Washington State Medical Home Leadership Network Teams 
2010-11 Workplans/Reports

	Team
	Community Need(s) Addressed
	Team Activities 

	Adams
	Screening items and resources for completing developmental screenings.  Developmental activity books for parent teaching.
	· Targeted parent teaching of growth and development skills activities in the home

· Developmental kits containing items to complete developmental evaluation

	Benton-Franklin
	Lack of a productive medical home team.  Limited understanding of Medical Home Concept and their roles by primary care providers in our community.  Lack of provider awareness about the needs of CSHCN and their families.
	· Continue to improve communication between care providers and resource coordinators in our community

· Move forward with Community Mapping process for Autism Diagnosis and Therapy

· Continue to consult with Medical Advisor to team

· Find alternate ways to share CHNs with local providers



	Clark
	Improved access to community resources that benefit CSHCN through education of families and providers.  
	· Streamline process for medical providers to refer infants and children to community resources through Rx for Family Support Line

· Use CSHCN Flip-style resource guides to inform parents, medical providers and agency staff about community resources

· Use Child Health Notes as means to disperse up to date specific health related topics to medical and other providers in the community working with CSHCN.

	Cowlitz
	The role of the medical home in Early Learning service delivery
	· Met with local early learning service providers in person to discuss the medical home model

· Awarded Year 4 Early Learning grant funding for “Community Medical Home for Early Learning”

	Garfield 
	Improve knowledge base and share information 
	· Training 

· Child Health Notes

	Grant
	Lack of provider awareness due to turnover
	· Raise awareness of Medical Home components to new medical staff in county.

· Review and gather materials

· Acquire DVD

· Recruit new Dr. to team and invite others to participate in active community conversations.

	King #1 
	
	Plan not submitted for 2010-11

	King #2 Odessa Brown
	The families of CSHCN served at OBCC need assistance coordinating care for their children.  We have also identified a need for these children to have longer appointments with our providers when they come in for acute care.
	· Monitor schedule to ensure appropriate length appointments for CSHCN

· Use registry data to identify patients in need of specific services

· Track OBCC clinic visits, hospital admissions and ER visits at Seattle Children’s Hospital

· Develop a cover sheet for OBCC charts showing critical elements of primary care for each child’s specific needs.



	Kitsap
	Lack of current community resource information available to families of CSHCN and the primary care providers who serve them.
	· Public awareness via Child Health Note mailed to PCPs

· Targeted outreach to PCPs and/or office staff

· Update information and maintain resource packets for distribution to PCP offices and families of CSHCN

· Support awareness of children’s mental health issues and available resources, 

	Kittitas
	
	Plan not submitted for 2010-11—personnel changes

	Lewis 
	Provide Medical Home information in the community:
	· Distribute CHNs to doctors and schools to increase public awareness

· Support the local autism coalition to help organize a system so families get diagnoses earlier 

	Pierce
	
	Plan not submitted for 2010-11, but lots of work done statewide on autism screening, community asset mapping and collaboration between autism Multi-disciplinary diagnostic centers, schools and mental health providers. 

	Skagit
	Increase awareness of availability of EI services for children birth to twelve months of age with developmental delay
	· Utilize Story Time programs at local public libraries as a vehicle to provide EIS info and answer parent questions

	Snohomish
	Increased understanding of the benefits of medical home
	· Provide information re: Office Practice, Screening and Anticipatory Guidance, and Special Health Concerns to medical providers.

· Connect with parents re: needs and experiences related to a medical home for children with a complex health condition.

· Recruit Physician to MHLN team

	Spokane
	To increase provider knowledge of the Child Health Note topic area and resources available to children with special health care needs population by distributing 3 CHNs.
	· Distribute 3 CHNs to approximately 600 primary care providers, early intervention providers and community partners




	Team
	Community Need(s) Addressed
	Team Activities 

	Walla Walla 
	Additional services to children and their parents and medical, mental health and educational providers for general developmental and Autism Spectrum and other Neuro-Developmental Disorders awareness, screening, assessment, diagnosis and treatment
	· Inform Walla Walla Medical Home Team of outcomes of the 2nd Annual Autism Diagnostic Teams Summit
· Inform Walla Walla Medical Home Team of information learned at the June 25, 2010 Combating Autism Advisory Council Meeting.
· Sponsor and plan for an October, 2010  Walla Walla visit by Glenn Tripp, Neuro-developmental Pediatrician
· Attendance at the Southeastern Washington Autism Conference by selected Medical Home Team members
· Work on Autism Spectrum and other Neuro-Developmental Disorders algorithms for professionals
· Work on a roadmap for parents of children with Autism and other Neuro-Developmental Disorders


	Whatcom
	Support primary care practices in providing a medical home for children and adolescents with special health care needs; team goals include providing information and assistance to primary care providers regarding: 1) primary care including developmental monitoring; 2) chronic care management  including consultation and coordination with specialty care providers; 3) coordination with community evaluation and intervention services; 4) family continuity and support.
	Participate in Whatcom Taking Action for Children and Youth with Special Health Care Needs, a community collaboration strengthening services and support for children with special needs including:

· The long term goal of a full collaborative model of services for CSHCN and their families; the interim steps necessary to maintain current services, to use resources more efficiently and to continue to identify and address gaps in services; continuation of Pediatric Specialty Outreach Clinics in Whatcom County

· Support activities of the Early Childhood Evaluation Clinic in promoting early ID and intervention for children 0-3

	Yakima
	Expand ability of community to identify developmental concerns of children at an earlier age to maximize developmental outcomes and to allow families to communicate directly with service providers regarding their concerns about their child.


	· Identify components of community systems for developmental screening.  
· Participate in Developmental Screening-WA State Partnership Committee

· Broaden partnerships with Yakima Nation around developmental screening

· Establish pilot of ASQ interface at Children’s Village

· Pilot ASQ system with provider offices


