
	MCH Implementation Team Local Action Plan
Integrated: Medical Home/Assuring Better Child Health and Development (ABCD) 
For Fiscal Years 2015 and 2016

	Agency: LPHA populates
Date Originally Developed: LPHA populates	
Date Revised: LPHA populates
	Program Contact: LPHA populates
Email: LPHA populates
Phone: LPHA populates

	Context/Background - (NOTE: This section was formerly the “Needs Assessment.” The bullets below are examples from the state-level action plan. They can be customized if more relevant data is available at the local level)  LPHA customizes section

	This integrated local action plan combines all elements of the “core” objective in the medical home action plan within the context of ABCD.  Local public health agencies that have identified inconsistent developmental screening, referral and follow up as a barrier to a medical home approach in their community may use this template.  Note that there are three additional, “complementary” objectives (B, C and D) for the medical home action plan that are not included in this integrated format.

Medical Home
Essential components of a medical home approach include care that is accessible, patient/family-centered, continuous, comprehensive, coordinated, compassionate and culturally responsive. In Colorado, 59.3 percent of children and youth ages 0-17 meet the criteria for having a medical home (National Survey of Child Health, 2007). National survey data indicates that this percentage is consistently lower for children and youth with special health care needs (43.1%) versus the population of children and youth without special health care needs (62.6%). This is important to consider as 13.7 percent of Colorado’s children and youth, ages 0-17, have a special health care need (National Survey of CSHCN, 2010). While the components of a medical home approach are implemented within the provider or practice setting, it is critical to recognize that a provider/practice is operating within the context of a larger medical home system. A medical home system is the state and local infrastructure (personnel, processes, policies, procedures, materials, organizational structures, etc.) that support the implementation of a medical home approach within practices and within the broader surrounding community. 

The core strategy of the medical home action plan is “mobilizing partnerships,” outlined in Objective A. A local public health agency may also choose to include one or more complementary strategies (objectives B, C or D) in year one, or expand to include them in future years, based on agency capacity, needs within the community and opportunities for leveraging efforts with partners. 

Research indicates that:
· Early childhood development is foundational to health later in the life course.
· Early screening and referral leads to early identification and improved developmental outcomes for young children.
· Early childhood developmental delays are often not identified until kindergarten entry or later, well beyond the point when early intervention is most effective to improve later outcomes.
· Primary health care providers who use a Standardized Developmental Screening Tool, such as the Ages and Stages Questionnaire, are more likely to correctly identify children in need of early intervention services than those who rely solely on clinical judgment or a non-standardized tool.
· Standardized developmental screening should not happen in isolation, but as a part of a spectrum, which includes surveillance, screening, referral, evaluation, parent education and support.
· A community-based approach to a coordinated, quality standardized developmental screening program is essential.

Colorado’s Assuring Better Child Health and Development (ABCD) project partners with families, pediatric practices, family practices, Local Public Health Agencies, Early Childhood Councils, other community agencies, and child care providers to help them identify as many children who may have potential developmental delays as early as possible. ABCD’s mission is to mobilize and align pediatric and other community partners to improve early childhood developmental outcomes.   

	Goal(s) LPHA customizes section
	Data Source(s) LPHA customizes section

	G1
	Increase the percentage of parents in [insert county/community/health statistics region] asked by a health care provider to fill out a questionnaire about development, communication, or social behavior of their child ages 1 through 5.
	Child Health Survey (CH169)


	G2
	Increase the percentage of Early Intervention Colorado referrals in [insert county/community] coming from targeted screening sources.
	Early Intervention Colorado—available from ABCD

	G3
	Increase the number of children and youth, including those with special health care needs, who receive comprehensive, coordinated care within a medical home in [insert county]

	Colorado Child Health Survey
http://www.chd.dphe.state.co.us/topics.aspx?q=Maternal_Child_Health_Data
[Scroll down and click on Colorado Child Health Survey and then on the data tab]

National Child Health Survey and National Survey of CSHCN
http://www.childhealthdata.org/

Local medical home data, if available

	G4
	Improved communication, collaboration and enhanced support network amongst medical home projects and initiatives in [insert county]
	See Objective A







	State Performance Measure(s)

	SMP4: Percent of parents asked by a health care provider to fill out a questionnaire about development, communication, or social behavior of their child ages 1 through 5. (Child Health Survey) 

	SMP5: Percentage of Early Intervention Colorado referrals coming from targeted screening sources. (Early Intervention Colorado)

	National Performance Measure 3: The percent of children with special health care needs age 0 to 18 who receive coordinated care

	CSHCN National Outcome 2: All children will receive comprehensive care within a medical home



	Objective A: By [insert date], [insert name of LPHA] will take a leadership role in [insert county] in building and embedding a coordinated, quality approach that ensures that children are screened, referred, evaluated and connected to services for which they are eligible. (Core)  LPHA customizes section
	Lead: LPHA populates
Email/Phone: LPHA populates
	

	Target Population: 
Local Public Health, Pediatric and Family Practice Health Care Providers, Health Care and Hospital Systems, Home Visitors, Early Childhood Councils, Behavioral Health, RCCOs, Family Leaders, Department of Human Services, Early Intervention, Child Find, Family Resource Centers, Healthy Communities, Head Start, Early Learning, Private Therapists  LPHA populates
	
	· Systems building data from early childhood councils: LSA, HI grant, CDE, etc.

	Criteria for Success: LPHA customizes section
· Increased number of children are screened, referred and evaluated and connected with services they are eligible for
· Community wide agreement and understanding on what a coordinated, quality approach means 
	As Measured by: LPHA customizes section

· 

	Evaluation of Objective: Completed during annual reporting

	Strategy
Enhanced Partnerships
	Milestones / Key Activities - LPHA customizes section
	Target Completion Date
LPHA populates section
	Responsible Persons/Group LPHA populates section
	Monitoring Plan 
LPHA customizes section
During annual reporting, comment for each row if met/unmet.

	
	Activity 1:  A community goal related to child development has been identified and benchmarks agreed upon to measure progress towards the goal.
	
	
	Goal and benchmarks are clearly established.
	
	
	

	
	Activity 2: A team charter or partnership document is in place that outlines how the group will function and partner roles and responsibilities within the group (i.e. how often will the group meet, minutes, partnership assessment tool discussed and agreed upon)


	
	
	Team charter is in place.   Meeting minutes are recorded. 

	
	Activity 3:  Partner participation is continually assessed and new partners are continually encouraged to participate.


	
	
	Community completes a partnership “pinwheel” document that is continually adjusted to include new partners and accurately reflect active partner participation. Partnership tool agreed upon and disseminated to partners.

	
	Activity 4: A data and benchmark monitoring report is developed and assessed as part of regular partnership meetings.




	
	
	Quarterly report that follows changes in early intervention referral data and a summary of the partners discussion relative to the data and next steps derived from what the data is indicating.

	
	Activity 5: Partner with key stakeholders to engage in a discussion of strategic learning questions to identify successes, challenges, and lessons learned in mobilizing partnerships and the type and level of support necessary to enhance the coordination of the group. (See Medical Home Priority Resource Document provided by MIT). 
	
	
	Summary of successes, challenges, lessons learned, and what adjustments, if any, will be made moving forward.

	
	Activity 6: Conduct a baseline collaboration survey with the stakeholder group to help measure of the stakeholder group’s effectiveness, the strength of member alliances, and member satisfaction. (See Medical Home Priority Resource Document provided by MIT)

	
	
	Collaboration baseline survey

	
	Activity 7: Analyze results from the collaboration survey and use to identify ways to strengthen alliances. 
	
	
	Results of baseline collaboration survey; List of ways to strengthen collaboration.

	[bookmark: _GoBack]
	Activity 8: Evaluate the progress of the stakeholder group on its annual work plan and measure stakeholder group collaboration by conducting a follow-up collaboration survey.

	
	
	Coalition progress report; Follow-up collaboration survey results

	
	Activity 9: Participate in technical assistance opportunities offered by the Medical Home and/or ABCD MITs. Opportunities will include webinars and in-person trainings. 
	
	
	Participation in technical assistance opportunities

	Strategy #2
Community partners have clearly defined roles and responsibilities
	Milestones/Key Activities
	
	
	

	
	Activity 1: The following essential roles are clearly defined:  surveillance, screening, referral, evaluation, parent education, and support.  The community has also identified and defined any other roles it feels are essential to a quality, coordinated approach that ensures that children are screened, referred, evaluated and connected to services they are eligible for.
	
	
	A document detailing the definitions of each role is in place.

	
	Activity 2:  The community agrees on the responsibilities that are associated with the following essential roles:  surveillance, screening, referral, evaluation, parent education and support.   The community also agrees on the responsibilities associated with any other roles it has designated as being essential to a quality, coordinated approach that ensures children are screened, referred, evaluated and connected to services they are eligible for.

	
	
	A document detailing the responsibilities associated with each essential role is in place.


	
	Activity 3:  Partners sign “MOUs” or other informal agreements to strengthen their commitment to individual roles and responsibilities and a commitment to shared accountability.

	
	
	MOUs or other informal agreements are in place

	Strategy #3:
Quality Components
	
	
	
	

	
	Activity 1:  LPHA team works with ABCD to establish the quality components associated with the following essential roles:  surveillance, screening, referral, evaluation, parent education and support as well as any other role the community has agreed upon as essential.

	
	
	Document detailing the Quality Components is in place.

	Strategy 4:
Protocols
	Activity 1:  LPHA team works with ABCD to establish protocols that includes the agreed upon quality components for each of the following essential roles:  surveillance, screening, referral, evaluation, parent education, and support.


	
	
	Document detailing the protocols is in place.

	
	Activity 2: Protocols are agreed upon by community partners.

	
	
	Document detailing the protocols is in place.

	Strategy 5:
Technical Assistance
	Activity 1:  (LPHA inset name) will lead the community efforts to develop technical assistance tool kits to support each of the following essential roles: surveillance, screening, referral, evaluation, parent education and support.

	
	
	Tool Kits are developed

	
	Activity 2:   (LPHA insert name) will lead the community efforts to determine, based on the capacity of individual partners (including public health), who can deliver technical assistance on an ongoing basis to each of the essential roles.


	
	
	Technical Assistance Plan is in place which designates who will deliver technical assistance and how often technical assistance will be delivered.

	Objective B: By [insert date], [insert name of LPHA] will have a defined role and agreed upon responsibilities within the ABCD Model Community Framework (surveillance, screening, referral, evaluation, parent education and support). (Core) (LPHA customizes (9((
	Lead: LPHA populates
Email/Phone: LPHA populates

	Target Population: Local Public Health, Pediatric and Family Practice Health Care Providers, Home Visitors, Early Childhood Councils, Behavioral Health, RCCOs, Family Leaders, Department of Human Services, Early Intervention, Child Find, Family Resource Centers, Healthy Communities, Head Start, Early Learning, Private Therapists, Hospital Systems LPHA populates

	Criteria for Success: LPHA customizes section
· Increased number of children are screened, referred and evaluated and connected to services they are eligible for
· Community wide agreement and understanding on what a coordinated, quality approach means
	As Measured by: LPHA customizes section


	Evaluation of Objective: Completed during annual reporting

	Strategy
	Milestones / Key Activities - LPHA customizes section
	Target Completion Date
LPHA populates section
	Responsible Persons/Group
LPHA populates section
	Monitoring Plan 
LPHA customizes section
During annual reporting comment for each row if met/unmet

	Strategy 1:
Local Public Health has a clearly defined role(s) and responsibilities
	(LPHA insert name) commits to one or more of the following essential roles: surveillance, screening, referral, evaluation, parent education and support
	
	
	MOU or other informal agreement detailing the roles and responsibilities assumed by LPHA. 
	
	
	

	
	LPHA creates a work plan to detail how it will fulfill its agreed upon roles and responsibilities and how work aligns across other MCH programs and priorities
	
	
	Work plan developed and demonstrates alignment
	
	
	

	
	LPHA begins to implement work plan and demonstrates progress
	
	
	Documentation of steps and activities



Key 
 Red Sections: Local public health agency completes section  
 Green Sections: MIT has provided the foundation and essential components. 
LPHA fills in the details specific to the agency, e.g., dates, data, individuals, etc.  		Revised 2/14/14
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