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A.  Objective 1: Medical Home and Y outh Transition
By December 31, 2019, the Regional Center for CY SHCN will implement and evaluate strategies to increase the
number of children with a medical home and youth transition.

B. A Mid-Year and End of Year Summary RedCap Report and a completed work plan to document: a) activities
implemented to increase the number of children with a medical home, and b) outcomes that occurred as a result of the
implemented activities.

C.  TheMCH/CY SHCN Program Parameters apply to this objective. Thiswork will addressthe Title V National
Performance Measure 11: Percent of children with and without special health care needs having amedical home.
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Implement and evaluate the effectiveness of the following strategies and activities for Medical Home: (See 2019 Work
Plan and Program Parameters for a complete list of activities)

1.Regiona Centerswill provideinformation, referral and follow up servicesto families. (see work plan)

-Maintain awebsite that provides access to information about the Regional Center and CY SHCN Network Partners.
-Promote concepts of Medical Home & Y outh Health Transition with families in the context of 1& R calls, on the
website and any available social media.

-Identify family leaders.

2.Regional Centerswill provide information and consultation to providers and community professionals serving
CYSHCN & their families:

-Provide information to community partners, providers, and other professionals supporting CY SHCN in the region.
-Provide consultation and information in the context of community events.

-Support and sustain family leaders through consultation.

3.Identify and share new & /or updated resources with relevant stakeholders (Regional Centers will conduct trainingsin
the area of community resources/supports, youth health transition, and medical home concepts for families and
community partners.

-Organize, facilitate and deliver Partnering with Y our Child¢s Doctor.

-Refer families to the Family Voices of Wisconsin website for Care Coordination in the Community (MH 101, 102,
103) webcast series.

-Organize, facilitate and deliver the Build Y our Bridge.

-Partner with Family Voices of Wisconsin to conduct What¢s After High School training eventsin their region.
-Organize, facilitate and deliver Did Y ou Know? Now Y ou Know!

-Support family leaders by providing them information, and tools. Complete Family Engagement Questionnaires.
4.Regional Centerswill connect families with other families through referrals to P2P of WI and partnering to host
support parent trainingsin their region.

-Connect family leaders with opportunities for parent leaders through areferral to P2P.

-ldentify parent leaders in their community.

5.Regional Centerswill support Grantees (QI & Tribal) within their region.

-Promote and solicit practiceshealth care systems to develop QI grant proposals/applications.

-Participate in Learning Community Calls.

-Provide technical assistance to grantees.

-Provide ongoing support to youth/families QI teams.

-Attend the annual QI/Tribal Grantee and MCH/CY SHCN Summit.

6.Regional Centerswill conduct outreach efforts to support referrals to the Regional Center, and secure partnerships for
trainings with a focus on underserved populations and families whose children are adol escents.

-Promote the concepts of Medical Home and Y outh Health Transition.

-Conduct community outreach activities.

-Build community partnerships.

7.Enter all datainto REDCap within 30 days following the end of each quarter (i.e., by end of April 2019, July 2019,
October 2019, EQY January 2020).

8.0ptiona: Innovative way to advance Medical Home & Transition strategies (such as common messaging, Cross
system coordination, etc.). Note: These activities will be covered by 75% match funds. Describe purpose, activity and
evaluation measure.

See detailed information as identified in the 2019 Regional Center work plan.
RedCap Data System and completed 2019 work plan.
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