance, has
had a long-standing commitment to children. In the
past decade, the state paid particular attention to the
needs of its youngest residents, from birth to age 5.
After piloting a variety of programs in the early 1990s
to identify and serve at-risk children and families, the
lowa legislature established a statewide initiative to
fund “local empowerment areas” across the state.
The partnerships among clinicians, parents, child care
representatives, and educators seek to ensure children
receive needed preventive care.

State leaders have focused on child health outcomes
by promoting the federal Early and Periodic Screening,
Diagnosis, and Treatment (EPSDT) program. In 1993,
an EPSDT Interagency Collaborative was formed with
a fourfold purpose: to increase the number of lowa
children enrolled in EPSDT; to increase the percent-
age of children who receive well-child screenings; to
ensure effective linkages to diagnostic and treatment
services; and to promote the overall quality of services
delivered through EPSDT. As a result of these efforts,
the statewide rate of well-child screenings rose from 9
percent to 95 percent in just over five years.

lowa has also been making strides in providing high-
quality mental health care for children. Its 1st Five
Healthy Mental Development Initiative focuses on a
child’s first five years. The state-led initiative helps pri-
vate providers to develop a sound structure for assess-
ing young children’s social and developmental skills.
Under the 1st Five system, a primary care provider
screens children and their caregivers when they come
in for a visit; if a concern is identified, the provider

( )
IOWA’'S COMPREHENSIVE PUBLIC POLICIES MAKE A DIFFERENCE FOR CHILDREN’S HEALTH

notifies the 1st Five Child Health Center. The center’s
care coordinator then contacts the family to link them
to appropriate services in the community or help coor-
dinate referrals.

lowa also has expansive policies in place to ensure chil-
dren have health care coverage. The State Children's
Health Insurance Program covers all children under
age 19 in families with income levels up to 133 per-
cent of the federal poverty level (FPL). Children ages
6-18 whose family income is between 100 percent and
133 percent of FPL and infants whose family income is
between 185 percent and 300 percent of FPL are cov-
ered through an expansion of Medicaid. Meanwhile,
children in families with income from 133 percent to
300 percent of FPL are covered through private insur-
ance, in a program known as Healthy and Well Kids
in lowa (hawk-i). lowa contracts with private health
plans to provide covered services to children enrolled
in the hawk-i program, with little or no cost-sharing
for families. Recently, in the spring of 2010, hawk-i
implemented a dental-only plan.

lowa’s innovative policies and public—private partner-
ships to improve children’s health care serve as ev-
idence-based models that other states can follow to
move toward a higher-performing child health system.

For more information see N. Kaye, J. May, and M. K. Abrams,
State Policy Options to Improve Delivery of Child Development
Services: Strategies from the Eight ABCD States (Portland,
Maine, and New York: National Academy for State Health
Policy and The Commonwealth Fund, Dec. 2006); and S. Silow-
Carroll, lowa’s 1st Five Initiative: Improving Early Childhood
Developmental Services Through Public—Private Partnerships,
(New York: The Commonwealth Fund, Sept. 2008).

J
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performed in the top quartile on each of the four
dimensions of performance. Many have been lead-
ers in improving their health systems by taking
steps to cover children or families, promote public
health, and improve care delivery systems (See box
on lowa).

In contrast, states at the bottom quartile of
overall child health system performance lagged
well behind the leaders on multiple indicators of
performance. These states had rates of uninsured
children and parents that were, on average, more
than double those in the top quartile of states. Re-
flecting the strong association between access to
care and the quality and continuity of care, chil-
dren in the lowest-quartile states were among the
least likely to receive routine preventive care vis-
its or mental health services when needed, or to
report having a primary care practice that serves as
a medical home to provide care and care coordi-
nation. Notably, rates of developmental delays and
infant mortality are more than 20 percent to 30
percent higher, respectively, in the lowest-quartile
states compared with top-quartile states.

These patterns indicate that public policies,
as well as state and local health systems, can
make a difference to children’s health and health
care. But socioeconomic factors also play a role—
underscoring the importance of federal and state

policies in areas with high rates of poverty.

Regional performance patterns provide
valuable insight.

The Scorecard revealed regional patterns in
child health system performance (Exhibit 3).
Across dimensions, states in New England and
the Upper Midwest often rank in the highest
quartile of performance, whereas states with
the lowest rankings tend to be concentrated
in the South and Southwest. Yet within any

region, there are exceptions. For example, West
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Virginia and Tennessee face high rates of poverty,
unemployment, and disease yet rank in the top half
of performance on indicators of children’s health.
West Virginia does exceptionally well in ensuring
access and high-quality care for its most vulnerable
children, ranking fifth in terms of equity. Alabama
is in the top quartile for children’s insurance, with
nearly 94 percent insured. And North Carolina
leads in providing developmental screening for
young children.

Leading states as well as those that outperform
neighboring states within a region have often made
concerted efforts to improve through coverage and
quality improvement initiatives. Learning about
these initiatives can offer insights for other states,
particularly those starting with similar health

systems or resource constraints.

There is room to improve in all states. Even in
the best states, performance falls short on at
least some indicators and state averages are
below what should be achievable.

All states have room to improve. None ranked in
the top half of the performance distribution across
all indicators. For some indicators, performance
was not outstanding even in the high-ranked
states. For example, North Carolina ranked first
in terms of screening children for developmental
or behavioral delays, yet more than half of
children in the state were not screened, based on
parents’ reports. Nearly a third of children did
not have access to care meeting the definitions of
a medical home, even in the top-ranked state in
this indicator. Conversely, states that performed
poorly overall outperformed higher-ranking states
on some indicators. There is value in learning from
best practices around the nation.

Rising rates of childhood overweight or
obesity plague all states. Moreover, many children

live with oral health problems that could be
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EXECUTIVE SUMMARY Exhibit 3
State Ranking on Child Health System Performance
MA
State Rank
O [ Top Quartile
A .
5, [ Second Quartile
D [ Third Quartile
I Bottom Quartile
Source: Commonwealth Fund State Scorecard on Child Health System Performance, 2011.
J

addressed with timely, affordable access to effective
preventive dental care and treatment. Even in the
top-ranked state on this indicator, Minnesota, one
of five children has oral health problems such as
tooth decay, pain, or bleeding gums.

Inequitable care and outcomes by insurance
status, income, and race/ethnicity remain a large
concern. Uninsured, low-income, and minority
children have less than equal opportunity to thrive
in nearly all states. Yet in some higher-performing
states, these vulnerable children do nearly as well
as the national average and rival performance levels
achieved for children in higher-income families,
indicating that gains in statewide performance

are achievable by focusing on the most vulnerable

children.

POLICY IMPLICATIONS

Overall, the Scorecard indicates that multiple
of health
for children are related. Reducing high rates

dimensions system  performance
of admission to the hospital or emergency
department for children’s asthma requires primary
care resources and, potentially, public health
interventions to reduce the triggers of asthma
attacks. Poor access undermines the quality of care
and drives up costs for complications that could
have been prevented. High rates of infant mortality
are related to high rates of low-birthweight babies,
which in turn are related to the mother’s health
and care during pregnancy. Promoting healthy
family behaviors in medical and community

settings is a key component to preventing
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unnecessary deaths, chronic conditions, and
complications among both children and adults.
Ensuring well-coordinated, high-quality care,
including preventive care, will require physicians
and hospitals to work together with families and
share accountability for children’s health. Clinical
care systems also need to work hand in hand with
public health professionals and community-based
groups to implement programs and evaluate
progress toward achieving population health
goals.!

The report indicates that federal action is
essential to support state and community efforts
for children. This year will mark the second
anniversary of the Children’s Health Insurance
Program Reauthorization Act (CHIPRA), an
event that affirmed the national commitment
to expanding coverage of children in low- and
modest-income families. The federal stimulus bill
strengthened this support by increasing federal
matching rates for Medicaid to enable states to
maintain these programs in the midst of a severe
recession.

By expanding coverage to adults, as well as
to children, the Affordable Care Act will for the
first time ensure that coverage will be accessible
and affordable for families in all states. Insurance
expansion to parents will enhance children’s
health and financial security, based on studies
that find that children are more likely to be
enrolled in coverage and receive care when their
parents are also insured and have the ability to
pay for care.

Health system provisions of the Affordable
Care Act will improve primary care in all states
by enhancing Medicaid as well as Medicare
payments for primary care and encouraging

physician practices to serve as medical homes.?
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Provisions for support of pediatric accountable care
organizations through state Medicaid programs will
promote innovative, integrated care systems that
emphasize the “triple aim” of better health, better
care experiences, and slower cost growth.?

Overall, the State Scorecard on Child Health
System  Performance, 2011, reveals that—in the
period leading up to the enactment of federal health
care reforms—there were wide geographic variations
in health care system performance for children and
ample opportunities to improve. The gaps between
benchmarks set by top-performing states and
average performance, as well as the wide range of
performance across the nation, indicate that the
United States is failing to ensure that all children
receive the timely, effective, and well-coordinated
care they need for their health and development.
This Scorecard documents geographic variations in
risk factors such as developmental delay and obesity,
pointing out the need for comprehensive medical
and public health interventions to support children
and their families in obtaining needed services and
adopting healthy lifestyles.

While top-performing states provide examples
for other states, the fact remains that none of the
states performed well on all indicators and many
performed at levels that are far from optimal—
highlighting the need for systemic change. Compared
with other states, poorly performing states often
have fewer resources, larger uninsured populations,
and greater socioeconomic challenges that may
limit their capacity for improvement.* The formula
for determining federal funding of state Medicaid
programs recognizes this inequality among states.
Likewise, the recent economic recession illustrates
how federal funding plays a countercyclical role to

help all states maintain coverage during times of

fiscal duress. The Affordable Care Act will continue
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this precedent with a flow of resources into states
with the highest rates of poverty.

Hence, a coherent set of national and state
policies is essential to sustain improvements in
children’s health care across the nation. Federal
health reform provides the common foundation
on which states can build to help eliminate the
variations, gaps, and disparities in children’s
coverage and care documented in this Scorecard.
Notably for children, the Affordable Care Act
strengthens and depends on successful federal—
state partnership—not only to expand coverage
but also to improve the quality of care for children.

State action and leadership will be essential
to implement reforms effectively and to support
initiatives tailored to specific state circumstances.

Actions states can take include:

1. Ensure continuous insurance coverage for all
children by making it easy to sign up for and
keep insurance for children and families. This
includes: removing administrative barriers,
streamlining applications, and coordinating
public and private coverage for lower-income

families through health insurance exchanges.

2. Strengthen Medicaid and CHIP provider
networks with support of care systems that
provide high-quality care and superior

outcomes for children and their families.

3. Align provider incentives to promote access
and high-value care. This includes participat-
ing in multipayer initiatives that support care
coordination in primary care medical homes,
which can help reduce hospitalizations and

emergency depar tment use.
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4. Promote accountable, accessible, patient-
centered, and coordinated care for children

Medicaid

pilots and demonstrations as well as grant

by participating in various
opportunities to create integrated care
delivery models to improve care in local

communities.

5. Support information systems to inform
and guide efforts to improve quality, health
outcomes, and efficiency. This includes:
adoption of pediatric quality measures to
report on CHIP performance; expanded use
of children’s outcome measures, including
tracking potentially preventable rates of
hospital and emergency department use; and
promoting effective use of health information
technology with exchange across sites of care
to enhance coordination and safety and to
support clinicians caring for children and

their families.

6. Participate in statewide initiatives, including
support for shared resources such as after-
hours care and community health teams,
to provide the accountable leadership and
collaboration essential to set and achieve

goals for children’s health.

With costs rising faster than incomes and
pressuring families and businesses, effective public
policies as well as improvement efforts within care
systems are needed. Realizing the potential of recent
federal reforms that focus on children will require
a team effort, calling upon both community-level

interventions and effective state policies. One of
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the strengths of the U.S. health care system is its
examples of excellence and innovation. Ensuring
that all children have the opportunity to thrive
through a health care system that responds to their
needs will depend on learning from these diverse
experiences and spreading successful improvement

strategies. Investing in children’s health yields
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long-term payoffs: healthy children are better able
to learn in school and are more likely to become
healthy, productive adults. Individuals, families,
and society as a whole benefit from reduced
dependency and disability, a healthier future

workforce, and a stronger economy.
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