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CarePortal is a collaborative platform. Our care-
sharing model not only embraces working with 
other like-minded organizations—it requires it and 
we rely on it. That’s what led us to CareSource. The 
more we learned about CareSource’s grassroots, 
proactive, holistic approach, the more convinced we 
became that CareSource and CarePortal would be 
better together…and we were right!

Scott Platter, Executive Director Field Ministry 
CarePortal  

“

“

Case Scenarios

Through our exclusive partnership with CarePortal and its network of local churches, our Care 
Coordinators help our Members by requesting items like beds, car seats, and kids’ clothes for single 
parents and families in need.
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Care Source® 

We have had many discussions with CareSource over the past year and a half about behavioral health and the Kansas 
Medicaid system. The CareSource mission of making a lasting difference in their members lives by improving 
their health and wellbeing, and their member-centric approach are approaches we believe will benefit Kansans. 

Dr. Sherrie Vaughn, NAMI Kansas Executive Director 
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Topic Area 7: Case Scenarios (Tab 7g) 
36. Lola is a black female KanCare Member who just turned sixty-five (65) years of age and 
enrolled in the bidder’s dual eligible special needs plan (D-SNP). She lives by herself in 
Abilene. Lola has high blood pressure and kidney disease. She receives dialysis twice a week 
and requires Transportation to access care because she does not have a vehicle. Lola has a 
tough time hearing, making it difficult for her to communicate on the phone, schedule 
appointments and Transportation, and understand treatment recommendations from her 
Providers. While Lola’s Primary Care and dialysis Providers are in the bidder’s D-SNP 
network, her Nephrologist is not.  
Describe the bidder’s approach to meeting Lola’s needs. 

 
CareSource has Medicare Advantage and Medicare D-SNP experience in several 
states including one of the largest and highest rated Medicare-Medicaid plans in 
the country with a 4 Star rating in a D-SNP plans. Our fully integrated delivery 
model focuses on outcomes and providing full access to both Medicare and 
Medicaid, elevating the Member experience and ultimately leading to better 
health outcomes for all. It also streamlines the dual program process, improves the quality of 
health and LTSS, increases satisfaction, eliminates regulatory conflicts and cost-shifting between 
the two programs, and ensuring continuity of care. 

Meeting Lola’s Needs 
As a KanCare Member enrolled in our D-SNP program, Lola is automatically assigned a 
CareSource Care Coordinator, Rachel, who will support Lola in her wellness journey. Rachel and 
the CareSource D-SNP Care Coordinators know Lola as she is “aligned,” meaning previously 
enrolled with CareSource and engaged in Care Coordination services as a Medicaid Member. This 
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helps Rachel who is a licensed clinician with experience and training in geriatric health, the 
KanCare program, and the expanded benefits offered to Members in the D-SNP to easily 
coordinate with her previously assigned Care Coordinator to effectively engage Lola in care.  
 
Rachel is supported by the CareSource model of care for Members with chronic conditions and 
LTSS needs, as shown below. 
 

Our model of care approach focuses on evidence-based, best practice interventions to optimize 
Member outcomes and empowers Members to direct their own care through provision of access 
to care coordination services, on-demand tools to learn about a specific condition, and 
connection to local services and resources. Our Care Coordinators are trained in person-
centered thinking and motivational interviewing to engage Members and understand what 
matters most to them to complete Member Health Screenings, assessments, and develop PCSPs.  
 
Ensuring Timely Outreach 
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Engaging Lola in Care Coordination 
Rachel starts outreach activities immediately. She calls Lola the day she was notified of Lola’s 
D-SNP enrollment and her assignment as her CareSource Care Coordinator. Rachel wants to 
introduce herself and start engaging Lola in Care Coordination services and work with Lola to 
complete the required Member Health Screen, KanCare HRA, and the CareSource PRAPARE 
assessment, which help Rachel and Lola identify any SDOH needs she may have. Rachel is 
unable to reach Lola on her first attempt, so she tries calling her back for 2 consecutive days, at 
varying times of day, with no response. Rachel sends Lola a “Call Me” letter to her home after 
the three unsuccessful phone call attempts. This letter informs Lola that Rachel is assigned as her 
Care Coordinator, includes Rachel’s direct contact phone number, and asks Lola to call her. Rachel 
documents these outreach attempts in  and actively monitors her voicemail, email, 

 and Member mail returned to the CareSource office to ensure she is up to date on 
progress reaching Lola. 
 
After two days of no response to the Call Me letter, Rachel communicates to her Care 
Coordination team that she needs assistance in locating and engaging Lola. Thomas, a certified 
CHW who works with Rachel as a Care Coordination team member, is available to do a home 
visit and goes to Lola’s house in Abilene the following day. When he arrives at her home, the 
door is answered by a young woman holding a child. When Thomas asks to speak to Lola, the 
young woman, who identifies herself as Lola’s niece Amanda, confirms that Lola is home and 
helps her to the door. 
 
Thomas explains that he is part of Lola’s CareSource D-SNP Care Coordination team, and he 
wants to check in to make sure she knew that Rachel is her assigned Care Coordinator and that 
she had received the Call Me letter. Lola seems confused and repeatedly asks for Thomas to slow 
down and speak louder. Thomas changes his approach, increases the volume of his voice, and 
slowly begins explaining to Lola why he is there. He also asks Lola if she approves of talking 
about her healthcare in front of Amanda. Lola explains that Amanda is her niece and the only 
relative she has nearby. She tells Thomas that Amanda helps her with her doctors’ appointments, 
helps her with her phone correspondence, gets her mail and groceries, and helps her with 
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housework and cooking. Lola says it would be helpful if Amanda participates in their 
conversation and invites Thomas in.  
 
Sitting with Lola and Amanda, Thomas explains his role and explains to Lola the release of 
information (ROI) process and form, which he suggests that Lola complete for Amanda, so that 
Amanda can continue to help Lola as her informal caregiver. Both Amanda and Lola agree that 
Amanda needs to be involved in Lola’s care. Lola signs the ROI so that Amanda can freely 
communicate with Thomas and Rachel. Thomas then goes over the D-SNP information that was 
in Lola’s New Member Letter and described in the CareSource KanCare Member Handbook that 
was included in her Welcome Packet. Lola tells Thomas that she does not understand the 
difference between her “old” KanCare services and the D-SNP, so Thomas explains that Lola 
now not only receives the services covered by KanCare but also an expanded array of services 
and supports in the D-SNP program that were not covered previously, such as a no-cost hearing 
exam and, if needed, free hearing aids; fitness memberships to the YMCA, other gyms, or an at 
home fitness kit; a monthly Over the Counter Medication and Food Allowance, so she can get 
vitamins, cold medicines, and groceries such as fresh produce; and a Personal Emergency 
Response System, in case Lola needs help and Amanda is not available. Both Lola and Amanda 
agree that these services are what Lola needs.  
 
Completing Lola’s Member Health Screenings and Assessments  
Thomas explains that the KanCare program requires that Lola has a completed HRA within five 
days of enrolling in the D-SNP and that if she is up to it they can complete this initial screening 
and the CareSource assessments, the PRAPARE assessment, which helps Lola and Amanda 
identify any SDOH needs Lola may have, such as lack of personal transportation and problems 
she may face getting groceries and preparing meals. Thomas explains that the results of these 
screenings and assessments help CareSource identify the right level and intensity of Care 
Coordination support for Lola’s needs and are used to develop Lola’s PCSP, which is a 
document that Lola and her Care Coordinator use to identify and track all the services and 
referrals Lola wants to support her wellness journey.  
 
Through the screening and assessment process, Lola reports that she has regular appointments 
with her PCP and dialysis Provider and sees her nephrologist as needed. Thomas reviewed 
Lola’s case notes in prior to the home visit and noted that the nephrologist was not 
in the CareSource Provider Network. He asks Lola if she would like help in getting services from 
an in-network Provider, but Lola says she does not want to change doctors because she has 
worked with that office a long time. Thomas documents this for Lola’s record and makes a note 
to update Rachel on Lola’s wishes to remain with her current nephrologist. Rachel coordinates 
with the CareSource Network Team to outreach to the Provider to engage them in a single-case 
agreement and support the Provider through the CareSource Provider contracting process to 
become a participating Provider.  
 
Using motivational interviewing techniques and equipped with background information gleaned 
from  Thomas adopts a conversational approach while assessing Lola’s needs. 
Through their conversation, Lola, Amanda, and Thomas complete the initial Member Health 
Screen and the PRAPARE assessment. Thomas takes as many notes as he can to update Lola’s 
record upon his return to the office. Based on this conversation, he knows that Lola needs to 
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work with Rachel to complete the KanCare Health HRA. As Lola is experiencing difficulties 
hearing and using the phone, Thomas offers to call Rachel right then, and suggests using the 
conference call and speaker applications on his phone so that they can complete the HRA all 
together and start the PCSP planning process. Thomas gets Rachel on the conference call, and 
she explains to Lola that the HRA is used to help Lola develop her PCSP, which is required by 
the State if Lola wants to be referred to additional services. Together, they complete the HRA.  
 
Based on the results of Lola’s screenings and assessments, Rachel determines that she should 
complete a Needs Assessment with Lola. The Needs Assessment evaluates Lola’s skills and 
needs such as dressing, bathing, toileting, and housekeeping, and attributes needed time per 
activity to establish the amount of personal care services Lola may need. This information is 
used by the Dickinson County Area Agency on Aging (DC-AAA), the local Aging and 
Disability Resource Center, to complete the functional assessment required to determine if Lola 
needs the support of a KanCare Waiver Program. Rachel works with Lola and Amanda during 
the home visit to complete the Needs Assessment and explains to them that based on the 
findings, Rachel and Lola agree that she is not eligible for referral to the waiver program at this 
time. Rachel reiterates to Lola the information Thomas shared earlier on the expanded service 
array she enjoys as a D-SNP Member and suggests they develop her PCSP so Rachel can begin 
referring and coordinating the services Lola selects to meet her wellness needs. 
 
Developing Lola’s PSCP 
Lola, Amanda, Thomas, and Rachel work together to develop and implement Lola’s PCSP that 
uses the information they learned from completing the Member Health Screens, HRA, and Needs 
Assessment. Through the screening and assessment process, Lola shared that she is isolating 
more due to embarrassment over her hearing issues and has started to avoid social situations with 
her friends, which makes her feel sad and lonely. She also reported that while at home alone, she 
often gets absorbed in reading the news and streaming shows on her laptop and forgets to eat 
regularly. Lola stated she wants her PCSP to include a referral for help with her potential hearing 
loss, referrals to food delivery and meal preparation services, and connection to socialization 
opportunities with her peers in the community to improve her mood. She also makes sure that the 
PCSP includes support and services for her informal caregiver, Amanda.  

This holistic and whole person framework takes a 
discovery embedded approach to supporting Lola with the following short- and long-term goals. 
It is a living document that Lola signs and Rachel updates and approves it as Lola’s needs 
change. 
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More specifically, Lola’s PCSP includes the following services and referrals in alignment with 
Lola’s priorities: 
§ DC-AAA Friendship Meals: The DC-AAA Friendship Meals program includes a social 

dining room option to provide wholesome, delicious, prepared meals in an environment to 
encourage Lola to leave her home and develop new social relationships. 

§ Dickinson County Area Agency on Aging Home and Community-Based Services: This 
program provides Lola in-home services and resources to help her improve her quality of life 
through better management of her personal care needs.  

§ Memorial Hospital Senior Life Solutions®: This is an intensive, outpatient group counseling 
program for Members aged 65 and above that provides support to Members dealing with BH 
issues related to aging. Lola receives her PCP and dialysis services at Memorial Health 
System, so she is familiar with the campus and has seen signs in her Provider’s offices about 
the program. The group setting gives Lola another way to get out into the community and 
develop relationships with her peers, while learning skills to help improve her mood.  

§ Adaptive technology: Rachel connects Lola to a Provider who will come to Lola’s home and 
install adaptive technology on her phone so that she can communicate with her friends and 
health care Providers when Amanda is not available. 

§ Hearing screening: Lola is referred to an Ear, Nose & Throat Specialist at Memorial Health to 
complete a comprehensive hearing assessment and diagnosis. If needed, Lola will work with an 
audiologist at Memorial Health to fit hearing aids and provide ongoing hearing loss treatment.  

§ Augment Therapy: This award-winning digital health platform engages Lola in gamified 
exercise at home. Augment Therapy includes a combination of full-body skeletal tracking and 
augmented, reality-based interactive exercise that she can access through her computer. Lola 
uses this resource to improve her mobility and engage in healthy movement that will help her 
manage her hypertension and obtain better health outcomes.  

§ MyHealth: This electronic platform provides Lola with health literacy resources and self-
management tools that promote healthy lifestyle habits and improve managing her 
hypertension and kidney disease.  
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Rachel also makes sure that Lola has the information and links to the CareSource KanCare 
Member Services Line, CareSource24® nurse advice/BH line, the CareSource Member Website, 
and the Member portal, which are described in her Welcome Packet and Member Handbook. 
Through the Member portal, Lola can access a wealth of information on KanCare and 
CareSource programs and services, and track her service authorizations, HRA, and PCSP 
progress whenever she wishes. In addition, the PCSP includes the following: 
§ Rewards and Incentives: We assist Lola in managing her multiple prescriptions, provided by 

a CareSource Clinical Pharmacist, and MyHealth Rewards and Incentive Program, which will 
provide Lola with rewards and incentives for completing preventative service appointments 
and disease management courses. 

§ In Lieu of Services: Senior Connect Support Services fund Lola’s participation in social 
inclusion activities, and Medically Tailored Meals and Nutritional Counseling so Lola gets the 
nutrition she needs and education to make healthy choices in meal planning.  

 
Ensuring Amanda Receives Caregiver Supports and Resources 
Amanda is stretched thin trying to be there for Lola while working full time and parenting. It is 
CareSource’s goal to encourage, enable, and empower every caregiver providing support to 
Members with chronic conditions in the community. A study from the MIT AgeLab2 followed 
29 employed family caregivers providing unpaid care to an adult family member over a period of 
three months, obtaining one month of daily surveys, two months of weekly surveys, and 
occasional phone interviews. The surveys and interviews covered various aspects of caregiving 
and touched on numerous domains, including transportation, technology, finances, medication 
management, personal care, and social networks as noted in the graphic on the following page. 
We have incorporated these findings into our Caregiver Support program, knowing that family 
caregivers are more important than ever. 
 

 
2 Mapping the Caregiver Journey | MIT AgeLab. (n.d.). https://agelab.mit.edu/caregiving-and-
well-being/projects/mapping-the-caregiver-journey/ 
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Mapping the Caregiver Journey 

 
At Lola’s request, Rachel introduces Amanda to CaregiverConnect to support her in her role as 
Lola’s informal caregiver. CaregiverConnect is a comprehensive program tailored to Members’ 
caregivers to deliver an integrated and seamless experience, enhancing the impact of their 
endeavors, and ensuring better outcomes for the loved ones they support. It includes access to 
community-based support systems, access to a life coach, and digital innovations such as:  
§ MyHealth is a personalized health guide providing 

access to interactive health assessments, personalized 
health tools, small-step interactive guides and videos, 
and online tools to set and track health and wellness 
goals.  

§ MyStrength is a safe and secure tool offering 
personalized online self-help tools, wellness resources, 
and content to support and help improve a caregiver’s 
mood and help strengthen their mind, body, and spirit. 

 
Outcomes for Lola  
When Lola was newly enrolled in the CareSource D-SNP program, she had no information on 
why she was in this program or what benefits the program provided her. She also could not 
effectively communicate with her Providers due to her hearing issues. Amanda was on the brink 
of burnout and needed resources and tools to take care of herself so she can help Lola.  
 
After engaging in Care Coordination, Lola is taking advantage of nutrition and meal services, 
which improves her mood and helps her manage her chronic health conditions. Lola has the 
adaptive technology she needs to better communicate on her own and is engaging in social 
activities with her peers in the community. Amanda is building her own support network through 
CareSource’s caregiver supports and is learning the tools she needs to serve as Lola’s informal 
caregiver. Lola, with support from Amanda, her Care Coordinator, and CareSource’s integrated, 
whole person care model, is on the path to a life of greater self-sufficiency and wellness.   
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Topic Area 7: Case Scenarios (Tab 7g) 
37. Jason is a twenty-eight (28)-year-old, male, American Indian who is currently living with 
his family on the Potawatomi Indian Reservation, but intermittently moves off and on the 
Reservation. The bidder has just been notified of Jason’s Enrollment in the bidder’s MCO. 
Not only is Jason a new KanCare Member, but he is also new to managed care.  
Jason moved home after he was evicted from his apartment in Topeka for nonpayment of rent. 
He has been unable to maintain ongoing employment due to inconsistent attendance.  
Prior to Enrollment with the bidder, Jason was recently seen at a nearby non-participating 
Indian health care Provider (IHCP) where he was diagnosed with type 2 diabetes. Jason has a 
Hemoglobin A1C of 8.76 and has a history of binge drinking since age sixteen (16). He said 
he drinks when he is depressed and that his drinking and depression have created problems for 
his maintaining work and in his relationship with his family and friends. The nurse 
practitioner at the IHCP prescribed Metformin, recommended Jason consider participating in 
a special diabetes program offered through the Tribe and provided Jason with a referral to a 
non-participating Provider for a Behavioral Health assessment and treatment. Jason has not 
followed up on either the recommendation or the referral.  
Describe how the bidder will identify the needs of this KanCare Member, the bidder’s approach 
to meeting the needs of the Member, and how the bidder will coordinate the Member’s care. 

 
CareSource serves nearly 6,000 American Indian Members and we collaborate with 
CHRs and Tribal Liaisons to develop holistic and culturally responsive care. Our 
integrated whole-person care model removes barriers and clears a path to 
move American Indian Members forward into a life of greater self-sufficiency. 
Specific to American Indian/Alaskan American Members, CareSource increased 
diabetes management compliance by 56.59% from 2020 through 2022 in our Ohio market. Across 
all markets, our diabetes disease management program resulted in a 57% year over year decrease 
in preventable inpatient utilization for Members with a $598 PMPM cost savings in 2022 
compared to a 2020 baseline. Below we describe Jason’s journey. 
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Member Identification and Engagement 
Upon receipt of the daily 834 Member enrollment file from the State, our Care Coordination 
team identifies Jason as a new Member. Amy, a CareSource Care Coordinator calls Jason to 
welcome him to CareSource and complete his initial Member Health Screen. Trained in 
motivational interviewing and CareSource’s cultural sensitivity training through Redhawk, Amy 
tells Jason she has been working at CareSource for the last three years and currently lives in 
Topeka. Amy explains she has American Indian heritage. Jason agrees to complete the Member 
Health Screen and shares that he is from the Potawatomi Indian Reservation, has diabetes, 
depression, and has been binge drinking since he was a teenager. While new to KanCare, he has 
received care intermittently through his IHCP. He also tells Amy that he has a CHR at the Indian 
Health Service (IHS), Sharon, who coordinates his care through the Prairie Band Potawatomi 
Health Center (PBPHC). Amy asks Jason for permission to speak with Sharon about his care so 
that she can recommend how best to approach Jason’s needs and he consents.  
 
Collaboration with Jason’s CHR 
Amy calls Sharon to discuss Jason’s history and ongoing needs. Amy and Sharon share similar 
backgrounds as Amy previously worked for the Kansas Native American Affairs Office. Sharon 
shares that Jason has diabetes, received a prescription for Metformin that was not filled and 
failed to enroll in the diabetes education program she recommended. She explains that he was 
also referred to a BH Provider for assessment and treatment, but she has no record of any 
appointments. Sharon recommends that Jason gets connected to a comprehensive BH program 
that can integrate his physical, BH, and SDOH needs. 
 
CCBHC as Primary Care Coordinator 
After discussing Jason’s needs, Amy and 
Sharon contact Jason to recommend Valeo 
Behavioral Health Center (VBHC) in Topeka 
as his primary care coordination resource. They 
share that VBHC has over 55 years of 
experience in BH, wellness programs, and 
access to Certified Peer Specialists (CPSs) with 
lived experience and training to support 
individuals struggling with mental health, 
psychological trauma, or substance use. Jason 
agrees that he could use this type of support. 
Amy confirms that she and Sharon remain part 
of Jason’s care team. Amy commits to 
overseeing the entire care coordination process, 
making sure Jason has choices for services and 
Providers, and supporting VBHC’s services 
with additional CareSource resources. Sharon continues to introduce services and programs that 
are aligned with American Indian values and culture as options for Jason. While Jason’s care 
coordination requires communication among multiple resources as illustrated to the right, Jason 
has a single point of contact at the CCBHC who manages cross-collaboration among Jason’s care 
team, and guides Jason in developing his PSCP. CareSource facilitates this communication by 
supporting Provider access to   
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where Jason can access his goals and progress, and Jason’s ICT where Providers 
Care Coordinators, and other individuals who Jason selects can discuss options aligned with 
Jason’s priorities. 
 
With Jason’s consent, Amy creates a referral to VBHC for care coordination and calls Steve, her 
colleague and VBHC Care Coordinator, to confirm Steve has access to Jason’s  

Amy learns that Steve has already received the daily report CareSource sends with 
new CCBHC Members and immediately schedules an in-person meeting with Jason in Topeka. 
 
Assessment 
Working with Amy and Jason, Steve completes Jason’s HRA, and a comprehensive assessment 
of his needs, opportunities, concerns, and strengths to help him navigate his service selection. He 
uses assessments for diabetes, depression, and alcohol dependence. These include PHQ-2/9 and 
CAGE AID. Steve uses this information to understand Jason’s priorities and to develop Jason’s 
PCSP.  
 
After reviewing Jason’s initial Member Health Screen and follow-up assessment scores, Amy 
assigns Jason to Level III risk stratification for care coordination due unmanaged diabetes, non-
adherence to medication, history of depression with binge drinking, and need of support for 
maintaining employment.  
 
Jason shares with Steve and Amy that, in addition to diabetes, he struggles with depression and 
drinks too much. He wants to lose weight to help with his diabetes and improve his overall 
health, but he is not sure how best to do that. He also explains that he wants to move outside the 
Reservation and live in Topeka, but he just lost his job. Jason says he feels disconnected as a 
American Indian living in a non-traditional world. He does not know how to integrate his values 
outside of the Reservation, but he desperately wants to assimilate without feeling guilty. 
 
Culturally Appropriate Care Alternatives 
Steve understands from Amy that CareSource has a value-added benefit for Jason to access 
services from a American Indian Traditional Healer through the CareSource Traditional 
Medicine Fund. Steve shares that there is a Traditional Healer in Topeka that supports Members 
with weight management. Steve also reaches out to VBHC Providers to make them aware of 
Jason’s concerns and explains that the Prairie Band Potawatomi Nation BH Program uses the 
Red Road Approach to recovery in its BH therapy to help Tribal Members connect with 
community, culture, and spirituality as part of recovery. The BH team at VBHC explains that 
they have collaborated with many American Indians on these same issues and that they can help 
Jason achieve his goal of happiness and cultural integration. 
 
Jason’s Priorities and Choices 
When discussing options for services, Jason wants to receive his diabetes care from the PCP he 
knows at the PBPHC, BH support from VBHC because it can offer him a CPS, job support from 
VBHC because it has an evidence-based employment support program, and housing support 
through the CareSource Life Services® program that he recently learned about in his welcome 
packet. Jason understands that his primary Care Coordinator is Steve and has all of Steve’s 
contact numbers. 
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Steve tells Jason that all his Provider choices go directly into his PCSP and, with his consent, 
these Providers can update test results and notes in his PCSP within  Jason can also 
access this plan on his MyLife app and track all his physical health and BH goals.  
 
Natural Supports 
In reviewing Jason’s assessments, Steve notes that his 
natural supports include his parents. He later asks Jason 
about these supports because he knows they are important 
throughout his recovery. Jason explains that he needs 
help working on his family relationships. He regrets that 
his binge drinking impacts these connections and some of 
his friendships. Steve suggests Jason discuss this with his 
CPS to help him role-play interactions with his parents and friends. Steve explains that a CPS is 
a person who has gone through alcohol recovery and can help Jason as they share similar life 
experiences. A CPS can help identify short-term needs (for example, building trust with family 
and friends), and his longer-term goals (for example, employment and housing). Steve also tells 
Jason that he has several resources he can access to identify affordable housing options when he 
is ready. When Steve follows up with Jason about this, he says the CPS is helping him identify 
ways Jason can practice engaging with others to grow his personal relationships, and they are 
also beginning to discuss where Jason wants to live relative to where his friends and family 
reside.  
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Jason’s ICT Meeting 
With Jason’s consent, Steve schedules and ICT meeting to discuss Jason’s preliminary PCSP and 
the associated services and supports to help Jason realize his goals. Jason’s ICT includes Jason, 
Steve, Amy, Sharon, Jason’s parents, Providers, and CPS. When the team meets, Steve confirms 
that all Providers have access Jason’s EHR through to update Jason’s progress. 
Jason drives the meeting by telling his ICT that he wants to first address his diabetes, depression, 
and binge drinking. Once he is feeling better and stronger, he wants to focus on job security and 
housing. 
 
Given Jason’s score on the depression assessment, the ICT agrees that Jason is not at immediate 
risk but needs a referral to VBHC for alcohol use disorder and BH counseling. Amy authorizes 
this request and Steve schedules a next day appointment for Jason with a VBHC Provider who is 
part of the CareSource Rapid Access Network for outpatient mental health and substance use. 
Julie also authorizes referrals for PBPHC, VBHC job support, and CareSource Life Services to 
assign a Life Coach when Jason determines he is ready.  
 
Amy also schedules a meeting for Jason to meet with the CareSource BH Tribal Liaison to share 
his care coordination experience. Jason is excited for this opportunity and asks his CPS how to 
share what he has learned about himself during his assessment and PCSP process. Steve completes 
Jason’s PCSP for his approval and signature within 30 days of their initial planning meeting. 
 
Implementing Jason’s Member-Driven PCSP 
Once Jason approves and signs this PCSP, Steve is ready to implement Jason’s services and 
supports with help from Amy who reviews the PCSP documentation in  and 
authorizes all services. Steve sends an internal VBHC referral to assist with Jason’s depression 

Care Source· 

LEADING with 



 

KanCare Medicaid & CHIP Capitated Managed Care RFP 
RFP Number: EVT0009267 

Topic Area 7: Case Scenarios (Tab 7g) 
 

 Page 89 of 90 
 

and alcohol use disorder. He also reaches out to Jason’s PCP at the PBPHC, using  
to notify her that Jason wants to maintain the PBPHC for diabetes management. As part of 
Steve’s Care Coordinator role, he contacts the PBPHC at least weekly to receive updates on 
Jason’s health and reviews PBPHC documentation in Steve and Jason have weekly 
check-ins and Jason shares information about any challenges or successes he experiences. Steve 
also communicates weekly with Amy, Sharon, and Jason’s CPS for Jason’s case review. Steve, 
Jason, and Amy work together to confirm that CareSource staff, State agency partners, and 
Providers participate in Jason’s PCSP process.  
 

Steve also makes sure that Jason’s Providers have access to CareSource’s online 
Indigenous American cultural sensitivity training that is specific to the indigenous 
trauma documented in Jason’s assessment. Steve follows up to confirm the 
Providers have participated or are scheduled to participate in this training. 
 

As part of his PCSP, Jason agrees to attend Wellbriety, a community approach to recovery that is 
like Alcoholics Anonymous, but American Indian -specific. Steve, Amy, Sharon, and Jason’s 
CPS recommend the alcohol disorder support program because it is built on spiritual principles. 
After only one session, Jason calls Steve to let him know that this program is exactly what he 
needs. He explains that he is learning how to reach beyond active use and seek a life of mental, 
physical, emotional, and spiritual healing and balance. He believes these concepts also help him 
with his diabetes management.  
 
Steve shares this feedback with Amy who adds it to her list of items to address with 
CareSource’s Tribal Liaison. She hopes to expand this type of programming to make it more 
accessible. She wants to explore the possibility of a collaborative effort with the four local Tribes 
(Iowa, Kickapoo, Potawatomi, and Sac and Fox) in Kansas. CareSource is already participating 
in workforce development efforts through Haskell Indian Nations University on a targeted 
workforce outreach program to recruit Indigenous People as CHWs, but Amy sees this 
Wellbriety program as another way for them to collaborate on programs that are positively 
impacting Members. 
 
When Steve connects with Jason’s PCP at PBPHC, he asks about Jason’s glucose control. The 
nurse practitioner expresses concern because his levels are on an upward trend, and she is not 
sure why because Jason has been doing well keeping his appointments. Steve notes that Jason 
identifies his parents among his natural supports and that it could be helpful to include them in 
nutrition discussions to understand if there are any changes at home. Steve documents this in 

and discusses this with Jason. Jason relays that he is having difficulty getting 
nutritious food that he can afford. Steve and Amy consult about this, and Amy recommends the 
CareSource FoodConnect program to provide Jason with access to diabetic-friendly foods. Steve 
then tells Jason about the Free From Market resource that offers Jason personalized, nutritious 
groceries and educational materials customized for Members with diabetes.  
 
Steve continues to check in with Jason weekly to determine his progress toward goals. If Steve 
identifies any concerns (for example, transportation concerns), he reaches out to Amy to identify 
additional supports and value-added benefits for Jason. At the next ICT meeting, Jason shares 
that he appreciates having a CPS to guide him through re-building relationships with his friends 
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and family and helping him feel empowered to make his own health decisions. Having access to 
Free From Market has also made it easier for him to maintain his blood sugar goals. He says that 
MyHealth Rewards and Incentives encourage him to meet his diabetes management goals. He 
really likes having all these resources available on his phone. He also uses the mood tracker on the 
CareSource myStrengthSM app. Whenever he sees his mood declining, he uses that as a signal to 
exercise. Because he is doing well with his behavioral goals, he is now working with the Valeo 
employment program. His CareSource Life Coach has also started to help him look for housing.  
 
Identifying Gaps in Care and Addressing Future Performance 
Through ICT meetings and weekly case reviews with updates to Jason’s EHR, Steve tracks 
Jason’s progress and updates his PCSP. Steve uses these meetings to identify potential gaps in 
care. He knows that Amy is also monitoring Jason’s progress toward meeting his PCSP goals to 
make sure all updates are documented, Jason continues to have choice in Providers and services. 
Amy also reviews Jason’s claims data to get a better sense of whether the services in his PCSP 
are being implemented effectively because those services and supports help him reach his PCSP 
goals.  
 
As she reviews Jason’s data, Amy makes sure Jason’s visits with the PCP at the PBPHC are 
submitted correctly and that there are no delays in documentation or reimbursement. Amy wants 
to check on this because Steve asks whether the Provider status for Jason’s PCP was updated. 
Amy can see his PCP is now listed as a participating Provider. Amy knows the network team 
uses the information she provides to contact non-participating Providers and discuss a 
contracting arrangement. She lets Steve know that the PCPHC Provider is now receiving in-
network rates for the care she provides to Jason. 
 
Outcomes for Jason 
Based on consultation with Jason’s ICT, Jason is ready to step down to a moderate care 
coordination tier. Jason currently lives in an apartment in Topeka and works full-time as a 
Housing Maintenance Manager. Jason manages his diabetes and continues to receive BH support 
to work on his depression and binge drinking. He is happy to tell Steve that he has been binge 
free for the last 30 days. He has also developed a support system to help him remain sober.  
 
When he is not working or spending time with family and friends, Jason volunteers at Wellbriety 
helping to support other alcoholics. He considers becoming a CPS as he looks for ways to 
effectively support other American Indian Members who share his challenges. CareSource’s BH 
Tribal Liaison has taken a special interest in Jason and recently invited him to provide a Member 
testimonial at a Network of Indigenous American Indian Employee Resource Group meeting.  
 
Jason is healthier, stronger, and more empowered. He has a job, a home, and a purpose to help 
others through advocacy. CareSource is there for Jason throughout his wellness journey.  
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