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Abstract

Early diagnosis of autism spectrum disorder (ASD) in children facilitates the provision of services and enhances opportuni-
ties for improving functioning via intervention. To date, limited studies have examined whether age of ASD diagnosis is
associated with components of care of the patient-centered medical home (PCMH), a model of health care that emphasizes
centralized, accessible, and coordinated care. The objective of the current study was to evaluate the associations between
components of the PCMH and age of ASD diagnosis while controlling for associated clinical and socio-demographic factors,
in a national sample of children 17 years and younger with ASD. The present study was a cross-sectional, observational study.
Participants were caregivers of 1,193 children ages with ASD from the 2020 National Survey of Children’s Health (NSCH).
Hierarchical multiple linear regression analysis was run with age of ASD diagnosis as the criterion variable in two regression
models. The binary composite medical home proxy variable was investigated as well as the five individual medical home
components (usual source of care, personal doctor or nurse, family-centered care, care coordination, able to obtain referrals
when needed). In the first regression analysis, the overall PCMH proxy variable was significantly correlated with the age of
ASD diagnosis (standardized beta coefficient=—.08; p <.01). Of the five components of the PCMH assessed in the second
regression model, only usual source of sick care was significantly associated with the age of ASD diagnosis (standardized
beta coefficient=—.11; p <.01). Having a usual source of sick care may be an important factor in receiving an earlier ASD

diagnosis for children and adolescents.
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Introduction

Autism spectrum disorder (ASD) is a neurodevelopmental
disorder characterized by social-communication deficits,
and repetitive and restricted interests and behaviors that
become present early in life. In the United States, 1 in 36
children have a diagnosis of ASD (Maenner et al., 2023).
Early diagnosis of ASD facilitates the provision of services
for this population and enhances opportunities for improving
functioning via intervention (e.g., early intensive behavio-
ral intervention for ASD; Zwaigenbaum et al., 2013, 2015).
Advantages in adaptive functioning may be feasible through
early intervention, in addition to producing benefits for
parent and familial in terms of education and preparation
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(Zwaigenbaum et al., 2013). In one study, children diag-
nosed with ASD later (e.g., between 25 and 41 months old)
demonstrated greater impairments in nonverbal reasoning,
adaptive behavior, ASD symptom severity, fine motor skills,
receptive language, and social skills compared to children
with ASD diagnosed earlier (e.g., between 12 and 18 months
old; Miller et al., 2021). These findings underscore the
importance and implications of early diagnosis of ASD.
The patient-centered medical home (PCMH) is a model of
primary care delivery that uses centralized, accessible, and
coordinated care (CDC, 2021). This model stresses utilization
of team-based care and a whole-person orientation through
the use of improved access to a range of available providers
intended to support the patient from multiple angles (Arend
et al., 2012). While PCMH determination is typically made
by an evaluation conducted by the health care organization,
proxy measures have been developed and validated to allow
caregivers to report on components of their child’s care that
are consistent with the PCMH model of care (Knapp et al.,
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2014). The PCMH is a promising avenue for addressing bar-
riers associated with the healthcare system, in terms of quality,
cost, and continuity of care, that can benefit outcomes for both
patients and providers (Arend et al., 2012). This model of care
is associated with greater primary care visits (Aysola et al.,
2013) and fewer emergency room visits in general (David
et al., 2015). Among children with ASD, receiving care in a
PCMH is associated with fewer unmet health care needs, less
parenting stress, and better maternal mental health (Limbers
et al., 2020; Todorow et al., 2018).

The American Academy of Pediatrics recommends that
routine developmental screening take place during well child
appointments within the PCMH (American Academy of Pedi-
atrics, 2021). Consistent with this recommendation, previous
research has documented a positive relationship between
developmental screening in the past year and receiving ser-
vices in a PCMH in children 9-35 months (Hirai et al., 2018).
These findings coupled with literature that indicates routine
developmental screening was associated with earlier identifica-
tion of ASD (Pierce et al., 2021) suggest children who receive
care in a PCMH may be more likely to receive a timely ASD
diagnosis. To date, limited studies have examined whether
PCMH components are associated with age of ASD diag-
nosis. Barger et al. (2023) assessed the relationship between
PCMH components, developmental screening, and a diagnosis
of ASD. The overall PCMH proxy variable was not associated
with a diagnosis of ASD under 5 years of age or under 5 years
identified in the previous year. The study examined different
components of the medical home and found that usual source
of care was positively associated with ASD being diagnosed
in the previous year. While this study provided important
information about components of the PCMH and age of ASD
diagnosis, there were some methodological limitations that
limit the generalizability of the findings, the most notewor-
thy being the sample was limited to children with ASD under
5 years old and the analysis did not account for some impor-
tant family-level variables (e.g., language spoken in the home).
Consequently, the objective of the current study was to evalu-
ate the associations between components of the PCMH and
age of ASD diagnosis in a national sample of children 17 years
and younger diagnosed with ASD. We hypothesized that the
overall PCMH proxy variable would be associated with earlier
age of ASD diagnosis. We also predicted that when examining
the five components of the PCMH, the usual care component
would be associated with earlier age of ASD diagnosis.

Material & Methods
Participants and Procedures

Participants in this sample were caregivers of 1,193 children
with a diagnosis of ASD ages 17 years old and younger
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from the United States 2020 National Survey of Children’s
Health (NSCH). The 2020 NSCH included data on 42,777
children. For the purposes of this study, only children whose
caregiver reported they currently had a diagnosis of ASD
were included. Through the NSCH, parents completed ques-
tionnaires about their children online or by mail. Survey
topics included socio-demographic characteristics, health
insurance coverage, a proxy for PCMH care, type of pro-
vider who made the ASD diagnosis, receiving a behavioral
intervention for ASD, and age of ASD diagnosis.

Measures

Information about the measures was taken from the 2020
National Survey of Children’s Health SPSS Codebook for
Data Users (CAHMI, 2022). The reader is referred to https://
mchb.hrsa.gov/data-research/national-survey-childrens-
health/nsch-questionnaires-datasets-supporting-documents
to view specific items and response scales used in the 2020
National Survey of Children’s Health in the current study.

ASD-Specific Factors

ASD diagnosis was based on caregiver responses to the
questions, “Have you ever been told by a health care pro-
vider that [child] has autism or another autism spectrum
disorder?” and, “Does [child] currently have autism or
autism spectrum disorder (ASD) including Asperger’s dis-
order, pervasive developmental disorder?” Children were
included in our study if their caregiver responded, “yes,”
to the first question and, “currently has condition,” to the
second question.

Type of provider who made the ASD diagnosis was
assessed with the question, “what type of doctor or other
health care provider was the first to tell you that this child
had autism, ASD, Asperger’s, or pervasive developmental
disorder?” Responses were categorized as: “primary care
provider,” “specialist,” “psychologist or counselor,” psychia-
trist,” or “other health care provider.”

Age of diagnosis for ASD was determined by the ques-
tion, “How old was the child when a doctor or other health-
care provider first told you that he or she had autism, ASD,
Asperger’s disorder, or pervasive developmental disorder?”
Caregivers reported the age in years.

ASD severity was based on the question, “would you
describe this child’s current autism as mild, moderate, or
severe?” Severity for ASD was categorized as: “does not
currently have autism,” “current autism rated mild,” “current
autism rated moderate,” and “current autism rated severe.”

Caregivers reported on whether the child received behav-
ioral intervention for ASD. Responses were categorized as:
“currently has condition and received behavioral treatment,”
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“currently has condition but did not receive behavioral treat-
ment,” and “does not currently have condition.”

PCMH

A proxy for PCMH care, developed as part of the Child and
Adolescent Health Measurement Initiative (CAHMI), was
used in the present study. This binary composite indicator
has been extensively utilized in the peer-reviewed literature
(Baron-Lee et al., 2015; Hadland & Long, 2014; Long et al.,
2012; Stevens et al., 2011; Strickland et al., 2011) and is
derived from 16 items that correspond to the five compo-
nents of the American Academy of Pediatrics medical home
definition. PCMH care was deemed present using the proxy
variable if a caregiver endorsed that the child had a per-
sonal doctor or nurse, a usual source for care, and received
family-centered care. In addition, children whose caregivers
indicated they required care coordination, or a referral also
needed to have been able to receive those components for
PCMH care to be deemed present using the proxy variable.
In addition to utilizing the overall composite proxy medical
home variable in the current study, we also investigated the
five individual medical home components (usual source of
care, personal doctor or nurse, family-centered care, care
coordination, able to obtain referrals when needed).

Health Insurance Coverage

The determination of continuous health care coverage was
based on the following item: “Did this child have consist-
ent health insurance coverage during the past 12 months?”
Responses were categorized as: “Yes,” or, “No.”

Socio-Demographic Characteristics

Caregivers reported on their child’s race/ethnicity, age,
gender, language, and if their child was receiving free or
reduced cost school lunch. The determination of the child’s
race/ethnicity was based on the question, “what is the child’s
race/ethnicity?” Responses were categorized as, “Hispanic,”
“White, non-Hispanic,” “Black, non-Hispanic,” “Asian, non-
Hispanic,” and “Other, non-Hispanic.” Caregivers were
asked, “what is this child’s age?”” Response options were,
“0-3 years,” “4-7 years,” “8-11 years,” “12-14 years,”
and “15-17 years.” Gender was assessed with the question,
“What is this child’s sex?” Response options were “male”
and “female.” To assess primary language spoken by the
child, caregivers were asked, “What is the primary language
spoken in home?” Response options were “English” and
“[language] other than English.” Caregivers were asked,
“has someone in the family received free or reduced-cost
breakfasts or lunches at school at any time during the past
12 months?” Response options were “Yes” and “No.”

Statistical Analysis

Data were analyzed in SPSS Version 28 (IBM Corp, 2021).
Spearman rank correlations were run between age of ASD
diagnosis, ASD indicators (severity and receiving ASD
behavioral treatment), and socio-demographic characteris-
tics. Child gender was coded as 0=female and 1 =male; free
or reduced lunch was coded as 0=no and 1 =yes; child race/
ethnicity was coded as 0 =non-White and 1 =White; ASD
severity was coded as 1 =mild, 2=moderate, and 3 =severe;
receiving ASD behavioral interventions was coded as 0=no
and 1 =yes; language spoken in home coded as 1 =English
and 0= other; continuous health insurance coverage last
12 months was coded as 0=no and 1 =yes. Spearman cor-
relations were classified as 00-0.19 (very weak), 0.20-0.39
(weak), 0.40-0.59 (moderate), 0.60-0.79 (strong), and
0.80-1.0 (very strong; Schober et al., 2018).

Hierarchical multiple linear regression analysis was used.
For the first regression model, age of ASD diagnosis was the
criterion variable for the total sample. Socio-demographic
variables (e.g., child age, primary language spoken in the
home, race/ethnicity, receiving free or reduced lunch) and
ASD symptom severity were entered into Model 1 as control
variables. In Model 2, the overall PCMH proxy variable was
added to determine if it incremented the variance explained
in the final adjusted model for which age of ASD diagnosis
was the outcome.

In the second regression model, age of ASD diagnosis
was the criterion variable. Only participants whose over-
all care involved the five components on the PCMH proxy
measure, including endorsing needing care coordination and
referrals, were included in this regression model (n=366).
Socio-demographic variables (e.g., child age, primary lan-
guage spoken in the home, race/ethnicity, receiving free or
reduced lunch) and ASD severity were entered into Model
1 as control variables. In Model 2, the five components of
the PCMH proxy measure (usual source of care, personal
doctor or nurse, family-centered care, care coordination, able
to obtain referrals when needed) were added to determine if
they incremented the variance explained in the final adjusted
model for which age of ASD diagnosis was the outcome.

Results
Participant Characteristics

Table 1 presents the socio-demographic characteristics of
the sample. The mean age of the sample was 11.09 years
(SD=4.31). Participants were predominantly male (78.7%),
English-speaking (94.6%), currently receiving behav-
ioral interventions for ASD (58.3%), and had continu-
ous insurance coverage over the last 12 months (94.4%).
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Table 1 Socio-demographic characteristics of the sample (n=1,193)

M(SD)
Child Age 11.09 (4.31)
Child Age of ASD Diagnosis 5.06 (3.32)
%
Gender
Male 78.7
Female 21.3
Race/Ethnicity
White 67.4
Non-White 32.6
Primary Household Language—English 94.6
Receiving Behavioral Treatment for ASD 58.3
Receiving Free or Reduced-Price Lunch 36.8
Care Meets PCMH Ceriteria 35.8
Continuous Health Coverage Last 12 Months 94.4

Approximately one third of participants (36.8%) were
receiving free or reduced lunch. Regarding racial identity,
67.4% of the sample was White. Most children were first
diagnosed with ASD by a specialist (35.9%). With regard to
ASD severity, children were rated by their caregivers as mild
(49.0%), moderate (39.8%), and severe (10.8%). Approxi-
mately one third of the sample (35.8%) had medical care
that met the overall PCMH proxy criteria.

Spearman Rank Correlations

Age of ASD diagnosis was associated with the current age
of the child (r,=.39; p<.001), receiving free or reduced cost
lunch (r,=.07; p <.05), receiving ASD behavioral interven-
tions (r,=—.07; p <.05), race/ethnicity (r,=.14; p<.001),
primary language spoken in the home (r,=.08; p <.01), and
ASD symptom severity (r,=—.25; p<.001). The overall
PCMH proxy variable was associated with the current age
of the child (r,=.13; p <.001), receiving a behavioral treat-
ment for ASD (r,=—.08; p <.01), ASD symptom severity
(ry,=—.10; p<.001), primary language spoken in the home
(r,=.08; p<.01), and race/ethnicity (r,=.08; p <.01).

Hierarchical Multiple Linear Regression Analysis

Table 2 presents standardized beta coefficients for the hier-
archical multiple linear regression analysis from the total
model, which included all predictors. The variance explained
by the total adjusted model for which age of ASD diagno-
sis was the outcome was significant (p <.001). In Model 1,
socio-demographic variables and ASD severity significantly
predicted age of ASD diagnosis (p <.001). By adding the
overall PCMH proxy variable to the model, an additional
0.7% of the variance in age of ASD diagnosis was explained,
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and after controlling for child age, primary language spoken
in home, race/ethnicity, receiving free or reduced lunch, and
ASD severity, the overall PCMH proxy variable was signifi-
cantly correlated with the age of ASD diagnosis (standard-
ized beta coefficient=—-0.08; p <.01).

Table 3 presents standardized beta coefficients for the
hierarchical multiple linear regression analysis from the
total model, which included all predictors. The variance
explained by the total adjusted model for which age of ASD
diagnosis was the outcome was significant (p <.001). In

Table 2 Hierarchical regression analysis overall PCMH proxy vari-
able predicting age of autism diagnosis

Predictors i R’ AR?
Model 1 237
Child Age 39
Primary Language Spoken in Home  —.01
Race/Ethnicity 09%*
Free or Reduced Price Lunch 09%*
Autism Symptom Severity —.2]FF*
Model 2 244 .007**
Child Age AQHE
Primary Language Spoken in Home  —.01
Race/Ethnicity 10%%*
Free or Reduced Price Lunch .09
Autism Symptom Severity — .2 %%*
PCMH overall status —.08%*

Free or reduced lunch was coded as 0=no and 1=yes; primary lan-
guage spoken in home coded as 0=Non English and 1=English;
child race/ethnicity was coded as 0=non-White and 1=White; ASD
severity was coded as 1=mild, 2=moderate, and 3 =severe; overall
PCMH proxy variable was coded as 1 =yes and 0=no

#kp < 001, **p< .01, ¥p<.05
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Table 3 Hierarchical regression analysis PCMH 5 components pre-
dicting age of autism diagnosis

Predictors i} R’ AR?
Model 1 401
Child Age S2Ek
Primary Language Spoken in Home -.01
Race/Ethnicity A3k
Free or Reduced Price Lunch 10%*
Autism Symptom Severity — 28k
Model 2 419 .018x
Child Age 53wk
Primary Language Spoken in Home —-.02
Race/Ethnicity 5k
Free or Reduced Price Lunch 10%*
Autism Symptom Severity 29%3k*
Personal Doctor/Nurse .02
Usual Source of Sick Care —. 11**
Family-Centered Care -.07
Referrals -.01
Care Coordination -.03

Free or reduced lunch was coded as 0=no and 1=yes; primary lan-
guage spoken in home coded as 0=Non English and 1=English;
child race/ethnicity was coded as O =non-White and 1 =White; ASD
severity was coded as 1=mild, 2=moderate, and 3 =severe; had
at least 1 personal doctor or nurse was coded as 1=yes and 0=no;
usual source of sick care was coded as 1=yes and 0=no; received
family-centered care was coded as 1 =yes and 0=no; referrals coded
as 1 =no difficulty getting referrals and 0=difficult or not able to get
referrals when needed; care coordination coded as 1 =received when
needed and 0 =did not receive when needed

#Ep <.001, ¥*p<.01, ¥*p<.05; x=p=.05

Model 1, socio-demographic variables and ASD severity
significantly predicted age of ASD diagnosis (p <.001). By
adding the five components of the PCMH to the model, an
additional 1.8% of the variance in age of ASD diagnosis was
explained. After controlling for child age, primary language
spoken in home, race/ethnicity, receiving free or reduced
lunch, and ASD severity, only usual source of sick care
was significantly correlated with the age of ASD diagnosis
(standardized beta coefficient=—0.11; p <.01).

Discussion

The present study assessed the associations between compo-
nents of the PCMH and age of ASD diagnosis in a national
sample of children 17 years and younger diagnosed with
ASD.

As hypothesized, we found after controlling for socio-
demographic characteristics and ASD severity, the overall
PCMH proxy variable was negatively associated with age
of ASD diagnosis. As such, having care that met the overall

PCMH proxy criteria was associated with a younger age
of ASD diagnosis. When we examined the associations
between the five components of the PCMH (usual source
of care, personal doctor or nurse, family-centered care, care
coordination, able to obtain referrals when needed) and age
of ASD diagnosis, usual source of sick care was the only
indicator associated with age of ASD diagnosis. This find-
ing is consistent with a recent study that found usual source
of sick care delivered within the context of the PCMH was
correlated with an ASD diagnosis in the last year in children
with ASD under 5 years (Barger et al., 2023). Taken as a
whole, these findings suggest having a usual source of sick
care may be an important factor in receiving an earlier ASD
diagnosis for children and adolescents and underscore the
importance of encouraging caregivers to establish a usual
source of sick care for their children. The findings also high-
light the value of improving access to usual sources of sick
care for children and their families. Numerous studies with
adults have documented the benefits of having a usual source
of care including greater receipt of preventative services
such as vaccination against the flu (Toth et al., 2022) and
cancer screening (Kim et al., 2012). In one study (DeVoe
et al., 2009), children who did not have a usual source of
care were more likely to not receive or experience delays in
receiving needed medical, dental, or prescription care and
caregivers reported more difficulties getting needed tests
for their children. It is possible that the consistency of hav-
ing a usual source of sick care for children provides greater
opportunity for routine developmental screening, which has
been identified as one factor associated with earlier identi-
fication of ASD (Pierce et al., 2021). It will be important
for future research to elucidate the specific mechanism by
which usual source of sick care may facilitate earlier age of
ASD diagnosis.

In the present study, approximately two-thirds of chil-
dren with ASD were not receiving care that met the over-
all PCMH proxy criteria. This is in line with previous
research that suggests children with ASD are less likely
to receive care in a PCMH (Todorow et al., 2018). Race/
ethnicity was associated with the overall PCMH proxy var-
iable in the current study. Specifically, children with ASD
in our sample who were non-White were less likely to
receive care that met the overall PCMH proxy criteria and
less likely to have a usual source for sick care. Previous
research align with current findings as non-White children
were less likely to receive care in a PCMH due to reported
lower odds of having a personal provider, a provider who
allocated sufficient time with the child, communicated nec-
essary information effectively, and were sensitive to family
values (Raphael et al., 2009; Zickafoose & Davis, 2013).
Altogether, minoritized children with ASD are faced with
additional barriers when seeking and receiving care in a
PCMH. Providers should be sensitive to family values,
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time allocated to the patients, improve listening and com-
munication skills, and working with parents in providing
care to minority children with ASD (Raphael et al., 2009;
Zickafoose & Davis, 2013). Based on the findings from the
current study that indicate a usual source of sick care was
the only component of the overall PCMH proxy criteria
associated with earlier age of ASD diagnosis, it may be
especially important for health care providers to encourage
caregivers of racial minoritized youth to establish a usual
source of sick care for their children. When families of
racial minoritized youth are experiencing barriers to estab-
lishing a usual source of sick care, health care providers
should help problem-solve ways to address those barriers.
The current study had a number of limitations. Given
the cross-sectional nature, it is not possible to infer cau-
sation among the study variables. In addition, caregivers
reported on the presence of their child’s ASD diagnosis;
there was no objective way to determine if children had
received a diagnosis from a health care provider. Similarly,
parents reported on the age of their child first being diag-
nosed with ASD, which may have been impacted by recall
bias. Finally, determination of whether a child’s care met
the overall PCMH proxy criteria was based on 16 ques-
tions completed by caregivers; PCMH determination is
typically made by an evaluation conducted by the health
care organization given that caregivers may have more
limited knowledge on how to evaluate PCMH components.
In conclusion, having a usual source for sick care, as
essential component of the PCMH, was associated with an
earlier age of ASD diagnosis in children. As such, a usual
source of sick care may be a critical factor in receiving an
earlier ASD diagnosis for children and adolescents.

Author Contributions All authors contributed to the design and imple-
mentation of the study, to the analysis of the results and to the writing
of the manuscript.

Funding Preparation of this manuscript was funded by a Health
Resources and Services Administration Graduate Psychology Educa-

tion grant (#D40HP45674-02-00) awarded to the first and last author.

Data Availability Data and materials are available upon reasonable
request from the first author.

Code Availability N/A.

Declarations

Conflict of Interest C. A. Limbers, T. Zeleznik, G. Beuley, A. Mil-
liken, E. Hernandez, and S. R. Ryan-Pettes declare that they have no
conflict of interest.

Ethics Approval Study procedures were approved by the Baylor Uni-

versity Institutional Review Board (IRB Net Identification number
2071284).

@ Springer

Consent to Participate All participants consented to participation in
this research.

Consent for Publication The manuscript has been reviewed and
approved by all authors and they have given necessary attention to
ensure the integrity of the work and have agreed to it being submitted
for publication.

Human and Animal Rights and Informed consent All participants pro-
vided informed consent and the study procedures were approved by the
Institutional Review Board at Baylor University.

References

American Academy of Pediatrics. (2021, August). Patient and family-
centered medical home. https://www.aap.org/en/practice-manag
ement/care-delivery-approaches/patient-and-family-centered-
medical-home/.

Arend, J., Tsang-Quinn, J., Levine, C., & Thomas, D. (2012). The
patient-centered medical home: History, components, and review
of the evidence. The Mount Sinai Journal of Medicine, New York,
79(4), 433-450. https://doi.org/10.1002/msj.21326

Aysola, J., Bitton, A., Zaslavsky, A. M., & Ayanian, J. Z. (2013).
Quality and equity of primary care with patient-centered medi-
cal homes: Results from a National Survey. Medical Care, 51(1),
68-77. https://doi.org/10.1097/MLR.0b013e318270bb0d

Barger, B., Salmon, A., & Moore, Q. (2023). Medical home, devel-
opmental monitoring/screening, and early autism identification.
Journal of Autism and Developmental Disorders. https://doi.org/
10.1007/s10803-023-06044-0. Epub ahead of print.

Baron-Lee, J., Bonner, B., Knapp, C., Bright, M., & Hinojosa, M.
(2015). Factors associated with having a medical home for
children at-risk of experiencing negative events: Results from
a national study. Maternal and Child Health Journal, 19(10),
2233-2242. https://doi.org/10.1007/s10995-015-1742-x

CDC. (2021, May 12). Patient-centered medical home (PCMH) model.
Centers for Disease Control and Prevention. Retrieved July 26,
2023, from https://www.cdc.gov/dhdsp/policy_resources/pcmh.
htm

Child and Adolescent Health Measurement Initiative (CAHMI).
(2022). 2020 National Survey of Children’s Health. SPSS code-
book for data users: Child and Family Health Measures, National
Performance and Outcome Measures, and Subgroups, Version 1.2.
Data Resource Center for Child and Adolescent Health supported
by Cooperative Agreement US9MC27866 from the U.S. Depart-
ment of Health and Human Services, Health Resources and Ser-
vices Administration (HRSA), Maternal and Child Health Bureau
(MCHB). Retrieved July 26, 2023, from www.childhealthdata.org

David, G., Gunnarsson, C., Saynisch, P. A., Chawla, R., & Nigam,
S. (2015). Do patient-centered medical homes reduce emergency
department visits? Health Services Research, 50(2), 418—439.
https://doi.org/10.1111/1475-6773.12218

DeVoe, J., Tillotson, C., & Wallace, C. (2009). Children’s receipt of
health care services and family health insurance patterns. Annals
of Family Medicine, 7, 406—413.

Hadland, S. E., & Long, W. E. (2014). A systematic review of the medi-
cal home for children without special health care needs. Mater-
nal and Child Health Journal, 18(4), 891-898. https://doi.org/10.
1007/s10995-013-1315-9

Hirai, A., Kogan, M., Kandasamy, V., Reuland, C., & Bethell, C.
(2018). Prevalence and variation of developmental screening and
surveillance in early childhood. JAMA Pediatrics, 172, 857-866.
https://doi.org/10.1001/jamapediatrics.2018.1524


https://www.aap.org/en/practice-management/care-delivery-approaches/patient-and-family-centered-medical-home/
https://www.aap.org/en/practice-management/care-delivery-approaches/patient-and-family-centered-medical-home/
https://www.aap.org/en/practice-management/care-delivery-approaches/patient-and-family-centered-medical-home/
https://doi.org/10.1002/msj.21326
https://doi.org/10.1097/MLR.0b013e318270bb0d
https://doi.org/10.1007/s10803-023-06044-0
https://doi.org/10.1007/s10803-023-06044-0
https://doi.org/10.1007/s10995-015-1742-x
https://www.cdc.gov/dhdsp/policy_resources/pcmh.htm
https://www.cdc.gov/dhdsp/policy_resources/pcmh.htm
http://www.childhealthdata.org
https://doi.org/10.1111/1475-6773.12218
https://doi.org/10.1007/s10995-013-1315-9
https://doi.org/10.1007/s10995-013-1315-9
https://doi.org/10.1001/jamapediatrics.2018.1524

Journal of Clinical Psychology in Medical Settings

IBM Corp. (2021). IBM SPSS Statistics for Windows, version 28.0
(Released 2021). IBM Corp.

Kim, M., Kim, J., Choi, I., Hwang, L., & Kim, S. (2012). Effects of
having usual source of care on preventive services and chronic
disease control: A systematic review. Korean Journal of Family
Medicine, 33, 336-345.

Knapp, C., Chakravorty, S., Madden, V., Baron-Lee, J., Gubernick,
R., Kairys, S., Pelaez-Velez, C., Sanders, L. M., & Thompson,
L. (2014). Assessing patient experiences in the pediatric patient-
centered medical home: a comparison of two instruments. Mater-
nal and Child Health Journal, 18(9), 2124-2133. https://doi.org/
10.1007/s10995-014-1460-9

Limbers, C. A., Gutierrez, A., & Cohen, L. A. (2020). The patient-cen-
tered medical home: Mental health and parenting stress in mothers
of children with autism. Journal of Primary Care & Community
Health, 11, 2150132720936067. https://doi.org/10.1177/21501
32720936067

Long, W. E., Bauchner, H., Sege, R. D., Cabral, H. J., & Garg, A.
(2012). The value of the medical home for children without spe-
cial health care needs. Pediatrics, 129(1), 87-98. https://doi.org/
10.1542/peds.2011-1739

Maenner, M. J., Warren, Z., Williams, A. R., Amoakohene, E., Bakian,
A. V., Bilder, D. A., Durkin, M. S., Fitzgerald, R. T., Furnier, S.
M., Hughes, M. M., Ladd-Acosta, C. M., McArthur, D., Pas, E. T.,
Salinas, A., Vehorn, A., Williams, S., Esler, A., Grzybowski, A.,
Hall-Lande, J., ... Shaw, K. A. (2023). Prevalence and character-
istics of autism spectrum disorder among children aged 8 years—
Autism and Developmental Disabilities Monitoring Network, 11
Sites, United States, 2020. Morbidity and Mortality Weekly Report
Surveillance Summaries, 72(No. SS-2), 1-14. https://doi.org/10.
15585/mmwr.ss7202al

Miller, L. E., Dai, Y. G., Fein, D. A., & Robins, D. L. (2021). Char-
acteristics of toddlers with early versus later diagnosis of autism
spectrum disorder. Autism: the International Journal of Research
and Practice, 25(2), 416-428. https://doi.org/10.1177/13623
61320959507

Pierce, K., Gazestani, V., Bacon, E., Courchesne, E., Chang, A.,
Barnes, C., Nalabolu, S., Cha, D., Arias, S., Lopez, L., Pham, C.,
Gaines, K., Guyurjyan, G., Cook-Clark, T., & Karins, K. (2021).
Get SET early to identify and treatment refer autism spectrum
disorder at 1 year and discover factors that influence early diag-
nosis. The Journal of Pediatrics, 236, 179-188. https://doi.org/
10.1016/j.jpeds.2021.04.041

Raphael, J. L., Guadagnolo, B. A., Beal, A. C., & Giardino, A. P.
(2009). Racial and ethnic disparities in indicators of a primary
care medical home for children. Academic Pediatrics, 9(4), 221—
227. https://doi.org/10.1016/j.acap.2009.01.011

Schober, P., Boer, C., & Schwarte, L. A. (2018). Correlation coef-
ficients: Appropriate use and interpretation. Anesthesia and

Analgesia, 126(5), 1763-1768. https://doi.org/10.1213/ANE.
0000000000002864

Stevens, G. D., Vane, C., & Cousineau, M. R. (2011). Association of
experiences of medical home quality with health-related quality of
life and school engagement among Latino children in low-income
families. Health Services Research, 46, 1822—1842. https://doi.
org/10.1111/j.1475-6773.2011.01292.x

Strickland, B. B., Jones, J. R., Ghandour, R. M., Kogan, M. D., &
Newacheck, P. W. (2011). The medical home: Health care access
and impact for children and youth in the United States. Pediatrics,
127(4), 604-611. https://doi.org/10.1542/peds.2009-3555

Todorow, C., Connell, J., & Turchi, R. M. (2018). The medical home
for children with autism spectrum disorder: An essential element
whose time has come. Current Opinion in Pediatrics, 30(2), 311-
317. https://doi.org/10.1097/MOP.0000000000000605

Toth, J., Nsiah, I., Nair, S., & Ramachandran, S. (2022). Associa-
tion between a usual source of care and influenza vaccination
rates among pregnant women. Pharmacoepidemiology and Drug
Safety, 31, 361-369.

Zickafoose, J. S., & Davis, M. M. (2013). Medical home disparities
are not created equal: Differences in the medical home for chil-
dren from different vulnerable groups. Journal of Health Care for
the Poor and Underserved, 24(3), 1331-1343. https://doi.org/10.
1353/hpu.2013.0117

Zwaigenbaum, L., Bauman, M. L., Stone, W. L., Yirmiya, N., Estes,
A., Hansen, R. L., McPartland, J. C., Natowicz, M. R., Choueiri,
R., Fein, D., Kasari, C., Pierce, K., Buie, T., Carter, A., Davis, P.
A., Granpeesheh, D., Mailloux, Z., Newschaffer, C., Robins, D.,
... Wetherby, A. (2015). Early identification of autism spectrum
disorder: Recommendations for practice and research. Pediatrics,
136 Suppl 1(Suppl 1), S10-S40. https://doi.org/10.1542/peds.
2014-3667C

Zwaigenbaum, L., Bryson, S., & Garon, N. (2013). Early identification
of autism spectrum disorders. Behavioural Brain Research, 251,
133-146. https://doi.org/10.1016/j.bbr.2013.04.004

Publisher's Note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

Springer Nature or its licensor (e.g. a society or other partner) holds
exclusive rights to this article under a publishing agreement with the
author(s) or other rightsholder(s); author self-archiving of the accepted
manuscript version of this article is solely governed by the terms of
such publishing agreement and applicable law.

@ Springer


https://doi.org/10.1007/s10995-014-1460-9
https://doi.org/10.1007/s10995-014-1460-9
https://doi.org/10.1177/2150132720936067
https://doi.org/10.1177/2150132720936067
https://doi.org/10.1542/peds.2011-1739
https://doi.org/10.1542/peds.2011-1739
https://doi.org/10.15585/mmwr.ss7202a1
https://doi.org/10.15585/mmwr.ss7202a1
https://doi.org/10.1177/1362361320959507
https://doi.org/10.1177/1362361320959507
https://doi.org/10.1016/j.jpeds.2021.04.041
https://doi.org/10.1016/j.jpeds.2021.04.041
https://doi.org/10.1016/j.acap.2009.01.011
https://doi.org/10.1213/ANE.0000000000002864
https://doi.org/10.1213/ANE.0000000000002864
https://doi.org/10.1111/j.1475-6773.2011.01292.x
https://doi.org/10.1111/j.1475-6773.2011.01292.x
https://doi.org/10.1542/peds.2009-3555
https://doi.org/10.1097/MOP.0000000000000605
https://doi.org/10.1353/hpu.2013.0117
https://doi.org/10.1353/hpu.2013.0117
https://doi.org/10.1542/peds.2014-3667C
https://doi.org/10.1542/peds.2014-3667C
https://doi.org/10.1016/j.bbr.2013.04.004

	Age of Autism Spectrum Disorder Diagnosis and Patient-Centered Medical Home Components
	Abstract
	Introduction
	Material & Methods
	Participants and Procedures
	Measures
	ASD-Specific Factors
	PCMH
	Health Insurance Coverage
	Socio-Demographic Characteristics

	Statistical Analysis

	Results
	Participant Characteristics
	Spearman Rank Correlations
	Hierarchical Multiple Linear Regression Analysis

	Discussion
	References


