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Abstract 

Children with special health care needs (CSHCN) are those who require an amount of 

health care services that is greater than normal due to their chronic physical, developmental, 

behavioral, or emotional condition (McPherson). The extra care requires management and 

coordination commonly known as care coordination. Care coordination looks different in 

different regions in Arizona, because the primary care coordinator could be the caretaker, 

primary care physician (PCP), or a social worker. The caretaker is generally the care coordinator 

for the child which is stressful for parents who are not in the medical field (Lyles). In Arizona, 

there are multiple systems that are present such as the physician led coordination at Phoenix 

Children’s Hospital, coordination by the social worker at Tucson Medical Center (TMC), and the 

caretaker as the care coordinator. Many of the difficulties have been studied and surveyed, but 

there is not enough relevant literature and current studies are being conducted to understand the 

process and design a new system for care coordination.  

 

 

 

 

 

 

 

 



In order to understand care coordination of children with special health care needs 

(CSHCN), then there must be a sufficient understanding of the needs of the child and how they 

are addressed in the current model of care. CSHCN are children with a substantial or greater than 

normal need for health care services due to their chronic conditions that can be physical, 

developmental, emotional, or behavioral (McPherson). The health care services include the need 

for durable medical equipment, greater amount of physician visits, greater number of physicians 

or other health care specialists, family support services, medication, and others. The children also 

need support for social work to take care of the needs at school for special education and may 

require transportation that can accommodate their wheelchairs. The definition of CSHCN covers 

a vast amount of medical conditions, but also includes children that are at increased risk for the 

conditions. Many of the diseases and disorders have comorbidity with other diseases (Arizona 

Department of Health Services). Also, the definition includes those at an increased risk for a 

chronic condition which refers to environmental conditions that increase the risk for a chronic 

condition, but the 2010 survey by National Center for Health Statistics, National Survey of 

CSHCN (NS-CSHCN), does not include children with an increased risk in their estimate of 

CSHCN. The definition is broad and encompasses a large population of children in Arizona, 

241,067 which is roughly 13.9% (U.S. Department of Health and Human Services). 

Care Coordination is defined as the coordination process to provide the resources and 

services to families to obtain the maximum optimal health of the child (Committee on Children 

with Disabilities). It can focus on issues other than the medical needs of families such as 

financial or social needs (Antonelli). Care coordination is broken down into several components 

for research purposes. The parts are whether the guardian received help for care coordination, if 

there is communication among health care providers, and if there is communication between 



health and other services (U.S. Department of Health and Human Services). Many families need 

the help to navigate the health care system and find the necessary resources to help their child 

(Lyles). Therefore, the components are important to analyze to ensure that families are receiving 

the help that they need. The care that they receive is termed as the medical home of the child 

which is accessible, family centered, comprehensive, coordinated, and compassionate (Sia). The 

medical home is an important concept in the discussion of the care coordination of children. The 

medical home does not have to be a place, but rather a system to provide care that is wholistic 

and centralized. There are multiple stakeholders in the process including the family, social 

workers, schools, PCP and other health care professionals. They all play a role in care 

coordination and there is evidence that communication is a part of the problem that affects the 

medical home of CSHCN. The central point of the medical home is usually the caretaker who 

has the burden of repeating the medical history multiple times for the health care providers 

(Lyles). However, there are different central points in systems in Arizona where the PCP or the 

social worker can lead the care coordination. Also, parents are responsible for maintaining and 

sharing the medical records and navigating through the health care system which is a daunting 

task for those who do not work in the industry. The importance of care coordination is to manage 

the child’s health care to ensure that their health is at the highest potential. The issues in care 

coordination are documented in the United States but has not been studied in detail in Arizona. 

There has been some literature on the systems for care coordination, but there is not a clear 

directive for an effective system and there is even less information about cost effective system. 

Also, there is not any research on solutions to overcome some of the issues that families and 

CSHCN face.  



Dr. Richard Antonelli is the leading researcher and expert in care coordination. His 

research is important in illustrating the importance of care coordination for health care. Families 

with better care coordination have better health outcomes, lower health care utilization and costs, 

and reduction of children’s school absences. The families are more satisfied with their care and 

have better relationships with health care providers which also reduces their stress levels 

(Antonelli). The key to excellent care management is care coordination, but it is difficult to have 

comprehensive care coordination. There is an obvious need for care coordination for CSHCN 

and many families are struggling to connect to the appropriate resources while taking care of 

their child.  

Epidemiology 

The most comprehensive data is derived from the 2009/2010 NS-CSHCN which 

quantitatively analyzes the care that CSHCN needs in addition to the demographics of the 

children. The survey was conducted by the National Center for Health Statistics which is a part 

of the Centers for Disease Control (CDC). Also, the Maternal and Child Health Bureau (MCHB) 

helped create determine what indicators to use which is helpful for identifying important parts of 

care for CSHCN. Phone interviews were used for the survey and found a total of 241,067 

children identified as having special health care needs. 

The data is not representative of the current status of CSHCN in Arizona, but it is the best 

estimate available. The focus of this report is on Arizona and all the data presented is about 

Arizona’s CSHCN. There are many criteria to determine the challenges of families and CSHCN 

regarding care coordination. The survey data was not looked at for disparities, because many of 

the questions did not have disparities in terms of medical condition and their needs. There are 

disparities when it comes to income and access to care. The data is separated by demographics, 



medical demographics of most common conditions, medical information and needs, and 

difficulties in care coordination and family support services. There is an essential need for 

updated statistics using the same comprehensive approach as the NS-CSHCN.   

Demographics (Table 1)  

The majority of CSHCN are older than five years old and are male (U.S Department of 

Health and Human Services). Many parents have a high education level (greater than high 

school), but 42.7% of the families are below 200% of the federal poverty line (FPL). The FPL 

for families in 2010 was $22,050 in 2010 (U.S. Department of Health and Human Services) The 

families that have financial difficulties are not going to be able to afford the medical services and 

prescription medications for their child, thus a third of all families use public insurance. There 

could be more families that need public insurance, but there needs to be more research on how 

many families need insurance and cannot afford private insurance. Although most of families 

have a two-parent household, there is a significant amount (35.2%) of families that are mother 

only or other which comes with different challenges. A two-parent household may have an easier 

time managing the care of their child versus an only mother. 

Demographic information about Families and CSHCN 

Category Group Prevalence (%) 

Age 0-5 18.6 

 6-11 43.6 

 12-17 37.8 



Sex Male 60.3 

 Female 39.7 

Highest education level of 

parents 

Less than High school 13.5 

 High school level 15.0 

 Greater than High school 71.5 

Race Hispanic 35.8 

 Non-Hispanic White 46.6 

 Non-Hispanic Black 6.5 

 Other 11.1 

Family Structure 2 parent family (adoptive or 

biological) 

57.7 

 2 parent family with step-

parent(s) 

7.2 

 Mother Only 25.8 

 Other 9.4 

Income Level (as percent of 

Federal Poverty Line) 

0-99 20.4 



 100-199 21.2 

 200-299 15.9 

 300-399 12.9 

 400+ 29.5 

Insurance type Private 48.1 

 Public 35.9 

 Public/Private 9.6 

 Uninsured 6.4 

Table 1) The table represents demographic information about CSHCN and their families. The 

data was collected from the 2009/2010 NS-CSHCN and is the current best estimate for the 

demographics.  

Medical Demographics, Conditions, and Needs of CSHCN (Tables 2, 3, and 4) 

 All the listed conditions (20 in total) that were asked on the survey do not comprise all 

the possible diagnoses that are included under the definition of CSHCN. The most common 

conditions tend to be emotional and behavioral conditions rather than physical in Arizona. All 

the conditions that are a part of the most common health conditions have a comorbidity of at 

least 80%. Most of the health conditions have a comorbidity except for cystic fibrosis in Arizona 

(U.S. Department of Health and Human Services). That is not true on a national level where all 

the listed conditions have a comorbidity.  



 The survey used a screening criterion to identify CSHCN in the household and. The 

survey identified children when the respondent reported that the child had a condition that is 

lasting or will last over a year and stating that the child met one of the criteria. The criteria are: 

➢ Use or need for prescription medication 

➢ Elevated need or use of health care services relative to children of the same age 

➢ Ongoing emotional, behavioral, or developmental problem which requires a health care 

service 

➢ Limitations of daily or routine activities 

➢ Use or need of special therapy (physical therapy, occupational therapy, or speech 

therapy) 

Most CSHCN responded yes to the use or need of prescription medication and 48.2% met 

more than one of the screening criteria. Furthermore, about 90% of the have one or more 

functional difficulties and about the same percentage has one or more conditions. The functional 

difficulties describe the bodily functions, emotions or behavior, and participation in activities. 

Most of the children’s condition affected their daily activities and more than 98% have more 

than one health care services or equipment. However, there is about a third of children use a 

health center, the ER, or do not have a usual source of care when they are sick.  

 Many criteria are listed to understand what is needed for families and there are many 

indicators to report their hardships. The MCHB have six core outcomes that they measure their 

progress towards providing greater access to all services for families and CSHCN.  

➢ Outcome 1: Families are involved in decision making of child’s health 

➢ Outcome 2: Receive coordinated, ongoing, comprehensive care within medical home 



➢ Outcome 3: Adequate private and/or public insurance to pay for needed services 

➢ Outcome 4: Children are screened early and continuously for special health care needs 

➢ Outcome 5: Community-based services are organized so that families can use them 

easily 

➢ Outcome 6: Receive services to make transition to adult health care 

Many families do not have all the expected outcomes and more than half of them do not 

meet at least 2 of the outcomes. The care coordination in Arizona will be lacking if the families 

do not have the community-based system. One of the most important outcomes for care 

coordination is outcome 2 which describes the presence of a medical home which 63.9% percent 

of families say they do not have. Another important part of care coordination is the adequacy of 

insurance. About half of the families have adequate insurance, but most families did not have a 

period when they did not have insurance in the last year. Also, more than half of the families did 

not have to pay more than $500 dollars in out of pocket spending. However, a quarter of families 

did have to pay more than $1000 dollars. Similarly, about a quarter of families say that there is a 

financial issue in affording care. An interesting contradiction is that a quarter of families must 

also cut back on work to be able to care for their child and manage their care. Most CSHCN also 

must miss more than three days of school for health-related services.  

Medical Demographics of top 5 most common conditions in Arizona 

Health Condition Prevalence of condition (%) Prevalence of Comorbidity 

(%) 

Asthma 33.7 80.0 

Anxiety 17.2 94.8 



Developmental Delays 16.9 95.9 

Behavioral or Conduct 

Problems 

15.8 97.7 

Depression 12.4 97.8 

Table 2) The conditions are the top 5 conditions reported from a list of 20 in the 2009/2010 NS-

CSHCN. The other conditions that are not listed have a comorbidity except for cystic fibrosis in 

Arizona.  

Medical Condition and Needs of CSHCN 

Medical Criteria Group Prevalence (%) 

No. of Screener Criteria Met 1 51.8 

 2 or more 48.2 

Screener Criteria Met Prescription Medication 71.0 

 Elevated use of medical or 

related services relative to 

children of the same age 

41.9 

 Functional limitation 26.9 

 Specialized therapies (PT, 

OT, vision therapy, etc.) 

22.4 

 Emotional, behavioral, or 

developmental conditions 

35.3 

No. of Conditions faced 0 12.6 

 1 28.4 



 2 29.7 

 3 11.3 

 4+ 18.0 

Daily Activities Affected Greatly 30.1 

 Moderately 39.3 

 Not affected 30.7 

No. of functional difficulties 0 8.0 

 1 17.4 

 2 11.5 

 3 14.1 

 4+ 49.0 

No. of Health Care Services 

or Equipment Needed 

0-1 1.6 

 2-4 49.3 

 5-7 44.6 

 8-14 4.5 

Emotional or Behavioral 

Difficulties 

Absent 35.2 

 Present 64.8 

Usual Source of Care when 

sick 

Doctor’s office 69.6 

 Health Center or clinic 15.7 

 None or ER 14.7 



Table 3) The table describes the relevant medical information about CSHCN in Arizona from 

2009/2010 NS-CSHCN. The prevalence is the amount in the CSHCN population and not for all 

children in Arizona. The screener criteria are what were used in the identification of CSHCN.  

Indicators of Quality Care and Financial Issues 

Characteristic Group Prevalence in Arizona (%) 

Maternal and Child Health 

Bureau Core Outcome Not 

Achieved 

Families are involved in 

decision making of child’s 

health 

33.8 

 Receive coordinated, 

ongoing, comprehensive care 

within medical home 

63.9 

 Adequate private and/or 

public insurance to pay for 

needed services 

47.1 

 Children are screened early 

and continuously for special 

health care needs 

21.3 

 Community-based services 

are organized so that families 

can use them easily 

40.3 

 Receive services to make 

transition to adult health care 

64.4 



No. of outcomes not met 0 12.4 

 1 21.0 

 2 66.6 

No. of School Days missed 

over last year 

0-3 41.2 

 4-6 24.8 

 7-10 15.1 

 11+ 18.8 

Insurance Adequacy Not Adequate 39.2 

 Adequate 60.8 

Insurance status for last year Consistent 85.8 

 Gap with no insurance 14.2 

Out of pocket spending for 

last year 

< 250$ 45.4 

 250-500$ 19.6 

 501-1000$ 10.1 

 > 1000$ 24.8 

Financial Problem Yes 24.3 

 No 75.7 

Must cut back on work Yes 26.4 

 No 73.4 

Table 4) The information is detailing the data regarding the indicators that are used to analyze 

the care of CSHCN and the financial struggles of the families. The Maternal and Child Health 



Bureau is a part of the United States’ Department of Health and Human Services and listed their 

core outcomes as goals for families and CSHCN.  

Care Coordination and Family-Centered Care 

 Family-centered care is important ensure family participation in managing the health care 

of the child. Family-centered care is essential to care coordination, because families want to 

actively participate in the management of their child’s health. There are several components to it 

and the questions to analyze the indicators are mainly focused on the relationship with the health 

care provider. There should be more about the interaction between social workers and the family 

as well as how much burden of the care is placed on the family. The indicators of family-

centered care are: 

1. Provider spends enough time with the child 

2. Provider listens carefully to families 

3. Providers are sensitive to values and customs 

4. Families get specific information they needed from providers 

5. Providers help families feel like a partner 

Families received care 61.3% of the time. The response means that the families responds 

usually or always to each of the indicators. There is 40% of families that answered that they 

sometime or never meet one of the indicators which is concerning, and more research is needed 

to evaluate why they do not receive the care. Care coordination is the process by which families 

are linked to resources, but communication is also an important part. Care coordination is also 

looked at by three indicators: 

1. Receive help for care coordination 



2. Satisfactory level of communication between health care providers 

3. Satisfactory level of communication between health care provider and school 

Families that receive help with care coordination and are satisfied with the 

communication represent 40.2% of the families. The different number of issues in the data 

portray the challenges of care coordination. Therefore, the result is not surprising that many 

families are able to coordinate care for CSHCN. Many parents do not have to spend much time 

coordinating care and do not have problems obtaining referrals. The personal doctor or nurse 

represents a health care provider who consistently interacts with the child and can advocate for 

optimal health. The problem is widespread, but an analysis of race and income could provide 

insight to any disparities that are present.  

Care Coordination and Family Centered Care 

Question Response Prevalence (%) 

Receives Family Center Care Yes 61.3 

 No 38.7 

Provider spends enough time 

with the child 

Sometime/Never 25.6 

 Usually 21.1 

 Always 53.3 

Provider listens carefully to 

families 

Sometime/Never 15.0 

 Usually 22.3 

 Always 62.8 



Providers are sensitive to 

values and customs 

Sometime/Never 12.5 

 Usually 18.5 

 Always 69.0 

Families get specific 

information they needed from 

providers 

Sometime/Never 19.1 

 Usually 24.8 

 Always 56.0 

Providers help families feel 

like a partner 

Sometime/Never 15.0 

 Usually 21.0 

 Always 64.0 

Meets elements of care 

coordination (CC) 

0 23.0 

 1 36.9 

 Meets all 40.2 

Receive Direct CC Did not 48.4 

 Did receive 51.6 

Satisfied with communication 

among health care providers 

Not satisfied 40.0 

 Satisfied 60.0 



Satisfied with communication 

between health care providers 

and school 

Not satisfied 53.5 

 satisfied 46.5 

Hours spent on CC per week <1 36.1 

 1-4 38.3 

 5-10 13.0 

 11+ 12.6 

Personal doctor or nurse None 7.6 

 1 or more 92.4 

Problem obtaining referrals in 

the last year when needed 

No problem 69.8 

 Problematic 30.2 

Table 5) The indicators of care coordination (CC) and family-centered care are listed as well as 

their prevalence. The indicators are used to determine if they are receiving the care and the 

quality of the care. The Maternal and Child Health Bureau are a part of the Department of Health 

and Human Services and have listed core outcomes to define the goals for the care of families 

and CSHCN. The personal doctor is describing whether the family has a health care provider 

who knows the child best and speak about the what is best for optimal health.   

Future Data Analyses and Collection 

 The data analysis of the 2009/2010 is helpful to understand some of the general problems 

in treating and supporting CSHCN. However, there are problems that are more present in some 

groups than others that needs to be considered. Race, income, and family structure could be 



important factors in care coordination. The role of finances and insurances is particularly 

important, but Arizona has Children Rehabilitative services which is a part of the Medicaid 

program and is specifically designed for CSHCN. The broad definition also leads to a variability 

in the severity of the condition. A child with cystic fibrosis will need more health care services 

than a child with anxiety. The future of data collection needs a method to determine the 

complexity and severity of a condition, because the results could be influenced by conditions that 

requires a lower amount or less frequent care. There are attempts to define more complex cases 

of CSHCN. One definition lists a more complex case as one that responds yes to at least 4 of 5 of 

the CSHCN screener criteria, need for durable medical equipment, and seeing more than 2 

subspecialists in the last year (Kuo). There is no agreed upon definition for more complex cases 

of CSHCN, but more care coordination is common amongst families with CSHCN who meet the 

definition listed for more complex medical needs (Kuo) Furthermore, the survey does not 

determine the individual who is responsible for care coordination and how much time is spent on 

care for the child by the family. There are multiple systems of care coordination in Arizona 

where the responsibility is placed on the caretaker, a social work, or a physician. The difference 

in the care coordinator will directly influence it efficacy, because health care workers will have 

an easier time navigating the medical system to find optimal health. Along with a survey of the 

children, there should be research about current models of care coordination to understand the 

cost effectiveness, patient outcomes, and how to overcome the barriers of the families. There 

should be a new survey with the same indicators and more information about care coordination. 

The Problem of Care Coordination 

 The responsibility of care coordination of parents has many disadvantages that are 

difficult to overlook. The burden that is placed on the family can cause significant stress and 



negatively affect the wellbeing of the family member that is trying to care for their child. Many 

families must take care of their children by also supporting them through daily activities which 

takes up a significant portion of time. The survey showed that about 26.4% of families must cut 

back on work to care for their children. However, a quarter of families list that finances are a 

problem and 40.2% say that their insurance is not adequate to pay for health care services. It 

should not be expected of parents to manage their care while they are having difficulties paying 

for the services. Furthermore, parents who do not work in healthcare may find it more difficult to 

find the best care and understand their insurance relative to parents that work in healthcare. 

Parents spend their time working, managing their child’s care, and taking care of their child. The 

more complicated cases of CSHCN require more time providing and coordinating care. The 

wellbeing of the primary caregiver becomes a concern with the greater burden. The support 

system for families is variable with the different family structures and presence of a medical 

home. Most of the families do not have a medical home (63.9 %) which is a basic step towards 

better care coordination in Arizona. The presence of a medical home is also an indicator of 

higher quality care. Many of the families do not receive continuous care, therefore they are 

tasked with explaining the medical history without any medical training to understand what is 

important (Drummond). Parents are too overwhelmed to be completely responsible and their 

health is compromised to reach the optimal health of their child. However, there is not any 

evidence showing that parents are the best option to manage the medical care of their child.  

A study in Arizona observed some of the concerns of the community, parents, and health 

care providers about care coordination (Lyles). The community was represented by different 

private and public organizations such as schools or local awareness groups. The study analyzed 

the results through deductive content analysis and separated the concerns into five groups: 



communication, insurance, health care capacity, provider knowledge, and family education 

(Lyles). Communication is concerned about communication amongst the family, health care 

professionals, and community. The difference between health care capacity and provider 

knowledge is whether there are services to meet the needs of the CSHCN and if the provider is 

knowledgeable about the system to provide or refer families the appropriate services. Family 

education is a common concern, because many families are not in the healthcare field and do not 

know how to navigate the system to properly obtain the services. The major concern of families 

and the community is the communication about the child’s health. Families do not want to repeat 

the medical history of their child multiple times for each doctor that they visit but would rather 

prefer communication between the doctors to discuss the condition of the child. Also, families 

have a concern with health care capacity, because they do feel that they have all of the resources 

or access to services for their child. The community do not trust doctors to fully understand the 

conditions of CSHCN and feel that there is not enough inclusion in the conversation about the 

child’s care. The concern of parents about health care capacity could be a result of physicians’ 

issues about provider knowledge. The main concern of the provider was provider knowledge, 

because they feel that they cannot manage the vast amount of services and resources available to 

families. Physicians want an easier system where they have a single contact for specific needs. In 

some cases, the physician can use a social worker to help identify resources that the family can 

access, but a social worker may not be a part of the physician’s staff if they are not in a hospital 

setting. The research is currently being used to create a statewide systematic approach to care 

coordination in Arizona.  

Investigation of Current Models in Arizona 



 The current system is not appropriate to achieve optimal health for the child, but there are 

solutions present in Arizona. The systems utilize different health care personnel to be the 

primary care coordinator and reduce the amount of management that is necessary from the 

family. The goal of the programs is to ensure that parents are not alone in care coordination 

which involves creating a medical home. 

Tucson Medical Center 

 Geraldine Archuleta, a social worker at Tucson Medical Center (TMC), discussed the 

medical home and care coordination at the Children’s Center for Rehabilitative Services 

(CCRS). In this example, the medical home is a place at CCRS, because the care satisfies the 

conditions to be a medical home. The care is accessible, continuous, comprehensive, family-

centered, and coordinated. The accessibility is exemplified in the multidisciplinary team which 

consists of the needed doctors, therapists, dieticians, and social workers. The team meets 

together with the family to discuss the child’s condition and answer any concerns of the family. 

The family does not have to travel to different locations, make multiple appointments, or 

communicate the services they receive to other health care professionals. The essential 

communication between health care providers and between the health care provider and the 

parent is present and helps build stronger relationships. The financial concerns of parents that 

have a difficult time paying for medical services can be covered by grants that have been set up 

by TMC to pay for specific needs such as prescriptions or durable medical equipment. There are 

a parent support groups and other organizations to help educate parents about navigating the 

complex medical system. The health of the parents is important, and volunteers take care of the 

child while the parents meet with the doctors or receive counseling services. Families do not 

have to worry about scheduling appointments and receive most, if not all, of their care at CCRS. 



One of the challenges that families face is that they may lose insurance coverage if they do not 

apply in time or if they lose their eligibility. The model appears to be extremely effective and 

addresses many of the concerns. However, the system needs to be researched and there is no 

information about cost effectiveness or any data about patient outcomes. The model needs to be 

looked at for its ability to be implemented across multiple locations in Arizona. The model could 

be considered the gold standard for care coordination as it connects families to the necessary 

resources to manage their medical, financial, and social needs. 

Phoenix Children’s Hospital 

 The care coordination at Phoenix Children’s Hospital is conducted by the physician. 

There is not much research into the model, but there is an overwhelming burden on the 

physician. The physician is responsible for the medical care of the child and communicating with 

other doctors. The physician may not have enough knowledge about the services in the city and 

they can struggle to find the appropriate services for families. Physicians will work overtime to 

ensure that the child’s care is coordinated, but none of that time can be billed nor is there a 

reimbursement plan for the physician. There is currently no reimbursement plan for physician 

care coordination and requires policy change in insurances. The total cost for care coordination 

by health care providers is estimated between $22,809 and $33,048 (Antonelli). The cost can 

vary based on the child’s medical conditions and different socioeconomic factors of the families. 

Current Research in Arizona 

 Dr. Elizabeth Reifsnider is currently investigating care coordination of CSHCN in 

Arizona at the College of Nursing from Arizona State University. The research team has met 

with multiple stakeholders and have found several problems within the current model (Lyles). 



They are working with national leaders in research about care coordination and host conferences 

to meet with families in Flagstaff, Phoenix, Tucson, and Yuma (PCORI). Many of their goals are 

addressing the issues to create a medical home and focus on redesigning care coordination. In a 

conversation with Dr. Reifsnider, she mentioned that parents want telemedicine or a method for 

health care providers to communicate electronically so that they understand the health of the 

child. There is also a larger need for behavioral health specialist for the entire family. The long-

term objective of the research is to a redesigned strategy for care coordination in Arizona that 

involves the different stakeholders.  

Conclusion 

 The state of care coordination of CSHCN is not meeting the standards of high quality 

care and promotes optimal health. There are many causes to the failure to meet the outcomes and 

there is current research to identify ways to implement solutions for care coordination. The 

parents are not qualified to solely handle the responsibility of care coordination and are 

overwhelmed by the task. There are systems present in Arizona such as TMC’s model that can 

serve as basis for future designs, but there needs to be more research done. Moreover, the survey 

for CSHCN needs to be updated to understand the variability in needs of the parents and analyze 

disparities. There is hope with Dr. Reifsnider’s work to redesign a new system in Arizona, but 

there is still more work done in her project to achieve the objective. The current goal is to ensure 

that all physicians for CSHCN are aware of the recorded challenges and they should work to 

reach the outcomes to provide better care.  
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