
Strengthening Kansas Family’s 
Ability to Navigate Systems of Care 
for CYSHCN Through a Holistic 
Care Coordination Program
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Today’s Learning Objectives

Our Vision
• Purpose
• Family Engagement
• Why Care Coordination?
• Definition

Implementation
• Timeline
• Program Development
• Care Coordination Process
• Evaluation

The Future
• Collaborative Efforts
• Integration Across MCH
• Expansion Opportunity



Our Vision
FA M I LY  E N G A G E M E N T

W H Y  C A R E  C O O R D I N AT I O N ?

D E F I N I T I O N



We Believe…

Children with special health care 
needs are children first.

Families must be at the center to 
everything we do. 

Collaboration is critical to service 
provision. 



Kansas Title V Family Engagement

Families as 
Leaders as 

Experts

Families as 
Leaders as 

Professionals

Families as 
Leaders as 

Council 
Members



Why Care Coordination?
Strategic Plan – Identified as #1 need

Holistic Approach

Families wanted:
◦ Help navigating, but not someone to do   everything for 

them 
◦ To be listened to
◦ To be a partner



Care Coordination is…..
“Patient and family-centered approach that utilizes 
team-based and assessment activities designed 

to meet the needs of children and youth while 
enhancing the capabilities of families. 

It addresses interrelated medical, behavioral, 
educational, social, developmental, and financial 

needs to achieve optimal health.”



Multi-Tiered Approach

Care Coordination 
within the SHCN 

program 

Expansion to Satellite 
offices across the state

Partnership with other 
organizations 

Partnership with 
Pediatric offices



implementation
T I M E L I N E

P R O G R A M  D E V E L O P M E N T

C A R E  C O O R D I N AT I O N  P R O C E S S

E V A L U AT I O N



Planning/Development
Spring 2014 – 2016

Training for Topeka Team
Fall/Winter 2016 & 2017

Care Coordination Pilot
February – June 2017 

Partnership with FQHC
July 2017

Satellite Office Team Training
July – September 2017

Statewide Implementation
October 2017

New Data System Development
Spring 2018

Statewide Data System Launch
Fall 2018

Partnership with CP/MC Clinic & 
School For the Deaf
Winter 2018/Spring 2019

Pediatric Partnerships Development 
& Implementation
Coming in 2020!

Patient Portal
Coming soon in 2019!

Care Coordination Timeline



Program Development
Models
◦Boston Children’s
◦Health Homes
◦ Kansas Medicaid Case 

Management
◦Others

Pilot Process
◦Uninsured
◦Medicaid
◦ Private Insurance



Training Process
All Team 
In-Person 
Training

Case Studies Role Playing

1-on-1
On-Site 

Trainings

Ongoing 
Technical 

Assistance

WebinarsBrain 
Trust Calls



Who Receives Care 
Coordination Services…..



Completed 
Application

Financially 
Eligible

Medically 
Eligible

Signed 
Family 

Agreement



Care Coordination Process
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• Strengths based
• Needs driven
• Holistic

– Medical
– Legal
– Social
– Financial
– Educational



Introduction Letter

Notice and Acknowledgment of Requirements & 
Responsibilities 
by Client/Family 

Direct Assistance Program 
Overview Chart



Primary Care Coordinator (PCC)
PCC provides ongoing follow-up per agreed upon schedule

Level 
Determination

DAP Selection

Safety 
Evaluation

Service 
Authorizations

Action Plan



For All: (Selection of 2 programs)
Family choice 
Needs-based 
Adaptable

For Care Coordination Clients: 
More direct contact with CC to make changes 
throughout the year

*Note: SSI only clients are not eligible for a DAP



DAP Chart



DAP Chart



Safety Evaluation
Smoke & Carbon Monoxide Detectors



Goals 
(w/ SMART 
Objectives)

Family 
Driven Focused

Adaptable Continuous



Goal Example #1
Identify an adult care provider
Objectives/Objetivos #1:

Talk to primary care doctor 
about adult doctors he would 
recommend.
Objectives/Objetivos #2:

Look up information about the 
referred doctor on line.
Objectives/Objetivos #3:

Schedule an appointment to 
meet with the referred doctor. 

Goal Example #2
Plan college visits that include Student 
Services
Objectives/Objetivos #1:

Identify what colleges you want to visit.
Objectives/Objetivos #2:

schedule a visit with Student Services. 
Objectives/Objetivos #3:

Make a list of questions for Student 
Services. 
Objectives/Objetivos #4:

Gather paperwork you want to take with 
you to show Student Services.
Objectives/Objetivos #5:

Got to the college appointments and talk to 
Student Services.



Evaluation
Evidence-Based Strategy Measures

National Performance Measures

Ongoing Quality Assurance

Continuous Quality Improvement



Tracking and 
Monitoring

Direct Assistance Programs & Budget

Care Coordination Time & Activities

Number of Clients Served

Client Level Activity (Opt-out, Levels 1 through 3)

Focus of Care Coordination Services

Client/Family Outcomes (from Action Plan)

Service Authorizations



Electronic Record System
Welligent© data system designed to meet the needs of Care Coordination Services

Coming soon…
Patient Portal!

Electronic EHR

HIPPA Compliant 

Internal secure e-mail system 

Calendar

All client records stored

DAP tracking/budget

Tracking of all Care Coordination Services 



The Future
C O L L A B O R AT I V E  E F F O R T S

I N T E G R AT I O N  A C R O S S  M C H

E X PA N S I O N  O P P O R T U N I T Y



Collaboration is the Foundation for the 
Future 



KanCare (Medicaid)

CURRENT

• MCO Shared Client Report
• Shares SHCN and MCO 

Care Coordinators 
(including contact information)

• Outlines services being 
provided to client

• Collaborative Planning 
with MCO Care 
Coordinator and client/ 
family

• Single Case Agreements

FUTURE 

• Prior Authorizations
• Extended Single Case 

Agreements
• OneCare Kansas 

(revived Health Homes
initiative)

• Medicaid Expansion
• Family Engagement 

Partnerships



Integration Across Systems
Title V MCH
Replication opportunities at local level 
and with other MCH populations

Title X Family Planning
Resource distribution & screenings

Early Childhood Systems & Child Care 
Resource distribution, screenings, & 
referrals

Nutrition & WIC 
Resource distribution, screenings, & 
referrals



Caregiver Health
Caregiver Toolkit

Self-Assessment

Evaluation Survey

Resources & Tools

Family Supports

Supporting You

Standards of Quality

Family Leadership Activities

“Supporting the physical, emotional, social, and financial well-being 
of families with CYSHCN, particularly that of the family caregivers.”

*A family caregiver is any individual, including siblings, who supports and cares for another 
person and may or may not be a biological relative.



Supporting You



SHS Family Advisory Council



Charting the LifeCourseTM

www.lifecoursetools.com/planning/



Plans for the Future

Care Coordination 
Satisfaction Survey

Expand Eligibility 
Requirements

Primary Care 
Practice Pilots

Enhanced MCO 
Collaboration

Focus on Behavioral 
Health & Foster Care



Questions?
K AY Z Y  B I G L E R

P R O G R A M  M A N A G E R  

S P E C I A L  H E A LT H  C A R E  N E E D S  P R O G R A M

K AY Z Y. B I G L E R @ K S . G O V  ~  7 8 5 - 2 9 6 - 1 3 1 6
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