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HRSA Title V Transformation 3.0

● An essential component of Transformation 3.0 is the development of Performance 

Measure Framework. 

● Performance measures 

○ generally accepted, objective standard of measurement against which a grantee’s 

level of performance can be compared

○ describe specific, tangible processes and outcomes that need to be accomplished. 

They contribute to the achievement of overarching goals

○ provide a framework to guide applicants and funded grantees in their proposed 

projects. 



Webinar Aim:

1. Provide background information on OGPSHCN 
selected priorities areas-Medical Home & HCT

2. Provide definitions and clarity to focus areas and 
components of Medical Home and HCT

3. Assist potential grantees in selecting appropriate 
performance measures that will allow grantees to 
measure their programs performance and progress
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Definition of Children and Youth with 
Special Health Care Needs

Those who have or are at increased risk for a chronic 
physical, developmental, behavioral, or emotional 
condition and who also require health and related 
services of a type or amount beyond that required by 
children generally



National Performance Measure: Medical Homes

The National Survey of Children with Special Health Care Needs (NS‐CSHCN) is designed to 
provide information on the CYSHCN population and to assist in the measurement of  its core 
outcomes. Outcome #2 assesses if CYSHCN receive care within a medical home, a key 
American Academy of Pediatrics priority. Nationally, 43.0% of CYSHCN meet this outcome, 
with states ranging from 34.2% ‐ 50.7%, as measured in the 2009/10 NS‐CSHCN. In Maryland, 
44.2% of CYSHCN meet this outcome. Maryland ranks 28th in the nation. 



The Pediatric Medical Home



In practice, this basic notion has been 
operationalized in at least two different ways:

• One way is that care coordination has been included as 
one of the pillars of the “medical home”. Medical home 
serves as a point of entry for CSHCN and helps coordinate 
care in an otherwise decentralized system of health care 
delivery. 

• Care coordination programs that stand alone without 
being part of a medical home represent a second way that 
the basic notion of ‘a process that facilitates linkage’ has 
been implemented nationwide. 



Care Coordination

• Sophisticated way of organizing the systems of  
care. Care for the chronically ill needs to be a 
collaborative, multidisciplinary process. Integrated 
healthcare delivery systems represent an 
important step towards addressing the 
coordination needs of those with chronic health 
conditions.



AAP Definition:

care coordination as “a process that facilitates the linkage of 

children and their families with appropriate services and 

resources in a coordinated effort to achieve good health”

The basic notion of ‘a process that facilitates linkage’ 

constitutes the core of care coordination activities. 

Case Management is NOT care 
Coordination!



What are the similarities and differences?

• Case management

• Disease management

• Comprehensive, high performing pediatric care     
coordination







Defining Characteristics of Care 
Coordination

• Patient- and family-centered

• Proactive, planned, and comprehensive

• Promotes self-care skills and independence

• Emphasizes cross-organizational relationships



Care coordination programs that stand alone without being 

part of a medical home represent a second way that the 

basic notion of ‘a process that facilitates linkage’ has been 

implemented nationwide.

The next section describes the focus of care coordination as 

a primary focus and actionable component of many 

partners of the Medical Home and so called “medical 

neighborhood.” 



Focus Measures

ACCESS TO MEDICAL HOME, HEALTH CARE, AND OTHER 

RESOURCES

● Identify and register the CYSHCN population

● Establish with families effective means for medical 

home/office access

● Provide accessible office contract for family and 

community agencies

● Catalog resources to link families to appropriate 

educational, information and referral sources

● Promote and “market” practice-based care 

coordination to families and others (e.g. 

brochures, posters, outreach efforts) 

COMMUNITY CONNECTIONS & IMPROVING AND 
SUSTAINING QUALITY FOR CYSHCN

• Establish  alliances with community partners

• Facilitate practice & family linkages with agencies 
(e.g. family support, schools, early intervention, home 
care, day care
&agencies offering respite, housing, & transportation)

• Align transition support activities with schools & 
other groups

• Collaborate to improve systems of care for CYSHCN 
(families, payers, provides, and agencies



Focus Measures

PROACTIVE CARE PLANNING FOR CYSHCN

• Help to maintain health and wellness & prevent secondary disease complications
• Maximize outcomes (e.g. alleviation of the burden of illness, effective communication 

across organizations, enrollment in needed services, and school attendance/success)
• Listen, counsel, educate, & foster family skill building
• Screen for unmet family needs
• Develop written care plans; implement, monitor and update regularly
• Plan for future transition needs; incorporate into plan of care
• Facilitate sub speciality referrals, communication & help family integrate 

recommendations of specialists
• Link family, staff to educational/financial resources



FUNCTIONS OF CARE COORDINATION:

1 .Establish relationships with children, youth, and families through introductory visits dedicated to 
setting expectations for care coordination

2. Promote communication with families and among professional partners, and define minimal intervals 
between communications.

3. Complete a child/youth and family assessment

4. Working with the family, develop a written care plan, including a medical summary, action plan, and, if 
needed, an emergency plan, that reflects mutual goals.

5. Arrange for, set up, and coordinate referrals, and track referrals and test results.



FUNCTIONS OF CARE COORDINATION

6. Provide condition-specific and related medical, financial, educational, and social supportive resource 
information, while coaching for the transfer of skills supportive of partnerships with families to care for 
their children and youth

7. Ensure the health care team integrates multiple sources of health care information; communicate this 
summary, thereby building caregiver skills and fostering relationships between the health care team and 
families

8. Support and facilitate all care transitions from practice to practice and from the pediatric to adult 
systems of care.

9. Coordinate family-centered team meetings (across organizations as needed).

10. Use health information technology to effectively deliver and continually monitor care coordination 
and the effectiveness of service delivery.



Now that we understand functions 
and strategies of care coordination:

Measures and Goals or Outcomes



Dimension or Domain Potential Measures Outcomes or Goals Source for measure

Clinical 

Identification of population of 

CYSCHN

Increasing communication 

among partners in care by 

measuring : 

% increase in Number of care 

plans, 

% increase in number of 

emergency plans (action plans) 

% increase in number of 

collaborative care agreements

Tool to identify, follow and 

collect outcome data on 

CYSHCN

1. Reduced percentage of 

children seen by specialists 

without info from pcp

2. reduced percentage of 

children seen by pcp 

without information from 

specialists

CYSHCN will be identified and 

a data base will be established to 

adequately report activities 

affecting health outcomes

Shared Care

plans

Care team documentation (such 

as an activity log,or Care 

Coordination Measurement Tool)

Care team documentation (such 

as an activity log,or Care 

Coordination Measurement 

Tool)



Costs of care Reduced emergency 

department visits

Increase in measures 

of health

Baseline of emergency 

or urgent care usage

% decrease in usage of 

emergency or urgent 

care 

activity log,or Care 

Coordination 

Measurement Tool)



Function(addressing the improved 

function of the CYSHCN or the family of 

CYSHCN)

1. Ease of access 

to resource 

information

2.Achieve self-

management 

skills

3.Enhance 

communication 

among 

providers/family/

community 

partners

4.Increase 

functional 

abilities

5.Support 

achievement of 

optimal 

developmental 

trajectory

Baseline Family 

Reports (CMHI 

Family Survey)

% Increase in family 

and professional 

access to 

information about 

resources

% Increase in 

documentation of 

care plan or medical 

summary use 

Establish baseline 

and compare % 

increase in any of 

following:

improved functional 

assessment, increase 

in and number of 

care plans developed 

and shared; 

improved school 

attendance and or 

school success; 

improved ability to 

perform activities of 

daily living.

1.Patient, family, PCP, and specialist report

2.Patient, family, PCP, and specialist report

3.Care plans

4.Functional assessments

5.Standardized screening

Family report, plan report, school reports.

CMHI survey tools



Performance Measures Medical Home: Non –clinical
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Health Care Transition

Health care transition is the process of changing from a pediatric to an     

adult model of health care. 

The goal of transition is to optimize health and assist youth in reaching 

their full potential. To achieve this goal requires an organized transition 

process to support youth in acquiring independent health care skills, 

preparing for an adult model of care, and transferring to new providers 

without disruption in care. 



Overall Measure: The percentage of Maryland 

families of youth with special health care needs 

(YSHCN) reporting that they have participated in 

health care transition planning for their youth 

according to the annual Maryland Transitioning 

Youth Parent Survey (baseline measurement for 

2011 is 17%). There are disparities noted by the 

presence of one or more Emotional/Behavioral 

Disorders with only 28% of these children achieving 

this outcome, compared to 42.5% of CYSHCN 

without however whites achieve this outcome at 

more than 1.5 times the rate of non- Hispanic Blacks.



Health Care Transition Performance Measurement 

Goals
A. For the families of transition age youth to improve their 

understanding of the health care transition 
policy(proposed); and the skills needed for successful 
transition to adult medical care.

A. For the clinicians to improve in their knowledge of the skills 
necessary for successful transition from pediatric to adult 
care. To Include the six core elements in care plans.



6 Core Elements

1.Transition Policy
2.Transition tracking and monitoring
3.Transition readiness
4.Transition planning
5.Transfer of care
6.Transfer completion



Performance Measures:  SFY 2017

● Increase the number of presentations to staff and partners on health  care      

transition. CME’s.

● Number of outreach events/activities (families/youth/community base).

● Number of families receiving information on health care transition.

● Number of group education activities (youth/families).

● Number of staff training hours on health care transition policy and care 

plans and transfer for care plans.

● Number of care plans ready for adult transfer.

● Number of care plans transferred to adult care.



Performance Measures:  SFY 2016

● Percentage of activities developed to capture health care transition data.

● Percentage of partners publicizing survey for youth/parent collection.

● Percentage of Partners publicizing findings for youth/parent findings.

● Percentage of CYSHN given a HCT policy, prepared readiness/self-assessment, 

and care plan.

● Percentageof (All) youth given a policy, prepared readiness/self-

assessment, and care plan.

● Percentage of (All) youth transferred into adult care, using the Six Core

Element’s Tool.

● Percentage of CYSHN transferred into adult care, using the Six Core

Elements.



Options for Tracking and Reporting

Client Service Bills 

Meeting(s) Attendance records

Client Appointments

Client  Records

Material purchases/invoices

Data reports

Surveys





IMPORTANT DATES TO REMEMBER:

● APPLICATION DUE DATES May 13, 2016

● TA CALL FOR LHD APRIL 15, 2016 (1O AM TO 11AM)

● TA CALL FOR SYSTEM GRANTS APRIL 19, 2016 (10AM TO 11AM)

● START DATE FOR FY 17 GRANTS JULY 1, 2016

● END DATE FOR FY 17 GRANTS JUNE 30, 2017



OGPSHCN Resources

Mary Price

Health Care Transition Coordinator

Phone: 410-767-5581 Fax: 410-333-7956
E-mail: mary.price@maryland.gov

Angela Sittler

Resource Coordinator

Phone: 410-767-1063 Fax: 410-333-7956
E-mail: angela.sittler@maryland.gov

Keisha Peterson

Program Chief, Systems Change (Medical Homes contact)

Phone: 410-767-6801 Fax: 410-333-7956

Email: keisha.peterson@maryland.gov

Florence C. Harvey

Grants Administrator 

Phone at (410) 767-6749 Fax: 410-333-7956

Grants and Contracts Mailbox: dhmh.cshcncontractsgrants@maryland.gov

tel:410-333-7956
tel:410-767-5602
tel:410-333-7956
mailto:antoinette.coward@maryland.gov
mailto:keisha.peterson@maryland.gov
tel:(410) 767-6749
mailto:dhmh.cshcncontractsgrants@maryland.gov



