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1.

A. Template Objective 1 - Medical Home
 
By December 31, 2016, the Regional Center for CYSHCN, in collaboration with the Medical Home Hub, CYSHCN
Collaborators and others, will implement and evaluate strategies to increase the number of children with a medical
home.

B. A SPHERE Brief Contacts, Referral and Follow-up Results, and Title V Special reports; a National Performance
Measure (NPM) Strategy Report; and a workplan documenting: a) activities implemented to increase the number of
children with a medical home, b) partners involved in the work, and c) outcomes that occurred as a result of the
implemented activities.

C. The MCH/CYSHCN Program Parameters apply to this objective. This work will address the Title V National
Performance Measure 11: Percent of children with and without special health care needs having a medical home.

C.

D. Implement and evaluate the effectiveness of the following strategies and activities:
 
1.	Support individual family cross system coordination through Information/Referral/Assistance (includes brief contacts
and consultation) by:
 
-	Linking individual families to existing medical home and other (i.e., ABC of Health, P2P, Family Voices) supports and
services, and following up with individual families to determine the outcome of referrals.
 
-	Implement an outreach plan to increase reach to underserved populations (See WI CYSHCN Medical Home Outcomes
Report 2013 https://www.dhs.wisconsin.gov/publications/p0/p00615a.pdf) and conduct ongoing evaluation to monitor
outreach efforts/effectiveness and identify barriers to service.
 
2.	Promote concepts of Medical Home using a unified definition, set of tools and messages.
 
-	Assist the Wisconsin Statewide Medical Home Initiative (WiSMHI) to update Medical Home Training tools to include
identifying a common definition (align with Medical Home Systems Integration Grant (MH SIG)) and messages to be
adopted, endorsed and used by communities, organizations and systems. 
 
-	Provide input to tool development to ensure inclusion of family and youth perspective, transition, care coordination,
care plans, health literacy and cultural competence.
 
-	Promote use of common tools with regional/community partners (local health departments, regional Early Childhood
Collaborating Partners, and others).
 
-	Incorporate common messages and tools in existing family and provider directed training materials and trainings.
 
-	Assess and prioritize health system and community outreach needs in your region to implement one or both of the
following activities:
 
-	Collaborate with the WiSMHI to recruit, organize and conduct practice based Medical Home Training(s) that are based
in assessed need and likely to reach underserved children and families; and/or
 
-	Collaborate with Organize and conduct Community Systems of Care Medical Home training(s) (LHH, WIC, B-3, and
Home Visiting) to advance medical home concepts with community partners.  Use common messaging tools to promote
Medical Home concepts with individual families.
 

09/25/2015  11:17 AM Page 1 of DPH Grants and Contracts4



Year 2016 Template Objectives for CYSHCN Regional Center

Legend

A Objective Statement D Input Activities G For Your Information

B Deliverable E Base Line for Measurement

C Context F Data Source for Measurement

3.	Assess and promote care coordination within and across systems and organizations in your region.
 
-	Assist WiSMHI in Care Coordination Assessment/Gap Analysis.
 
-	Assist Family Voices to recruit, promote and implement a pilot using the Revised Care Coordination Curriculum with
families in your region.
 
-	Collaborate with Family Voices to provide Did you Know, Now You Know training(s) in your region.
 
-	Promote the use of approved DHS referral forms to support cross system communication with health care systems and
other key partners.
 
-	Collaborate with First Step to identify resources and provide ongoing updates for inclusion in the First Step
information repository; outreach to health care systems to inform them of the resources and referral opportunities.
 
4.	Develop, promote and sustain practice and system infrastructure through continuous medical home quality
improvement approaches within health care systems.
 
-	Recruit and support practices/health systems in your region in collaboration with WiSMHI to participate in Medical
Home Quality Improvement (QI) grants.  The Regional Center should be able to demonstrate recruitment strategies
utilized.  Intent is to recruit at least 1 applicant per region.
 
-	Serve as Family Engagement and Community Resources advisors to funded grantees in the Region; Provide ongoing
support to youth/family members of the Medical Home QI project team.
 
-	Partner with regional Child Psychiatry Consultation Program as applicable to promote services as part of its QI and
practice outreach activities to promote behavioral health resources.

E. Baseline information as identified in the 2016 Regional Center work plan.

F.

G.

2.

A. Template Objective 2 - Transition
 
By December 31, 2016, the Regional Center for CYSHCN, in collaboration with the Transition Hub, Collaborators
Network and others will implement and evaluate strategies to increase the number of adolescents who receive services
necessary to transition to adult health care.

B. A SPHERE Brief Contacts, Referral and Follow-up Results and Title V Special reports; a National Performance
Measure (NPM) Strategy Report; and a workplan documenting: a) activities implemented to increase the number of
adolescents who receive services necessary to transition to adult health care, b) partners involved in the work, and c)
outcomes that occurred as a result of the implemented activities.

C. The MCH/CYSHCN Program Parameters apply to this objective.  This work will address the Title V National
Performance Measure 12: Percent of adolescents with and without special health care needs who received services
necessary to make transitions to adult health care.

C.

D. Implement and evaluate strategies to support YSHCN and their families to have planned transitions to adult health care,
care coordination and family supports; and to implement and evaluate strategies that promote the adoption of transition
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policies and practices which support all adolescents in transitioning from pediatric to adult health care.
 
1.	Support individual youth/family cross system coordination through Information/Referral/ Assistance (includes brief
contacts and consultation) to guide individuals in transition planning by:
 
-	Linking individual families to transition planning resources, supports and services, including transitions to adult health
care, and following up with youth/families to determine the outcome of referrals and support next steps in their
transition plan.
 
-	Collaborate across Regional Centers to develop and test a consistent strategy to support families and youth in transition
planning, including youth and families who are underserved.
 
-	Implement a transition outreach plan (see #2 below) to increase reach to underserved populations (See WI CYSHCN
Transition Outcomes Report 2013) (https://www.dhs.wisconsin.gov/publications/p0/p00615e.pdf) and conduct ongoing
evaluation to monitor outreach efforts/effectiveness and identify barriers to service.
 
2.	Strengthen collaboration and assure health transition tools and skill development is integrated in transition planning
and training for youth, families and professionals in your region.
 
-	Develop and implement a transition outreach plan focused on improving transition outcomes for youth and families
who are underserved.  Plans should incorporate the following resources and partners:
 
-	Collaborate with the Youth Health Transition Initiative (YHTI) to identify a common set of transition tools and
strategies that will be used by all Regional Centers and CYSHCN Network partners.
 
-	Collaborate with Family Voices to provide What¿s After High School training(s) in your region.
 
-	Collaborate with regional, CESA-based Transition Improvement Grant Coordinators and County Communities on
Transition (CCoT) networks.
 
-	Identify strategies to strengthen collaboration and transition planning with school special education and services staff,
transition staff and school nurses.
 
-	Identify strategies to strengthen collaboration and transition planning with Aging and Disability Resource Centers.
 
-	Conduct ongoing evaluation to monitor outreach efforts/effectiveness and identifying areas for cross-system
coordination.
 
3.	Partner with the Youth Health Transition Initiative to develop a transition outreach plan for both pediatric and adult
care practices/health systems in your region.
 
-	Assess and prioritize health systems in your region.
 
-	Identify new health care transition champions.
 
-	Connect providers to state and county resources on transition.
 
-	Build provider awareness of your Regional Center and referrals for youth transition planning.
 
4.	Develop, promote and sustain practice and system infrastructure through continuous transition quality improvement
approaches within pediatric and adult health care systems.
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-	Recruit and support practices/health systems in your region to participate in Transition Quality Improvement (QI)
grants.  The Regional Center should be able to demonstrate recruitment strategies utilized.  Intent is to recruit at least 1
applicant per region.
 
-	Serve as Family Engagement and Community Resources advisors to funded grantees in the Region; Provide ongoing
support to youth/family members of the QI team.
 
-	Expand regional health care partner participation and contributions in/for the Youth Health Transition Learning
Community webinars and conferences, website and monthly listserv.

E. Baseline information as identified in the Regional Center work plan.

F.

G.

3.

A. Template Objective 3 - Family Engagement and Leadership
 
By December 31, 2016, the Regional Center for CYSHCN, in collaboration with the Family Voices of Wisconsin,
Parent to Parent, the CYSHCN Collaborators Network and others, will implement and evaluate strategies to strengthen
family engagement and leadership.

B. A SPHERE Brief Contacts, Referral and Follow-up Results, and Title V Special reports; a National Performance
Measure (NPM) Strategy Report; and a workplan documenting: a) activities implemented to strengthen family
engagement and leadership, b) partners involved in the work, and c) outcomes that occurred as a result of the
implemented activities.

C. The MCH/CYSHCN Program Parameters apply to this objective.  Title V defines family and consumer partnership as:
¿The intentional practice of working with families for the ultimate goal of positive outcomes in all areas though the life
course.¿ Family engagement reflects a belief in the value of the family leadership at all levels from an individual,
community and policy level.

C.

D. Implement and evaluate the following strategy and activities:
 
1.	Youth/families are actively engaged at all levels (individual, practice and community, and policy) with the goal of
partnership and shared leadership.
 
-	Implement the CYSHCN Network Family Engagement and Leadership Work Plan.

E. Baseline information as identified in the multi-year work plan.

F.

G.
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