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Errata

Acknowledgments page
0 Itasca Medical Care (rather than Itasca Care Medical Care)

Executive Summary
0 Information is reversed in the last two columns of Table E-1 for Medica and Metropolitan
Health Plan. The correct percentages are presented below.

Table E-1: Percent of Children Eligible for Child and Teen Checkups Program
Receiving Clinic Services in 1998

Services Received
Enrollees Enrollees due for | Enrollees due for
Group with at least | a C&TC screen C&TC screen who
one clinic with at least one |[received a complete
visit* clinic visit** C&TC screen**
Health Plan
Medica Health Plans 59.5% 66.5% 7.4%
Metropolitan Health Plan 46.7% 59.6% 8.9%

* Weighted for oversampling and non-response, Adjusted for months of eligibility.
** Weighted for oversampling and non-response, Adjusted for months of eligibility and C&TC
periodicity schedule

page ii HEALTH PLAN ACRONYMS
0 Blue Plus (rather than Blue Cross and Blue Shield of Minnesota and Blue Plus)
page 16

Fourth paragraph should read “... (3) components, and so on through 14 components.”
(rather than “... (3) components, and so on through 16 components.”)

page 22
Third paragraph, next to last sentence should read “...Less than 10 percent of the children
requiring newborn metabolic laboratory tests, visual acuity, audiology, and dental
referrals had documentation verifying that these were provided.” (rather than “...dental

screens...”)
page 39
Results by Age.

First paragraph, third sentence should read:

“For the first group, these children who would have turned 12 months by mid-year, so
that the at the beginning of 1998 all of the children in the first group would be between 6
and 11 months old.” (rather than “... between 18 and 23 months old.”)
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Executive Summary

Project Overview

In 1967, the Federal Government expanded the children’s health component of Medicaid to
include the Early Periodic, Screening, Diagnosis, and Testing (EPSDT) program, which provides
a comprehensive set of preventive and healthcare services to Medicaid eligible persons under age
21. The Health Care Financing Administration (HCFA) has set a goal of an 80 percent
participation rate based on administrative (encounter) data. Nationally, only 56 percent of
eligible children received EPSDT services in 1996, as reported by states to HCFA.'

In Minnesota, the EPSDT program is known as the Child and Teen Checkups (C&TC) program.
The Minnesota Department of Human Services (DHS) ensures that all Medicaid enrolled
children have access to age-appropriate health screening and necessary corrective treatment.
Access is provided either through fee-for-service or one of two managed care programs, the
Prepaid Medical Assistance Program (PMAP) or MinnesotaCare (a subsidized health care
program for residents who do not have access to health insurance). Approximately 230,000
children are enrolled in the two managed care programs.

Using administrative (encounter) data for 1998, DHS calculated the C&TC participation rate to
be 27 percent, which is below the goal set by HCFA and below the national average. To learn
more about the care actually being provided to children eligible for the C&TC program, DHS
contracted with FMAS Corporation, a DynCorp Company, to perform an external review of
participation in the program. The primary objective of the study was to assess C&TC
participation rates through chart abstraction. Secondary objectives were to evaluate the history
of blood lead testing for children under age 3, and to describe referrals as documented in the
medical record. FMAS provided DHS with the study design and conducted a medical record
abstraction and comparative analysis for a sample of eligible enrollees. Documentation of clinic
visits were based on administrative data supplied by each health plan and verified by the child's
medical record. Participation rates were based on medical record documentation of the required
components in the C&TC program.

The sample was drawn from all children eligible to receive a C&TC screen any time in 1998,
regardless of length of enrollment in the public health programs. Disproportional sampling by
health plan and by race assured adequate numbers for comparison between health plans and
between racial/ethnic groups. Statistical weighting for disproportional sampling assured that
final proportions reflect the true population. Statistical methods were also used to adjust for
discontinuous enrollment and the C&TC periodicity schedule.

'United States Department of Health and Human Services, Letter to State Medicaid Directors, April 22, 1998.



Results

Table E-1 presents the proportion of children due for a C&TC screen who accessed healthcare at
a clinic in 1998, as well as the C&TC participation rates based on medical record abstraction.
Rates are presented for the overall eligible population and for seven health plans, five

racial/ethnic groups and five age groups.

Table E-1: Percent of Children Eligible for Child and Teen Checkups Program
Receiving Clinic Services in 1998

Services Received

Enrollees due

Enrollees due for

I_Enrollees for a C&TC C&TC screen who
with at least . ;
Group one clinic screen W|th qt received a
visit* least c_)r?(i*cllnlc complete C&TC
visit screen**

All Children 51.5% 63.5% 6.0%
Health Plan

Blue Plus 48.3% 62.5% 3.0%

First Plan of Minnesota 54.6% 72.1% 7.0%

HealthPartners / Group Health Plan, Inc. 46.7% 59.8% 6.6%

Itasca Medical Care 74.9% 97.0% 15.6%

Medica Health Plans 59.5% 59.6% 8.9%

Metropolitan Health Plan 46.7% 66.5% 7.4%

UCare Minnesota 46.7% 61.5% 4.8%
Race / Ethnicity

Asian 48.1% 61.6% 3.4%

Black 46.5% 53.8% 6.9%

Hispanic / Latino 44.6% 47.6% 10.0%

American Indian 47.3% 55.4% 8.0%

Unknown race 54.3% 74.0% 7.6%

White 55.2% 69.2% 5.4%
Age group

<1 year 68.1% 45.7% 22.7%

1to < 2 years 67.2% 59.2% 20.8%

2 to <6 years 56.5% 53.5% 1.7%

6 to < 15 years 37.4% 75.3% 0.3%

15 to < 21 years 40.6% 87.8% 0.3%

* Weighted for oversampling and non-response, Adjusted for months of eligibility.
** Weighted for oversampling and non-response, Adjusted for months of eligibility and C&TC periodicity

schedule




Key findings of the study include:

e Nearly half of all children in Minnesota’s public health programs are not accessing
primary/preventive healthcare services. Health plan administrative data combined with
medical record review indicate that only 52% of children eligible to receive services had
documented clinic visits (including well-child and/or acute care visits) in 1998 (Table E-
1, first column).

e Over two-thirds (69%) of children due for a C&TC screen had a clinic visit in 1998
(Table E-1, second column). Not all children eligible for the C&TC program are
expected to be seen annually. Children age 6 or younger are expected to be screened at
least annually, but children older than 6 years are expected to be screened every two
years.

e Only 6% of children in Minnesota’s public health programs received comprehensive
developmental screens (C&TC) (Table E-1, third column).

e Forty-one percent (41%) of children age 12-23 months received at least one blood lead
level screen in 1998. Thirty-two percent (32%) of children age 24-35 months had
received at least one blood lead level screen in their lifetime.

e Fifteen percent (15%) of children eligible and due for a C&TC screen also had referral
for corrective treatment documented in the medical record.

The study identified at least two important questions:

1) Is there professional agreement on the standard of care for children in public
programs?
2) Are administrative (encounter) data an adequate proxy for documentation of

C&TC screenings?

Conclusions

Despite DHS and health plan efforts to increase C&TC participation rates over the last several
years, participation rates have remained low. Initiatives undertaken to increase the rates include
communications with parents, providers, professional organizations and state agencies, as well as
financial incentives for health plans and providers. Summaries of these activities can be found in
Appendix A.

The state of Minnesota is striving to meet the challenge of providing quality healthcare to
children enrolled in Medical Assistance, but the results of this study demonstrate that, even in the
face of multiple strategies designed to increase the C&TC participation rate, Medicaid children
are still not getting the health and developmental screens the program was designed to provide.



Recommendations for improvement are identified in this review and include the following:

e Use of preprinted forms - Research indicates that use of preprinted forms increases the
likelihood that a child will receive all required services. The Minnesota “Child and Teen
Checkups Provider Information Guide” provides preprinted forms as an option for
documenting EPSDT services®.

e Coordination of information from other agencies - This approach attempts to streamline
enrollment in multiple programs and provide alternative sources of outreach and
information about C&TC.

e Communication with providers and staff - Health Plans and the State currently
communicate on various aspects of the C&TC program and suggest improvements.
Continuation of this partnership is essential to the success of the program.

e Continuous coverage incentives - Continuous coverage acts as an incentive to health
plans through the cost effective benefits of continuity of care. Continuous coverage
provides an opportunity to lengthen enrollment and increase the likelihood of preventive
care.

e Continued state monitoring - Research indicates that state monitoring improves EPSDT
performance’. The State of Minnesota currently monitors EPSDT requirements and
should continue in this effort.

The study provides a baseline that can be used in a variety of ways to monitor, motivate and
improve the provision of screening services to this population. Much still needs to be done

before the state can say that children eligible to receive Child and Teen Checkups are being

served in accordance with the spirit and function of the program.

2 Children’s Health Under Medicaid, A National Review of Early and Periodic Screening, Diagnosis and Treatment,
National Health Law Program, August 1998, Olson, Kristi, Perkins, Jane and Pate, Tonya.

3 Children’s Health Under Medicaid, A National Review of Early and Periodic Screening, Diagnosis and Treatment,
National Health Law Program, August 1998, Olson, Kristi, Perkins, Jane and Pate, Tonya.



BLL
C&TC
CDC
CBC
CPT
DHS
EPSDT
GAPS

HCFA
Hgb/Hct
1QC
PMAP
PMI
UTD

Blue Plus
First Plan
HP/GHI
IMCare
Medica
MHP
UCare

ACRONYMS

Blood Lead Level

Child and Teen Checkups Program

Center for Disease Control and Prevention

Complete blood count

Current Procedural Terminology, a standardized coding system
Department of Human Services

Early and Periodic Screening, Diagnosis, and Treatment
Guidelines for Adolescent Preventive Services, prepared by the
Department of Adolescent Health of the American Health
Association

Health Care Financing Administration

Hemoglobin/hematocrit lab test

Internal Quality Control

Prepaid Medical Assistance Program

Person Master Index, A unique patient identifier

Unable to Determine

HEALTH PLAN ACRONYMS

Blue Cross and Blue Shield of Minnesota and Blue Plus
First Plan of Minnesota

HealthPartners/Group Health Plan

Itasca Medical Care

Medica Health Plans

Metropolitan Health Plan

UCare Minnesota

1



TABLE OF CONTENTS

1.0 C&TC STUDY .euiieiieiiiiireree s e ressrsmsrsasrsa s sn s rnasranssansssnsssanssanssensssnnnss 1
1.1 Background and INtroducCtion .........cceeeiccscssseicsssssssecssssssscssssssssssssssssessssssssssssnnss 1
1.1.1 EPSDT ..ottt e et e e e e et e e e eetae e e e eearaeeeeenas 1
1.1.2 CETC e et e et e e e et e e e eaae e e s esaaaeeeeenaes 2
1.1.3 StUAY ODJECHIVES ..eeeenvvvieeeetreeeeeeireee et eeeae e e eetr e eeereeeeeeereeeeeeaaeeeeenareeeeas 3
1.14 Conceptual FrameWoOTK ...........cooviieiiiiiiiiiiiiiieiieeeee e 4
1.2 MethOdOlOGY ...ceueicecericnsnicssnncssanicsssnicssssissssessssessossossassesssssssssssssssessssssssssssssesseses 5
1.2.1 N0 T A D TTY U o DO 5
1.2.2 Population and SAmPLe ........cocveiiiieiiiieieieee e 5
1.2.3 Development of Data Abstraction Module.......ccccuvvveeviiiiiiieiiieeieeeee e, 6
1.2.4 Data COLLECHION ......vveeeeeiiiieeeeireee ettt eeetee e eeete e eere e e eeaaeeeeeeaaeeeeeearaeeeeenes 7
1.2.5 Internal QUality CONLIOL.......ovviiiiiiiiiiiiiiiee e 10
1.2.6 ANAlYHC APPIOACH ....viiieieiieeeee e 12
1.3 RESUILS ceeiceeenricninnericnscnnnicssssnnnicsssssssesssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssass 17
1.3.1 Stage 1: Frequency of Children with Visits Overall and By Group.............. 17

1.3.2 Stage 2: Participation Rate - Extent of Screening and Reason for Visits. 19

14 DISCUSSION .uvvveeeerssraneecsssnnecssssassecssssassessssssssssssassesssssasssssssasssssssssssasssssassssssssssssssse 26
1.5 LiMItAtiONS...ccicrieserecsscssriessssnsrosssssssessssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssse 29
1.6 CONCIUSIONS ..ccicrirrarrecsssraseecssssnsecssssassessssrassassssssssssssssssasssssassssssssassssssssssssssssassssssse 30
2.0 ANCILLARY STUDIES.......ccttteeeciiiiiinrsnsssssssssssesssssssssssssssssesssnsssssssssns 32
2.1 Lead SCIrEeNINE ...uuuciccrirericssssrnrecssssaseesssssnsecsssssssesssssssssssssssssssssssssasssssassssssssssssssse 32
2.1.1 Background and INtroOdUCTION . ....u.eee et e ettt eeeeeeeeeeeeeeeeeeees 32
2.1.2 IMETNOAOLOZY ettt eeeeeeeeenenennnns 33
2.1.3 R ESULES ettt et et e e e e e e e e e e e e e e e aaaaas 34
2.14 DISCUSSION .eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e eeeeeeeeeeeeeaeeeeaeeeeseaaeeeasesasaeaeesenenenenennnnnnnnnes 40
2 N ) () | TN 42
2.2.1 Background and INtrOQUCTION .......eeeveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeenes 42
2.2.2 M EENOAOLO Y e e e e e e e e e e e e e e e e e aaaaees 42
223 RESULLS ..ttt eeeeeeeeeeeeeeeeeneeenenennnnnns 43
2.2.4 IS CUSSION e ettt e e e e e e e e e e e e e e e e e e e e e eeeeeeeeeeennnaaaaeaaeaanes 48
2.2.5 LAITIEALTIONS . eeveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e e eeaeeeeeaeeeeeeseeesaeeeesaeaeeseseneneeenennnnnnnn 48
3.0 REFERENGCES. ... oo oo iieiiieirireisesereassnssasssassmsrenssassasssnssnssenssnnsnnsennsnnse 49
Y -\ o o = | ] [0 52

i1



1.0 C&TCSTUDY

1.1 Background and Introduction

Many studies have shown that children living in poverty are more likely to face health
problems than those not living in poverty due to decreased access to primary and
preventive care, greater exposure to environmental hazards, and inadequate housing and
nutrition. As the National Governors’ Association pointed out in 1991:

“The importance and cost-effectiveness of primary and preventive health care are well
documented in the literature. Preventive care, early treatment of acute illness, and
amelioration of chronic illnesses early in life may prevent more costly health problems
later.*”

The Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) program was
designed to address these concerns.

1.1.1 EPSDT

Medicaid is a joint state-federal program that provides health care to low-income persons
and the medically needy. In 1967, the Federal Government expanded the children’s
health component of Medicaid to include the EPSDT program, which provides a
comprehensive set of preventive and health care services to Medicaid eligible persons
under age 21. The Omnibus Budget Reconciliation Act of 1987 strengthened the EPSDT
program by adding language to prohibit states from excluding any service that Federal
Medicaid law recognizes, even if that service is denied to adults in that state. Covering
approximately one in four American children and two out of every five newborns, it is
the largest children’s health program in the United States.’

An EPSDT screen is a preventive health exam that includes a physical exam, age-
appropriate immunizations and lab tests, a health history, assessments of vision, hearing
and growth, developmental and nutritional assessments, health education, and age-
appropriate dental referrals. EPSDT provides early detection procedures that identify
whether there is a need for treatment. Additionally, this program incorporates a
preventive component by supplying immunizations to prevent illness and disease. Federal
law requires state Medicaid agencies to “arrange for (directly or through referral to
appropriate agencies, organizations, or individuals) corrective treatment™ of any medical
conditions found by the periodic screenings. The EPSDT program aims to provide:

Early assessment of a child’s health so that possible disease and disabilities can be
prevented or detected;

Periodic assessment of a child’s health at critical points in physical and mental
development;

* Hill and Breyel. National Governor’s Association. Caring for Kids: Strategies for Improving State Child
Health Programs 11 (1991).

> Children's Defense Fund. Medicaid Covers Essential Medical Care for Children. 1997.

42 U.S.C.A. § 1396a(a)(43)(C)(West Supp. 1998).



Screening tests and procedures to determine whether further examination of the child
needs to occur because of a physical (including dental) or mental condition;

Diagnostic tests and procedures to determine the nature and cause of condition identified
through screenings;

Treatment services that control, correct, or reduce physical and mental health problems.

Data show that far fewer children than expected take advantage of the Federal EPSDT
program.’ Additionally, children may present for healthcare and not receive a complete
screen. Nationally, only 56 percent of eligible children received EPSDT services in
1996, as reported by states to HCFA.® Only eight states (Iowa, Louisiana, Massachusetts,
Montana, New Hampshire, New York, Virginia, and Utah) met the federal goal of an 80
percent participation rate among eligible children in 1996.”

The EPSDT participation rate is a potential indicator of improved access to health care
for children because it is a measure of how many Medicaid-enrolled children are
receiving care according to the periodicity schedule, a defined clinical standard based on
Federal requirements. The Minnesota EPSDT periodicity schedule is included as
Appendix B.

1.1.2 C&TC

In Minnesota, the EPSDT program is known as the Child & Teen Checkups (C&TC)
program. The Minnesota Department of Human Services (DHS) ensures that all
Medicaid enrolled children have access to age-appropriate health screening and necessary
corrective treatment. Access is provided either through fee-for-service or one of two
managed care programs, the Prepaid Medical Assistance Program (PMAP) or
MinnesotaCare (a subsidized health care program for residents who do not have access to
health insurance). Approximately 230,000 children are enrolled in the two managed care
programs.

The purpose of this study is to assess C&TC participation and to suggest potential ways
to improve participation rates. This study explores the extent of C&TC participation
through chart review of a sample of C&TC eligible children.

7 United States Department of Health and Human Services, Office of the Inspector General, Medicaid
Managed Care and EPSDT, 1997.

8 United States Department of Health and Human Services, Letter to State Medicaid Directors, April 22,
1998.

? Ibid.



1.1.3 Study Objectives
The primary objectives of this 1999-2000 C&TC study are to:

C&TC

Assess C&TC participation rates through chart abstraction
Compare participation rates among seven health plans
Compare participation rates among racial/ethnic groups
Compare participation rates among age groups

Evaluate areas in which C&TC provision of services is consistently either above
or below standard

Make recommendations for improving the C&TC participation rate

Lead Study

Evaluate lead testing rate for children 12 to 23 months and 24 to 35 months of age
Compare lead testing rate among health plans

Compare lead testing rate among racial/ethnic groups

Evaluate lead risk assessment history

Evaluate rate of elevated blood lead levels, notification patterns and
documentation of treatment.

Referrals

Assess referrals as documented in medical record

Document the frequencies of provider types or community programs to which
children were referred.



1.1.4 Conceptual Framework

The following illustration is a conceptual framework that describes the process used to
guide this review. In Step One, the eligible population was identified. All children (age
<21) from this eligible population enrolled in PMAP and MinnesotaCare are cared for in
one of the seven health plans identified in Step Two. In Step Two the assigned health
plans were identified and in Step Three, the provider and facilities where care was
obtained were identified. Health plans integrate the Minnesota C&TC guidelines into
their practice when services are provided to the Medicaid population. These guidelines
include specific C&TC care components. C&TC components were abstracted in Step
Four and assessment of documentation in the medical records regarding components
performance was completed. The participation rate in Step Five was determined by the
unduplicated number of children receiving one or more medical screens compared to the
number of eligible children expected to receive a medical screen based on the periodicity
schedule and the average period of eligibility.

Figure 1. Conceptual Framework for C&TC Program Review

Step 1 Step 2 Step 3 | Step 4 ) Step 5
Identify Eligible Identify Assigned Health Identify Provider/ Abstract caTc Determine
Population of Plans: Clinics where care Components: Participation Rate
Medicaid Children _Blue Plus obtained - Health History
Enrolled in PMAP - Developmental Behavior
and Minnesota - First Plan Assessment
Care _HP/GHI - Anticipatory Guidance/
Health Education
- IMCare - Physical Exam
- Medica - \I;Veigr:t
- Weig
- UCare - Head Circumference
- MHP - Blood Pressure
- Vision Exam
- Vision Acuity
- Hearing Screening
- Pure Tone Audiometry
- Immunization Review
- Dental Referral
- Blood Lead Level




1.2 Methodology
1.2.1 Study Design

FMAS performed a clinical focus study on the Minnesota C&TC program. A clinical
focus study evaluates quality of care by reviewing medical records to either determine or
independently verify the process of care. Chart review was used in this study to help
identify the magnitude and potential causes of the low C&TC participation rate and areas
in need of further improvement by providing an accurate picture of how many children
are receiving complete C&TC screens. Analyzing the medical records allowed FMAS to
determine whether or not C&TC screens are occurring but are not being captured in the
encounter data file, as well as C&TC program components not consistently documented
or performed by providers.

1.2.2 Population and Sample

The sampling frame for this study consisted of all children enrolled in PMAP or
MinnesotaCare who were less than 21 years of age (age calculated as of 06/30/98) for the
year 1998. So that results of the medical record abstraction could be compared with
participation rates reported by Minnesota to HCFA, two additional inclusion criteria were
added. First, although both Medicaid fee-for-service clients and clients enrolled in
managed care are eligible for participation in C&TC, this study was limited to children
enrolled in managed care. Second, children were included who were eligible for a C&TC
screen at any time in 1998 so that there was no requirement for continuous enrollment in
medical assistance. The sample was stratified by the following seven health plans and six
racial/ethnic categories. For descriptions of each of the seven health plans included in the
study, see Appendix C.

e Blue Cross and Blue Shield of Minnesota and e Asian
Blue Plus (Blue Plus) e Black
¢ HealthPartners/Group Health Plan (HP/GHI) e Hispanic
e First Plan of Minnesota (First Plan) e American Indian
e [tasca Medical Care (IMCare) e  White
e Medica Health Plan (Medica) e Unknown

e Metropolitan Health Plan (MHP)
e UCare Minnesota (UCare)

The sample size was determined to satisty the state’s precision requirements for
population estimates. Racial/ethnic categories were over-sampled to provide adequate
sample size for comparison of C&TC participation rates by these categories when
aggregated across health plans. Based on 1995 encounter data, DHS anticipated that 35-
50 percent of charts would have no record of a 1998 primary care clinic visit. A child
would have no record of a 1998 primary care clinic visit for any of the following reasons:

e The child was more than 6 years old and only seen every two years according to
the C&TC periodicity schedule



e The child did not visit a primary care clinic for a C&TC screen that was due
e The child did not visit a primary care clinic in 1998 for any reason.

According to figures provided by DHS, 230,243 children were eligible for the C&TC
program in 1998. Child enrollment in health plans ranged from 2,920 to 70,725. Health
plans were disproportionally sampled using a health plan multiplier (250/total number of
children enrolled in plan). Each health plan was then over-sampled by racial/ethnic
category to achieve approximately 1,000 records per plan with large enough numbers in
each racial/ethnic category to facilitate comparisons between groups. Over-sampling was
achieved by multiplying the number of records in each racial/ethnic category in a health
plan (determined by the health plan multiplier) by a race multiplier (x7 for Asians, x3 for
Blacks, x11 for Hispanics, x12 for American Indians, and x12 for Unknown).

Table 1 shows the number of records to be pulled from each health plan by racial/ethnic
category. It was estimated that the sample would yield 3,540 records with a clinic visit

during the study period.

Table 1: Sample by Health Plan and Racial/Ethnic Category

Racial/Ethnic Categories

\White|Asian|Black [Hispanic |[American [Unknown (Total
Health Plan Indian
Blue Plus 185 64| 28 158 42 347 824
First Plan 208 11 21 35 221 137 633
HP/GHI 121 234] 173 199 90, 144 961
IMCare 215 3 4 17 240 137 616
Medica 138] 145 195 121 149 37 785
MHP 30 263] 404 325 199 200 1,241
UCare 113] 357 168 138 85| 120 981
Total 1,010(1,077| 993 993 1,026 946| 6,041
% visits expected from 1995 data 64%| 51%)| 56%) 59% 60% 62%| 59%
Expected charts with entries 646| 549 556 586 616 587, 3,540

1.2.3 Development of Data Abstraction Module

FMAS designed an electronic data abstraction module for the collection of medical data.
The module developed for use in this study measured all federally mandated
requirements in the periodicity schedule and immunization requirements of the C&TC
program. The foundation for the module was MedQuest, a public domain software
package created by the Health Care Financing Administration (HCFA).

The module was used to collect all applicable data based on the age of each child, in
accordance with federal EPSDT requirements unique to each age group. The abstraction
module was customized to meet additional requirements for data collection specific to the
C&TC program. These modifications included:

e Reason for each office visit in 1998



e Lab tests performed

» Newborn metabolic screen

» Urinalysis

» Hemoglobin/hematocrit (Hgb/Hct) or complete blood count (CBC)
e Referrals made
For children 12 months through 35 months of age, blood lead testing conducted
and test results from any time in child’s life; date of parental notification and
interventions or referrals made
Complete C&TC screens
Partial C&TC screens
Office visits with no C&TC screens
No office visits for 1998
Exceptions for complete C&TC screening (e.g., child is too restless or
uncooperative, there is a true precaution or contraindication for providing an
immunization, a parent or guardian refuses a certain component)
e Percentage of abstractions in which all immunization information is documented

in a single location in the medical record.

Since C&TC requirements are based on the child’s age, accurate age identification was
critical to successful data collection. An age calculation function that selects the age
requirements for the abstractor, based on the birth date of the child and the date selected
by DHS (age as of 06/30/98), was incorporated into the C&TC abstraction module. Prior
to beginning abstraction, staff assigned to this study attended a training session to learn
about the goals of the C&TC study and the procedures to be followed for abstraction.

The module is included in Appendix D.
1.2.4 Data Collection

1.2.4.1 Abstraction Methodology

FMAS staff merged health plan data to produce unique pull lists for all clinics with 1998
visits. Clinics were then contacted to schedule a date and time for record abstraction.
Decisions were made to photocopy records for abstraction centrally or to conduct
abstraction on-site at each clinic based on pre-determined criteria. Those criteria were:

e Those with fewer than six records in the sample (Centrally)
e Those with six or more records in the sample (On-Site)

Clinics with fewer than six records with 1998 visits in the sample sent copies of the
requested medical records to a centralized location for abstraction. Abstraction took
place on site at each clinic with six or more records to abstract.



1.2.4.2 Chart Abstraction Report

FMAS received data files containing patient visit and clinic information from the seven
health plans participating in the C&TC program. Table 2 provides a comprehensive
break-out of the chart abstraction results to include the total number of abstracted and
missing/invalid record reviews per health plan and race for the C&TC study.

Health plan files were merged in order to identify children with 1998 visits, and children
eligible for the blood lead history study, as well as the corresponding clinic in which the
child was treated. For the 6,041 children selected by the Minnesota DHS for study
inclusion, the following was determined:

e 2660 children (44%) were seen in 1998.
e 43 additional children, age 2 years were not seen in 1998 but their medical
records were abstracted for the lead study.

The data presented above are raw numbers, not weighted to reflect oversampling by
health plan and by race. As a result, inferences cannot be drawn from these numbers.



Table 2: C&TC Study Abstraction Results

White Asian Black Hispanic = American Unknown Total
Indian

Blue Cross and Blue Shield of
Minnesota and Blue Plus
Number sampled 185 64 28 158 42 347 824
Not seen per encounter file 87 43 20 111 25 139 425
Abstracted 89 15 8 37 15 191 355
Missing/Invalid* 9 6 0 10 2 17 44
First Plan of Minnesota
Number sampled 208 11 21 35 221 137 633
Not seen per encounter file 85 8 11 16 119 54 293
Abstracted 123 3 10 19 99 83 337
Missing/Invalid* 0 0 0 0 3 0 3
Health Partners/Group Health
Care, Incorporated
Number sampled 121 234 173 199 90 144 961
Not seen per encounter file 43 104 7 90 50 70 428
Abstracted 55 107 84 88 31 59 424
Missing/Invalid* 23 23 18 21 9 15 109
Itasca Medical Care
Number sampled 215 3 4 17 240 137 616
Not seen per encounter file 55 2 1 6 81 29 174
Abstracted 156 1 3 10 157 107 434
Missing/Invalid* 4 0 0 1 2 1 8
Medica Health Plans
Number sampled 138 145 195 121 149 37 785
Not seen per encounter file 42 75 107 49 85 11 369
Abstracted 90 60 81 59 59 24 373
Missing/Invalid* 6 10 7 13 5 2 43
Metropolitan Health Plan
Number sampled 30 263 404 325 199 20 1,241
Not seen per encounter file 14 100 173 91 62 5 445
Abstracted 14 141 206 208 119 6 694
Missing/Invalid* 2 22 25 26 18 9 102
UCare Minnesota
Number sampled 113 357 168 138 85 120 981
Not seen per encounter file 66 144 91 68 40 50 459
Abstracted 43 198 70 61 43 62 477
Missing/Invalid* 4 15 7 9 2 8 45

* Missing/Invalid Records are discussed on the next page.



Based on data received from the health plans, 425 clinics were identified as having
provided primary care to at least one patient in the study sample. Table 3 sets out the
distribution of the 425 clinics identified as providing care and the 354 primary care
clinics that actually provided records for abstraction. Of those, all 120 clinics identified
as having 6 or more records hosted on-site abstractions (100%). Of the 296 clinics
identified as “mail-ins” (those with fewer than 6 records), 225 or 76 percent, provided
records. Nine additional clinics, not contained in the original data received from the
health plans, mailed in records for abstraction.

Missing records were those that could not be abstracted during the data collection period
because they were unavailable at a clinic during an abstractor visit or they were not
mailed to FMAS by clinics without on-site abstraction. Missing records were not used
for further analysis (i.e., were not used to calculate the numerator nor in the denominator
for subsequent counts/frequencies). Invalid records were cases unable to be abstracted
because the patient’s date of birth did not fall within the study timeframe. Invalid records
were treated as missing records and were not included in the numerator or denominator
for subsequent counts/frequencies.

Table 3: On-site Versus Mail-in Clinic Records
Clinics that Clinics that did not
. . Total
provided records provide records
On-site clinics 120 - 120
||Mail-in clinics 225 71 296
Clinics not in original
9 - 9

data
Total 354 71 425

1.2.5 Internal Quality Control

An internal quality control (IQC) for data accuracy was performed in four steps to ensure
the quality of data used in this analysis.

1QC Step 1

During Step 1, a team leader shadowed abstractors in the Minneapolis/St. Paul area and
re-abstracted random records for IQC purposes. In addition, all records mailed to the
central site were forwarded to FMAS for security reasons as well as for additional IQC.
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1QC Step 2

In Step 2, the clinical research analyst assigned to the Minnesota project defined key data
elements. Emphasis was placed on data elements with a high index of analytical meaning
to the overall project results. The key data elements included:

Person Master Index (Unique patient identifier)
Date of Birth

Reason for Visit

Anticipatory Guidance

Physical Exam

Immunizations Up To Date

Measles, Mumps, Rubella (MMR) Date

Blood Lead Test Value

Dental Referral Made.

These elements included a representative number of service dates for targeted services,
procedure codes and descriptors of health services delivered, and documentation of test
results/follow-up, as appropriate. A sample of key data elements from the copied records
was then drawn at random. All key data elements were re-abstracted and used as a
baseline measure for monitoring overall and item-specific accuracy and precision.

1QC Step 3

An analyst was assigned to re-abstract the copied medical charts against data entries in
master abstraction files during Step 3. Errors in abstraction were noted and corrected
where appropriate, based on reference to the original medical chart. A summary and
item-specific level of agreement (kappa statistic) was calculated for each abstractor at
baseline. Deficiencies were noted and used to propose corrective action plans where
necessary.

1QC Step 4

Step 4 was designed to strategically detail the accuracy of data collection efforts and
apply FMAS' best practice standards to ensure the highest possible quality of data
abstraction. The focus of Step 4 was continual improvement in accuracy and precision.
Each abstractor was assigned a variable number of medical charts for ongoing over-read.
A larger sample for over-read was drawn for abstractors with low accuracy scores at
baseline. Continual improvement in accuracy and precision was the focus of Step 4.

An inter-rater reliability analysis using the Kappa statistic demonstrated that all variables

reviewed exceeded the case accuracy threshold of 90 percent (.94). Overall, based on the
average accuracy percent obtained, the quality of abstraction is satisfactory and reliable.
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1.2.6 Analytic Approach

The C&TC analysis was carried out in two stages, as shown in Figure 2 and described
below.

Figure 2. Stage 1 and Stage 2 Analysis

Total Sample h
(N=6041) H

Without Visit With Visit [
(N=2593) (N=3448) i

e

Missing Invalid  Without With ] Well-child Visits or Other Reasons for
Record Visit Visit 1 > Visit
(N=336) (N=18) (N=434) (N=2660) !
I J - Full C&TC - Full C&TC
- Partial - Partial
- C&TC C&TC
No C&TC - No C&TC

Stage 2 l l l Reasons for Partial
Exam

No C&TC Partial C&TC Complete C&TC

Components
> Reasons for no
C&TC Components
1.2.6.1 Stage 1 Frequency of Children With Visits Overall and By Group

The first stage of analysis established the number of children with visits overall and by
health plan, race, and age group.

Health Plan Classification of Children. FMAS determined the number of children with
and without office visits in 1998, as classified using health plan data.

Abstraction Record Classification of Children. FMAS partitioned the sample
designated by the health plans as having a visit according to information obtained during
medical record abstraction. Children were assigned to one of four categories: 1) with a
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missing record, 2) with an invalid record, 3) without a visit, and 4) with a visit. Missing
records were those that could not be abstracted during the data collection period because
they were unavailable at a clinic during an abstractor visit or they were not mailed to
FMAS by clinics without on-site abstraction. Missing records were not used for further
analysis (i.e., were not used to calculate the numerator nor in the denominator for
subsequent counts/frequencies). Invalid records were cases unable to be abstracted
because the patient’s date of birth did not fall within the study timeframe. Invalid records
were treated as missing records and were not included in the numerator or denominator
for subsequent counts/frequencies.

The sample (6,041 children) included five children who were sampled from two health
plans (“duplicate” children) and 273 children who were sampled from one health plan but
were enrolled in more than one plan during 1998 (multi-plan children). At the state’s
direction, these children were counted in the denominator for only those health plans
from which they were originally sampled. Therefore, five duplicate children were
counted in two health plan denominators, and the 273 multi-plan children were only in
the denominator for the health plan from which they were sampled.

Weighting and Adjusting. As a result of oversampling by race and by health plan and
different non-response rates across subgroups, sample weights were used to produce
unbiased aggregate estimates. Weight adjustments were applied whenever aggregate
group exam results are reported by:

e Overall population (weighted for health plan and race)
e By health plan (weighted for race)

e By race (weighted for health plan)

e By age (weighted for health plan and race)

In addition to the sampling weight, each eligible case was associated with one or more
health plan eligibility adjustments for plan level analysis. For cases that appear in only
one health plan, each case has one eligibility adjustment that represents the length of
enrollment in that plan. Cases that enrolled in multiple plans will have multiple eligibility
adjustments, one for each health plan. FMAS estimated C&TC participation rates at
various aggregate levels, including overall, by health plan, by age group, and by
racial/ethnic group.

For the 273 children enrolled in more than one health plan during 1998, health plan
participation rate calculations were done by giving credit to each health plan for only
those elements that were done while the child was in that health plan.
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Aggregation Groups. The frequency counts were aggregated into the following groups.
Subsequent analyses were also reported by these aggregations.
Overall (statewide) PMAP population
e By Health Plan
Blue Plus
First Plan
HP/GHI
IMCare
Medica
MHP
UCare
e By Race
American Indian
Asian
Black
Hispanic
White
Unknown
e By Age Group as of 6/30/98

The age groups follow HCFA’s definition with the exception that the HCFA “0 to
2” year old group is split into two groups at the request of the state.

<1 year old (less than 12 months old)

= 1< 2 years old (at least 12 months old but less than 24 months)
=2 < 6 years old (at least 24 months old but less than 6 years old)
=6 < 15 years old (at least 6 years old but less than 15 years old)
=15 <21 years old (at least 15 years old but less than 21 years old)

YV VYV VYV VVVYYYVYYVYVY

YV V VYV V

1.2.6.2 Stage 2 C&TC Participation Rate: Extent of Screening and Reason
for Visits

Stage 2 analyses focused on determining the participation rate and identifying screening
components that were and were not consistently provided to children in the sampled
population. FMAS examined C&TC screening components, defined complete and
partially complete C&TC screens, analyzed well-child visits, and weighted the data to
produce unbiased population estimates. The data were also adjusted for months of
eligibility and the C&TC periodicity schedule.
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C&TC Components. Under the C&TC periodicity schedule, certain screening
components are required for specific age groups. As a result, the analysis accounted for a
child’s age to determine if a specific component was required during 1998. Table 4
shows the age groups that were used in the denominator for each component.

Table 4: C&TC Components by Age Group
Components Age Group
Health History All age groups
Developmental / Behavioral Assessment All age groups
Anticipatory Guidance/Health Education All age groups
Physical Exam All age groups
Height All age groups
Weight All age groups
Head Circumference 0 <24 months
Blood Pressure 3 years to less than 21 years
Vision Exam All age groups
Vision Acuity 3 years to less than 21 years
Hearing Screening All age groups
Pure Tone Audiometry 3 to less than 16 years
Immunization Review* All age groups
Dental Referral 3 years to less than 21 years

12 months to less than 24

- months

Blood Lead Level 24 months to less than 3
years

Newborn Metabolic Screen*** 0 <1 month

* FMAS credited an immunization review if any one of the following was documented: A
“review” was done, immunizations were up to date, or an immunization was given during 1998.

** Age groups reflect C&TC components collected and analyzed for the study. Actual age groups
in the C&TC Periodicity Schedule are: 12 months to less than 15 months, and 24 months to less
than 3 years.

**% Captured only for infants who were less than 2 months old on 6/30/98.

Definition of C&TC Completeness and Participation Rate. An abstracted record for a
child included a notation for all C&TC components found in the eligible study period.
For each health plan, the screens were “complete” only if all the elements were done
during the time the child was enrolled in that health plan. However, the abstractors were
also instructed to count information from previous clinics if copies were in the current
clinic record. Records were then grouped into the following categories to determine the
number of eligible records in calendar year 1998 with complete C&TC components:

e Records with no C&TC components recorded

e Records with some but not all C&TC components recorded (partial C&TC
screen)

e Records with all C&TC components recorded (complete C&TC screen).
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A C&TC screen was complete if the child had evidence of each required component at
some time during the eligible study period, as specified by the age-specific periodicity
schedule (shown in Table 4). This means that if one required component was not
documented in the record, that child’s C&TC screen was incomplete. The number of
required components ranged from 10 to 14, depending on the age of the child.

The participation rate was computed, following HCFA guidelines (Appendix E), as the
ratio of the number of children who actually received at least one complete C&TC screen
to the total number of children who were due to receive at least one screening.

For records documenting a partial C&TC screen, FMAS analyzed the percentage of
children receiving each component.

FMAS also counted the number and percent of children who were missing: (1) Only one
component, (2) two components, (3) three components, and so on through 16
components.

Reason for Visits. FMAS calculated the number of children who had at least one well-
child visit among those children with complete screens, partial screens, or no screening
components. Of the children without a well-child visit, FMAS calculated the number
who had at least one visit for other reasons.

Weighting and Adjusting. When appropriate, the data were weighted for oversampling
and non-response, and were adjusted for months of eligibility and the C&TC schedule of
children expected to be seen. Use of weighting and adjusting will be indicated
throughout the balance of the report.

Statistical Tests. FMAS assessed whether there were statistical differences between the
participation rates among health plans, among ethnic groups, and among age groups by
using chi-square tests. Multiple comparison tests, using the Tukey method of preserving
the overall level of significance (p < 0.05), were performed if the chi-square tests resulted
in rejecting the null hypothesis. Appendix F provides a more detailed discussion of the
chi-square tests and multiple comparison methods.
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1.3 Results
1.3.1 Stage 1: Frequency of Children with Visits Overall and By Group

This section shows the number and percent of children who had at least one office visit in
1998 as determined first using health plan data and then examining abstracted records
overall and by aggregation group.

Abstraction Record Classification of Children

A total of 354 children were removed from the analysis. Of these, 336 had missing
records, and 18 had invalid records due to not satistfying the inclusion criteria. The
missing records were those that were missing from the clinic at the time of on-site
abstraction and from those clinics that did not mail in all requested records. The
remaining children were classified as having (n=2,660) or not having (n=434) a
documented clinic visit during 1998 based on the FMAS’ record abstraction effort.
Weighting these estimates to the population and adjusting for months of eligibility (and
not for the C&TC periodicity schedule), FMAS estimated that 70,119 children (51.5%) of
the total estimated population of 136,015 had a visit in 1998. Table 5 will assist the
reader to understand the weighted and adjusted number and percent of children found to
have a visit in 1998 by health plan, race group, and age group. Weighted and adjusted
numbers do not reflect calculation of participation rate. The “total” column represents
the actual number of children eligible to receive a C&TC in 1998. Each child is counted
once, whether he/she was enrolled for 1 month or for 12 months. The second column
(Weighted number of children with > 1 visit) is an estimate representing the percent of
children who received a visit for any reason in 1998. The third column (Weighed and
adjusted number of children with > 1) is an estimate of the proportion of children who
had a clinic visit in 1998, adjusting for periods of enrollment shorter than 12 months.
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One Visit Documented in 1998

Table 5: Percentage of Children Eligible for C&TC Program With At Least

Weighted Number of Children With || Weighted and Adjusted Number of
> 1 Visit Children with > 1 Visit

Group Total N % Total N %
All Children 235,900 | 109,998 | 46.6 136,015 | 70,119 51.5
Health Plan
[Blue Plus 57,332 | 24,810 43.3 31,375 | 15,165 48.3
[First Plan 2,970 1,510 51.7 1,630 891 54.6
HP/GHI 34,722 | 15,013 43.2 20,331 9,499 46.7
liMcare 3,344 2,373 71.0 1,915 1,435 74.9
Medica 70,725 | 37,519 53.1 42,353 | 25187 59.5
IMHP 17,866 7,548 42.2 10,148 | 4,740 46.7
lucare 48,991 | 21,225 | 43.3 28,263 | 13,203 | 46.7
Race
Asian 25313 | 11,111 43.9 15,679 | 7,546 48.1
Black 49,250 | 20,178 41.0 29,428 | 13,679 46.5
Hispanic 13,545 5,316 39.2 7,826 3,494 44.6
American Indian 8,427 3,366 39.9 4,653 2,198 47.3
Unknown 11,531 6,069 52.6 6,879 3,738 54.3
White 127,834 | 63,958 50.0 71,551 | 39,464 55.2
Age
<1 year 19,871 | 13,498 67.9 19,833 | 13,498 68.1
=1<2 years 15,938 | 10,561 66.3 12,802 | 8,597 67.2
=2<6 years 55,182 | 30,726 55.7 46,236 | 26,137 56.5
=6<15 years 99,882 | 37,125 37.2 41,480 | 15,530 37.4
=15<21 years 45,027 | 18,087 40.2 15,665 | 6,358 40.6

* Weighted for oversampling and varying non-response rates; adjusted for months of eligibility (not
adjusted for C&TC periodicity schedule)

Results by Health Plan. The weighted and adjusted percent of children found to have at
least one visit in 1998 ranges from 47 percent (HP/GHI, MHP, and UCare) to 75 percent
(IMCare). A significantly greater (p < 0.05) proportion of IMCare’s (75%) and Medica’s
(60%) children had at least one visit in 1998 than Blue Plus (48%) and HP/GHI, MHP,
and UCare (47%). There was no significant difference between First Plan, MHP, UCare,
HP/GHI, or Blue Plus.

Results by Race. The weighted and adjusted percent of children found to have at least
one visit in 1998 ranges from 45 percent (Hispanic) to 55 percent (White). The
percentage of the White group with a documented visit was significantly higher (p <
0.05) than the percent with visits for Hispanic (45%), Black (47%), or Asian groups

18



(48%). There was no significant difference (p > 0.05) between American Indian (47%),
Hispanic, Black, or Asian groups.

Results by Age Group. The weighted and adjusted percent of children found to have at
least one visit in 1998 ranges from 37 percent (6 to 15 years old) to 68 percent (less than
one year old). The percentages of children found to have at least one visit in the two
youngest age groups is significantly greater (p < 0.05) than the percentage of older
children.

1.3.2 Stage 2: Participation Rate - Extent of Screening and Reason for
Visits

This section shows the weighted and adjusted number of children who had complete,

partial, or no C&TC screening components in their 1998 record. These are shown overall

and by health plan, race, and age group. Table 6 differs from Table 5 because the

denominator is all children due for a C&TC screen in 1998, a subset of all children

eligible for the C&TC program. This section also shows the weighted and adjusted
number of children by reason for visit.

Participation Rate and Extent of C&TC Screening

Abstracted records of the population due for a C&TC screen in 1998 were categorized
into those that had documentation of complete C&TC components, those with partial
C&TC components, and those with no visits. Table 6 shows the number of abstracted
records, the weighted (for oversampling and varying non-response rates) and adjusted
(for months of eligibility and C&TC periodicity schedule) population estimate, and the
number and percent of records with documentation of complete, partial, or no C&TC
components. The weighted and adjusted percent of children with complete C&TC
components is the participation rate. These are shown over all and by health plan, race,
and by age group. The results for each aggregate group are described below.
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Table 6: Children Due for C&TC Screen in 1998 with Complete, Partial,
and No C&TC Screening Visits (weighted and adjusted®)
C&TC Screening Among Children with Visits
Group Weighted
Sample and Complete Partial None No Visits
Adjusted
%
N N* N* (Participation N* % N* % N* %
Rate)
All 5,687 [ 136,015| 8,107 6 77,779 57.20 482 0.4 49,647 36.5
Health
Plan
||Blue Plus 780 31,375 955 3 18,597| 59.3 70 0.2 11,753 37.5
||First Plan 630 1,630 114 7 1,062 | 65.1 0 0 454 27.9
[HP/GHI 852 | 20,331 | 1,345 6.6 10,710| 52.7 95 0.5 8,181 40.2
||IMCare 608 1,915 300 15.6 1,558 | 81.3 0 0 57 3.0
||MHP 1,139 10,148 908 8.9 5,046 | 49.7 93 0.9 4,101 40.4
||Medica 742 42353 | 3,134 7.4 24.824| 58.6 189 0.4 14,206 33.5
||UCare 936 28,263 | 1,352 4.8 15,983| 56.6 35 0.1 10,893 38.5
Race
Asian 1,001 15,679 540 3.4 9,062 | 57.8 51 0.3 6,026 38.4
Black 936 29,428 | 2,029 6.9 13,763| 46.8 34 0.1 13,602 46.2
[Hispanic 913 | 7,826 | 785 10 2,896 | 37 46 0.6 4,099 52.4
merican
Indian 985 4,653 371 8 2,191 | 47.1 15 0.3 2,076 44.6
||Unknown 890 6,879 526 7.6 4497 | 654 69 1 1,787 26.0
\White 962 71,551 3,856 54 45,371 63.4 267 0.4 22,057 30.8
Age
<1 year 595 | 19,833 | 4,505 227 ||4564| 23 0 0 10,764 | 54.3
=1<2
years 397 12,802 | 2,664 20.8 4,881 38.1 36 0.3 5,221 40.8
=2<6 years| 1,159 46,236 781 1.7 23,947 51.8 17 0 21,491 46.5
=6<15
years 2,344 41,480 114 0.3 30,868| 74.4 232 0.6 10,266 247
=15<21
years 1,192 15,665 44 0.3 13,520/ 86.3 197 1.3 1,904 12.2

*Weighted for oversampling and varying non-response rates; adjusted for months of eligibility and C&TC
periodicity schedule. The percent of children with no visits is the converse of the percent of children due

for C&TC with visits.
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Overall Results. Six percent (weighted and adjusted) of children had documentation
indicating that all components had been completed, that is, the overall participation rate
was 6 percent. Fifty-seven percent of children had documentation showing that at least
one component, but not all components of a complete C&TC screening had been given
during the year. Less than one percent (0.4 percent) of the children who had visits had no
documentation of any C&TC component. The remaining children had no visits
documented.

Results by Health Plan. The weighted and adjusted participation rates range from 3
percent (Blue Plus) to 16 percent (IMCare). The participation rate for Blue Plus (3%)
and UCare (5%) were significantly lower (p < 0.05) than the participation rates for
IMCare (16%) and MHP (9%). The participation rate for Blue Plus was also significantly
lower (p < 0.05) than Medica (7%) and HP/GHI (7%). The participation rates for the
IMCare, HP/GHI, Medica, First Plan, and MHP were not significantly different (p >
0.05).

From 49 (MHP) to 81 (IMCare) percent of the children among health plans had at least
one component, but less than a complete C&TC screening documented in their records.
The percent for IMCare was significantly greater (p < 0.05) than for MHP, HP/GHI
(53%), UCare (57%), Medica (59%), and Blue Plus (59%). Blue Plus was significantly
greater (p < 0.05) than MHP and HP/GHI. Medica was significantly greater (p < 0.05)
than MHP

From 0.0 to 0.9 percent of the children with visits had no documentation showing that
any C&TC component was provided. No tests of significance were performed. The
remaining children had no visits documented in 1998, and therefore, they had no
documented components.

Results by Race. The weighted and adjusted participation rates range from 3 percent
(Asian) to 10 percent (Hispanic). The participation rate for the Asian group is
significantly lower (p < 0.05) than the rates for the Hispanic and Black (7%) groups. The
participation rate for the White group (5%) is significantly lower (p < 0.05) than the rate
for Hispanics. Other comparisons were not statistically significant (p > 0.05).

From 37 to 65 percent of the groups had documentation showing that at least one C&TC
component, but less than a complete C&TC was provided: Unknown (65%), Asian
(58%), White (63%), Black/African American (47%), American Indian (47%), and
Hispanic (37%). The percents for the Hispanic, Black, and American Indian groups were
significantly less than (p < 0.05) the White or Unknown groups. The percents for the
Hispanic and Black groups were significantly less than (p < 0.05) the Asian group. The
Hispanic group was significantly less than (p < 0.05) the Black group.

The proportion of children with visits who had no documentation of any C&TC
component ranged from 0.1 to 1.0 percent. No tests of significance were performed.
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Results by Age. The weighted and adjusted participation rates range from 0.3 percent for
each of the two oldest age groups to 23 percent for the youngest age group. The
participation rates for two age groups (22 and 21 percent, respectively, for the groups
‘less than 1 year old’ and ‘from 1 to 2 years old’) are significantly greater (p < 0.05) than
rates for 2 to 6 year olds (2%). The participation rates for the 2 to 6 year old group is
significantly greater (p < 0.05) than the rates for the two oldest age groups (0.3% each).

From 23 to 86 percent of children among age groups had documentation showing that at
least one C&TC component was provided: < one year (23%), =1 < 2 years (38%), =2 <6
years (52%), =6 < 15 years (74%), and =15 < 21 years (86%). Each percentage was
significantly different from each other (p < 0.05).

Results by C&TC Component. Figure 3 shows the weighted and adjusted percent of
children with documentation of at least one screen for each C&TC component based on
data collected through record abstraction. Individual component frequencies are only
reported for children who were required to receive the specific component under the
C&TC periodicity schedule. Forty-nine percent of children received a health history, 48
percent received a physical and a weight screen. Forty-eight percent of children who
should have received a head circumference measurement (less than two years old),
received a screen for head circumference measurement. Forty-four percent of children
were screened for immunizations, but may not have received or have been current on all
immunizations. Less than 10 percent of the children requiring newborn metabolic
laboratory tests, visual acuity, audiology, and dental screens had documentation verifying
that these were provided. Thirty-six percent of the children who should have been
screened had no documentation of a visit.

It should be noted that data for newborn metabolic laboratory tests included only those
infants who were less than two months old on 6/30/98. If the data on newborn screens
had been collected on all children under age 0 to 12 months, and if all other children had
newborn screens in their charts at the same percentage noted for those with collected
data, the participation rate for children under 12 months would have been less than the
reported 22.7 percent (see Table 6).
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Figure 3. Weighted and Adjusted Percentage of Children with
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C&TC Screening Component

The denominator for each of the components is the weighted and adjusted number of children
who were required to receive the specific component according to the periodicity schedule.
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Missing Components

As shown in Figure 4, a relatively equal percentage (weighted and adjusted) of children’s
records were missing from one to nine components (from 4% to 7%). Fewer children’s
records were missing from 10 to 12 components (3% to 1%). Only 0.4 percent of
children (weighted and adjusted) were missing all components.

Figure 4. Weighted and Adjusted Percentage of Children
Missing C&TC Screening Components
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Reason for Visits

Table 7 shows the weighted and adjusted number of children who had complete, partial,
and no C&TC screens documented by the type of visit, either well-child visits or visits
for other reasons. Examples of other reasons include acute care for injury or illness, or
consultative services. Of the children who had a complete C&TC screen, 100 percent
(n=10,608 of 10,610) had at least one well-child visit. Of the children who had a partial
C&TC screen, 61 percent had at least one well-child visit and 39 percent had no well-
child visit documented.

Of the children who had at least one visit, but no C&TC component documented in any
visit, 55 percent had at least one well-child visit and 45 percent had no well-child visit
documented.

Table 7: Weighted and Adjusted Number of Children by C&TC Screens and Reason for Visit

Complete Partial None Total

N % N % N % N %

Reason for
Visit

Well-child visit | 10,608 | 100.0 | 35,651 | 61.3 554 55.0 | 46,812 34.4

Visits forother | 5| 00 | 22,508 | 38.7 | 453 | 45.0 | 22,963 | 16.9

reasons
No Visit - - - - - - 66,240 48.7
Total 10,610 | 100.0 | 58,159 | 100.0 | 1,007 | 100.0 | 136,015 100.0
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14 Discussion

The Minnesota DHS is responsible to HCFA to ensure availability of C&TC for children
and adolescents. This study examined the reasons for differences in reported C&TC
participation rates and unreported and under-reported C&TC screens through a
comprehensive chart review. Data for the study were collected during a cross-sectional
chart review that included all office visits for calendar year 1998 and incorporated the
required C&TC components for each age group.

Participation rates reported by each state to HCFA are different than participation rates
calculated by chart abstraction. Participation rates reported to HCFA are based on well-
child visit encounter (claims) data that do not provide detail about the components
provided at those visits. Chart abstraction identifies each component that was provided
(or missing) during all visits. As a result, well-child visit claims are often counted as a
complete EPSDT screen for reporting to HCFA, even if one or more elements of an
EPSDT screen are not done. Similarly, if components of an EPSDT are completed
during an acute illness visit, they may not be counted towards completion of an EPSDT.

Stage One

From a total sample of 6041, there were 3448 children identified by health plans who had
at least one visit in 1998. FMAS was not able to document a 1998 visit for 434 of those
children from the original sample. In addition, 336 records were missing from clinics and
18 records were considered invalid (removed from the sample).

Fifty-two percent of the weighted and adjusted population of children had at least one
documented visit in 1998. These results concur with DHS expectations that
approximately 50 percent to 65 percent of the study population would visit a clinic in
1998.

Stage Two

Participation Rate and Incomplete Components

The chart review revealed that very few children had documented complete C&TC
screens in 1998. Participation rates were lower than expected. The overall participation
rate of 6 percent (weighted for disproportional sampling and varying non-response;
adjusted for months of eligibility and C&TC periodicity schedule) is below the 27
percent participation rate reported from the 1996 encounter data and the 25 percent
participation rate reported from the 1997 encounter data. It is important to again note that
these are comparisons of abstracted data versus encounter data. The rate is also below
the participation rate goal of 80 percent set by HCFA in 1990 to have been achieved by
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the states in federal fiscal year 1995. As of fiscal year 1996, however, there have been
only nine states that have reported meeting or exceeding that federally-established goal.'’

The C&TC components documented infrequently in the medical record included:
e Visual acuity
e Audiology screening
e Dental referrals
e Newborn metabolic screens for children from birth to <2 months old.

Among racial groups, Hispanics had the largest proportion of complete screens. Since
there appeared to be no clear reason for this result, further research may be warranted.

Almost 37 percent of children who were expected to have C&TC screens had either no
visits documented (36.4%) or were missing all C&TC components (0.4%). Fifty-seven
percent of children who were expected to have C&TC screens had from 1 to 12
components missing. Six percent had no missing components.

Immunization Review

A current review of immunization status is an important component of C&TC screening
and documents that a review was evident in the medical record, but does not necessarily
indicate immunization compliance or that immunizations are up to date. For this study,
an immunization review was evident in nearly 44 percent of the children who were seen
in 1998.

Lead Screening

Lead screening is a required component of C&TC screening for children who are
between 12 and 23 months and 24 and 35 months. It is possible that the percentage
reported in this study (23%) may have been overstated for the population of children
between 24 months and 35 months old because of the method of abstraction. The
question as collected from the abstracted record asked, “Was a blood lead level (BLL)
performed at any time during the child’s lifetime?” Credit was given for this population
not only if there was documentation that a BLL was performed anytime during 1998, but
also if there was evidence that a BLL had been done at any time. Therefore, credit was
given for the children between the 24 months and 35 months of age even if the only BLL
was performed when the child was one year old.

Lead screening was further examined by a re-abstraction of records from mail-in clinics
for children between the ages of 24 months and 35 months old and then combined with
the 12 through 23 month olds (N=108). The documented results indicated that 28 percent

1 Children’s Health Under Medicaid, A National Review of Early and Periodic Screening, Diagnosis and
Treatment, National Health Law Program, August 1998, Olson, Kristi, Perkins, Jane and Pate, Tonya.
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(N=30) of the children received blood lead level tests. One additional record had no
documentation of a blood lead level test, but indicated a “no risk™ assessment had been
completed. For those children with elevated blood lead levels (N=4), the record indicated
all were re-tested.

Lead level test dates were documented on the 30 children as follows:

e 12 to 23 months old (8 out of 9)
e 24 to 35 months old (5 out of 21)

The small number of records in this re-abstraction effort does not permit generalization or
definitive conclusions. The results are provided for descriptive purposes only.

Reasons for Visits

From 39 to 45 percent of children with partial or no screening components documented
had no well-child visits, but had visits for other reasons such as acute care for injury or
illness. Although children with complete screens also had visits for other reasons, nearly
all (N=10,608 of 10,610) had at least one documented well-child visit.
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1.5 Limitations

The C&TC participation rate review had some inherent limitations in the study design
and execution. Both the researchers and representatives from the participating health
plans have identified limitations to this study. Health plan comments can be found in
Appendix G. Researchers limitations to this review included, but were not exclusive to,
the following:

e A health history of the child’s health and development, as obtained from the child,
parent of the child, or an adult who is familiar with the child’s health history, was
counted regardless of the reason for visit. For example, a child may have been
seen for an acute care visit in which a health history was performed, and would
have received credit for a health history despite the fact that a C&TC health
history was not performed. A health history obtained during an acute care visit
may not contain all the information that is expected in a well-child visit. An acute
care visit may include general health status of the child, the last visit, and any
symptoms that the child is exhibiting that is the precipitating reason for the acute
care visit. Therefore, the reported rate of health histories in this report do not
represent only health histories that occurred for C&TC, but rather any health
history that was performed on a child during the study period.

e Blood level testing dates were not obtained during the data collection process.
Results include all blood lead tests completed at any time during the child’s life
rather than for the 1998 study period.

e Record abstractors only collected visit information contained in charts (or
photocopies of charts) provided to them by each clinic. Therefore, if a record was
not complete in regard to all patient care provided in 1998, all visit information
would not have been collected.

e Records that were not received during data collection or were missing from a
clinic were not counted during analysis. Availability of these records could result
in a change in the estimate of the participate rate.

e  When sorted by clinic, the number of patient charts abstracted was small.
Therefore, results were not extrapolated to the population of patients at any given
clinic.

e The abstraction effort was designed to be a cross-sectional “snapshot” of the 1998
clinic records for the children sampled in this study. The report does not reflect
any changes that may have occurred at clinics to improve C&TC documentation
after the record review period.
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e Small clinics provided 75% of requested records. FMAS assumed no difference
between small clinics providing records and small clinics not providing records.
This assumption may introduce some bias into the study results for inferences to
small clinics.

The limitations identified above impact the ability to generalize study findings and should
be interpreted as such. Nevertheless, this C&TC record review is intended to serve as a
baseline participation rate study. In addition, this review identifies opportunities for
improvement in the delivery of healthcare to Medicaid recipients.

1.6 Conclusions

e About half of the children eligible to receive a C&TC exam in 1998 had an office
visit.

e An immunization review was evident in almost 44 percent of the population of
children who had a visit in 1998.

e The overall participation rate, weighted for disproportional sampling and adjusted
for eligibility and the C&TC periodicity schedule is six percent (6%).

e Participation rates varied between health plans from a low of 3 percent (Blue
Plus) to a high of 16 percent (IMCare).

Recommendations

Recommendations for addressing some of the particular issues for improving overall
compliance with participation rates and the expected accompanying quality of the
healthcare of the children in the C&TC program areas follows:

Use of Preprinted Forms

The likelihood that a child will receive all of the required services improves when
providers used preprinted forms detailing the appropriate services for a child at a given
age.'" Minnesota has provided samples of preprinted forms as a choice for
documentation of EPSDT services in the “Child and Teen Checkups Provider
Information Guide.” Future studies should explore whether the use of preprinted forms
increases the documentation of all required services.

Coordinating Data from Other Agencies

Coordination with state and community agencies and programs is an effective means of
streamlining enrollment in multiple programs and in providing alternative sources of
outreach and information about EPSDT. It is a challenge to determine the best method of
capturing all services provided such as newborn/well baby checkups, school, camp and
athletic physicals, routine well-child care, family planning visits, WIC or Head Start

' Children’s Health Under Medicaid, A National Review of Early and Periodic Screening, Diagnosis and
Treatment, National Health Law Program, August 1998, Olson, Kristi, Perkins, Jane and Pate, Tonya.
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physicals, immunizations, initial prenatal visits and early childhood screening when care
has been provided in multiple settings. Nonetheless, it is a challenge that is worthwhile.
A number of states have done this with success by adapting and coordinating services to
meet the needs of the population.'?

Communication with Providers and Staff

Ongoing input from the providers to the C&TC program is essential to the success of the
program. Communication from both the health plans and from the state regarding
findings on various aspects of the program and suggestions for improvement is equally
important. As part of the ongoing effort of the Minnesota DHS, each health plan that
contracts with DHS to provide C&TC services has one or more representatives who
works with the state and county C&TC coordinators on issues related to the program. In
addition, training for C&TC screening components is available from the Minnesota
Department of Health. One of the role responsibilities of the C&TC County Coordinator
is to help providers and staff with information and arrangements for C&TC training.

Continuous Coverage Incentives

An additional benefit of an EPSDT program is the reduction of medical care costs.
Providing preventive medical care and early diagnosis and treatment of conditions that
threaten children’s health can reduce costs. Providing a minimum of one year continuous
coverage has shown to increase the savings". The longer children are enrolled in the
same managed care plan, the greater the likelihood that the plan will reap some of the
financial benefits of providing preventive care.

State Monitoring

It is up to the state to require adequate documentation from the contractors to verify
whether all of the required elements of an EPSDT screen are performed. Furthermore,
close state monitoring has been shown to improve EPSDT performance. 14

In the report on Children’s Health Under Medicaid, A National Review of Early and
Periodic Screening, Diagnosis and Treatment, it states that “Available data show that the
promise of EPSDT has yet to be achieved. But while the data may not be completely
accurate, we cannot continue to accept that as a justification.”” This C&TC record
review provides an excellent opportunity to begin annual participation rate review.

'2 A Team Approach to Delivery of EPSDT Services in the Pittsburgh, Pennsylvania Schools; The Journal

of School Health; Kent; Jan 1995; Nativio, Donna G., Allison, Virginia L., Turk, Hattie, H.; Ballou

Geneva; et al.

" Children’s Health Under Medicaid, A National Review of Early and Periodic Screening, Diagnosis and

;l;reatment, National Health Law Program, August 1998, Olson, Kristi, Perkins, Jane and Pate, Tonya.
Ibid.

15 Children’s Health Under Medicaid, A National Review of Early and Periodic Screening, Diagnosis and

Treatment, National Health Law Program, August 1998, Olson, Kristi, Perkins, Jane and Pate, Tonya.
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2.0 Ancillary Studies

This stage of analysis focused on medical record documentation of lead history and
referrals.

2.1 Lead Screening
2.1.1 Background and introduction

Children are at high risk for lead poisoning due to the natural instinct to introduce non-
food items into their bodies. Although there have been dramatic improvements in
reducing lead in the environment, there are still nearly one million U.S. children with
elevated blood lead levels (BLLs).'® The United States Public Health Service estimates
that one out of six children, under the age of six, has an elevated BLL."” Elevated BLLs
represent a major preventable health problem that affects children’s mental and physical
health. BLLs as low as 10 micrograms/deciliter (ug/dL) are associated with harmful
effects on learning and behavior. The higher a child’s BLL and the longer it persists, the
greater the chance that the child will be affected. Elevated BLLs can result in:

Learning disabilities
Behavioral problems
Mental retardation

At extremely high levels (70 ug/dL or higher), seizures, coma and even
death.

New information has shown that lead exposure occurs in predictable patterns throughout
the United States. New lead screening guidelines from the Center for Disease Control and
Prevention (CDC) should result in an increase in the number of at-risk children screened
and decrease unnecessary screening for children not exposed to lead. Guidelines may be
defined by census tracts and zip codes where at least a certain percentage of the housing
was built before 1950 and/or the percentage of one and two year olds with an elevated
BLL is at a certain percentage. However, in the absence of a specific statewide plan or
other formal guidance from health officials, universal screening is still recommended.'®

Although the CDC has recommended universal screening for lead toxicity for children
between 12 and 36 months, many clinicians have not adopted this strategy. Reasons for
this resistance include the impression that many populations are at low risk for lead
toxicity, concerns regarding the cost and discomfort of testing, and skepticism about the
benefit of treatment for patients with borderline BLLs. Dr Richard Jackson, Director of

1 Screening Young Children for Lead Poisoning, Centers for Disease Control and Prevention, National
Center for Environmental Health, November, 1997, CDC Press Office 404-639-3286

7 What Every Parent Should Know about Lead Poisoning in Children, CDC Fact Sheet, National Center
for Environmental Health.

** Ibid.
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CDC’s National Center for Environmental Health states, “Working through state and
local public health officials is the most effective means of providing lead screening and
follow-up care for children.”"”

In Minnesota, BLL testing is to be administered to all C&TC eligible children at 12
months and 24 months to screen for elevated BLL’s. This study examined the history of
BLL testing for children 12 months to 35 months to determine if testing had ever been
completed.

The objectives of the study are as follows:

e Evaluate lead testing rate for children 12 months to 35 months of age
e (Compare lead testing rate among health plans
e Compare lead testing rate among racial/ethnic groups

e Evaluate rate of elevated BLL, notification patterns, and documentation of
treatment

e Document use of risk assessment history for children 12 months to 35 months of
age.

2.1.2 Methodology

The study design and full methodology was addressed in Section 1.2 of the C&TC study
report. FMAS collected BLL documentation and risk assessment data for children 12 to
35 months of age during the abstraction effort for C&TC.

Six descriptive analyses were generated to address the study objectives and illustrate
proportions by age, race, and health plan. The sample included 312 children (12 months
to 35 months of age) who met the criteria for inclusion in the lead history study. The
results presented in the next section are based on the weighted data.

' Childhood lead Poisoning Prevention, Screening Young Children for Lead Poisoning: Guidance for
State and Local Public Health Officials, Press Release Centers for Disease Control and Prevention, 11/97.
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2.1.3 Results

Blood Lead Level Testing

Table 8 presents the results for BLL testing for children at 12 months to 35 months of
age. The results indicate that more than one third of the children (33.7%) received a BLL
test in their lifetimes.

Table 8: Blood Lead Level Testing (Weighted*)

All Blood Lead Level Testing Ever Done?
Yes No /UTD

N N % N %
All 12,690 4,282 33.7 8,407 66.3
Age
12 to 23 months 2,759 1,122 40.7 1,636 59.3
24 to 35 months 9,931 3,160 31.8 6,771 68.2
Race
Asian 1,287 354 27.5 933 72.5
Black 2,969 1,749 58.9 1,220 411
Hispanic 888 465 52.4 423 47.6
American Indian 425 296 69.7 129 30.3
Unknown 447 98 22.0 349 78.0
White 6,673 1,319 19.8 5,353 80.2
Health Plan
Blue Plus 2,386 482 20.2 1,905 79.8
First Plan 128 44 34.3 84 65.7
HP/GHI 1,731 298 17.2 1,433 82.8
IMCare 252 150 59.5 102 40.5
MHP 1,079 698 64.6 381 354
Medica 5,715 2,068 36.2 3,647 63.8
UCare 1,399 543 38.8 856 61.2

Note: Under twelve months excluded from 12 month group.
* Not adjusted for months of eligibility.

Results by Age. Some variation existed in the documentation of BLL testing by age.
Approximately 40 percent of sampled children 12 to 23 months of age were tested, while
31.8 percent of children 24 to 35 months of age were tested.

Results by Race. The results indicated that BLL testing was performed on more Blacks,
Hispanics, and American Indians, but the level of testing on both Asians and Whites were
low. Only 19 percent of the White children in the sample received BLL testing as
compared to the range of 27.5 percent for Asian children to 69.7 percent for American
Indian children.
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Results by Health Plan. The results showed that MHP and IMCare Health Plans
provided BLL testing to higher proportions of their children (64.6% and 59.5%,
respectively) than all other health plans. Documentation from HP/GHI indicates that only
17.2 percent of sampled children received BLL testing.

Risk Assessment History

A risk assessment history is not required for C&TC and is not a substitute for BLL
testing. Risk assessment histories assist the provider in determining the source of lead
contamination and are used in anticipatory guidance.20

Table 9 presents the results of documented risk assessment history. These data indicate
that approximately 10 percent of children 12 to 35 months of age received a risk

assessment history.

Table 9: Risk Assessment History (Weighted)

Risk Assessment History Completed?
Total Yes No/UTD
N N % N %
All 12,690 | 1,248 9.8 11,442 90.2
Age
12 to 23 months 2,759 221 8.0 2,537 92.0
24 to 35 months 9,931 1,026 10.3 8,905 89.7
Race
Asian 1,287 73 5.6 1,214 94.4
Black 2,969 404 13.6 2,565 86.4
Hispanic 888 137 15.5 751 84.5
American Indian 425 82 194 343 80.6
Unknown 447 34 7.7 413 92.3
White 6,673 517 7.7 6,156 92.3
Health Plan
Blue Plus 2,386 482 20.2 1,905 79.8
First Plan 128 43 33.5 85 66.5
HP/GHI 1,731 69 4.0 1,661 96.0
IMCare 252 0 0 252 100.0
MHP 1,079 14 1.3 1,065 98.7
Medica 5,715 317 55 5,398 94.5
UCare 1,399 323 23.1 1,076 76.9

Note: Under twelve months excluded from 12 month group.

2% Child and Teen Checkups Provider Information Guide, A Cooperative Project between the Minnesota
Department of Human Services and Health, Metro County Public Health Agencies, and Health
Maintenance Organizations, Second Edition, 1997
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Results by Age. The results indicate that there is little overall difference in
documentation of risk assessment history by age groups. Eight percent (8%) of children
12 to 23 months of age received an assessment as compared to ten percent (10%) of
children 24 to 35 months of age.

Results by Race. There appears to be some variation in the ranges of percentages by
racial/ethnic groups for documentation of a risk assessment history. Approximately 8
percent of White children have had an assessment as compared to 19 percent of American
Indian children and 15 percent of Hispanic children. There are great differences between
Whites and minorities (Blacks, Hispanics, and American Indians). Among minorities
there are also large differences.

Results by Health Plan. The variation in documentation of a complete risk assessment by
a health plan is notable. Among health plans, percentages range from a low of 0 percent
from IMCare to a high of 34 percent for First Plan.

Elevated Blood Lead Levels

Overall 7.2 percent of sampled children tested for BLLs had elevated blood level
readings. Table 10 on page 37 provides the results by age, race, and health plan.

Results by Age. The results indicate that less than 1 percent of sampled children 12 to 23
months of age had elevated BLLs. In the 24 to 35 month-old group, BLLs rose to 9.5
percent.

Results by Race. When the data are examined by race, the range of percentages was
from 0 percent (White and Unknown) and 1.5 percent (Hispanic) to 13.9 percent
(American Indian). Little variation existed for American Indian, Black and Asian
children in the sample (13.9%, 12.4%, and 12.3% respectively). Among the children
tested, there is a big difference between whites and minorities, and among minorities
there are also large differences.

Results by Health Plan. The results indicate that UCare had the greatest percentage of
children with elevated lead levels (15.6%). In addition, approximately 8 percent of
children from MHP and from Medica had elevated lead levels. There were no children in
Blue Plus, First Plan, HP/GHI or IMCare health plans with elevated lead levels.
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Table 10: Test Results for Children Who Had Blood Test

Lead Test Results
All Levels Under | Elevated or Over
10 pg/dL 10 pg/dL
N N % N %
All 4,282 3,974 92.8 309 7.2
Age
12 to 23 months | 1,122 1,115 99.4 7 0.6
24 to 35 months | 3,160 2,859 90.5 301 9.5
Race
Asian 354 311 87.7 43 12.3
Black 1,749 1,532 87.6 217 12.4
Hispanic 465 458 98.5 7 1.5
American Indian 296 255 86.1 41 13.9
Unknown 98 98 100.0 0 0.0
White 1,319 1,319 100.0 0 0.0
Health Plan
Blue Plus 482 482 100.0 0 0.0
First Plan 44 44 100.0 0 0.0
HP/GHI 298 298 100.0 0 0.0
IMCare 150 150 100.0 0 0.0
MHP 698 640 91.7 58 8.3
Medica 2,068 1,902 92.0 166 8.0
UCare 543 459 84.4 85 15.6

Note: Under twelve months excluded from 12 month group.

Testing Procedure

A capillary BLL is the appropriate test for screening, but may give false positives (that is,
higher levels than actual). When capillary BLLs are elevated, venous blood should be
drawn to confirm/ “double-check” the level*'.

Table 11 on page 38 shows that of those sampled children who received a blood test 31.7
percent had documentation that a capillary test was performed and 26.1 percent had
documentation that a venous BLL test was performed. Documentation of test type did
not exist for 42.2 percent of the sampled children.

21 Child and Teen Checkups Provider Information Guide, A Cooperative Project between the Minnesota
Department of Human Services and Health, Metro County Public Health Agencies, and Health
Maintenance Organizations, Second Edition, 1997
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The abstracted data collected did not permit FMAS to determine the proportion of
elevated BLL levels found by capillary blood levels or a venous BLL. No further
conclusions can be drawn from the testing procedure type without further data.

Table 11: Lead Study Test Type for Children with Assessed Lead Risk (Weighted)

Test Type
Not
All Capillary Venous Documented/UTD
N N % N % N %
All 15,145 | 4,803 31.7 3,952 26.1 6,391 42.2

Parental Notification

Table 12 indicates that the providers have done an excellent job in notifying parents of
elevated BLLs. One hundred percent (100%) of all children in the study (12 to 23 months
and 24 to 35 months of age) with elevated BLLs had documentation that parents were
notified of the results.

Table 12: Parental Notification for Children Whose Blood Test Result Was Elevated

All Parental Notification
Yes No/UTD

N N % N %
All 309 309 100.0 0 0.0
Age
12 to 23 months 7 7 100.0 0 0.0
24 to 35 months 301 301 100.0 0 0.0
Race
Asian 43 43 100.0 0 0.0
Black 217 217 100.0 0 0.0
Hispanic 7 7 100.0 0 0.0
American Indian 41 41 100.0 0 0.0
White N/A N/A N/A N/A N/A
Health Plan
Blue Plus N/A N/A N/A N/A N/A
First Plan N/A N/A N/A N/A N/A
HP/GHI N/A N/A N/A N/A N/A
IMCare N/A N/A N/A N/A N/A
MHP 58 58 100.0 0 0.0
Medica 166 166 100.0 0 0.0
UCare 85 85 100.0 0 0.0

Note: Under twelve months excluded from 12 month group.

38



Interventions

Table 13 indicates that over half (55.9%) of children whose BLLs were elevated had
documentation of an intervention that went beyond family notification. Interventions
included family education and counseling, literature provided to the family about lead
poisoning, environmental inspection, chelation therapy, and/or follow-up testing.*

Table 13: Interventions for Children With Elevated Blood Test Results
All Interventions/Referrals
Yes No/UTD

N N % N %
All 309 173 55.9 136 44 1
Age
12 to 23 months 7 7 100.0 0 0.0
24 to 35 months 301 165 54.9 136 451
Race
Asian 43 0 0.0 43 100.0
Black 217 149 68.6 68 31.4
Hispanic 7 7 100.0 0 0.0
American Indian 41 17 40.7 24 59.3
White N/A N/A N/A N/A N/A
Health Plan
Blue Plus N/A N/A N/A N/A N/A
First Plan N/A N/A N/A N/A N/A
HP/GHI N/A N/A N/A N/A N/A
IMCare N/A N/A N/A N/A N/A
MHP 58 58 100.0 0 0.0
Medica 166 98 59.1 68 40.9
UCare 85 17 19.7 68 80.3

Note: Under twelve months excluded from 12 month group.

Results by Age. The age group “12 months” includes all children 12 months to 23
months. The age group “24 months” includes those children 24 months to 35 months.
For the first group, these children who would have turned 12 months by mid-year, so that
the at the beginning of 1998 all of the children in the first group would be between 18 and
23 months old. Therefore, if the BLL was collected on any of these children any time
before they turned 12 months old, and the doctor decided not to repeat it until 24 months
of age, that child would still be credited with having received a BLL. Although a small
percentage of children in the 12 to 23 month old age group had elevated BLLs (less than
1%), 100 percent of those children had documentation of an intervention. Only 54.9
percent of the 24 to 35 month old age group with elevated levels had documentation of an
intervention.

*Appropriateness of interventions for specific elevated BLLs were not assessed.
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Results by Race. Of the racial/ethnic groups with elevated BLLs, the percentage of
children with documentation of an intervention/referral ranged from 0 percent (Asian) to
100 percent (Hispanic). American Indian children had documentation of interventions
nearly 41 percent of the time as compared to nearly 69 percent of the time for Black
children.

Results by Health Plan. The results indicate that 100 percent of children with elevated
BLL in MHP received an intervention. Approximately 59 percent of children in Medica
and 11 percent of children in UCare were found to have documentation of an
intervention/referral.

2.1.4 Discussion

This ancillary study provides descriptive analysis on BLL testing. The following
provides the limitations of the study and data as well as discussion points.

Limitations

e Dates that blood tests were performed were not collected as part of the data. For
the sample of 24 to 35 month old children, it is not known if a blood test was done
at 24 months, 12 months, or both. It is known that a blood test was performed at
some time in the child’s lifetime

e No data could be collected for any period of time in which the child was not
enrolled in Medical Assistance. If appropriate testing was completed and not
collected during this time, the child was considered as “no BLL”

e Although the type of testing procedure done (capillary vs. venous) was abstracted,
the proportion of elevated levels that were obtained by capillary BLLs and either
confirmed or unconfirmed by a venous BLL, could not be determined from the
data collected

e Re-abstraction was conducted only on mail-in records (n=108).

Blood Lead Level Testing

Approximately 34 percent of children had documented evidence of this testing in their
medical record. There were a larger proportion of 12 month olds who received testing
than the 24 month old age group. Larger percentages of minority children were tested
than were the White and the Unknown population groups. MHP tested the largest
percentage of its population with 64.6 percent followed by IMCare with 59.5 percent
HP/GHI had documentation of testing 17.2 percent of their population of 12 and 24
month olds.
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Elevated Blood Lead Levels

More than seven percent (7.2%) of children had elevated blood lead levels. When there
was an elevated lead level, parents were notified 100 percent of the time. Of this same
population, there was documentation of an intervention/referral in only 35.9 percent of
the records.

Risk Assessment History

A risk assessment history is not required for C&TC. Documentation indicated that a risk
assessment history was performed in less than 10 percent of the records.
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2.2 Referrals
2.2.1 Background and Introduction

In some managed care plans, referrals are initiated from a primary care provider. Other
plans have open access so that clients can see a specialist without a formal referral from a
provider. For a description of the health plans included in this study, please refer to
Appendix C. In this study, only referrals initiated or recommended from a primary care
provider were measured. Referrals are typically generated for each diagnosis that
requires specialty care. Referrals made by the primary care provider should be
documented in the patient’s primary care medical record. In addition, all care delivered
to the patient as a result of that referral should be documented by the specialty provider
and delivered to the primary care provider for better continuity of care.

Managed care arrangements use primary care providers to direct referrals for specialty
care that is appropriate and necessary. When administered properly, the patient receives
continuity of care with one primary care provider who delivers and integrates healthcare
across the spectrum of available services.

“Referrals for corrective treatment” are subsumed under the HCFA Form-416 reporting
requirements for EPSDT and require states to report the unduplicated number of children
who were referred for further diagnostic or treatment services. However, there is no
standard for the percent of referrals that are to be expected for optimal health care. A
national review of EPSDT indicated that between 1994 and 1996, referral for corrective
treatment decreased from 21 percent to 18 percent, while the number of children
receiving at least one EPSDT screen increased during this time period.22

The data collected in this study cannot be used to evaluate whether referrals are being
made appropriately. These data merely offers a description of referrals made and
documented by primary care providers for children eligible for C&TC screens.

The objectives of this ancillary study were to:

Describe referrals as documented in the medical record
e Document the frequencies of provider types or community programs to which
children were referred

2.2.2 Methodology

FMAS collected referral documentation data during the abstraction effort for C&TC.
Other than dental referrals, which were included in the components required in the
periodicity schedule, FMAS calculated the unweighted and weighted frequency and
proportion of children with a documented referral to another provider or program, the
frequency of the types of providers to whom they were referred, and the frequency of the
types of community programs to which they were referred. As described in Stage Two

22 Children’s Health Under Medicaid, A National Review of Early and Periodic Screening, Diagnosis and
Treatment, National Health Law Program, August 1998, Olson, Kristi, Perkins, Jane and Pate, Tonya.
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methods, results were weighted for oversampling by race and health plan, and adjusted
for varying non-response rates. These results are shown overall and by age group, health
plan, and racial/ethnic group.

2.2.3 Results

Descriptive analyses were generated on documented referrals by age group, race, and
health plan.

Table 14 presents the weighted frequencies and percentages of documented referrals by
age, race, and health plan. Overall approximately 15 percent of the children had a
documented referral in their medical record. Among age groups, the percent of children
who had a documented referral ranged from 14 percent (=2<6 years old) to 20 percent
(=1<2 years old). Among ethnic groups, the percent of children who had a documented
referral ranged from 13 percent (Asian, White) to 22 percent (Black/African American).
Among health plans, the percent of children who had a documented referral ranged from
13 percent (Medica, IMCare) to 27 percent (MHP).

Table 14: Weighted and Adjusted Number of Documented Referrals by Age Group,
Race, and Health Plan
All Referrals (with 95% Confidence Intervals)
Yes No/UTD
Lower | Upper Lower | Upper
N N | % | Bound |Bound| M | % | Bound | Bound
All 109,998 | 16,817 |15.3| 14.8 15.9 |93,181|84.7| 84.5 84.9
Age
<1 yr old 13,498 | 2,104 (15.6| 14.1 17.2 |11,394|84.4| 83.7 85.1
1-<2yrs 10,561 | 2,102 [19.9]| 18.2 21.7 | 8,459 [80.1| 79.2 80.9
2 - <6 yrs 30,726 | 4,487 |14.6| 13.6 15.7 |26,240(85.4 85 85.8
6 - <15 yrs 37,125 | 5,048 |{13.6| 12.7 14.6 |32,077|86.4 86 86.8
15 ->21 yrs 18,087 | 3,075 | 17 | 15.7 18.4 |15,012| 83 82.4 83.6
Race
Asian 11,111 | 1,416 (12.7| 11 146 | 9,695 |87.3| 86.6 88
Black 20,178 | 4,423 |21.9| 20.7 23.2 |15,754|78.1| 77.4 78.7
Hispanic 5,316 849 | 16 | 13.6 18.68 | 4,467 | 84 82.9 85.1
American Indian 3,366 618 |18.3| 154 216 | 2,748 |81.7| 80.2 83.1
Unknown 6,069 873 |14.4| 122 17 5,197 |85.6| 84.6 86.5
White 63,958 | 8,638 |13.5| 12.8 142 |55,319|86.5| 86.2 86.8
Health Plan
Blue Plus 24,810 | 3,455 |13.9| 12.8 15.1 |21,355|86.1| 85.6 86.6
First Plan 1,510 218 |14.4| 10.2 19.93 | 1,292 |85.6| 83.5 87.5
HP/GHI 15,013 | 2,856 | 19 | 17.6 20.5 12,157 | 81 80.3 81.7
IMCare 2,373 302 [12.7| 9.3 17.1 | 2,072 |87.3| 85.8 88.7
MHP 7,548 | 2,004 |26.6| 24.7 28.6 | 5544 |73.4| 722 74.6
Medica 37,519 | 4,756 |12.7| 11.8 13.7 |32,763|87.3| 86.9 87.7
UCare 21,225 | 3,226 |15.2] 14 16.5 [17,999|84.8| 84.3 85.3
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Referrals to Other Providers. Overall, only 482 referrals (unweighted) to provider
specialists were documented. Most documented referrals did not document the provider
type, referred the child to an ENT, or were “self” referrals. A self-referral was one where
there was documentation that a referral was made to “self” or another professional within
the same clinic. The frequencies of referrals to specific providers were small and the
weighted estimates may be highly variable. Table 15 shows the weighted row percent of
children with documented referrals to other providers. No children in the sample were
referred to a transplant surgeon or occupational therapist. Of the children with
documented referrals, 28.5 percent did not document the type of provider to whom the
child was being referred, 17 percent were referred to an ENT specialist, 12 percent were
referred to a radiologist, 11.5 percent were referred to return to the documenting
physician (self), 7 percent to an ophthalmologist, 4 percent each to a surgeon and
nutritionist, 2.5 percent each to a speech and language specialist and gynecologist, 2
percent each to a neurologist, cardiologist, psychologist, physical therapist, and other
specialist, and less than 1 percent each to an allergist, pulmonologist, and psychiatrist.
Table 15 also shows the weighted row percents by age group, health plan, and by
race/ethnic group.

Table 16 shows the column percent of children with documented referrals among age
group, health plan, and race/ethnic group by community program. A summary of results
is shown below.

Referrals to Providers by Age Groups. No surprising results were noted about the
age groups of children being referred to types of specialists. For example, most
children being referred to an ENT specialist were less than 15 years old. All children
referred to an allergist were age 2 years or older. Those being referred to speech and
language specialist were between 1 and 6 years old. Those being referred to a
surgeon were 2 years old or older. Those being referred to a nutritionist were one
year old or older. Those being referred to a radiologist spanned all age groups.
Those being referred to an ophthalmologist were 2 years old or older.

Referrals to Providers by Health Plans. No trends of referrals among the health plans
were noted.

Referrals to Providers by Race/Ethnic Group. No trends of referrals to specialists
among the race/ethnic groups were noted.

Referrals to Community Programs. Overall, only 449 referrals (unweighted) to
community programs were documented and most of the programs were not specified.
Most documented referrals did not document the community program to which the child
was referred, and actual frequencies of referrals to specific programs were small when
examining the breakdowns by age group, health plan, or race/ethnic group. Thus, the
weighted estimates may be highly variable. For children in the sample with documented
referrals to selected community programs, none were referred to chemical dependency
programs such as CD, Way to Grow, Health Beginnings, or Children’s First. Of the
children with documented referrals to community programs, 73 percent did not specify
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the program to which the child was referred. Of the remaining referrals, 8 percent were
referred to ‘other’ programs, 7.5 percent were referred to the WIC program, 2 percent
were referred to each of three programs (social worker, home care agency, and family
planning agency), 1 percent were referred to each of two programs, Head Start and a
public health nurse, and less than 1 percent were referred to each of five programs
(school early intervention, 348-Tots Development, ECFE, environmental health, and
mental health). Table 16 also shows the percent of children with documented referrals
among selected community programs by age group, by health plan, and by race/ethnic
group.
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Table 15: Referrals to Provider Type - Weighted Row Percentages
Total | Self |Allergist| Pulmon. [ENT 2‘“{’:,?; Neur.| Surg. | Cardio. | Gyn. | Nutr. | Radio. | Psychol. |Ophth.|Psychia. l:':ﬁ t’;";’ Other

# | % % % |%| % % % % % | % % % % % % % %
overan  |18871| 115 | 0.9 03 [172| 25 | 18 | 38 1.7 25 | 40 | 119 2.1 73 | 02 16 | 285 24

# | % % % | %| % % % % % | % % % % % % % %
IAge Group
<1yrold |2124] 294 | 00 00 [179] 00 | 47 | o009 12.5 00 | 00 | 1009 0.0 42 | 00 00 [162]| 3.3
1-<2yrs 2470 214 | 0.0 00 [284] 08 | 03 | 1.1 1.3 00 | 63 | 125 0.0 13 | 00 00 |218]| 51
b.<6yrs |5200] 65 | 06 05 [17.1] 85 | 0.1 2.7 0.1 57 | 3.1 8.5 05 56 | 05 33 [ 343 23
6-<15yrs |5846| 34 | 20 04 [203] 00 | 28 | 52 0.0 02 | 72 | 136 5.9 106 | 0.0 00 |[267 | 17
15-<21yrs|3.231] 148 | 06 00 |28 00 | 21 6.9 0.4 50 | 04 | 147 0.8 107 | 02 38 [358| 009
Plan
Blue Plus 13997 | 142 1.0 00 |70| 00 |05 | 90 6.0 05 | 7.0 | 131 0.0 16.0 | 0.0 05 |236| 16
First Plan | 219 | 271 | 0.0 00 [192] 05 | 05 | 58 0.0 53 | 58 | 6.3 0.0 09 | 00 18 | 269 | 00
HP/GHI | 3474] 24 | o0 00 [113] 19 | 44 | 25 0.0 00 | 21 | 181 9.9 89 | 00 68 |301| 15
IMCare 318 [ 100 | 00 00 [143] 00 | 93 | 93 4.3 07 | 04 | 105 0.0 43 | 00 07 [362]| 00
MHP 2214] 83 | 00 23 [133] 35 | 21 3.2 2.1 34 | 85 | 49 2.3 103 ] 15 00 |295| 49
Medica 5080 | 180 | 0.0 00 [317] 63 | 19 | 06 0.0 58 | 25 | 05 0.0 1.1 0.0 00 |288| 29
UCare 3570 90 | 35 00 [163] 00 | 00 | 35 0.5 18 | 1.9 | 258 0.0 37 | 00 08 |31.0] 21
Race/Eth.
Grp.
Asian 1,547| 155 | 38 00 [197] 00 | 14 | 71 0.0 19 | 14 | 99 0.0 104 | 00 19 |232| 38
Black 5117 155 | 1.3 10 [|169] 20 | 44 | 20 0.5 15 | 72 | 90 1.0 95 | 05 11 | 216 | 49
Hispanic | 949 | 122 | 0.0 00 [209] 15 | 30 | 80 1.5 00 | 68 | 19 0.0 107 | o7 15 | 200 23
ﬁ‘]’gi‘;rri]ca” 663 | 147 | 0.0 00 [143] 58 13 | 37 1.0 27 | 02 | 119 0.0 6.7 | 00 03 | 265 109
Unknown | 995 | 56 | 4.0 00 [82] 13 | 34 | 123 1.8 39 | 4.1 6.6 0.0 89 | 00 20 |[338| 40
White 9,600 90 | 00 00 [17.7] 341 03 | 209 2.7 32 | 26 | 154 36 52 | 00 18 | 326 00

Note: No referrals were documented to transplant surgeons or occupational therapists.
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Table 16: Referrals to Provider Type - Weighted Column Percentages

Speech Phys. | UTD/
Self |Allergist|Pulmon.| ENT | & Lang.| Neur. |Surg.| Cardio. | Gyn. | Nutr. Radio. | Psychol. |Ophth. Psychia. Ther. | Unk. | Other
# # # # # # # # # # # # # # # # #
Overall (n =
18871) 2,162 167| 51| 3,246 463 347, 715 318 469 751 2,253 395 1,378 32 293 5,386] 444
% % % % % % % % % % % % % % % % %

l/Age Group
< 1yrold 28.9 0.0 0.0 11.7] 0.0 28.5 2.8 83.7 0.0 0.0 10.2 0.0 6.4 0.0 0.0 6.4 15.7|
1-<2yrs 241 0.0 0.0 21.6 4.4 2.0 3.7 9.8 0.0 20.6 13.7] 0.0 2.3 0.0 0.0, 10.0] 28.6|
2 - <6 yrs 15.7] 17.5 50.00 27.3 95.6 2.00  20.0 2.2 62.9 21.2 19.6) 6.4 21.3 78.3 58.7] 33.20 27.2
6 - <15 yrs 9.2 70.4 50.00 36.5 0.0 477 42.2 0.0 2.5 56.3 35.3 87.1 45.0 0.0 0.00 29.00 21.9
15 - <21 yrs 221 12.0) 0.0 2.8 0.0 19.7,  31.3 4.3 34.9 1.8 211 6.4 25.0 21.7 41.3]  21.5 6.6
Plan
Blue Plus 26.2 241 0.0 8.7 0.0 5.8 50.5 75.7| 4.3 37.4 23.2 0.0 46.4 0.0 6.8 17.5 14.0
First Plan 2.7 0.0 0.0 1.3 0.2 0.3 1.8 0.0 2.5 1.7 0.6 0.0 0.2 0.0 1.3 1.1 0.0
HP/GHI 3.9 0.0 0.0 121 14.0 43.9 123 0.0 0.0 9.8 28.0 871 22.3 0.0 81.1 19.4] 11.6
IMCare 1.5 0.0 0.0 1.4 0.0 8.5 4.1 4.3 0.5 0.1 1.5 0.0 1.0 0.0 0.8 2.1 0.0
MHP 8.5 0.0 100.0 9.0 16.8 13.3]  10.0, 14.5 16.3 25.0 4.8 12.9] 16.5 100.0 0.0, 12.1] 24.3
Medica 42.3] 0.0 0.0] 49.6 69.0 28.2 4.0 0.0, 62.9 16.9 1.1 0.0 3.9 0.0 0.00 27.2] 33.0
UCare 14.9 75.9 0.0, 17.9 0.0 0.0 17.3 5.5 13.6 9.1 40.9 0.0 9.7 0.0 10.00 20.6| 16.9
Race
Asian 111 35.1 0.0 9.4 0.0 6.3 15.3 0.0 6.2 2.9 6.8 0.0, 11.7] 0.0 10.0] 6.7, 13.2
Black 36.6 40.9 100.00  26.7] 221 65.3] 14.3 8.0 16.3 49.3 20.5 12.9] 35.3 78.3 18.9] 20.5| 56.5
Hispanic 5.4 0.0 0.0 6.1 3.0 8.1 10.6 4.4 0.0 8.5 0.8 0.0 7.4 21.7 4.8 5.1 5.0
/American
Indian 4.5 0.0 0.0 2.9 8.3 2.5 3.4 2.1 3.8 0.1 3.5 0.0 3.2 0.0 0.8 3.3 16.2
Unknown 2.6 241 0.0 2.5 2.8 9.8 17.2 5.5 8.3 5.5 2.9 0.0 6.4 0.0 6.8 6.2 9.0
\White 39.9 0.0 0.0 524 63.7] 7.9 391 80.0] 65.4 33.6 65.5 87.1 35.9 0.0 58.7] 58.2 0.0

Note: No referrals were documented to transplant surgeons or occupational therapists.
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2.2.4 Discussion

Overall, the data suggest that referrals from an EPSDT visit are quite similar to what has been
found nationally. The study conducted by the National Law Program found that 18 percent of
children were referred for treatment in 1996. Minnesota data from the abstracted records suggest
that 15 percent of children had a documented referral in 1998. It is important to note that “selt-
referral” is a category that was collected as a referral. A self-referral was defined as an
additional visit back to the primary care provider. Because the frequencies of referrals are small,
no conclusions or generalizations can be made from this data.

2.2.5 Limitations

The weighted results are based on few data. Thus, the small frequencies mean that the weighted
estimates may be highly variable, and that conclusions drawn from these data may not be
statistically significant. For example, the number of documented referrals to specific provider
specialists ranged from 0 to 32 children in the sample. The number of documented referrals to
specified programs ranged from 0 to 9 children in the sample.
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APPENDIX A

SUMMARY OF INITIATIVES BY THE MINNESOTA DEPARTMENT OF HUMAN
SERVICES AND CONTRACTING HEALTH PLANS TO INCREASE THE CHILD AND
TEEN CHECKUPS PARTICIPATION RATE
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Minnesota Department of Human Services

Current Investments in Promoting the C&TC Program

The Minnesota Department of Human Services (DHS) has many initiatives in place designed to improve
C&TC participation rates. The initiatives focus on three groups; managed care plans, providers and
parents of children eligible for the C&TC program.

1. Managed Care Contract Requirements

= Each health plan is required to submit a plan describing their initiatives to improve
C&TC rates. These plans involve things such as the promotion of C&TC to their
enrollees and providers and education of providers on the components of C&TC
screenings. Some plans provide a higher rate of reimbursement for specific well child
visits, assuming that a complete C&TC screen has been provided. Summaries of the
Health Plan initiatives are included in an appendix of the report.

* The contracts for 1999 and 2000 include a financial disincentive and incentive provision
to withhold a portion of the capitation payment or provide a bonus for plans that increase
their C&TC rates above that of fee-for-service. The incentive scale has resulted in an
increased number of well-child visits.

2. Healthcare Providers and Clinics

DHS contracts with the Minnesota Department of Health to provide training for physicians,
nurses, physician assistants and nurse practitioners. The contracts includes:

»  Statewide C&TC screening component training sessions (3 days each, 5 per year)
= Refresher course sessions for C&TC screening components (1-2 days each, 2-3 per year)

* In-service training on provider requested topics related to C&TC screening services. For

example, there have been:

e Ad hoc training sessions as requested by public health agencies, health care
providers and county C&TC Coordinators on topics such as new born assessment
(10-12 per year)

e C&TC regional training workshops for health care providers in the provision of
C&TC components and standards (5 per year).

e One-day workshops to train nurses and personnel in physicians' offices and public
agencies to provide the Denver II (developmental screening) and other
standardized screening activities (5-6 per year).

e Training sessions for nurses and personnel from physicians' offices and public
agencies to provide vision and hearing services (10 sessions per year).

e Consultation and technical assistance provided to physicians and nurses on an ongoing
basis

e The training and consultation is offered to registered nurses, public health nurses, nurse
practitioners, physicians assistants, and physicians

444 Lafayette Road North * Saint Paul, Minnesota ¢ 55155 ¢ An Equal Opportunity Employer



3. Qutreach to Parents

= DHS has allocated 7 million dollars each year to county social services / county public
health agencies for activities designed to encourage parental participation in C&TC
screening for eligible children and for follow-up services for physician referrals. County
C&TC Coordinators provide many services, including:

C&TC program outreach to individual families and children through letters,
telephone calls and face-to-face contacts

Assistance to families in scheduling visits for children who are due for a checkup
Follow-up of individual children referred for further services as a result of C&TC
screenings

Coordination of outreach services with other programs that serve this population
such as WIC, HeadStart, Maternal and Child Health, public schools,
immunization programs and other child health programs (Children's Mental
Health and Community Health Services)

Recruitment and training of physicians and nurses on the C&TC program,
ongoing technical assistance, updating and distribution of the C&TC Provider
Information Guide

Provision of pamphlets, booklets and other materials that promote C&TC
activities to both families and providers

» To facilitate outreach to parents, three years ago DHS developed and implemented a
unique software program that identified children overdue for a C&TC screen and who
have not had a recent well-child clinic visit. This information is transmitted monthly to
county public health agencies. The data is used for outreach to individual families to
remind them about the program and that their children is due for a C&TC screenings.

» DHS is currently conducting a survey of families who do not access general health
services for their children to understand the barriers they face in accessing health care.



Blue Cross and Blue Shield of Minnesota and Blue Plus

Blue Plus' Commitment to Child & Teen Checkups

For several years, Blue Plus has actively participated in improving the health of children and increasing
the rates of Child & Teen Checkups (C&TCs) through initiatives that focus on our customers: members,
providers, public health agencies and communities. Our commitment to improving the health of
children in Public Programs is demonstrated in the summary of activities that follows.

Internal C&TC Workgroup

Blue Plus has established a multi-disciplinary workgroup consisting of members from many essential
internal departments who are working to improve the health of children and raise the rate of C&TCs. It has
been this internal C&TC workgroup's endeavor to develop short and long-term initiatives to help accomplish
C&TC program goals.

The workgroup established a workplan consisting of many strategies to overcome the barriers to getting
C&TCs. A number of our primary care clinics that care for over 60 percent of our public program
members under the age of 21 were targeted. The workgroup's emphasis was on blood lead screening for
the 12 and 24 month-old children. The workgroup focused on the target providers for outreach and
education throughout 1999.

After reviewing evaluations of initial interventions, the workgroup concentrated on giving the target
providers tools to be successful in their individual C&TC programs. Also, provider packets with
additional C&TC information, including immunization and C&TC billing examples, were distributed.
Public health agencies and C&TC coordinators in counties that the target providers served, were also
visited as part of the interventions.

The workgroup's outreach has continued this year (2000) with efforts to further clarify our requirements
on C&TC billing in order for providers to get the maximum reimbursement available for the services
they provide. Updated provider C&TC performance statistics are also being distributed so those
providers can see their strengths and weaknesses in relation to C&TCs. The performance statistics also
provide our C&TC workgroup with a tool for measuring how the public programs population within
each county and clinic are doing. The C&TC workgroup is then better able to tailor outreach activities
to specific areas of concern. Additional interventions are being considered and evaluated to effect a
positive change in the C&TC participation rate.

Member Information

Blue Plus currently works with the county C&TC outreach staff to determine the best course of outreach that
will complement outreach per-formed by each county. We do not wish to duplicate efforts, but to make sure
that enrollees are well informed and educated regarding the C&TC program. We strive to ensure that our
member information helps to make parents more aware of their child's checkup needs.

Blue Plus has developed a C&TC postcard that is sent to all eligible enrollees age 21 and under on an
annual basis. This postcard is traditionally sent in the summer so our providers can capture many children
and adolescents that are scheduling preventive care appointments for school or sports physicals.

A C&TC member insert was sent in our Health Journal publication in December of 1999. The Health
Journal is a newsletter that is sent to all members on a quarterly basis. The C&TC insert that was sent
to all public program members is a guideline for parents to determine when C&TC screenings may be
due and the appropriate services that are required at each age.

Up-to-date C&TC information is published in our Member Guide that is sent to all new members upon their
enrollment to Blue Plus.

Provider Training and Education

On numerous occasions, Blue Plus has teamed up with other health plans, the Minnesota Department of
Human Services, the Minnesota Department of Health and the C&TC Outreach Worker from each of the
counties to provide training to providers. Blue Plus has provided training within clinics for physicians,
nurses, billing staff, reception staff and schedulers. Our Public Programs Medical Director corresponds with
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providers to inform them of the benefits of C&TCs for children eligible for public programs. He has also
developed an informational sheet on lead screening.

Blue Plus representatives met with many public health agencies throughout the state to collaborate
outreach efforts and to share information with them.

Blue Plus has used our provider newsletter, The Provider Press, as a communication tool to make providers'
jobs a little easier. Information regarding the availability of the Provider Information Guide was published in
this newsletter in the December 1999 issue. The importance of lead screening was also a significant article in
the September 1999 issue of The Provider Press. In the March 1999 issue, an article regarding the correct
billing of a C&TC was included.

Through the Metro Action Group, health plans and county outreach staff collaborate numerous provider-
training efforts.

C&TC Workgroups

Blue Plus is involved in numerous workgroups throughout the state of Minnesota. Although the objectives of

each of these workgroups vary, the goals are similar: To increase the participation rate of C&TC screenings

in the state of Minnesota.

e  Metro Action Group (MAG) is a collaboration of efforts between health plans and counties to maximize
effectiveness of C&TC activities. A Blue Plus Public Programs coordinator co-chairs this committee.

e  Central County C&TC Workgroup includes the C&TC outreach coordinators from the central counties
and representatives from the health plans.

e Northeast Minnesota C&TC Workgroup has representatives from the health plans and the seven county
C&TC outreach coordinators.

e  South Central Minnesota Workgroup has members from the southern counties and the health plans.

e  Southwest Minnesota Workgroup consists of representatives from 12 counties and all of the health plans
in the region.

Blue Cross Foundation

Through the Blue Cross Foundation, we have dedicated assets to improve the health of Minnesotans. This
foundation seeks to advance public health through four priorities: reducing tobacco use; helping people with
chronic illness and unique cultural needs navigate the care system; promoting individual physical activity,
nutrition and safety; and increasing early childhood immunization rates.

In 1999, the Blue Cross Foundation and the Minnesota Department of Health provided a "booster shot" to
establish a statewide network of immunization registries by funding six programs that will further efforts to
help parents, providers and schools track childhood immunization records. The eventual goal is to create a
network of regional registries across Minnesota that could transfer the information when families move from
one area of the state to another. These developing registries will lead Minnesota closer to its goal of
protecting children from vaccine-preventable diseases. Blue Cross supports immunization registries so that
they will grow and further support the people across the state whom care for children. Healthy babies today
will make a healthy difference tomorrow.

Local Public Health Association/Health Plan Collaboration

Blue Plus has been actively involved in the metro Local Public Health Association/Health Plan Collaboration
workgroup that was formed in October of 1998. We currently have two employees that sit on the Steering
Committee and have chaired three of the subcommittees that have been formed as a result of this group's
ongoing efforts.

Minnesota Department of Health

Participated in a series of meetings held from November 1998 through November 1999, to discuss and debate
protocols for testing children for elevated blood-lead levels. This workgroup compromised a diverse group
of professionals representing health care and housing issues in Minnesota. The group discussed potential
blood-lead screening guidelines for Minnesota and made recommendations on the guidelines to MDH.




First Plan of Minnesota
Child and Teen Checkup Initiatives

First Plan of Minnesota has focused our efforts in several areas that we believe are
critical to progress toward our goal of increasing participation rates for the Child and
Teen Check-up to the 80% rate required by the federal EPSDT program. These areas
comprise the broad outline for the activities and initiatives conducted by First Plan
of Minnesota which are detailed in this summary.

1. Informing Stakeholders. A flow of timely and accurate information is necessary to
activate all parties in the initiative to assure that C&TC screenings are provided to all
eligible members. Stakeholder communication occurred as follows:

e Members receive C&TC information in membership packets and receive special
C&TC-targeted mailings at intervals as reminders to schedule appointments for
screenings as they come due.

e Physicians/Clinics receive education and information on training and
assistance available regarding C&TC through Provider newsletters from
1998 to the present. The health plan prints and distributes multiple copies of
the C&TC Program Information Guides to each clinic as new revisions occur
and have been part of the workgroup that revised the Program Information
Guide. Clinics receive information on their participation rates broken out by
age level on a regular basis.

e Public Health Departments receive aggregate participation rate information
for their counties' clinics through the Northeast Regional C&TC Partnership
meetings. This is the only participation rate information available to the
County Health Departments.

2. Collaborative Initiatives. First Plan of Minnesota staff have participated in the
Northeast Regional C&TC Partnership since 1996. This group meets monthly
and is a partnership of representatives from health plans and public health
nursing and social services agencies serving C&TC eligible enrollees in Carlton,
Cook, Itasca, Koochiching, Lake, Aitkin and St. Louis Counties. The group's
objectives are to increase C&TC participation rates and to assure that the health
plan primary care clinics are correctly following the periodicity schedule,
completing all of the components, and reporting referral codes correctly. The
Partnership has coordinated combined clinic visits in the past and the work plan
for the current year includes targeted team visits to clinics showing the lowest
combined rates. Persons included in the clinic visit team are representatives from
health plans with enrollees in the specific clinic and the public health nursing
C&TC representative from the county in which the clinic is located. Focus of the
visits is education on the components of the C&TC screening visit, coding
information, staff utilization and information about on-going support available
from the health plans and the county Public Health nursing personnel. First Plan
staff have participated in visits to eight clinics year to date with follow-up visits
scheduled.

3. Qutreach and Technical Assistance to Clinics. The clinic is key to
increasing C&TC rates. Assisting the primary care clinic to effectively
identify C&TC




eligible members and efficiently deliver C&TC screenings according to the periodicity
schedule is key to bringing the rates up to the standard set by DHS. For the past two-plus
years First Plan has made clinic visits a high priority.

e In 1998 clinic visits were made to each participating primary care clinic
in First Plan's network. First Plan staff met with clinic staff at each site
to review C&TC requirements, reporting methods, current participation
rates, and barriers to rate increases. Problem areas were identified for
further follow-up.

e On 01/01/99 First Plan of Minnesota's primary care network included 19
clinic sites. Sixteen clinics were visited during late July and mid August
by First Plan of Minnesota's Government Services Coordinator and Nurse
Care Manager. The purpose of the visit was to meet with critical staff to
assure clarity on the elements of the C&TC screening visits and to
problem-solve clinic staff roles using the Minnesota Child and Teen
Checkup Guide (Grid) to assure effective use of available staff. We also
introduced a C&TC chart tool for use in identification of eligible
enrollees and accurate coding of screenings. Efforts were made to
reinforce the supportive role of Public Health Nursing staff who can
assist with staff training and effective use of resources. Last, but not least,
we shared individual clinic screening rate information and the overall rate
among First Plan clinics. Initial contact was made with the clinic
administrator to set the meeting date and determine which staff were
primary to setting up a successful system in the clinic. The emphasis in
all visits was on information sharing and identification of the “missing
pieces" needed for successful rate increases.

Current year follow-up visits are being prioritized using the rate change data
to focus efforts on those clinics showing the least improvement. Clinic visits
are underway now through the Northeast Regional C&TC Partnership which
are focused on the area's lowest performers. Rate information and updated
identification and chart tool are being mailed to all member clinics and First
Plan staff will follow up with individual clinics determined to be falling below
standards who are not included in the Partnership efforts.
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Itasca Medical Care has continued to provide ongoing information on the Child and Teen Checkups
Program to the five contracted provider clinics and Public Health in Itasca County.

Itasca Medical Care Quality Improvement/Utilization Review (QI/UR) meetings occur quarterly.
All provider groups are invited. The following is a list of things provided since April 1999.

June 1999: 0 Handout addressing January 1999 C&TC participation rate
0 Age breakdown of eligible children per clinic
Sept 1999: 0 Information regarding the Minnesota Department of Human
Services (DHS) study t- be done on C&TC services provided in
1998
Dec 1999: 0 Information provided at QLUR regarding DHS C&CT study
timelines
0 CPT codes that will count at DHS for C&TC services. These

need to be used in conjunction with ICD-9 diagnoses codes V20-
V20.2 and/or V70.0 or V70.3-V70.9

0 Provided copies of DHS Provider Update #47 regarding C&TC
services
March 2000: 0 Handout of graph depicting C&TC participation rates Jan-Dec

IMCare also continues to meet with public health and staff from the five provider offices.
Representation is different at this meeting, so that others receive the information often given out at
IMCare QYLJR quarterly meetings. A public health nurse, who is Itasca County's C&TC
coordinator, chairs this meeting and has examples and often supplies of DHS and Minnesota
Department of Health (MDH) materials. Meetings are held bi-monthly and both C&TC and
prenatal care issues are addressed.

April 1999: 0 Updated provider offices and public health regarding pending
revisions of the Provider Information Guide (PIG). Encouraged
input and review of PIG

0 Handout of the corrected periodicity schedule dated 4/8/99
0 Review of use of Alpha Codes on billings
0 Handout of IMCare C&TC participation and age breakdown by
clinic (also done at QI/UR)
0 Handout of C&TC Fact Sheet on TB Screenings from DHS dated
April 1999
Aug 1999: o New PIG to providers
0 Information regarding DHS C&TC study, with chart abstraction at
clinics scheduled for September 1999
Mar 2000: 0 Information regarding DHS trainings in Grand Rapids in April
2000.
PMQIresponse
8/1/00

Equal Opportunity Employer



CHILD AND TEEN CHECK-UP PROGRAM INITIATIVES

HEALTHPARTNERS AND GROUP HEALTH PLAN, INC
JULY 2000

HealthPartners has created many program initiatives to improve the participation of children in the
Minnesota Health Care Programs Child and Teen Check Up (C &TC) Program. This summary of
activities applies to the membership of both HealthPartners and Group Health Plan, Inc., unless explicitly
identified.

Population Identification

HealthPartners distributes "At Risk" lists to providers which identify children who have not been in for
their child and teen checkup within the appropriate timeframe. HealthPartners also produces a report that
identifies "invisible" children in the system. This report identifies children who have not been in for any
medical services other than emergency room visits or inpatient hospitalizations in the past year. Clinics
then provide the appropriate follow up to reach the families.

Provider Training

Throughout the year, HealthPartners staff and medical leadership have conducted or participated in

extensive child and teen check up provider training programs. Some of these activities include:

o  Training of administrative staff of clinic systems. The type of trainings ranged from receptionists and
appointment schedulers to billing staff.

e  Physician training. These trainings took place at the pediatric and family practice department
meetings of our largest clinic systems. The periodicity schedule was reviewed as well as the process
so that physicians were refreshed on how to identify a child eligible for a C&TC and the required
components at each age.

e  C&TC provider training with counties. HealthPartners participated in county-sponsored trainings of
providers. In addition, HealthPartners and county staff joined together to train certain clinics who
requested or were identified as in need of C&TC training.

o Distribution of the new C& TC Provider Information Guide to Clinic Systems
Distribution of the April, 1999 laminated C&TC Periodicity Schedules to all primary care clinics

o QUM Forum - The Quality and Utilization Management (QUM) Forum is a semi-annual community
seminar sponsored by HealthPartners, which is an opportunity for the health plan and participating
providers to share quality improvement strategies and best practices. The focus of the October 1999
forum was strategies for improving the care of pediatric practices and included presentations related
to Child and Teen Check Ups.

Participation in Committees and Task Forces Related to C&TC
HealthPartners has participated on many external workgroups with other health plans and community
partners focused on improving the C&TC participation rate. Examples include:

L)

% Child and Teen Checkup Steering Committee (Health Plans, Local Public Health and DHS)
@ C&TC Metro Action Group (MAG)

s Hennepin County -Provider Outreach and Member Outreach Committees

% Minnesota Department of Health Lead Screening Work Group

Other HealthPartners Activities

Research Project. In 1999, HealthPartners was funded by the HealthPartners Research Foundation to
investigate the effectiveness of a welcome contact with parents of newborns that acquaints them with
their primary clinic and assists them in arranging for their child's first visit to the clinic. While the project
focuses on improving immunization rates, HealthPartners has built in links to Child and Teen Checkups.




The conclusions from the study will be used to fashion a HealthPartners-wide program maximizing
immunization and C&TC rates for all public program members.

HealthPartners also submitted a request for funding to the Department of Human Services for the study
element related to a reminder/recall system and for a "no missed opportunities" process. Funding was
denied for the portion of the study related to a community health worker to follow Hmong members on
issues such as immunization rates, TB tests, lead screening and Hgb by age one.

Financial Incentives. The Outcomes Recognition Program rewards participating clinic systems based on
their performance in a number of preventive areas, including childhood immunizations. For 2000,
HealthPartners instituted a financial incentive for community clinics related to C&TC participation.

Member Communication. Health Notes is a bulletin sent to public programs members that provides
members with information about C&TCs. The Bulletin also contains other health promotion articles and
information.

Clinic Systems Activities
HealthPartners staff worked collaboratively with several of our clinic systems on process improvements
aimed at improving the clinic system's C&TC participation rates. Examples include:

HealthPartners Medical Group (HPMG)

o Instituted a Child and Teen Checkup Task Force to identify strategies the HPMG clinics can
employ to improve C&TC participation rates. This group is a subgroup of the HealthPartners
Preventive Care of Children, Youth and Young Adults Steering Committee.

o Implemented a C&TC Qutreach Pilot Project using centralized staff to contact patients (or their
parents where appropriate) who are due for a C&TC, schedule appointments and coordinate
services such as transportation, interpreters. Information from this pilot project will help HPMG
and the health plan in identifying effective strategies and the barriers to increasing C&TC
participation. This program will be continued in 2001.

e Developed a specific C&TC charting form to help assure that all C&TC visit components are
completed.

e Developed C&TC charge ticket that incorporates C&TC codes with the goal of improving correct
coding of C&TC exams.

e HealthPartners Medical Group physicians and clinic staff are currently reviewing the preventive
screening guidelines for adolescents, to improve care and participation by this group.

Central Minnesota Group Health

e Educated clinic staff on the C&TC program and the components.

e Conducted one-on-one review of the C&TC information with each nurse.

e Provided the C&TC Periodicity Schedule to each nurse and updated the clinic's policies.

e Revised the clinic visit record so the appropriate referral code can be entered on the visit record
rather than documenting it on a separate form, to improve accuracy in reporting the referral code.

e Modified the computer scheduling so C&TC eligible patients are identified. This will aid in
appropriately prepping the chart with the C&TC information.

e Implemented a process of nurses reviewing each chart for all visits, including sick visits, to
identify children who are not up to date on their C&TC. If the child needs a C&TC, the nurse
will prep the chart with the C&TC schedule so the provider can address the screening needs
during the visit.

HealthPartners believes that these internal system initiatives and strategies are significant investments that

should, in conjunction with effective community outreach initiatives, lead to more members receiving
C&TCs and to an overall improvement in our participation ratio.

HealthPartners 2000 C&TC Report to DHS Page 2



Medica - State Public Programs

Medica is committed to improving the health of children by ensuring adequate access to
appropriate services. We believe that child & teen checkup (C&TC) screenings are an integral
part to improving the health of children, as well as reducing health care costs.

Although it is clear to us that our members value their freedom of choice to see any provider in
our network, this delivery model creates challenges to capturing all components of these
screenings. When an individual utilizes a gatekeeper model and is assigned to one clinic where
all of their care is received and directed, a health plan can go to that clinic, access his or her chart
and determine the services received - assuming the chart documentation is accurate and
complete. When a member can access one of 8,700 providers and receive different components
of well-child screenings at different sites, confirming and validating whether a specific
component has been provided can be more difficult. This often results in an under-
representation of actual services received.

As a health plan committed to serving children through Medical Assistance and MimiesotaCare,
we have also accepted the charge of being part of the solution. Towards this goal, we have
created an internal work group to develop ways we can influence providers and members, and
positively impact the current rates. The outcome of this work group is a number of different
initiatives that are intended to (1) provide education on the importance of C&TC screenings to
both providers and members, (2) remove existing barriers to providing and receiving screenings
and (3) create appropriate incentives for compliance with both providers and members. Our
initiatives include:

Educational Initiatives

Providers

e Each clinic receives a training guide that includes a section devoted to C&TC. This section
provides background information as well as specific coding information.

e Effective in 2001, all C&TC components will be added to the Ambulatory Care Evaluation
(ACE) program. ACE is a program that assesses whether appropriate documentation is being
made in medical records.

e Provider Services and State Public Programs representatives periodically visit clinics and
public health agencies to educate staff on C&TC.

e Targeted clinics are provided C&TC data to help track progress of increasing C&TC
compliance. Currently, Medica is refining the use of software that enables us to provide
clinic specific data to all clinics in the Medica network that provide C&TC screenings.
C&TC compliance requirements are defined in the Medica Administrative Manual.

e (ollaboration with other PMAP health plans and public health agencies to attend clinic
meetings in an effort to create and maintain a collaborative approach. These meetings are
held quarterly with key clinics.

e Medica co-sponsored with the Allina Foundation, the Minnesota Chapter of the American
Academy of Pediatrics and the Minnesota Department of Health a training institute for
selected physicians related to C&TC screenings.

Members
o A C&TC message has been added to member childhood immunization materials.

e Each member receives information regarding C&TC, including a periodicity chart upon
enrollment and annually thereafter in the member publication.



Removing Barriers

Providers

Medica is currently working with the Minnesota Department of Health to advance the
development of a statewide immunization registry system by planning, developing and
testing a state hub prototype.

Medica collaborates with local and regional public health groups to address C&TC issues
» C&TC Metro Action Group

» Metro C&TC Steering Committee

» Northeast Regional C&TC Group

» Northeast Regional C&TC Coordinating Board

Members

Collaboration with counties to address the "invisible child". This program identifies children
who have been enrolled in Medica and have not received preventive care services in a
timeframe specific to their age, or have only received care through the emergency room.
Medica and the counties involved have signed confidentiality agreements required to initiate
this program.

Implementation of C&TC Will Show Program in which a Medica social service coordinator
contacts members identified by clinics as "no-shows". The coordinator helps to identify and
reduce barriers which prevent members from keeping their appointments. The coordinator
addresses issues such as transportation and childcare, to name a few.

Incentive Programs

Providers

In 2000, Medica will disperse the entire incentive payment received from the Department of
Human Services (DHS) to Medica providers as a part of the physician performance program.
Fifty percent of the incentive is based on the C&TC measurement.

Currently, Medica is re-evaluating its payment structure and exploring a reimbursement
policy to allow payment for both a preventive medicine visit and an illness visit if billed on
the same day by the same provider.

Clinics receive a $40 incentive for a complete C&TC screening.

Effective August 1, 2000, Medica will move to an RBRVS fee schedule which will provide
more money for preventive care than the current DHS fee-for-service based payment
schedule

Members

A member incentive program is being developed and will be implemented by 4th quarter
2000.

In addition to these efforts, Medica will continue to look for ways to increase awareness of the
importance of C&TC screenings, identify effective ways to incent providers and members and
remove any existing barriers. Increasing the rate of C&TC screenings cannot be accomplished by
health plans alone. Medica supports DHS's efforts to address C&TC rates through a cross-
functional committee representing multiple providers, health plans, local and regional
communities and state agencies. Collaboration is the vehicle that will provide the greatest impact
on increasing C&TC rates and improving the health of children enrolled in these State programs.



Metropolitan Health Plan
Child and Teen Checkups
Improvement Strategies

Metropolitan Health Plan (MHP) has had a long-standing commitment to the individuals
and families that make up our membership. Children and adolescents (teens) make up the
largest demographic group in our health plan and have been provided with special
programs and incentives. Materials for younger children are directed toward parents to
encourage regular preventive health care visits.

Health plans with public program members have long been required to participate first in
the federal Early Periodic Screening Diagnosis and Treatment Program (EPSDT) and
then in the subsequent Minnesota specific Child and Teen Checkups (C&TC) Program.
MHP has endeavored to empower the members in self-care decisions while working to
support members through education. Providers of health care are also a part of this
equation and have received descriptive, billing and supportive information on the C&TC
Program standards. MHP's multi-layered approach to improving C&TC participation
rates follows:

Member-Directed

e  MHP Vital Shots health education resource for members outlined the
immunization schedule and C&TC periodicity schedule. Six non-English
versions were also available.

e In 1999, an entire issue of LifeLines, MHP's member newsmagazine focused
on children and the importance of C&TC.

e MHP's HealthConnection staff (our nurse advice telephone line) routinely
ask callers if their child is up-to-date with their immunizations, a significant
component of a C&TC screening.

Provider-Directed

e MHP gives providers financial incentives to improve C&TC participation
rates and to support improved documentation.

e Provider meetings are conducted by MHP's C&TC coordinator during which
the coordinator explains information found in the C&TC manual that
includes lead screening, testing guidelines and other resource materials. MHP
providers have received both a C&TC resource manual and a Provider
Operations Manual with detailed coding requirements for C&TC billing to
ensure greater accuracy in our administrative data.

e Providers are encouraged to complete a C&TC examination during a
Refugee Screening examination. Providers have included the
C&TC components in the Refugee Screening flow sheet in response
to MHP's recommendations.

e MHP's medical director has met with MHP's providers with the most child
and teen members to answer questions, share ideas, and to encourage clinic
efforts regarding C & TC. One result was an initiative to use any encounter
with a child or teen as an opportunity to complete a C&TC examination.



Metropolitan Health Plan
Child and Teen Checkups
Improvement Strategies

Community-Directed

MHP provides sponsorship and financial support to the Metropolitan Action
Group's Child and Teen Checkups media campaign.

MHP co-sponsors and heavily advertises the Minneapolis Public Schools "No
Shots, No school" program through the "Get on the Bus" and Healthy
Learners campaigns.

MHP, in collaboration with other health plans and Hennepin County C&TC
Outreach, presented "Navigating the Health Care System" to East African
immigrants at the Central Village Way to Grow Family Resource Fair.
Presentations were done in Somali and Oromo and focused on how to enroll
in a health plan, choosing a doctor or clinic and the importance of preventive
care. Follow up sessions will include more discussion on preventive care
including dental services.

MHP worked with Hennepin County Medical Center and its Family Medical
Clinic to encourage their patients who had not had a C&TC screening to
schedule an appointment.

MHP is a partner in the Way to Grow program that supports families' efforts
to follow the C&TC program.

MHP is participating in a program called "Invisible Child" designed to
identify children in need of C & TC examinations. This program also helps
families obtain health care coverage through the Hennepin Medical Society,
Way to Grow, Hennepin County C &TC, and the Phillips and Powderhorn
Neighborhood Success by 6-Healthy Babies Collaborative.

In summary, MHP believes that the necessary support structures are in place to remove
any barriers to members in obtaining preventive care. We anticipate future
improvements in the increasing number of teens who seek preventive health care and
improved documentation of the Child & Teen Checkups examination elements in the
medical record.

MHP remains committed to providing the highest level of care for our members as
demonstrated by our ongoing involvement in the C&TC program and multifaceted
strategies to improve the C & TC screening rate for MHP members.



UCare Minnesota
Child & Teen Check-ups Initiatives

In 1998 UCare Minnesota initiated a Child & Teen Check-ups (C&TC) workgroup. This
internal workgroup develops, implements, and monitors a work plan designed to increase
UCare member participation in C&TC through targeted strategies to reach physicians and
health plan members.

Physicians

1. The Provider Relations staff has been extensively trained in C&TC.

2. Each primary care physician's office has received a report describing:

» missed opportunities for C&TC
» the number and percentage of children screened at the clinic
» invisible children by age and county.
3. Each physician's office has received:
» alaminated C&TC periodicity schedule;
» abilling/coding help sheet to assist in billing for C&TC visits;
» aletter from the medical director and orientation to the "Gold Star" incentive
program for members;
» anupdated (1/2000) C&TC Provider Information Guide.

4. UCare hired a full time, dedicated staff person to educate clinic personnel about
C&TC and preventive care. This includes providing training, visiting the clinics to
address any barriers, providing tools for use, and working closely with clinic staff to
help them implement C&TC.

5. Support is provided with public health agencies to several clinics. though contracts
with counties. We have held many educational, collaborative meetings, that bring
together providers and the county public health agencies to create a better
understanding of the respective roles, improve communication, promote effective
outreach, and improve patient care.

6. Each issue of the UCare physician newsletter, HealthLines, includes an article
encouraging C&TC.

Members

1. Recorded a C&TC message into the messages that our members hear when they call
UCare and are placed on hold.

2. Included a C&TC message in the new member welcome call. The call is made in the
member's preferred language.

3. Contract with nurse assistance telephone service to make calls to families with
children who have been continuously enrolled for a year in UCare but who have not
been in to see their physician. The nurses encourage C&TC visits and can assist in
making appointments.

4. Updated the UCare Parents' Guide, which contains C&TC information, and is
provided free to all members.



5. Each issue of the UCare member newsletter, Healthier U, includes an article
encouraging C&TC.

6. Developed "Gold Star" member materials:

Direct mail postcard about the Gold Star program as a member reminder to make
C&TC visits.

Flier describing the Gold Star program included in the annual mailing

Developed magnet picture frame with C&TC periodicity visits.

Integrated the Gold Star campaign look into other materials which promote C&TC

Created Gold Star onesies/tshirt for newborns - included in the newborn mailings

Develop member incentive program with direct mail promotion twice during the year:

» During the birth to 18-month period the child receives a coupon book
containing information about each C&TCD visit, what to expect at the visit,
and C&TC voucher for each scheduled C&TC.

» From year 2 to 20 the child receives a reminder letter during their birthday
month, with a reminder of C&TC and a coupon voucher.

» The vouchers are signed at the C&TC visit, and returned to UCare for a $5.00
grocery certificate.
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Blue Cross and Blue Shield of Minnesota and Blue Plus

Blue Plus

Blue Plus is a nonprofit affiliate of Blue Cross and Blue Shield of Minnesota, founded in 1974. A licensed
health maintenance organization (HMO) dedicated to bringing quality and innovation to managed care.
Blue Plus currently holds a contract with the Minnesota Department of Human Services (DHS) to deliver
and administer Prepaid Medical Assistance Program (PMAP), Prepaid General Assistance Medical Care
(PGAMC) and MinnesotaCare. Blue Plus has been a Public Programs provider since 1993. Currently,
Blue Plus provides coverage to more than 96,000 enrollees through Minnesota health care programs in six
metro counties and 42 greater Minnesota counties.

Blue Plus operates within a primary care clinic managed care model. Under this care model, a primary care
physician directs and coordinates all of a patient's care and provides a medical home to the enrollee. The
primary care clinic coordinates all referrals to specialists and determines the urgency and timing of
referrals, the number of visits and the specific duration of the referral. For certain chronic conditions, our
policy permits standing referrals for up to 365 days.

The main objective in network development at Blue Plus is to ensure appropriate and convenient access for
all enrollees. Blue Plus has an extensive network of providers that includes not only primary care
physicians but also a wide range of specialty providers The statewide public programs network includes
over 512 primary care clinic sites with more than 3800 primary care physicians, 4500 specialty providers
and we contract with all non-federal hospitals throughout the state providing our members with
comprehensive access to quality health care services.

Blue Plus strives to enhance the delivery of health care services in each community we serve. In addition
to maintaining rigid conditions for network participation, Blue Plus reviews concurrent results of service
delivery and works to proactively recommend changes to improve service delivery.

Blue Plus' purpose is to make a healthy difference in people's lives.

Blue Plus' values are defined as:

Compassion: We demonstrate respect and empathy for our members and we never lose sight of the
human element of what we do.

Integrity: We are honest and responsible in conducting all aspects of our business. We adhere to the
highest ethical standards and keep our promises.

Social Responsibility: Being a good community citizen is important to us. As individuals and as a
company, we participate in our community in ways that improve health and enhance the quality of life.
Continuous Learning: We believe in life-long learning and teaching. We value creativity, innovation
and the principles of continuous improvement in our workplace.

Financial Responsibility: As a nonprofit organization, we are responsible stewards of financial resources for the
benefit of our members and our communities.

We recognize that by helping people reach their best possible health
€ Consumers will turn to us first when making a health care decision because they know we deliver
useful information, offer compassionate service and protect financial security.
We will actively participate in creating safe and effective health care services that offer the best
medical outcomes.
We will build policy to ensure access to quality health care.
Our health improvement efforts will make a profound difference in the prevention and treatment
of disease.
We will measure our progress and share what we learn.
We will be admired for our sense of purpose and for the joy we bring to our work.
...and in so doing, we will be among the most trusted names in health care.

*e S0 o

Blue Cross and Blue Shield of Minnesota and Blue Plus are independent licensees of the Blue Cross and Blue Shield Association. v @



First Plan of Minnesota

First Plan of Minnesota is a nationally recognized leader in community-based health care.
Celebrating 55 years in 1999, our organization was founded and built by people with a vision. They
knew it would take dedication and hard work, plus the creation of partnerships and the commitment
of leaders, to fulfill that dream. As a non-profit health care company, First Plan has built on
partnerships with health professionals, employers, government agencies, communities and our
members.

The Community Health Center, Inc of Two Harbors MN licensed First Plan FIMO as a health
maintenance organization under applicable state status in 1973. Prior to that time, Community
Health Center in Two Harbors, organized in 1944 to provide health care to the population utilizing
principles of group practice, prepayment, preventive care and consumer ownership and
responsibility. Enrollee membership is approximately 14,500 comprising group employer contracts,
individual contracts, Medicare "wrap" contracts and Medical Assistance (PMAP), General
Assistance Medical Care, and MnCare contracts. Basic medical care is provided through more than
thirty-four clinics in nineteen communities in Northeastern Minnesota and Northwestern Wisconsin.
Members access specialty care through a network of specialty care groups. We give back to our
communities through support for youth programs, scholarships, school projects and other community
activities and events.

The founders of First Plan (known as Community Health Center at its inception in 1944) were
charting new territory, taking advantage of the chance to tailor health care according to what people
needed and wanted. Their objective for a medical plan was to provide accessible, high quality,
comprehensive care paid for by affordable monthly fees. They envisioned what we now call a
Health Maintenance Organization (HMO).

From three physicians in 1944, the number of health professionals providing primary care as part of
the First Plan partnership has grown to include clinics in Aurora, Big Fork, Chisholm, Cloquet,
Cook, Duluth, Eveleth, Grand Marais, Grand Rapids, Hibbing, Moose Lake, Mountain Iron,
Nashwauk, Northome, Proctor, Sandstone, Silver Bay, Superior, Wisconsin, Two Harbors, and
Virginia. In addition, First Plan has developed a partnership with the Fond du Lac Reservation to
provide primary care to Native American Indians at the Min No Aya Win Clinic in Cloquet and Fond
du Lac Center for American Indian Resources in Duluth. Today more than 200 "family doctors"

have joined with First Plan members to encourage wellness and to keep health care more efficient
and less expensive.

First Plan primary care physicians have formed partnerships with physicians, specialists, mental
health professionals, pharmacists, optometrists, opticians, chiropractors, public health and hospitals
to make comprehensive care available whenever needed. They all work as a team to provide high
quality, cost effective care. First Plan has been able to negotiate favorable fees and rates with plan
providers which helps reduce costs for our members.

First Plan has been a leader in expanding coverage beyond the basics of traditional "insurance
companies." Our goals still are to provide quality comprehensive health services, foster preventive
care to keep members well, provide quality facilities and services, and give members a direct voice in
assuring objectives are met. We're locally managed and very accessible to our members who help
guide our leaders, just as they've done for over 55 years.



HEALTHPARTNERS & GROUP HEALTH PLAN INC.

GENERAL INFORMA TION

HealthPartners is a family of nonprofit Minnesota health care organizations focused on
improving the health of its members and the community. The organization is consumer
governed, and provides health care services, insurance and HMO coverage to nearly
660,000 members. The HealthPartners family of organizations includes the
HealthPartners and Ramsey clinics, HealthPartners Medical Group, HealthPartners
Dental Group, Regions Hospital, Regions Hospital Foundation, HealthPartners Research
Foundation, HealthPartners Institute for Medical Education, Central Minnesota Group
Health, Group Health Plan, Inc., HealthPartners Administrators, Inc. and Midwest
Assurance Company.

HealthPartners and its related organizations offer a range of products, both fully insured
and self insured, to meet the needs of large and small employers, individuals (including
those participating in Minnesota Health Care Programs), and seniors.

HealthPartners and Ramsey clinics are a network of more than 50 primary care, specialty
care and dental clinics located throughout the Twin Cities. Many of these clinics offer a
wide range of services, such as same-day appointments, evening hours, laboratory,
radiology, pharmacy, consulting phone nurses, mental/chemical health services and
special health improvement programs. In addition, the network includes five urgent care
centers, five regional eye care centers, home care services, hospice services, and an after-
hours consulting phone nurse service. The owned clinic system and HealthPartners
Medical Group affords HealthPartners the opportunity to offer an integrated approach to
health care and health plan services for the enrolled membership.

The HealthPartners Medical Group is one of Minnesota's largest medical groups with
more than 580 physicians practicing in more than 35 medical and surgical specialties. Its
physicians provide health care services in more than 40 HealthPartners and Ramsey
clinics located in the Twin Cities, as well as in hospitals in the Twin Cities and western
Wisconsin.

HealthPartners has invested significant resources in meeting the needs of the Minnesota
Health Care Programs members through specific clinic initiatives, collaborations with
community agencies and special services to reduce barriers to accessing health care
services. Members are served through HealthPartners Care and Group Health Care
product offerings.



Toll Free
1-800-843-9536

Member Services/
Verifications
218-327-6188
218-327-6138

Medical Services/
Referrals
218-327-5516

Quality Improvement/
Utilization
218-327-5519

Claims Payment/
Provider Relations
218-327-6133
218-327-6118

Fax Number
218-327-5545

If you ask, we will give
you this information in
another form, such as
braille, large print or
audiotape.

ITASCA MEDICAL CARE ( IMCare )

ITASCA RESOURCE CENTER
1209 S.E. 2nd Ave., Grand Rapids, Minnesota 55744-3983
Hearing Impaired Number TDD: 218-327-5549

Visit us at: www.co.itasca.mn.us/hhs/imcare

The Itasca Medical Care program (IMCare) is administered by Itasca County Health
& Human Services (ICHHS). IMCare enrollees are those who are eligible for benefits
under Minnesota Health Care Programs (Medical Assistance (MA), General
Assistance Medical Care (GAMC), and MinnesotaCare). People apply for eligibility
for MA and GAMC and MinnesotaCare through the County Human Service agency.
MinnesotaCare applications can also be mailed to the Minnesota Department of
Human Services (DHS).

Itasca County contracts with the State (DHS) to provide MA, GAMC, and
MinnesotaCare medical benefits through the IMCare program. In addition to residents
of Itasca County, people in sourthern Koochiching, eastern Cass, and northern Aitkin
counties can choose to enroll in IMCare. IMCare receives monthly capitation from
DHS for all 11\4Care enrollees. The financial risk for medical services is passed on to
the providers. The primary care physicians, hospitals, mental health providers,
dentists, vision providers, and chiropractors assume the financial risk in their contracts
with ICHHS/IMCare. IMCare staff administer the program and pay claims to the
medical providers. IMCare staff are ICHHS employees; the administrative costs of the
IMCare program are reimbursed to ICHHS out of the IMCare program funds. The
IMCare program does not use any Itasca County levy money.

Eligible persons enrolled in IMCare choose their primary care physician, dentist,
pharmacy, mental health provider, and chiropractor. They receive all primary medical
services from the providers they have chosen. The primary care physicians coordinate
all medical care for the enrollee and make referrals for specialty services such as home
care services, therapy services, and out-of-area providers as needed. Mental health
and chemical dependency services are provided by Itasca County providers. Referrals
are made to out-of-area providers to meet special treatment needs of the enrollee.

The network of primary care providers for IMCare includes all of the primary care
clinics, hospitals, pharmacies, and chemical dependency providers in Itasca County.
Most of the County dentists, mental health providers, and chiropractors are also in the
IMCare network.

IMCare works closely with Itasca County Public Health and with Social Services to
coordinate the enrollees' medical, social, and community needs.

IMCare has special programs to promote wellness and prevention, such as the Child &

Teen Check-up (C&TC) program, immunization incentives, and a special focus on
prenatal services.

Equal Opportunity Employer



Medica - State Public Programs

Medica, a not-for-profit health plan serving over one million members, has a long-time
commitment to serving low-income families and ensuring they receive quality medical care.
This is reflected by Medica's mission are to "provide an excellent health care experience for our
customers" and "to be the recognized innovator in improving the health of the communities we
serve". Nearly 90,000 Medica enrollees have coverage through state programs, including
Medica Choice Care (PMAP/GAMC) and Medica MinnesotaCare.

Medica* State Sponsored Programs**

(As of June 2000)
State Program Number of Enrollees Percent of Market Share
MA 68,870 37%
GAMC 3,976 31%
MinnesotaCare 16,482 14%

*Medica is one of 9 HMOs in the State of Minnesota that provide coverage for these programs
**MSHO is not included

A participant in Minnesota's Prepaid Medical Assistance Program since its inception in 1984,
Medica has long been dedicated to implementing creative and innovative ways to deliver care in
a manner sensitive to the unique needs of this population. Medica has many established
programs that break down the barriers that inhibit our members' ability to receive quality
medical care. This includes providing transportation to health care appointments for the MA and
GAMC populations, interpreter services, and staffing bilingual employees, including Russian,
Hmong, Vietnamese, Somali and Spanish. We also employ social service coordinators to assist
our members in overcoming the day-to-day struggles that can impede their abilities to receive
necessary medical care.

Through Medica's open access network, our members have direct access to more than 8,700
contracted providers (without a referral). This represents the largest state wide provider network
available to Minnesota families enrolled in state programs. Our members also have access to
Mecia CallLink, a 24 hour service which staffs registered nurses who are available to help
members locate providers nearest to their homes, find a clinic that is open evenings and
weekends, provide information regarding first aid and home care for minor illnesses and answer
general health questions. Medica CallLink also has an Audio Health Library. It is a valuable
health information resource of almost 300 health and wellness related topics available on
audiotape.

In an attempt to highlight the importance of establishing a relationship with a primary care
provider, Medica is now asking all Medica Choice Care and Medica MinnesotaCare members to
designate a primary care clinic. Members will continue to have direct access to all providers in
the network, without a referral, but are now encouraged to do so under the direction of a primary
care provider. We recognize the vital role that primary care providers play in managing the
health care needs of our members and we believe these new efforts will help us achieve our
mission and vision.




METROPOLITAN

MHP

HEALTH PLAN

Metropolitan Health Plan (MHP) has been a state-certified HMO since 1983 and has
provided Medical Assistance benefits to public program recipients since 1984.

MHP operates under the auspices of Hennepin County and is one of the few
government operated health plans in the nation. The Hennepin County Board of
Commissioners serves as MHP’s Board of Directors, governs health plan operations,
and approves the health plan's budget and contracts with providers and purchasers.
M1-1P currently has 20,000 public program members in Medical Assistance, General
Assistance, MinnesotaCare and Minnesota Senior Health Options.

MHP has a network of providers that includes approximately 1000 credentialed
physicians providing primary care, specialty and subspecialty care in over 45 clinic
locations and seven hospitals in the Twin Cities metro area.

The health plan has had a long history of contracting and working with providers
whose mission is to serve the poor, the uninsured and underserved. Since its inception,
MHP has worked with providers such as Hennepin County Medical Center, Hennepin
Faculty Associates, Pilot City Health Center, the Neighborhood Health Care Network
(approximately 15 community clinics) and others to assure that quality health care is
being provided to our members regardless of age, gender, ethnicity, health status, or
level of income. In addition, MHP has served the mental health and chemical health
needs of members through its relationship with Adult Services and the Children and
Family Services departments of Hennepin, Anoka, Scott and Carver Counties. Other
covered benefits are provided through a broad network of pharmacy, dental, home
health, rehabilitation, transportation, vision, hearing and public health providers.

Over the course of the last 16 years, MHP has initiated numerous programs to improve
the health status of members. MHP was the first health plan to provide interpreter
services to Minnesota Public Assistance enrollees using bilingual health plan staff in
conjunction with hospital staff located at Hennepin County Medical Center. MHP has
also used its experience in working with the poor to establish the first cell phone
program for members without telephone service who have a high risk health condition
such as congestive heart failure or high risk pregnancy. Many years ago, MHP
developed an incentive program for its pregnant members who seek and follow
through on prenatal care and has collaborated with providers, public health and
community based programs such as Success By Six. In addition, MHP sponsors school
based programs such as Healthy Learners to improve immunization rates and promote
the provision of other preventive health care services.

822 South Third Street, Suite 140, Minneapolis, MN 55415
(612) 347-8557 1(800) MHP-0550 FAX: (612) 904-4264



MHP has also provided financial incentives to providers in its contracts with clinics to
improve the rates of immunizations, well child care, adolescent health care, child and
teen check ups, and retinal exams in diabetes, to name just a few. Other MHP quality
improvement initiatives include a collaborative with the Minnesota Department of
Health and another health plan to improve the overall care being provided to diabetics
and a two-year collaborative with local public health departments to encourage
adolescents to get comprehensive annual exams that cover the physical, emotional and
mental health of teens. With other health plans, MHP has provided significant funding
to support immunization registries and the development and distribution of
immunization information to mothers at the time of delivery. These projects and
programs, along with studies of prenatal care, adult depression, lead screening and
pharmacy utilization studies are but a portion of MHP's efforts to improve the health
status of our members and evidence our commitment to serving our community and
meeting the health care needs of our members.



UCare Minnesota Background Information

UCare Minnesota is a nonprofit HMO established in 1984 by the Department of
Family Practice at the University of Minnesota. We serve more than 80,000
members in Minnesota through Prepaid Medical Assistance Program (PMAP),
MinnesotaCare, Minnesota Senior Health Options, and UCare for Seniors (a
Medicare + Choice product).

Member Focus

UCare is dedicated to our members, many of whom experience barriers to
adequate health care, such as insufficient income, language difficulties,
transience, lack of transportation, illiteracy, and housing issues. UCare has
developed health and wellness programs and services that help our members stay
healthy. For instance, UCare contracts with a social service agency to provide
advocates who help members with housing, education, job, legal, and child care
issues. They also help with emergency assistance and filling out forms. We
contract with many interpreters so that non-English speaking members can access
appropriate health services and with transportation services to help members get
to and from medical appointments.

UCare believes strongly in working as a team with our members and health care
partners to provide the best health care possible. The most important voice on the
team is that of our members. To help us better communicate, we listen closely to
our board members, 40 percent of whom are also current UCare members. In
addition, we have established a member advisory committee to provide feedback
and information on issues affecting PMAP and MinnesotaCare members.

Preventive Health

UCare has designed and tailored programs to better serve our members, including
parenting classes, camps for children with asthma and diabetes, support groups,
smoking cessation classes, family violence prevention, prenatal care incentive
programs, mammography incentive programs, Child and Teen Checkups, and a
car seat education and distribution program.

Through many initiatives to improve prenatal care, Child and Teen Checkups, and
mammography rates, UCare has made a difference. For instance, the number of
low birth weight babies born to UCare members has decreased from 10 percent in
1992 to 6.2 percent in 1998. And of those children continuously enrolled in
UCare for one year, more than 85 percent visited their physician during the year.

UCare's mission is to improve the health of our members through innovative
services and partnerships across communities. We take this mission seriously,
regularly giving time, effort, and money to help those in need, and working
closely with public agencies and the health care community to improve health.
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