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Executive Summary

Overview

This study of weHchild service utilization by children iRamily Access to Medical Insance
Security(FAMIS), St at e Chi Il dr ends HeCHIPtMedichihExpamsiam ce Pr o ¢
and FAMIS Plus programassesstthe extent to which enrolleedbtain weltchild visitsin

accordince withrecommended aggpecific guidelinesMichigan Peer Raew Organization

(MPRO stratified he sample into four age groups: 15 monthisg3years, 17 11 years, and

127 20years.

Methodology

MPRO obtaineddatafor the studyfrom administrative claims combined with information
collected fromareview ofa sanple of patientnedical recordsThe report presentsugly results
by delivery systenand program. Delivery systems incluge-for-service(FFS) managed care
organizationsNICO) andprimary care case managemePCCM). Programs includEAMIS,
FAMIS Plus, andSCHIP Medicaid ExpansionVhenever possiblédPRO usedationally
accepted performance indicators fréfealthcare Effectiveness Data and Information Set
(HEDIS®) as the basis for specifications for selection, abstraction, anagsisomparison
benchmarks Applicable HEDIS measureincludeWellChild Visits in the First 15 Months of
Life; WellChild Visits in the Third, Fourth, Fifth, and Sixth Years of LaiedAdolescenell
Care Visits

MPROdevelopedhedata collection tool sing clinical guidelines published by the American
Academy of Pediatrics (AAP), HEDfSpecificationgrom the National Committee for Quality
Assurance (NCQA)input from experts in tool design and healthcare delj\argicovered
services detailed in thdCO/ Virginia Department of Medical Assistance Services (DMAS)
contract for FAMIS.

Study Results

Children aged 15 months received the appropriate number of visits (six) in 52.1% of cases, a rate
just below the HEDI% 2008 national Medicaid average. Enrollees &jed years had the
highestwell-child visit rate at 61.5%galso belowthe HEDIS® 2008 national Medicaid average.

Cholesterol screening and weight measurement wermbst frequently performeuell-child
screening and assessngenteight measurement, lod pressure assessment, and immunization
review wereamongthe top fiveactivities covered during a wethild visit. Hearing and dental
assessment were conducted the least frequently.

MPRO organized the study according to seven questions designedealguelopment,
reporting and analysis related to the topi@able Aprovides a summary of the results of each of
the severstudyquestions.

Executive Summary Page i
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Table A Summary of WeThild Study Questions and Results

L Study Question Summary of 20Results

What proption of enrollees who
turned 15 months old during the
review period had the following
number of wehild visits with a PC
during their first 15 months of life]
zero, one, two, three, four, five, s
more?

A Fiftythree percent of enrollees in FAb#Sed six welild visits
during their first 15 months of life. There were statistically sign
differences between rates for MCO and FFS delivery systems

A More than 80% of FAMIS enrollees aged 15 months received f
welchild visits during their first 15 months of life.

A Rates for enrollees in FAMISdIaix wethild visits during the firs
months of life were just below the ##DESnational Medicaid
average.

A There were no significant differences betié8rafd FAMIS Plus
wellchild visit rates for enrollees aged 15 months.

What proportion of enrollees age|
37 6 years had at least one

comprehensive watllld visit with a
PCP during the measurement pe|

A Rates for enrollees in MCO and PCQivy dgistems were significa
higher than FFS. The combined rate of 61.5% was beloW the
2008 national Medicaid average of 65.3%.

A Rates for FAMIS at 63.3% were similar to rates for FAMIS Plus

What proportion of enrollees age;
71 1lyears had at least one

comprehensive wallld visit with a
PCP during the measurement pe|

A Approximately 33.4% of enrollees adddy@ars had at least one \
child visitMCO rates were significantly higher than FFS and PC

A Rates for RS and FAMIS Plus were similar at 32.2% and 29.4
respectively.

What proportion of enrollees age;
127 20years had at least one
comprehensiwell cargisit with a
PCP during the measurement pe

A The MCO rate of 41.8% was significantly highkEStahad PCCM
rates. The overall rate of 35.7% was less than th20g&Dsional
Medicaid average of 42.1%.

A Rates for FAMIS (35.2%) and FAMIS Plus (36.4%) were simila

What proportion of enrollees age|
15 months,i36 years, 7 11 years,

or 12 18 years received the-well

child service components during
measurement period?

A Developmental assessments were most often performed for e
aged 15 months and least often for childrein Atygears.

A Physical exam rates were the highesy #me three required
components.

A Rates for anticipatory guidance varied substantially by age wi
32% of enrollees agedT/1 receiving anticipatory guidance and
enrollees aged 15 months.

A Rates for FAMIS and FAMIS Plus were simitamfipoalénts for a
groups except for enrollees agdd years where there were
significant differences between the two populations for each ¢

Are enrollees receiving screening
histories, measurements, sensor)
screening, and developmental
assassments along with ‘efeild
service components at the AAP a
ABright Futures
recommended agjgecific intervals’

A Rates for the different elements vary substantiallygle digits to
rates above 90% depending on the age group and thitselemer,

A Rates fdneightind weight measurement were the highest amo
ranges

A Dental and hearing screening rates were the lowest among ag

A Rates for FAMIS were significantly higher than rates for FAMI
enrollees for several measurdisefyoungest age groups. There
fewer differences between the populations for the older childre

Are enrollees receiving hemoglok
lead, TB, and urinalysis screening
the AAP recommendedspgzific
intervals?

A Tuberculiscreening rates deased as age increased with the
youngest age group ratt 16.2% and the oldesvat 8

A Verbal and blood lead screening rates were highest for enroll¢
months at 27.4% and 36.6%, respe®iady.for FAMIS Plus wel
significantly higher thates for FAMIS enrollees for this indicato

A Hematocrit or hemoglobin blood testing rates were between 4
50% for the two younger age groups, but 20% and 30%, resp
enrolleeaged 7 11 and 1R 20 years.

A Urinalysis rates were highesnfullees agedi® years at 3946
followed by rates for bees aged 1220 years at 2980

Executive Summary
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Conclusion

Overall, thewell-child visit rates increased from 2005 to 2007. The enrollees in MCOs received
well-child visits at significantly higher radghan the enrollees in FFS. Although the combined
well-child visit rates are continuing to improve, there remain opportunities to further increase
visit rates. MPROrecommendthat improvement activities continue in order to increase visit

rates for allage groupsind delivery systemsEfforts should also be focused ensure each

exam consists of the necessary assessments, compamelgsreeningSpecifically, the

frequency of hearing, visigand dental screenings for all age groups is an aregewhe

improvement can impact other activities such as long term development and school performance
Analysis to determine what is preventing the exams from taking place and why the necessary
components are not completed can be especially useful in tangeteentions and activities.

Executive Summary Page iii
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Chapter 17 Focused Study Overview

Introduction

The VirginiaDepartment of Medical Assistance Services (DMA&ASEsponsibléor providing
healthcare to the thousandd@i incomechildrenenrolled in Medicaid in thetate DMAS
selected five topics for focused studié¥ell-Child and Adolescent Welare Immunizations
Access to Primary Care Practitioners (PCRse of Appropriate Medications for People with
Persistent Asthay andPrenatal CareThe focusedtudies reiewed care provided to enrollees
in the feefor-service (FFS)managed care organizations (MC@s)d Primary Care Case
Management (PCCM) delivery systems. Thegarity of Medicaid enrollee8%)aged 15
monthsi 20 yearsare in FF$36% are in MCOsard the remaining 6% are in PCCM.

This report provides results fire Well-Child and Adolescent WeLarefocused study Study
results arg@rovidedby delivery systenandprogram. Descriptiors of the programsreprovided
in AppendixA T Description of Medicaid Programs and Delivery Systems

Programs

Virginiab St at e Chi |l drends Heal tidhcalledthgFamilpAcaesstoPr ogr am
Medical Insurance Security (FAMISAnd is authorizednder Title XXI d the Social Security

Act for low-income people FAMIS is financed by Feder&65%)and Stat€35%)funds and

administered by th¥irginia Department of Medical Assistance Services (DMAS) in accordance

with Federal and State guidelinedBMAS created FAMS in 2001 tqrovide health insurance
coverage to | ow income children whose familie
FAMIS covers eligible children (who are not eligible for Medicaid, are not covered under health
insurance, and are not mbers of a family eligible for coverage under the State employee health

plan) FAMIS providescoverage to children up to age 19 in households with incomes ranging

from 1336 to 200% of thefederalpovertylevel (FPL). Enrollee dgibility aid categories 06,

007, 008, 009 are includedtine FAMIS program

Virginia operates a combinati@®CHIP program that includes and Medicaid Expansion
component that is funded under Title XXThe Medicaid Expansioprogramcoverschildren
ages6 through 19n househtwls with incomes ranging from 10@to 133% of FPL (children
younger tharsix years of age within this FPL rangee coveredy Medicaid) For this study,
SCHIPMedicaid Expansiois defined as enrollsean eligibility aid categoy 094.

FAMIS Plus(Children Medicaid)i s DMAS6 designation for chil dr
of the Social Security Act. FAMIS Plysovides health insurance coverage éhildrenages 6

19 yeardrom households with incomes ranging fr@f to 100 of thefederalpovertylimit

and for children age&-6 years from households with incomes ranging from Q3% of FPL.

FAMIS Plus include enrollees from eligibility aid categories 071, 072, 073, 074, 075, 076, 081,

082, 083, 085, 086, 088, 090, 091, 092, 093, 097,488)99.

Chapter 17 Focused Study Overview Page 1
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Delivery Systems

Thefocusedstudy reviewed care provided to enrollees in FAMFEAMIS Plusand SCHIP
Medicaid Expansioprograms The focusedtudy usel three delivery system classifications to
report findings:

1. FFSI primary care providers are paidetitly by DMAS on a EeFor Service (FFS)
basis

Primary Care Case Management (PCCM) Program (MEDALLIOMganaged care

MCO'i recipients are enrolled in one of figentractedVanagedCareOrganizatiors
(Medallion 1) managed care

Methodology

Selection Parameters

Table 1 displays the selection parameters used to define the population included in tbleildell
and adolescent well care focused st(ré@§erred to as thBwell-child focused studyin this
repor.

Tabe 1. Selection Parameters for V@#Ild Focused Study
Program Types FAMIS (Enrollee Eligibility Aid Category = 006, 007, 008, 009)
FAMIS Plug&nrollee Eligibility Aid Categaty, ©02, 073, 074, 075,
081, 082, 083, 08860088, 090, 091, 092, 093, 097, 0P8, 099
SCHIP Medicaid Expansion (Enrollee Eligibility Aid Category =
FFS (Benefit Definition Plan Subprogram Code = 01)
PCCM (MEDALLION) (Benefit Definition Plan Subprogram Cod
MCO (Madlion II) (Benefit Definition Plan Subprogram Code =0

Minimum of 12 months continuous enrollment (with no more tha
enrollment gap of up to 45 days) during@9dQ@3.months must be
continuously enrolfiemin 30 daydte birth through 90 days after the
birthday.

Diagnosis None

Age 15 months,i36 years, ¥ 11 years, 1i220years
Sex Male, Female

Office Visit Requiremel At least one visit with a PCP

Review Period Age 15 months: birth thr@uggars

Ages 3 20 years: 1/1/20072/31/2007

Delivery Systems

Enrollment Criteria

Sampling and Data Collection

TheMichigan Peer Review OrganizatioMPRO) selected aandom samplef enrolleedor the
well-child focused stugfrom the FAMIS SCHIP Medicaid Expansiocand FAMIS Plus
populations and sttified the sampldy delivery system, then further stratifigdnto four age
groups: 15 months, 136 years, 7 11 years, and 12 20 years.

Chapter 17 Focused Study Overview Page 2
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Table2 shows the population, sample selection, and abstractes fix the study.
Table2. Sample Selection for Wetlild Stugt

(FAMIS + SCHIP Medicaid ExpansieAMIS Plusombinell

Requested Abstracted
Age Range Population Sample Records Records
15 months 25,59 747 704 573
306 years 81,407 999 881 729
7011 years 75,994 1,394 1,195 932
12620 years 94,819 1,449 1,240 907
Total 277,479 4,589 4,020 3,141

Table3. Sample Selection for \Wetid Stug 8 FAMISOnly

Population ‘ Sample

Requested

Abstracted

Age Range Records Records
15 months 609 303 275 226
306 years 6,810 398 353 302
7811 years 7,583 428 364 277
120620 years 9,641 483 426 311
Total 24,643 1612 1,418 1,116

Tabled. Sample Selection for \A@Hild Stugt 8 FAMIS Plu®nly
Requested Abstracted

Age Range Population Sample Records Records
15 months 24,650 444 429 347
306 years 74,474 483 426 347
7011 years 61,832 483 409 312
12620 years 76,516 483 414 291
Total 237,472 1,893 1,678 1,297

Tables. Sample Selection for WeHild Stugt 8 SCHIMMedicaid Expansion Only
Requested

Abstracted

Age Range Population Sample Records Records
15 months NA NA NA NA
306 years 123 118 102 80
7011 years 6,579 483 422 343
12620 years 8,662 483 400 305
Total 15,364 1,084 924 728

Data combined from claims and medical record abstraction were used to calmiladenber of
well-child visits within the study periodData were abstracted from medical records and

combined with administrativeadt a

extracted

from

t he

St at eds

service datefrom birthi 2" birthday for enrollees who turned 15 months old during 2007 and
betweenJanuary 12007 andDecember 312007for enrollees aged 8320 years Applicable
Healthcae Effectiveness Data and Information G¢EDIS®) measures includé&Vel-Child

Visits in the First 15 Months of LifgvellChild Visits in the Third, Fourth, Fifth, and Sixth
Years of LifeandAdolescenWell Care Visits

MPROdeveloped a data collectidool wsing clinical guidelines published by the American
Academy of Pediatrics (AAP), HEDfSpecificationdrom the National Committee for Quality
Assurance (NCQA)and input from experts in tool design and health care delividrg.tool is
heavily basd on the AAP recommendations for preventive pediatric healthamgeon covered

! Recommendations for Preventive Pediatric Health Qereerican Academy of Pediatric4995;96:373-374.

Chapter 17 Focused Study Overview

Page 3
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services as detailed in tMCO contract for FAMIS (seeAppendixB i Well-Child Focused
Study Abstraction Topl

The preventive hadth care chart (periodicity schedule) publishbgdhe AAPspecifies the
intervals at which screening, vision, and hearing services should be provided to children (see
AppendixC i AAP Periodicity Schedule Thepreventive services include:

Comprehensive health and developmental history
Comprehensive unclothed physical exam
Appropriate immunizations

Laboratory tests

Lead toxicity screening

Health education

Vision services

Dental servicesand

A Hearing servies

> >

I I > > >

As part of the data collection process, MPRO sanedical record list to providers requesting
submission of medical recatbr abstraction (seAppendixD I Medical Record Request
Letterg. MP ROOG s rumses abstnacted data frahemedical recordsand analystsleaned
andevaluatedhe datao provide information in this report.

Data Analysis and Statistical Testing

Data analysis was performed using the 8ASystem for Windows. Rates based on random

samples are provided with confidence intervals, indicated by the plus/minus symbol (%),

providing a measure of the precision of an estimated value. The interval represents the range of
values believed to encompas s ditateéwdlipracisiando r at e
narrow intervals indicate greater precision.

Statistical significance is the probability that a result is not likely to be due to chance alone. The
possibility of a difference being due solely to chance is a probability vadugife). Ap-value

of 0.05 was used to determine statistical significantleroughout theeport,the term
Asignificanto is used only when referring to

Study Limitations

The wellchild focused study rluded enrollees in FAMIS and SCHIP Medicaid Expansion for

prior years. Enrollees in the FAMIS Plus program are included for the first time in the

populations studied for 2007 service dates. Due to this change, comparisons across years are not
appropria¢ for enrollees aged 15 monthg, 8 years, or 7 11 years. Although there were not
significant differences between the three programs for enrollees ageZDlyzars, statistical

testing of comparisons from 2006 to 2007 are not appropriate becaasgg theup for prior

years did not include enrollees who were aged 19 or 20 years.

2 2007FAMIS managed care contréctrticle Il, Section Gi 34 A We | | BLhy | an CaWeldl

Chapter 17 Focused Study Overview Page 4
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Study Questions

MPRO developed stly questions for the wedlhild focused study using criteria and guidelines
developed by the AAP and Bright Futures: Guidelines for H&lttervision ofnfants,

Children, and Adolescent®MPRO usedhese severstudy questions to formulate data
abstraction indicators and to report study results.

1. What proportion of enrollees who turned 15 months old during the review period had the
following number of wekchild visits with a PCP during their first 15 months of life:
zero, one, two, three, four, fivandsix or more?

2. What proportion of enrollees aged 8 years had at least one comprehensive-gielt
visit with a PCP during the measuremnt period?

3. What proportion of enrollees aged 711 years had at least one comprehensive el
visit with a PCP during the measurement period?

4. What proportion of enrollees aged 1120 years had at least one comprehensie8-
child visit with a P@ during the measurement period?

5. What proportion of enrollees aged & years, 7 11 years, or 12 20 years received the
well-child service components during the measurement periathat proportiorof
enrollees aged 15 months received the-afeild service components between birth and 2
years?

6. Are enrollees receiving screening histories, measemésnsensory screening, and
developmental assessments along with-aleilld service components at the AAP and
ABright Futur eso pspedgficiatenvals’e commended age

7. Are enrollees receiving hemoglobin, leagberculosigTB), and urinalysis screeng at
the AAP recommended agpecific intervals?

Reporting Results

NCQA publishes Quality Compdsssing audited HEDI8results from health organizations.
Quality Compassallows users to conduct competitor anidysxamine quality improvement,
and benbmark plan performanceBenchmarks used in this report are from Quality Confpass
for the Medicaid population for 2007 dates of servidéon-statistical comparison is made to the
national Medicaid HEDI® average for 20Q&vhich is based on 2007 servicates, referred to in
the repor t ®2088natidna MdiichiEierage o

This report compares 2007 rates to rates from prior year studies. Rates for 2005, 2006, and 2007
are based on a calendar ye@he data sources for prior year informatioa:a

A Information for State Fiscal Year 2003 (SFY2003) is from the Commonwealth of
Virginia Clinical Studyi FAMIS Well-Child Study for State Fiscal Year 2003

A Information for 2004 is from the Commonwealth of Virginia Clinical StudsAMIS for
2004

% The source for data contained in this publicat®@®uality Compas$s2008 and is used with the permission of
NCQA. Any analysis, interpretation, or conclusion based on these data is solely that of the authors, and NCQA
specifically disclaims responsibility for any such analysis, interpretation, or simel@Quality Compa$ss a
registered trademark of NCQA.

Chapter 17 Focused Study Overview Page 5
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A Informa i on for 2005 is from MPRiOGZalendd ¥l S Fo c u
2005, published in April 2007 as well as the Commonwealth of Virginia Clinical Study
Immunization Status at 24 Months and Prenatal Care $tbdgt h pr oduced by I
previous ExternaQuality Review Organization (BQO); and

Alnformation for 2006 is from MPRO®ear Focuse
2006, published in June 2008

Chapter 17 Focused Study Overview Page 6
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Chapter 21 Focused Study Results

Background

Well-child care seeks to prevent iliness in children fiafancy through pubertyPreventive

care visits ar@mportant during the first year of life when infants experience major
developmental changes in physical and emotional growth. Sealyedl children benefit from
early detection of vision, speech, anddaage problemthat can affect their school

performance Adolescents undergo many physical changes with the onset of puberty and are
subject to intense pegressure that underscores the importance of anticipatory guidance.

This study of weHchild servce utilization by children in FAMISFAMIS Plus andSCHIP
Medicaid Expansioprograns assesses the extent to which enrolt@gain weltchild visitsin
accordnce withrecommended aggpecific guidelinesMPRO stratified he sample into four
age groupsi5 months, 3 6 years, 7 11 years, and 12 20 years.

Focused Study Results

Figurel gives a general picture of walhild visit rates for the different age groups. It also
shows longitudinal trends for thegbdive years. As noted in the study limitations outlined in
Chapter 1,lerehavebeen changes over the years in measurement periods, age ranges, and
populations; therefore, caution is advisguendrawing conclusions from the datathout
notingthoserelevant caveats.

Figurel. OveralRateof AgeAppropriate Number @feltChild Visits
(SFY2003 and CY2@@D0™)

15 months 3-6 years 7-mm &S| 12-un &SI
(6+ visits) (1+ visits) (1+ visits) (1+ visits)

HSFY2003 ®2004 k2005 M2006 L2007 Ml 95L{t wHnny bl

* 2007 rates include enrollees in FAMIS Plus program.
A127 18 years for SFY2003 through 2006
Y HEDIS2008&ational Medicaid average not availdtild fage group.

Chapter 27 Focused Study Results Page 7
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The following pages present a discussion of the study results in detail, organized by study

guestion.

Study Question # 1:

What proportion of enrollees who turned 15 months old during the review period had the following
number of well-child visits with a PCP during their first 15 months of life: zero, one, two, three,

four, five, and six or more?

Fifty-two percent ofall enrollees received sor morewell-child visits during their first 15

monthsof life. There werel7.3% with five visits and 15% with four visits summing to 89%
of enrollees aged 15 months who received four or morech@d visits during their first 15
months of life. TheAAP recommendsix well-child visits by age oné.Rates for four, five, and
six or morevisits were at or above the HED18008national Medicaidaverage

Table6. WelChild Care Visits for Enrollees Aged 15 Months
(FAMIS- FAMIS PIUBFAMIS Plus included only in 2007
(Servie Dates are from BirdL5 Months
HEDIS

2004 2005 2006 2007 2008

SFY2003
# Visits  (N=102) (N=165) (N=329) (N=280) (N=303 Average

52.8%

6+ 56.8% 50.9% 33.7% + 5.18% 39.3% +£5.7% 52.1% * 3.6%

5 17.7% 9.1% 14.0% + 3.8% 22.1% + 4.9% 17.3% + 2.7% 17.3%
4 8.8% 16.4% 10.6% + 3.3% 14.3% +4.1% 11.5% + 2.3% 10.9%
3 3.9% 9.1% 13.1% + 3.6% 7.5% +3.1% 6.7% + 1.8% 6.3%
2 6.9% 4.2% 10.9% + 3.4% 5.0% + 2.6% 3.6% +1.3% 4.0%
1 2.9% 5.5% 7.0% + 2.8% 3.9% + 2.3% 2.9% +1.2% 3.3%
0 2.9% 4.8% 10.6% + 3% 7.9% + 3.2% 5.9% +1.7% 5.5%

* Rates are for FAMIBAMIS Plarollees onl@CHIP Medicaid Expansiomited to enrollees agéd 8years.

A value < .05; statistically significant difference among three years and between SFY2003 and 2005.

ypvalue < .05; statistically significant difference among three years and between 2004 and 2005.

Statistical Testinghe chsquared test indicated that for zero visits (p=0.028), two visits (p=0.012), three visits (p=0.019),
five visits (p=0.012) andrsirore visits (p<0.000), there were overall significant differences in rates
amon@003 through 2006.

Note: numbers may not add to 100% due to rounding.

MCO rates wersignificantly higher than FFS rates for sixmorevisits andsignificanty lower
(favorable)}han FFS rates fahree, one, and zero walhild visits by age 15 months. The 2007
rate for sixor morewell-child visits by age 15 months was 12.4 percentage points lower for
enrollees in FFS than for those in managed care.

* Recommendations for Preventive Pediatric Health G2oeymittee on Practice and Ambulatory Medicine and
Bright Futures Steering Committdeediatrics2007; 120: 1376.
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Table7 displays theates for welichild care visits by delivery system.

Table7. WelChild Care Visits for Enrollees Aged 15 Mdmtielivery Syste
(FAMIS- FAMIS Plis

MCO \ FFS PCCM
# Visits Num/Den Rate  Num/Den Rate Num / Den Rate
6+ 172/297 | 57.9% +£5.6% 136/299| 455% +5.6% 81/151 53.6% + 8%
5 59/ 297 19.9% +4.59% 51/299 17.1% +4.3% 19/151 | 12.6% + 5.3%
4 30/ 297 10.1% £ 3.4% 41/299 13.7% +3.9% 15/151 9.9% + 4.8%
3 13/ 297 4.4% + 2.3%| 26/299 8.7% +3.2%| 11/151 7.3% +4.1%
2 11/297 3.7% +2.1% 8/299 2.7% = 1.8% 8/151 5.3% + 3.6%
1 4297 1.3% + 1.3%| 13/299 4.3% + 2.3% 5/151 3.3% + 2.9%
0 8/297 2.7% + 1.8%| 24/299 8% + 3.1% 12 /151 7.9% + 4.3%

* Rdes are for FAMKS-AMIS Plarollees onlBCHIP Medicaid Expansitimiied to enrollees agéd 8years.
Note: numbers may not add to 100% due to rounding.

A comparison of rates for FAMIS and FAMIS Plus is provide@able11l. Rates were similar
between the two programs.

Table8. WellChild Care Visits for Enrollees Aged 15 Mdnytisogram
(Service Dates are from Bisth5 Months)

FAMIS FAMIS FAMIS Ris FAMIS Plus
# Visits Num / Den Num / Den Rate

6+ 161/ 303 53.1% *+ 5.6% 228 /444 51.4% + 4.6%
5 57/ 303 18.8% + 4.4% 721444 16.2% + 3.4%
4 33/ 303 10.9% + 3.5% 53 /444 11.9% + 3%
3 18/ 303 5.9% +2.7% 32 /444 7.2% + 2.4%
2 7/303 23%+1.7% 20/ 444 4.5%t 1.9%
1 7/303 2.3% +1.7% 15/ 444 34% +1.7%
0 20/ 303 6.6% *+ 2.8% 24 | 444 54%+ 2.1%

Note: numbers may not add to 100% due to rounding.

Study Question # 2:

What proportion of enrollees aged 37 6 years had at least one comprehensive well-child visit with
a PCP during the measurement period?

The rate for combined delivery systems of 61.5% was below the FEID@8 national
Medicaid averagef 65.3% Rates by delivery system for enrollees agéds3years varied from
2006 to 2007, but differensavere not significantThere were statistically significant
differences in welkthild care visit rates for enrollees aged @ years between the MCO and
FFS delivery systems, as well as the FFS and PCCM delivery sysiates.for enrollees in
MCO andPCCMdeliverysystemsawere significantly higher than f@nrolleesn FFS The
difference in MCO and PCClates for 2007 was not significantable9 below provides the
details
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Delivery
System

Tabled. WellChild Care Visits for Enrollees Agéxb3Years *

SFY2003
(N=271

2004
(N=325)

2005
(N=213)

2006
(N=438)

2007
(N=999

FAMIS + SCHIP Medicaid Expansion + FAMEFRIMES Plus included only in 2007

HEDI®

2008
Nat
Averag

2007
e Num/ Den

MCO 59.1% 65.6% | 53.6% +6.899 63.5% * 6.6% 67.2% * 4.69 NA 270/402
FFS 48.5% 58.6% | 51.1%+7.2% 57.1% + 6.8% 52.8% * 5.29 NA 187/ 354
PCCM (notavailable | 63.8% | 58.5% * 15.39 65.7% + 11.29 64.6% + 6% NA 157 /243
Total 53.9% 62.5% | 53.0%4.7% | 61.1% *+4.4% 61.5% +3%| 653% | 614/999

* Rates are for FAMIBAMIS Planrolleeaged3i 6 yeasand 6 year o®ICHIP Medicaid Expansion enrollees; SCHIP
“Medicaid Expansiofinsted to enrollees agéd 8years.

AN representstal denominator; denominators by delivery system are not available for prior years.
Statistical Testing: There is a statistically significant(giffededi®) in overall rates a2@d®)through 2006

Rates for comprehensive wehild visits forenrollees aged8i 6 years were calculated by
focused studyopulation with results as shownTable10. The 2007 FAMISand FAMIS Plus
rates were botlsignificantly higher than the SCHIP Medicaid Expansion rateere was no
significant difference betweanates for FAMIS and FAMIS Plusiowever, significant
differences were found between FAMIS and SCHIP and FAMIS Plus and SCHIP.

Focused Study

Numeratof Denominator

TablelQ WellChild Care Visits for Enrollees Agéb3rarsby Populatiof

Rate

Population 2005 2006 2007 2005 2006

FAMIS 200/ 359 257 /386 | 252/398| 55.7% +5.1% 66.6% * 4.79 63.3% * 4.79
FAMIS Plus (not availabld (not availablg 316 /483| (not available| (notavailable] 65.4% + 4.29
FAMISand EAMIS | (not availablg (not availablg 568 /881| (not available| (not availablg 64.836 £3.9%
Plus

SCHIP Medicaid 32/79 38/97 46 /118 | 40.5% + 10.99 39.2% + 9.89 39% + 8.8%
Expansion

* Rates are for FAMIBAMIS Pdenrolleeaged3i 6 yeasand 6 year oRICHIP Medicaid Expansion enrollees; SCHIP
Medicaid Expansiolinsted to enrollees agéd 8years.

Study Question # 3:

What proportion of enrollees aged 7 1 11 years had at least one comprehensive well-child visit
with a PCP during the measurement period?

There were3.4% of enrollees agedi 711 yearsvho had at least one comprehensive veiild

visit with a PCP during the measurement year as showablel11l. There werestatistically

significant differences betweeatesfor enrollees in the MC@eliverysystem(38.1%)

compared to the 31.5% and 30.1% in the FFS and PCCM delivery systems, respectively.
Tablell WeHChild Visits for Eptlees Aged @ 11 Years

FAMIS + SCHIP Medicaid Expansion + FAMEFRIMES Plus included only in 2007
Visit Rate

Delivery SFY2003 2004 2005 2006 2007 2007
System (N=271) (N=806) (N=907) (N=921) (N=,393 Num/Den
MCO 24.8% 28.7% 31.1% + 8% 40.4% + 5.4%| 38.1% + 4.39 184 /483
FES 27.6% 18.3% 23.6% + 4.6% 32.9% +5.1%| 31.5% +4.19 152 /483
PCCM (notavailable 18.3% 20.9% + 4.9% 24.9% + 5.1%| 30.1% + 4.39% 129/428
Total 26.2% 21.8% 25.5% + 2.8% 33.1% + 3.0%| 33.4% + 2.59% 465/ 1,391

* Nrepresents total denominator; denominaieligdny systeane not available for years prior to 2005.
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Althoughan approximation oflEDIS® specifications foAdolescent Well Care Visitgasused
to calculate the rates fenrollees aged i 11 yeas, the visit rate for this age range is r@ot
reported HEDIS measure; therefore, there is no benchmark available from Quality Cdmpass

Rates for comprehensive wehild visits for enrollees agedi711 years were calculated by
focused study populationith results as showim Table12. A comparison of FAMIS to FAMIS
Plus showed no significant differences for 20&ates for SCHIP Medicaid Expansion were
significantly higher in 2007 than rates for tR&MIS or FAMIS Plus populatios

Tablel2 WeHChild Care Visits for Enrollees AgédLT Years by Population

Focused Study Numerator / Denominator Rate

2007 2005 2006

Population

2005

2006

FAMIS 105/424 1737438 1387428 | 24.8% 4.1%| 39.5% + 4.69 32.2% + 4%
FAMIS Plus (not availabld (not availablg 142 /483 | (not availablg (not availablg 29.4% + 4.19
FAMIS and FAMIY (not availablg (not availabld 280/911 | (not availablg (not availabld 30.P6 £5.4%
Plus

SCHIP Medicaid 126/ 483 132/483 185/ 483 | 26.1% 3.9%| 27.3% + 4.09 38.30 + 4.3%
Expansion

Study Question # 4:

What proportion of enrollees aged 12 7 20 years had at least one comprehensive well care visit
with a PCP during the measurement period?

The overall ratedr this age range at 35.7% was less than the HEZ088 rational Medicaid
averageof 42.1%. MPRO used the HEDSspecifications foAdolescent Well Care Visite
calculate the rates of visits fenrollees agedi2i 20yeas. HEDIS® usesenrollees aged2 i

21 yeasin its measurgthereforethebenchmarkate for the exactage rangeised in the Virginia
focused studys notavailable

Rates for comprehensiveell carevisits for enrolleesged12i 20 years were compared from
year to year and betweeelivery systems as showmTable13below. There were significant
differences noted between rates for enrollees in the Méli®erysystem compared to FFS and
PCCM with the MCO rate of 41.8% outpacing the others

Tablel3 WellChildCareVisits for Enrollees Aged d20Year$
(FAMIS + SCHIP Medicaid Expansion + FAMBRIMES Plus included only in 2007)
HEDIS

Delivery = SFY2003 2004 2005 2006 200 2008 2007

SR E (N=271) (N=808) (N=966) (N=966) (N4,449 Averagé A Num /Den
MCO 29.9% 32.9% 32.3% + 5.1%| 36.6% + 5.3% 41.8% * 4.49 NA 202/ 483
FFS 23.1% 21.7% 27.6% + 4.9%| 28.6% + 4.99% 32.3% * 4.29 NA 156 /483
PCCM Unavailabl 23.5% 22.7% + 4.6%| 29.8% = 5.09 33.1% + 4.29 NA 160/ 483
Total 26.5% 25.9% 27.5% 2.8%" | 31.7% + 2.9% 35.7% =+ 2.59 42.1% 518/ 1,444

N represents total denominator; denomindébireby systesine not available for years prior to 2005.
*Age range 1218 for years prior to 2007.

Ap value <05; statistically significant difference between 2004 and 2005.

AMEDISreports for agesi121 years.
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Rates for enrollees in FAMIS aged 1120 yearsare shown by separgt@pulationgn Table14.
Rates weravithin one percentage point 86%for all threefocused studpopulations.

Focused Study

Population

2005

Num / Den
2006

2007

Tablel4 WeklChild Care Visits for Enrollees Agedl PBYears byPopulatiot

2005

Rate
2006

2007

FAMIS 125/ 483 148 /483 | 170/483 | 25.9% + 3.9%| 30.6% +4.1%| 35.2% + 4.3%
FAMIS Plus (not available| (not availabld 176/483 | (not available) (not available)] 36.4% + 4.3%
FAMIS and FAMI| (notavailable | (not availabld 346 /966 | (notavailable) (nd available)| 35.86 +5.1%
Plus

SCHIP Medicaid 141/ 483 158/483 | 172/483 | 29.2% +4.1%| 32.7% + 4.2%| 35.6% + 4.3%
Expansion

*Age range 1218 for years prior to 2007.
Statistical Testing: There is no significant difference between populations.

Study Question # 5:

What proportion of enrollees aged 31 6 years, 71 11 years, or 121 20 years received the well-
child service components during the measurement period or what proportion of enrollees aged 15
months received the well-child service components between birth and 2 years?

Well-Child visits with a primary care physician provide an important opportunity to screen
children for appropriate development adtresgpatient or parentaloncerns Comprehensive
well-child visitsas reported in the previous tablesre recordetby nurse abstractors only if the
medical record included a note indicating a visit with a PCP, the date thehielisit
occurred, and evidence all the following components:

A Developmental assessmgnt

A Physical examand

A Anticipatory guidance
The raesshown inTable15 provide abrealdownof these three components for each of the four
age rangeby year

Tablel5 WelChildVisit Components from Medical Record Abstractiord2005
(FAMIS + SCHIP Medicaid Expansion + FAMEFRIMES Plus included only in 2007)
15 Months
(Birtha2 Yeary SO VEETE
2006 2006

2005 2007

2007

2005

Component (N=158) (N=164) (N=573) (N=213) (N=246) (N=729)
Developmental Assessmen{ 81.6% 90.2% 86.4% 58.2% 70.3% 63.1%
Physical Examination 79.7% 83.5% 88.0% 67.6% 69.5% 68.0%
Anticipatory Guidance 77.8% 88.4% 85.0% 52.6% 57.3% 61.0%
None of the above 16.5% 6.9% 11.2% 31.5% 20.7% 29.9%

Tablels WelChildVisit Components from Medical Record Abstractiord200%(continued)
(FAMIS + SCHIP Medicaid Expansion + FAMEFRIMSS Plus included only in 2007)

7011 Years 12620Years
2005 2006 2007 2005 2006 2007

Component (N=388)| (N=393) (N=932) (N=388) (N=404) (N=807)
Developmental Assessment

Physical Examination 54.1% 69.5% 42.5% 59.3% 51.0% 46.1%
Anticipatory Guidance 32.5% 34.6% 34.5% 38.9% 31.4% 40.4%
None of the above 42.8% 40.3% 53.6% 34.5% 37.9% 49.2%
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The rates showim Table16 belowprovide the 2007 data on the wellild visit components by
program. There were no significant differences between rates for the FAMIS and FAMIS Plus
programs for any of the components for emedl aged 15 monthsj $ years or 12 20 years.
Rates for FAMIS and FAMIS Plus were significantly different for each of the four components
for enrollees agedi711 years.The FAMIS and FAMIS Plus rates for all four components were
significantly highe than the results for the SCHIP Medicaid Expansion population for enrollees
aged 3 6 years. Rates for FAMIS Plus enrollees I71 years old were significantly different
than rates for the SCHIP Medicaid Expansion population.

Tablela WeHChild Visit Components from Medical Record Abstraction by P&if@in
FAMIS, FAMIS Plus and SCHIP Medicaid Expansion

15 Months
(Birthd 2 Yeary 306 Years

SCHIP

FAMIS | FAMIS and FAMIS FAMISand  Medicaid

FAMIS Plus FAMIS Plus FAMIS Plus FAMIS Plus Expansion
Component (N=226) (N=347) (N=573) (N=302) (N=347) (N=649) (N=80)
Developmental Assessme|  88.5% 85.0% 86.4% 62.6% 68.6% 65.8% 41.3%
Physical Examination 90.3% 86.5% 88.0% 68.9% 71.8% 70.4% 48.8%
Anticipatory Guidance 872% 83.6% 85.0% 62.3% 64.8% 63.6% 40.0%
None of the above 9.3% 12.4% 11.2% 30.1% 25.1% 27.4% 50.0%

* SCHIP Medicaid Expansion Program is limited to childrd® ggads6

Tablele WelChild Visit Components from Medical Record Abstraction by P¢(ogndimued)
(FAMIS, FAMIS Plus and SCHIP Medicaid Expansion

7-11 Years

1220 Years

|
SCHIP SCHIP

FAMIS FAMIS an(j Medicaid FAMIS FAMIS and Medcaid

_FAMIS  Plus  FAMIS Plus Expansion FAMIS Plus  FAMIS Plus Expansion

Component (N=277) (N=312) (N=589) (N=343) (N=311) (N=291) (N=602)  (N=305) |
Developmental 43.0% | 33.0% 37.7% 43.4% 43.1% | 47.1% 45.0% 46.9%

Assessment

Physical Examination 451% | 37.5% 41.1% 44.9% 45.0% | 46.0% 45.5% 47.2%
Anticipatory Guidance 35.4% | 295% 32.3% 38.5% | 37.9% | 41.6% 39.7% 41.6%
None of the above 49.5% | 59.6% 54.8% 51.6% | 50.8% | 49.8% 50.3% 46.9%

* SCHIP Medicaid Expansion Program is limited to childrd® ggads6

Developmental Assessment

A devel opment al a s s eattamnmenif estaklishad milestosdyagea c hi | d o
such as the ability to recognize shapes, first words, or crawling. Examples of deveddpment
achievements for adolescents include sexual development, responsibility for good health habits,

and progression frormoncrete to abstract thinkifgMeasurements of intellectual, psychosocial,

and cognitive development might be included in developmental assessment, as well as speech

and language formatiorMedical recordlocumentatiomay include a listing of milestas

achieved, a checklist of tasks the child is able to perform, or a formal assessheint 2007
developmental assessments were most often performed for enrollees aged 15 months and least

often for children aged 7 11 years.

® Bright Futures. Guideline®r Health Supervision of Infants, Children, and Adolescents (2nd ec206y.
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Physical Examination

Atminimum,ac hi | dds physical exami meatlgargeyesnaseg | udes i
andthroat chest, abdomen, and extremiti&3f the three welchild visit components, PCPs

conducted pysical exams most frequentlyith the highest rates ocaurg for the youngest

enrollees Physical examates forthe youngest age group&re seven and eight percentage

points higher thaanticipatory guidanceatesfor the same age groups

Anticipatory Guidance

Anticipatory guidancéocuses on health maintemze, safety, nutrition, and child development.
Educational information assists in providing a safe environment for children and helping parents
recogni ze nor mal progress or possi Rhtesfoar eas o
anticipatory gudancevaried by agevith about 3% of enrollees agedi711 yeas receiving

anticipatory guidancand85% of enrollees aged 15 montieseiving it

Study Question # 6:

Are enrollees receiving screening histories, measurements, sensory screening, and
developmental assessments along withwell-c hi | d service components at the A
Futureso program r-speafinmemwvalsed age

Thepreventivecare described by Bright Futures contributes to positive health outcomes through
health promotiopanticipatory guidance, disease prevention, and early detection of disease.
Preventive servicgsromote positivehild health outcomes and provide guidance to parents and
children, including children and youth with special health care fe&igtes for thelements

listedin Table17 provideinformation focused on the provision of screening and assessment
services provided to enrollegsaccordance with AAP and Bright Futures recommendations
Some of the elemenépply only to selected age rangessituations For example, head
circumference measurement is recommended from birth to approximately 24 months of age and
cholesterol screening is recommended for enrollees agdd® Jears Pelvic examinatiosare
recommended only for sexually active femalasd screeningfor sexually transmitted diseases
(STDs)arerecommended only for enrolle@wale and female)ho are sexually active A

discwssion of each element and resbitdows.

Tablel7. WellChildScreening and Assessment Elements
(FAMIS + SCHIP Medicaid ExpansigAMIS PIuSFAMIS Plus included only in 2007)

15 Months
(Birtha2 Years) SOE VEET

2005 J 2006 2007 2005 2006 2007
Element (N=158) (N=164) (N573 (N=213) (N=246) (N=29
Immunization review
Height 83.5% | 93.3% | 87.8%| 61.5% | 77.2% | 71.2%
Weight 87.3% | 95.1% | 92.7% | 74.6% | 93.9% | 88.8%
Head circumference 76.4% | 89.0% | 82.4% NA NA NA
Blood pressure NA NA NA 49.8% | 66.3% | 58.2%
Vision €reening 39.2% | 73.8% | 71.6%| 34.3% | 53.9% | 47.9%

6 Hagan JF, Shaw JS, Duncan PM, eds. 2008. Bright Futures: Guidelines for Health Supefriganis,
Children, and Adolescents, Third Edition. Elk Grove Village, IL: Aiveen Academyof Pediatrics.
" Pelvic examination and STD screening is recommended for enrollees 11 years and older.
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KR CES
zoosJ ZOOGJ 2007 | 2005 2006 2007

15 Months
(Birthd 2 Years)

(N=158) (N=164) (N573 (N=213) (N=246) (N=29
Hearing screening
Dental inspection 41.1% | 65.9% | 56.2% | 32.4% | 53.7% | 44.3%
Nutritional assessment 74.1% | 93.9% | 81.8% | 46.0% | 71.5% | 51.4%
Cholesterol screening NA NA NA 3.3% | 18.2% 9.%
Pelvic exam NA NA NA NA NA NA
Screening for STDs NA NA NA NA NA NA

Tablel7. WellChildScreening and Assessment Eleméoatinued)
(FAMIS + SCHIP Medicaid Expansion + FAMEFFRIMES Plus includexhly in 2007)

70811 Years 12020 Years
2005 2006 2007 2005 2006 2007
Element N=388) (N=393) (N=933 (N=388) (N=404) (N=90y
Immunization review 255% | 44.8% | 38.0%| 37.0% | 43.3% | 42.2%
Height 45.6% | 59.5% | 51.7%| 54.6% | 61.6% | 56.7%
Weight 70.6% | 90.8% | 8186 | 73.7% | 91.3% | 79.3%
Head circumference NA NA NA NA NA NA
Blood pressure 43.8% | 63.1% | 49.2%| 61.6% | 74.0% | 64.8%
Vision screening 21.9% | 38.4% | 26.3% | 24.5% | 34.7% | 26.8%
Hearing screening 14.7% | 29.5% | 23.4%]| 12.6% | 26.2% | 22.2%
Dental inspection 19.1% | 36.1% | 2586 | 21.6% | 32.7% | 25.5%
Nutritional assessment 30.4% | 46.8% | 32.6% | 34.0% | 45.1%| 31.5%
Cholesterol screening 45% | 14.6% | 7.6% 7.6% | 16.8% | 11.86
Pelvic exam NA NA NA NA 47.8% | 64.7%
(n=23) | (n=51)
Screening for STDs NA NA NA NA 41.7% | 100.0%
(n=72)| (n=51)

There wee significant differences between rates for FAMIS and FAMIS Plus for five elements
for the youngest enrollees: immunization review, head circumference, vision screening, hearing
screening, and nutritional assessment. There were fewer differences farollkees. Rates

for height measurement varied significantly for enrollees agel &nd 7i 11 years. FAMIS

and FAMIS Plus rates for weight varied significantly for enrollees agetilrand 12 20. The

vision screening rate for FAMIS enrollees veignificantly highetthan the rate for FAMIS Plus
enrollees who were aged 120 years.

The rates foenrollees irSCHIP Medicaid Expansion wesgynificantlylower than FAMIS and
FAMIS Plus forchildrenaged 3 6 years, and comparable fdrildrenaged 7-11 and 12 20
yearswith the exception of immunization review, height, and blood pressure rates for FAMIS
Plus enrollees agedi711 years. The FAMIS Plus rates for these three measures for enrollees
aged 7 11 years were significantly lower thaates for the SCHIP Medicaid Expansion
population.
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Table 18provides the data bgrogram

Tablel8 WelChildScreening and Assessment Elemégt®rogrand 2007
FAMIS, FAMIS Plus and SCHIP Medicaid Expgansion
15 Maths
(Birthd 2 Yeary 306 Years

SCHIP
FAMIS | FAMIS and FAMIS FAMIS and Medicaid
FAMIS Plus FAMIS Plus FAMIS Plus FAMIS Plus Expansion
Element (N=226) (N=347) (N=573) (N=302) (N=347) (N=649 (N=80)

Immunization review 91.2% 86.5% 88.3% 62.3% 66.9% 64.7% 46.3%
Height 88.1% 87.6% 87.8% 69.9% 76.4% 73.3% 53.8%
Weight 92.5% 92.8% 92.7% 88.7% 90.2% 89.5% 82.5%
Head circumference 86.3% 79.8% 82.4% 0.0% 0.0% 0.0% 0.0%
Blood pressure 0.0% 0.0% 0.0% 57.6% 63.1% 60.6% 38.8%
Vision screening 75.2% 69.2% 716% 48.3% 51.3% 49.9% 31.3%
Hearing screening 73.5% 66.3% 69.1% 44.0% 49.0% 46.7% 23.8%
Dental inspection 57.5% 55.3% 56.2% 45.0% 47.3% 46.2% 28.8%
Nutritional assessmen| 85.8% 79.3% 81.8% 52.6% 54.8% 53.8% 32.5%
Cholesterol screening 0.0% 0.0% 0.0% 109% 9.2% 10.0% 7.5%
Pelvic exam NA NA NA NA NA NA NA

Screening for STDs NA NA NA NA NA NA NA

*SCHIP Medicaid Expansion Program is limited to childie® 3gea6

Tablel8 WelChildScreening and Assessment Elemégt®rogrand 2007(continued)
(FAMIS, FAMIS Plus and SCHIP Medicaid Expansion)

7-11 Years 1220 Years
SCHIP SCHIP
FAMIS FAMIS and Medicaid FAMIS FAMIS and Medicaid
FAMIS| Plus FAMIS Plus Expansion] FAMIS Plus FAMIS Plus Expansion
Element (N=277) (N=32)  (N=589) = (N=(343) (N=311) (N=291) (N=602) (N=305)
Immunization review| 38.6% | 33.7% 36.0% 41.4% 44.7% | 42.3% 43.5% 39.7%
Height 52.7% | 46.8% 49.6% 55.4% 58.2% | 54.6% 56.5% 57.0%
Weight 87.0% | 76.9% 81.7% 81.3% 81.0% | 75.6% 78.4% 81.0%
Head circumference | 0.0% | 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Blood pressure 50.9% | 44.6% 47.5% 52.2% 63.7% | 64.3% 64.0% 66.6%
Vision screening 24.9% | 25.0% 25.0% 28.6% 28.3% | 23.0% 25.7% 28.9%
Hearing screening 22.4% | 23.1% 22.8% 24.5% 23.8% | 21.3% 22.6% 21.3%
Dental inspection 27.4% | 23.7% 25.5% 25.7% 25.7% | 25.8% 25. %% 24.9%
Nutritional 31.4% | 33.0% 32.3% 33.2% 28.3% | 32.3% 30.26 34.1%
assessment
Cholesterol screening 7.9% | 7.4% 7.6% 7.6% 10.9% | 11.0% 11.0% 12.8%
Pelvic exam NA NA NA NA 28.6% | 75.0% 65.70 62.5%
(n=7) | (n=28) (n=35) (n=16)
Screening for STDs NA NA NA NA 100.0%| 100.0%| 100.06 100.0%
(n=7) | (n=28) (n=35) (n=16)

*SCHIP Medicaid Expansion Program is limited to childiei® 3gad6

Thefollowing narrative provides additional information about the whild screemg and
assessment components and comments on rates calculated for the combined FAMIS and FAMIS
Plus programs.
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Immunization Review

Most childhood vaccines are highly effective in preventing disease and are even more effective

in reducing disease severitiillions of children have been protected from serious illnesses

such as polio, whooping cough, measles, tetanus, and diphtheria because parents have had their
children immunized. PCPs reviewedhimunizationstatus, such as verifying that the enrollee

wasup to date on all needed vaccinathigherrates for the younger age groups than for

enrollees aged 711 and 12 20 years.Immunization review rates were highest for enrollees

aged 15 months at 88.3% for 2007.

Height and Weight Assessment

Height meaurements, when compared with apecific standards, provide useful information of

a childbébs growth and suggest additional evalu
acceptable range. Weight measurements during childhood provide growth and development
information when compared with standards. Weight measurement findings outside the

acceptable standard may sugdbatfurther clinical evaluatioor planned interventionare

neededo assist an enrollee in maintaining optimal heaRlates for weighimeasurement ranked

first or second among ageoups and were between abo&¥%band 95% depending on the age

groupand program Heightmeasurementias not conducted as frequentiythough rates were

about 20 percentage points higher for the youngesagegroupsthan for the older enrollees.

Blood Pressure Screening

In children and adolescents, primary or essential hypertension is diagnosed when persistently
elevated blood pressure cannot be explained by any underlying organic cause. Children and
addescents with frequent blood pressure readings between the 90th and 95th percentiles for their
age, sex, and height (unless tall for their age) are at risk for developing hypertefisieAAP
periodicity schedule recommends annual blood pressure meesirfor children aged 3 years

and older. Blood pressure readings higher or lower than standards accepted by AAP may
suggest hyperor hypotensie conditions. Rates for blood pressure assessnare between

about 50% and 65% for the applicable age range

Vision Screening

Vision screening for infants includes, at a minimum, ey@minationand observation of

responses to visual stimulProviders often screen visual acuity in infants by observing whether

an infantobés eyes it rhiaarhkeofield of visiob. Mary visiomprablerds acr o
begin well before children reach schagle therefore, it is idedbr childrento receive a vision

screening exarbefore agdive. Early recognition o& visionrelateddiseases likely toresult in

more effective treatmentdptionsthat can beight savingr evenlife saving®® Vision screening

ratesfor children aged 15 montl{g1.6%)and 3i 6 years(49.9%6) weresubstantially higher than

ratesfor the two older age rangdsut still ranked near the kmm for relative frequency among

elements.

8 Immunizations: What You Need to Kno®opyright © 2003 American Academy of Pediatrics, Updated.9/03
° Green, M. Op. cit.
19 National Insitutes of Health. Healthy Vision 2010 Examinations and Preventions. Objecti®e 28
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Hearing Screening

Identifying hearing difficulties at a young age allows for early interventions and reduced
potential for developmental delays related to hearing deficits. Documentation in the medical
record ofany ageappropriate subjective or objective hearing test by the health care provider was
considered acceptable for this study. The Healthy People 2010 target for hearing screening is
90%™* Like vision screening, hearing screenfogchildren aged 15 nmths and 3 6 years

was substantially higher than screening for the two older age raRgess for the two younge

age groups were 69.1% and 4%, butonly about 22%or the two older age groups.

Nutritional Assessment

Nutritional assessment is an inm@nt component of welthild care. The health care provider

should be aware@me nr ol | eedés nutritional intake and re
from the overall assessment. For a nutritional assessment, the health care provider reviews the
chil dés food intake and eating habits. The a

nutritional choices and possible need for nutritional supplemdaiis.iate for nutritional
assessmestieclined as age increasedoving from 81.8%or enrollees age 15 months down
to 30.24 for enrollees aged 1220 years.

Cholesterol Screening
The AAP recommends cholesterol screening for children whose parents or grandparents:

A Underwent coronary angiography and were found to have coronary artery disease under
the ge of 55 years

A Had a documented myocardial infarction, angina pectoris, peripheral vascular disease,
cerebral vascular disease, or sudden cardiac;death

A Have an elevated blood cholesterol of greater than 240Lmay¥d

A Have an unobtainable history, partanly those with other risk factors, such as obesity,
smoking, and poor dietary habits

PCPs are expected to screen highk patients for cholesterol at 24 months andgsss, 6, 8,
and 10 yeargoutine screening should begin at 3 years of age. By agjaldren should be
screened for total cholesterol and higgnsity cholesterdf Cholesterol screening was
relativelylow with rates between.6% and11.0% for the focused study population.

Pelvic Examination

A pelvic examination aids the healthp®fe i onal 6s eval uation of the
vagina, cervix, uterus, fallopian tubes, and ovaries to detect certain cancers in their early stages,
infections, STDs, or other reproductive system problente rate for 2007 was 68%.

STD Screening

STDs result from infections usually spread through sexual activity, contact with body fluids, or
passed from a mother to her newborn baby. A national stusBxohlly activeyoung women
found that one in fouvasinfected with at least one of tif@ur most common STDsNearly

11 i
Ibid.
2pC Department of Health, Division of Human Services. Health Check Manual (formerly EPSDT).
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two-thirds of all STDs occur in peoplader the age &f51% Health professionals can help
adolescents identify and understand the riskscandequences of their sexual behaviors and
support the development of healthy sexuahtptigh risk assessment, screening, and counseling.
Screening for STDs was 100% for 2007

Study Question # 7:

Are enrollees receiving hemoglobin, lead, TB, and urinalysis screening at the AAP recommended
age-specific intervals?

Diagnostic laboratory testare important for disease screening. For example, hematocrit or
hemoglobin blood tests measure iron deficiency anemia. Anemia can result in developmental
delays and behavioral disturbances that may pgrasitschool age unless treat&htes fothe

five screenings recommended by the AAP are shiowWirable19.

Tablel2 Summary of Select Screening Elements
(FAMIS + SCHIP Medicaid ExpansieAMIS PIuSFAMIS Plus included only2i007)
15 Months 306 Years
(Birtho 2 Yeary
2005 2006 2007 2005 2006 2007

Element (N=158) (N=164) (N=57B (N=213) (N=246) (N=729
Tuberculin screening 16.6% | 18.9% | 16.2% | 12.2% | 19.9% | 14.3%
Verbal lead screening NA 39.6% | 27.4% NA 21.6% | 13.2%
Blood leadevel testing 31.3% | 37.2% | 36.6% | 12.9% | 17.9% | 17.8%
Hematocrit or hemoglobin blood t§ 43.1% | 55.5% | 49.7% | 34.8% | 43.1% | 41.7%
Urinalysis 9.6% 7.9% 7.9% 36.7% | 44.3% | 34.2%

Tablel9 Summary of Select Screening Elementstinued)
(FAMIS + SCHIP Medicaid ExpansigAMIS PIuSFAMIS Plus included only in 2007)
7011 Years 12820Years

2005 2006 2007 2005 2006 2007
Element (N=388) (N=393) (N=93p (N=388) (N=404) (N=90y
Tuberculin screening 6.0% 11.7% 7.7% 6.3% 9.4% 7.4%
Verbal lead screening NA NA NA NA NA NA
Blood lead level testing NA NA NA NA NA NA
Hematocrit or hemoglobin bloodt¢ 25.1% | 29.3% | 20.5% | 31.8% | 32.4% | 29.0%
Urinalysis 28.8% | 32.6% | 23.0% | 33.1% | 32.4% | 26.6%

Ratesfor enrollees in FAMIS Plus for verbal lead screening and blood lead level testing were
significantly higher than for FAMIS enrollees aged 8 years The ratedor enrollees in SCHIP
Medicaid Expansion were lowdran FAMIS and FAMIS Ris for children aged B 6 years, and
slightly higher for children agedi711 years The differences were significant for all elements
for the enrollees agedi36 except tuberculin screening. Comparison of the results for urinalysis
testing for enroktes aged 1P 20 years showed the FAMIS Plus rate to be significantly higher
than the rate for SCHIP Medicaid Expansion. Results for other elements were similar among the

populations.

Table20 provides a summary of the rates for each of the screening elememtgytam Rates
for enrollees in FAMIS Plus for verbal lead screening and blood lead level testing were
significantly higher than for FAMIS enrollees aged 8 years The rategor enrollees in SCHIP
Medicaid Expansion were low#ran FAMIS and FAMIS Ris for children aged B 6 years, and
slightly higher for children agedi711 years The differences were significant for all elements

13yan Houton, Susan. Prevention: Revolution Health. February 9, 2007
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for the enrollees agedi36 except tuberculin screening. Comparison of the results for urinalysis
testing for enroktes aged 1P 20 years showed the FAMIS Plus rate to be significantly higher

than the rate for SCHIP Medicaid Expansion. Results for other elements were similar among the
populations.

Table20 Summary of Select Screening Elentgn2rogra@2007

FAMIS, FAMIS Plus and SCHIP Medicaid Expansion
15 Months

(Birthd 2 Yeary

306 Years
SCHIP
FAMIS FAMIS and Medicaid

FAMIS FAMIS and

Element

FAMIS
(N=22§

Plus

FAMIS Plus

FAMIS

Plus

(N=847

(N573

(N=802

(N=347

FAMIS Plus Expansion
(N=649

(N=80)

Tuberculin screening 16.4% | 16.1% 16.2% 16.2% | 13.3% 14.6% 11.3%
Verbal lead screening 28.8% | 26.5% 27.4% 10.9% | 17.0% 14.2% 5.0%
Blood lead level testing 38.1% | 35.7% 36.6% 16.9% | 22.2% 19.7% 2.5%
Hematocrit or hemoglobin

blood test 51.8% | 48.4% 49.7% 44.7% | 44.7% 44.7% 17.5%
Urinalysis 8.0% 7.8% 7.9% 36.1% | 35.2% 35.6% 22.5%

*SCHIP Medicaid Expansion Pragliaritdd tchildren aged @9 years.
Table2d Summary of Select Screening Elentgnfrograr@ 2007(continued)

(FAMISFAMIS Pluand SCHIP Medicaid Expan$ion

7011 Years 12620 Years
SCHIP

FAMIS FAMIS and Medicaid

SCHIP

FAMIS FAMIS and| Medicaid

Element

FAMIS

Plus

FAMIS Plus Expansion FAMIS
(N=22779  (N=31) (N=589 (N=343) (N=31) (N=29) (N=602 (N=305)

Plus

FAMIS Plus Expansion

Tuberculin screening 7.2% 6.4% 6.8% 9.3% 8.7% 7.2% 8.0% 6.2%
Verbal lead screening NA NA NA NA NA NA NA NA
Blood lead level testing NA NA NA NA NA NA NA NA
Hematocrit or hemoglob| 19.9% | 19.9% 19.9% 21.6% 26.0% 32.6% 29.2% 28.5%
blood test

Urinalysis 23.8% | 20.8% 22.2% 24.2% 26.0% | 29.9% 27.9% 23.9%

* SCHIP Medicaid Expansion Program is limited to childirelr® 3gedsH

Tuberculin Screening

A screening test fauberculosis TB) infection or disease should be perfedrfor infants and
children with identified higkrisk factors. Risk assessment focuses on children exposed to any
relative, playmate, or other acquairgarwith active or inactive TBScreeningates decreased

as age increased with the youngest age grateppat 16.2% and the oldest at 8%

Blood Lead Screening and Testing

Data were abstracted from medical records to assess if enrollees received asseidsaherfior
leadpoisoningrisk during 200. A verbal lead risk assessment includes, at a minintiuen,
following types of questions:

1. Does the child live in (or regularly visit) a house built before 1960 with peeling or chipping
paint?

Does the child live in (or regularly visit) a house built before 1960 with recent, ongoing or
planned renovation or meodeling?

Does the child or his playmates currently have or had lead poisoning in the past?
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4. Does the child frequently come in contact with an adult who works with lead? Examples
include construction, welding, pottery or other trades practiced in themuoaity.

5. Does the child receive folk remedies that may contain lead?

The AAP recommends blood lead level testingalbchildren between 9 and 12 months and
againat 24 months. It islsorecommended that childreged261 72 months receive a blood
leadlevel test unless they are first assessed as low Tis&.screening blood lead test may be
performed by either a capillary sample (fingerstick) or venous sarivil¥s are required to
cover blood lead testing as part of wetiild care services, in acaance with EPSDT
periodicity schedules and guidelindsThe blood lead level testing rate reporiethis studyis
the percentage of enrollees who received at least one blood lead level test dufingeztal

and blood lead screening rates were higfeesenrollees aged 15 months at 27.4% and 36.6%,
respectively. Enrédes 3i 6 years had rates at 14.2% and ¥®@fér the verbal lead screening
and blood lead level testing, respectively.

Hematocrit or Hemoglobin Blood Test

According to Bright Futuresuidelines, the incidence of iron deficiency anemia is highest among
infants and children aged 6 months to 3 years because of the increased iron requirements during
periods of rapid growthHematocrit or hemoglobin blood testing rates were between 40% and
50% for the two younger age groups, Abbut20% and 30%, respectively, for enrollees aged

771 11 and 12 20 years.

Urinalysis

Urinalysis can help proactively identify abnormalities such as glucose, protein, red and white
blood cells, and bacteria inghurine. Urinalysis is also a preliminary screening tool for detecting
the presence of gonorrheaahfamydia in asymptomatic teenRates were highest for enrollees
aged 3 6 yeas at 35.60, followed by rates for enllees aged 12 20 years at 27%.

4 Medallion Il MCO Contract Article II, Section G.8.a.iv(d)
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Summary and Conclusions

The purpose of this study was to evaluhtsfrequency and conteof well-child visitsby age
group. Well-child visits are one of the best methddsletect physical, developmental,
behavioral, and emotional problem®actively Theexamsalsopresentan opportunity for
physicians to offer guidance and counseling to parents.

Summary

Table21 displaysthe wellchild visit rates for each age group by delivery system ir7 200e
singleconstant across age groups for the wblld visit rates was that enrollegsthe MCO
program had rates that were significantly higher than rates for enrollees in FFS.

Table2l WellChild Care Visits for Enrollees in Each@gripby Delivery System
(FAMIS + SCHIP Medicaid ExpansioAMIS Pl)s

Delivery 15 Months*

System  (Birthd 15 month}p 306 Years 7011 Years 12620Years
MCO 57.9% + 5.6% 67.2% +4.6%| 38.1%+4.3%| 41.8% +4.4%
FFS 45.5% + 5.6% 52.8% +5.2%| 31.5%+4% 32.3% + 4.2%
PCCM 53.6% + 8% 64.6% + 6% 30.1% +4.3%| 33.1%+4.2%
Total 52.1% + 3.6% 61.5% + 3% 33.4% + 2.5%| 35.7% + 2.5%

* Indicates rates for 6 or more well visits per year

The data infable22 belowprovides a summary of the agpecific results for each of the
programs.

Table22 Well Child Care Visits by Age and Program

FAMIS and SCHIP Medicaif
Age Group FAMIS FAMIS Plus FAMIS Plus Expansion
15months (6+ visits) 53.1% +5.6%| 51.4% +4.6% 52.1% * 3.6% NA
36yeas 63.3% +4.7%| 65.4% *+4.2% 64.5% +3.9% 39% + 8.8%
7-11lyeas 32.2% +4.4%| 29.4% +4.1% 30.7%+5.4% 38.36+4.3%
12-20yeas 35.2% + 4.3%| 36.4% +4.3% 35.8%+5.19% 35.6% +4.3%

Children aged 15 months received #ppropriate number of visits (six) in 52.1% of cases, a rate
just below the HEDI% 2008 national Medicaid average. Enrollees aged $ears had the
highest visit rate at 61.5%, near the HEDE®08 national Medicaid average.

The three requiredomponets of a comprehensive wethild visit (physical exam,

developmental ass&®ment, and anticipatory guidanagyied substantially across age randpes,
physical exam was the most frequent for any age group and anticipatory the least frequent for
any age goup.

The most frequently performed screening and assessment elements across age ranges were
cholesterol screening and weigheasurementHeight measurement, blood pressure
assessment, and immunization review wer&edrin the top five elementsdearingand dental
assessment were conducthd least frequently
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Table23 provides a summary of the results of each of the seven questions posed in this study.

Table23 Summary of WehildStudy Questions and Results

Study Question \
What proportion of enrollees who
turned 15 months old during the
review period had the following
number of welild visits with a PC
during their first 15 months of life;
zero, onéwo, three, four, five, six,
more?

Summary of 20Results

A Fiftythree percent of enrollees in FAMIS receivedisik wisiits
during their first 15 months of life. There were statistically sign
differences between rates for MCO and FFS delivery systesits

A More than 80% of FAMIS enrollees aged 15 months received f
wellchild visits during their first 15 months of life.

A Rates for enrollees in FAMISdlsix wedhild visits during the firs
months of life were just below the ##BD8Sational Medicaid
average.

A There were no significant differences between FAMIS and FAN
wellchild visit rates for enrollees aged 15 months.

What proportion of enrollees agei!
371 6 years had at least one
comprehensive walld visit thi a
PCP during the measurement pe

A Rates for enrollees in MCO and BE®Rrgystems were significa
higher than FFS. The combitedf 61.5% was below the HEDIS
2008 national Medicaid avexbi§g.3%

A Rates for FAMIS at 63.3% werardimiates for FAMIS Plus at 65,

What proportion of enrollees age
77 11 years had at least one

comprehensive watllld visit with a
PCP during the measurement pe

A ApproximatedB.4% of enrollees agéd T years had at least we#
childvisit MCOrateswere significantiigher than FFS and PCatbb

A Rates for FAMIS and FAMIS Plus were similar at 32.2% and 2
respectively.

What proportion of enrollees age|
127 20years had at least one
comprehensiveell cargisit with a
PCPduring the measurement peri

A The MCO rate of 41.8% was significantly higher than FFS and
rates The overall radé35.7% was less than the HEIDII ational
Medicaidveragef 42.1%.

A Rates for FAMIS (35.2%) and FAMIS Plus (36.4%) were simila

What proportion of enrollees age
6 years, V11 years, or 120years
received the wellild service
components during the measurer
periodbrwhat proportiof enrollees
aged 15 months received the wel
child service components betwee
birth and 2 ge?

A Developmental assessments were most often performed for e
aged 15 months and least oftehilidren aged 711 years.

A Physical exam rates wieechighest among the three required
components.

A Rates for anticipatory guidance varied subsiaatiaijth abut
32% of enrollees aged T/l receiving anticipatory guicdami85% of
enrolleg aged 15 months.

A Rates for FAMIS and FAMIS Plus were similar for all compon
groups except for enrollees agéd years where there were
significant differences between the two populations for each ¢

Are enrollees receiving sangen
histories, measurements, sensory
screening, and developmental
assessments along withakét
service components at the AAP g
iBright Futures
recommended agpeecific intervals]

A Rates for the different elements vary subdtantiailyg digits to
rates above 90% depending on the age group and the elemer

A Rates fdneightind weight measurement therhighest among ag
ranges

A Dental and hearing screening waiesthe lowest among age rang

A Rates for FAMIS were sigrtifidaigher than rates for FAMIS Plus
enrollees for several measures for the youngest age groups.
fewer differences between the populations for the older childrg

Are enrollees receiving hemoglok
lead, TB, and urinalysis screenin(
the AP recommended apecific
intervals?

A Tuberculiscreening rates decreased as age increased with the
youngest age grou rat 16.2% and the oldes¥at 8

A Verbal and blood lead screening rates were highest for enrollg
months at 27.4% and & .&spectiveliRates for FAMIS Plus wel
significantly higher than rates for FAMIS enrollees for this indi

A Hematocrit or hemoglobin blood testing rates were between 4
50% for the two younger age groups, but 20% and 30%, resp
enolleesaged 7 11 and 1R 20 years.

A Urinalysis rates were highestriotess agedi® years at 396
followed by rates for bees aged 1220 years at 2¥%0

Summary and Conclusions
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Conclusion

Overall, thewell-child visit rates increased from 2005 to 200The enrtiees in MCOs received
well-child visits at significantly higler rates than the enrolleesrRS. Rates for enrollees in

FAMIS were usually higher, sometimes significantly so, than for rates for FAMIS Plus enrollees.
Verbal lead screening and blood ldadel testing rates were significantly higher for enrollees in
FAMIS Plus. Although the combinedell-child visit rates are continuing to improve, there
remainopportunitiedor further increasg especially for enrollees agedil20 years.MPRO
recommads that improvement activities continue in order to increase visit rates for all age
groupsand delivery systemss well as focused efforts to ensure each exam consists of the
necessargssessmentspmponentsnd screning. Specifically, the frequencyf hearing, vision

and dental screenings for all age groups is an area where improvement can impact other activities
such adong-termdevelopment and school performanéealysis to determine what is

preventing the exams from taking place and wigneessary components are not completed

can be especially useful in identifying targeted interventions and activities.
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Appendix AT Description of Medicaid Programs and Delivery Systems

Medicaid Programs: Medicaid, FAMIS, and FAMIS Plus

DMAS is the single state agency in the Commonwealth of Virginia that administers Medicaid
includingFAMIS, Medicaid Expansion andedicaidFAMIS Plus programs.

FAMIS
DMAS administers the Virginia State Childreno
AFamily Access to Medical |l nsurance Securityo

Act for low-income people FAMIS was created in ZI1 to ensure that a greater number of
children could gain access to health insurance. FAMIS covers eligible children (who are not
eligible for Medicaid, are not covered under health insurance, and are not members of a family
eligible for coverage undererstate employee health plan) from birth through age 18 in families
with a gross income at or below 200% of the Federal Poverty Level.

FAMIS provides a comprehensive benefits package that inclueleshild care and preventive
services.Although FAMIS ha cost sharing, FAMIS enrollees who aréi@Oswill have only

nominal cepayments. Cost sharimipesn ot exceed 5% of a familyds ¢
with incomes from 150% to 200% of poverty, and is not required forahdtl and preventive

servies. Cost sharingoesnot exceed 2.5% of gross income for families with incomes below

150% of poverty. Some children who live in areas where MCOs are not available access their

care through FAMIS FFS. There is no cost sharing for clients in FAMIS ER#dren enrolled

in FAMIS, are enrolled in MCOsf available in their locality.

SCHIP Medicaid Expansion

Operated under Title XXI of the Social Security Act, 8@HIPMedicaid Expansion programm
for children agd six through 19earsin householdsvith incomes ranging from 100to 1336
of the Federal &vertyLimit (children younger than six are covered by Medicaid).

Medicaid/FAMIS Plus

MedicaidFAMIS Plus isfor children aged 0 to 19 yearshouseholdsvith incomes ranging
from 0% to 133% of the Feleral PvertyLimit. The program is operated by DMA®der Title
XIX of the Social Security Act.

Delivery Systems: FFS and Managed Care (MCO and PCCM)

DMAS provides Medicaid to individuals through two general care delivery models: a model
utilizing cortracted managed care organizations (MCO) to coordinate carefaetbaservice

(FFS) model, the standard Medicaid program whereby service providers are reimbursed directly
by DMAS. DMAS oversees the development, implementation, and operation of tfageth

care and=FSprograms. Mandatory managed care operates under a CMS 1915(b) Waiver and in
accordance with the Code of Federal Regulations. There are currently two Medicaid managed
care options:

1. MEDALLION isa primary care case management progra@C(R) delivered through
DMAS. I n MEDALLI ON, a recipientds health car e
provider (PCP). The PCP manages the recip
specialty service referrals. Providers are reimbursedrétSéass for all covered
services rendered
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2. Medallion Il is a program that delivers care through M&@der contract wittbMAS.
In most areas of the Commonwealth, qualified Medicaid recipients choose between at
least two contracted MCO In areas where onlyn@ contracted MCO participates,
recipients have the choice of the MEDALLION PCCM or the Medallion Il program.
Under Medallion Il, the condicted MCO receives a capitatgayment that covers a
comprehensive set of services, regardless of how much caeddw the recipientThe
MCOs accept full financi al ri sk for each r
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Appendix B i Well-Child Focused Study Abstraction Tool

Selection Parameters

Programs

FAMIS (Enrollee Eligibility Aid Category = 006, 007, 008, 009)
Medicai@/AMIS PlugEnrollee Eligibility Aid Categoryi=@d, 081 083, 085, 086, 088, 0

093, 097 099)

SCHIP Medicaid Expansion (Enrollee Eligibility Aid Category = 094)

Delivery Systems

FFS (Benefit Definition Plan Subprogram Code = 01)
PCCM (Mediain 1) (Benefit Definition Plan Subprogram Code = 02, 07)
MCO (Medallion II) (Benefit Definition Plan Subprogram Code = 03, 04)

Enrollment Criteria

151 27 months: 31 days through 15 months of age within the same delivepycyrstem i
371 20 yearscontinuous enrollment during calendar year 2006 within the same deliver

Requirement

program
Age 151 27 months,i36 years, 7 11 years, 1220 years
Sex Male, Female

Office Visit At least one visit with primary care practitioner

Revew Period

1/1/2007 12/31/2007

Study Questions

1. What proportion of enrollees who turned 15 months old during the review period had the followhilgl visiiber of well

with a PCP during their first 15 months of life: zero, one, two, tarerd$éouorfimore?

2. What proportion of enrollees ajéd/8ars had at least one comprehensikldiglkit with a PCP during the
measurement period?

3. What proportion of enrollees aig&d years had at least one comprehensoleldveisit withPCP during the
measurement period?

4. What proportion of enrollees agedQlears had at least one comprehsaBigargisit with a PCP during the
measurement period?

5.  What proportion of enrollees aged71months,i36 years, ¥ 11 years, or 120 years received the-gréltl
service components during the measurement period?

6. Are enrollees receiving screening histories, measurements, sensory screening, and developmental assessments along
wellchild service components dnierican Acadg of PediatricsXPa n d

agespecific intervals?

ABright

7. Are enrollees receiving hemoglobin, lead, TB, and urinalysis screening at the AAP respmuifieirded/ay®

DEMOGRAPHIC INFORMATION

Item # Description Respmse ~ Sources Instructions

1.01 Enrollee ID Preloaded from enrollment fil Preloaded | Assume preloaded information is correq
1.02 Enrollee Last | Outside or inside flap of med| Preladed | If last name documented in the medical
Name record; copy of insurance cal and optiona| is different from the preloaded last nam
face sheet, data demographi{ entry record the last name from the medical |
sheet. Check other information such as date 0

to confirm you have the right person.
1.03 Enrolte First Outside or inside flap of med| Preloaded | If first name documented in the medical
Name record; copy of insurance calf and optiona| is different from the preloaded first nam
face sheet, data demographif entry record the first nafinrom the medical reca
sheet. Check other information such as date 0o

to confirm you have the right person.
1.04 Enrollee Middle| Preloaded from enrollment fil Preloaded | Assume preloaded information is correq
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DEMOGRAPHIC INFORMATION

Item # Description Respamse  Sources Instructions
Initial
1.05 Enrollee Sex Preloaded froemrollment file | Preloaded | Assume preloaded information is correq
1.06 Enrollee Birth | Face sheet, data demograph| Preloaded | If birth date documented in tdéecaieecorg
Date sheet, labeled outside of the | and optiona| is different from the preloaded birth datg
medical record, copy of drive| entry record the birth date from the medical rq
license. Check other information such as
demographics to make sure you have t
person. It could be another person with
same name.
1.07 Delivery Syem | Preloaded from enrollment fil Preloaded | Assume preloaded information is correq
1.08 Program Preloaded from enrollment fil| Preloaded | Assume preloaded information is correq

Age Group

WELECHILD

Response

Description |
Did the enrollee

Sources
History & physica

Instructions
Preventative services may be

mo receive at least A No welchildforms, rendered orisits other than tivelt

X 36 one office visit in problem lists, che| childvisit. These services count,
yrs the review period lists, graphs, and| regardless of the primary intent o

X 711 progress notes. | visit. Example of this would be sic
yrs visits, acute visits, etc.

X 1220 Exclusions: Blood pressure checl
yrs telephone calls, inpatient, emerge

room and speciaNisits.
2.02 | X 1527 | Enrollee received A Yes History & physica| Documentatiéom the medical

mo at least one A No welchildforms, record must include a note indica

X 36 comprehensive problem lists, che| visit with a primary care practition
yrs welichildexam lists, graphs, and| the date of tleelchildvisitand

X 7i11 | during the review progress notes. | evidence of the components that
yrs period? up a comprehensivelichildexam:

X 1220 A A physical exam
yrs A Ahealth and development]

hidory
A Anticipatory guidance
assessment
The primary care practitioner doe
have to be the practitioner assign
the child. Inclusion ofploysician
practitioners such as nurse
practitioners and physician assist
are acceptable.
Visits to schidbased clinics with
practitioner types considered prin
care practitioners may be counte(
documentation ofvalichildexam is
available in the medical record du
the review period.
Preventative services may be
rendered on visits other thaweaHle
childvisit. These services count,
regardless of the primary intent o
visit.
Inpatient, emergency room and
specialist visits do not count for th
measure.
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s,
MPRO

WELELCHILD |
ltem# Age Group Description | Response Sources Instructions |
2.02a | X 1527 | Enter dates all mm/dd/yyyy | History & physica| The AAP recommends that childr

mo comprehensive welichildforms, visit their pediatrician for a gl
X 36 wellchildexam(s) (grid for problem lists, che| checlkup asa newborn, by one moi
yrs during the review, multiple entries) lists, graphs, and| at two, four, six, nine, twelve, fifte
X 711 | period. progress notes. | eighteen, and twefayr months, an
yrs once a year from ages three to iw
X 1220 one.WellChilccare for infants are |
yrs particular importance during the fi
year of life, when an infaréngogs
substantial changes in abilities,
physical growth, motor skillséyn
coordination and social and emot
growth. The AAP also recommer
six weilthild visits in the first year |
life: the first within the first month
life, and then aband 2, 4, 6, 9, an
12 months of age. Comprehensiy
welichildexam documentation
measures the percentage of child
who had one, two, three, four, fiv¢
or more waethild visits by the time
they turned 15 months of age.
Services (physical exam,
developmental history and anticip
guidance) that occur over multiple
visits toward this measure count §
long as all the services occur with
the time frame established in the
measure (1/1/6@/31/007).
Inpatient, emergency room and
specialist visito not count for this
measure.
2.03 | X 1527 | Check all A Cardiac History & physicall A comprehensive physical exam
mo components of a| A Extremities | welchildforms, includes assessment of the follow
X 3i6 welichildohysical | A Gastrointestii problem lists, che{ componentsaac, extremities,
yrs exam assessed. al lists, graphs, and | gastrointestinal, genitourinary, he
X 711 A Genitourinany progress notes. | circumferencor 025 months
yrs A Head only),HEENT (heaeyes, ears, nos
X 1220 circumferenc and throat),usculoskeletal, neck,
yrs A (0-25 months nervous system, respiratory and
only) urogenital systems.
AHEENT Services (physical exam,
(headgyes, developmentaltioiy and anticipato
ears, nose guidance) that occur over multiple
and throat) visits toward this measure count ¢
A Musculoskelg long as all the services occur with
al the time frame established in the
A Neck measure (1/1/60/31/007).
A Nervous *Recommended physical examing
system components; Bright Futumgs.or
A Respiratory Health check, exams.
A None of the
above
2.04 | X 1527 | Check all the ABirth history | Hisbry & physical,| A comprehensive health history
mo components of t| ADevelopmentg welichildforms, includes birth history along with
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Iltem # Age Group

X

X

X

36
yrs
7i11
yrs
1220
yrs

Description |
health and
developmental
assessment the
enrollee received

Instructions |
complete family and social histor;
The developmentalesssnent may
include a listing of age approprial
milestones achieved, or a checkl
tasks the child is able to perform
as gross motor and fine motor sk
Also other milestones that could
included in developmental
assessments are intelléctua
psychosaocial, cognitive developn
measures along with speech and
language assessments. Some
examples of components of a he|
and developmental assessment §
listed below.

Birth history- Premature birth,
weight, length at birth.
Developmental mitones (Age
appropriateJhis is the evaluation
the child's physical and developm
status and psychosocial adjustme
including school performance, pe
and family relationships. Fine anc
gross motor skills, behavioral and
social status, skdp or seltare,
problem solving, cognition or schy
readiness. Some examples but ni
inclusive are; infant todglay ,
social, interaction, tantrums, slee|
patterns, separation anxiety, toile|
training, day care preschool. For
school age /adetent: play school,
friends, peer pressure, pacéiit
conflict. For the adolescent dating
drinking drugs, peers, school.
FamiliahistoryFamilial disease
history; diabetes, hypertension,
cancer or, genetic histadppted,
foster child, historylivbrce or
death.

Services (physical exam,
developmental history, and
anticipatory guidance) that occur
multiple visits toward this measur
count as long as all the services (¢
within the timeframe dighbd in the
measure (1/1/2007u 12/31007).

2.05

1527
mo
36
yrs
7i11
yrs
1220
yrs

Check all the
components of
anticipatory
guidance the
enrollee received

WELECHILD
Response Sources
milestones problem lists, che
AFamilial histor] lists, graphs, and
AAIl of the aboy progress notes an
ANone of the | developmental
above narrative or
checklists.
A Daily hygieng History & physical
& care weHchildforms,
A Feeding & | problem lists, che
nutrition lists, graphs, and
A lnjury progress notes.
prevention | Anticipatory
A Oral/Dental | guidance checklis
health are also accepted

Age appropriate anticipatory guid
includes education fronptbeider
for upcoming milestones and
expectations based on age group
Some examples but nenaliisive
are listed below.

-Daily hygiene & cédbéaper rash,
sleep patterns, adequate sleep, a
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Iltem # Age Group

Description |

WELECHILD

Response

A School, peer
and social
interactions

A Social
interactin

A All of the
above

A None of the
above

Sources

Instructions |
personal hygiene.
-Feeding and nutritibreastfeeding,
bottlefeeding, cereals vs. solid foc
nutritious snacks, body image, we
gain or loss, soda pop and health
shacks guidance.
Injury preventisafe cribs, car seat
safe toys, falls, bike helmets, fire
safety, dealing with strangers, sal
dating, plsjcal, emotional or sexug
abuse and conflict resolution are
examples.
-Oral/Dental healtio bottles in bed
teething, brushing flossing, and
fluoride supplements, visiting the
dentist.
-School & peer and social interac!
reading to baby, chddeg respect fg
authority, sports, peer pressure,
bullies, after school activities, plal
for the future; college, hobbies,
community involvement, military
consideration, etc.
Services (physical exam,
developmental history, and
anticipatory guidanitet occur ovel
multiple visits toward this measur
count as long as all the services (
within the time frame established
the measure (1/1/200
12/31/2007).

2.06 | X 1527 | Enrollee received A Yes History & physical Height must be noted to answer t
mo at least one heigl A No welichildforms, question yes.
X 3i6 measement problem lists, chel Preventative services may be
yrs during the review lists, graphs, and| rendered on visits other telchild
X 7ill | period? progress notes. | visits. These services count,
yrs regardless of the primary intent o
X 1220 visit.
yrs Inpatient, emergency room and
specialist visits do not count for th
measure.
2.07 | X 1527 | Enrollee received A Yes History & physical Weight must be noted to answer |
mo at least one weig| A No welichildforms, question yes.
X 36 measurement problem lists, che| Preventative services may be
yrs duringhe review lists, graphs, and| rendered on visits other telichild
X 7ill | period? progress notes. | visits. Thesservices count,
yrs regardless of the primary intent o
X 1220 visit.
yrs Inpatient, emergency room and
specialist visits do not count for th
measure.
2.08 | X 1527 | Enrollee receivedA  Yes History & physicall Head circumference may be
mo at least one headA No welchildforms, documented as HC (Head
NOT B6 circumference problem lists, che¢ Circumference), OFC
yrs measureant lists, graphs, and | (Occipitdl Frontal
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Iltem # Age Group

Description |

WELLCHILD
Response

\ Sources

Instructions |

NOT 711 | during the review progress notes. | Circumference), or may be

yrs period? dowmented as a dot on a

NOT 1220 graph. Head circumference

yrs measurement is
recommended at every visit
from birth to approximately 24
months of age.
Preventative services may be
rendered on visits other wnelichild
visits. These services count,
regardless of thamary intent of th
visit.
Inpatient, emergency room and
specialist visits do not count for th
measure.

2.09 | NOT 187 | Enrollee receivedA  Yes Historg physical, | Blood pressure assessment is
mo at least one bloolA  No welchildforms, recommended to start by age 3 a
X 3i6 pressure problem lists, cheq above.

yrs measurement lists, graphs, and | Blood pressure value must be
X 7ill | during the review progress notes. | recorded or there must be an
yrs period? indication that it was attempted.
X 1220 Preverdtive services may be
yrs rendered on visits other dnelfchild
visits. These services count,
regardless of the primary intent o]
visit.
Inpatient, emergency room and
specialist visits do not count for th
measure.
2.10 | X 1527 | Enrollee receivedA  Yes History & physical| Vision assessment may include b
mo at least one visio/A No welchildforms, subjective methods (health histor,
X 3i6 assessment durir check lists, graphg assessment & physical exam) an
yrs the review period progress notes, | objective vision tests.
X 711 vision assessmen| Subjective methods such as the
yrs checklists, referralenr ol | eeds scho
X 1220 forms with reading and writing difficulties dug
yrs documented poor vision mag reported. For

assessment or
results.

young children examples likely to
recorded are, 0
Aipoints to name
For O' 5 yrs physical assessmentg
such as ocular histeigion
assessment, external inspection ¢
eyes and lids, oculatility
assessment, pupil examination at
acceptable. Documentation of
Apositive red r
very young infa
gl assesd or Aha
documentation of results from an
exam ardlOTacceptable.
Preventaté services may be
rendered on visits other whafchild
visits. These services count,
regardless of the primary intent o
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Iltem # Age Group

Description |

WELECHILD

Response

\ Sources

Instructions |
visit.
Referrals without evidence of
completion of testing, or
results not clearly noted in the
chart, dolOTindicate receip
of assessment.

2.11

X X X X

1527
mo
36
yrs
711
yrs
1220
yIs

Enrollee receivec
at least one
hearing
assessment durir
the review period

Yes
No

> >

History & physical
welchildforms,
check lists, graphg
progress notes,
hearing assessme
checklists, refal
forms with
documented
assessments or
results.

Hearing assessment may include
subjective methods (health histor;
assessment & physical exam) ani
objective (pure tone) hearing test;
Subjective methods such as the
enrol |l eedsesams p
other auditory stimuli will be asse
along with delayed speech
development, chronic or recurren
otitis media or other risk indicator
For young children likely example
be recorded are
commandso, fi p ol |
Apoints to body
commandso.
Preventative services may be
rendered on visits other whelfchild
visits. These services count,
regardless of the primary intent o]
visit.

Referrals without evidence of
completion of testing, sulte not
clearly noted in the charhy@d
indicate receipt of assessment.

2.12

1527
mo
36
yrs
7i11
yrs
1220
yrs

Enrollee received
at least one dent;
inspection during
the review period

History & physical
welchildforms,
problem listcheck
lists, graphs, and
progress notes.

Description of dentition or conditi(
primary or permanent teeth. Alsc
inspection may be of the palate,
cheeks, tongue and floor of mout|
Notation of erupting teeth, gum
inspection, dental caries and
questionnaires or checklists notin
brushing teeth, fluoridated water,
dental visits, and dental sealants
acceptable.

Preventative services may be
rendered on visits other whafchild
visits. These services count,
regardless of the primarytiofethe
visit.

Recommended physical examina
components; Bright Futures.org,
Health check, exams.

2.13

X X X

X

1527
mo
36
yIs
711
yrs
1220

Enrollee referred
to a dental
provider during th
review period?

A Yes

A No

A Refused
mm/dd/yyyy

History & physical
weklchildforms,
problem lists, che
lists, graphs, and
progress notes.

A referral to a dentist at or after o
year of age is recommended. A
referral to a dentist is mandatory |
three years of age and annually
thereafter through the age of twel
(20) years.

Use "SHIFT X" in corresponding 1
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Iltem # Age Group

yrs

Description |

WELECHILD

Response

Sources

Instructions |
if date not documented.

2.14

X 1527
mo
X 36
yrs
X 711
yrs
NOT 1220
yrs

Enrollee receivec
verballead risk

assessment durir
the review period

A Assessecho
risk
mm/dd/yyyy

A Assessed lo
risk
mm/dd/yyyy

A Assssed
high risk
mm/dd/yyyy

A No
assessment

History & physical
weklchildforms,
problem lists, che
lists, graphs, and
progress notes.

Theverbal lead riskssessment
includes, at a minimum, the follov
types of questions:

1. Does the child live in (@nof
visit) a house built before 19€
with peeling or chipping paint|

2. Does the child live in or regul:
visit a house built before 196(
with recent, ongoing or plann
renovation or remodeling?

3. Does the child or their playmg
have or have had lead pdig?

4. Does the child frequently com
contact with an adult who wol
with lead? Examples include
construction, welding, pottery
other trades practiced in their,
community.

5. Does the child receive folk
remedies that may contain le;

A c hi | egorgcamchande w

each administration of verbal risk

assessment.

Use "SHIFT X" in corresponding 1

if date not documented.

A child's risk category can changg

each administration of verbal risk

assessment.

Special Note

-Lead screening notatideesd

screening check box formats, or ¢

evidence in the medical record fo
verbal lead risk assessments is
acceptable.

-If the answer to any question is "

with verbal lead risk assessments

unknown, a child is considered at
risk for high sles of lead exposure

-All children enrolled on Medicaid

should automatically be considert

high risk".

2.15

X 1527
mo
X 3i6
yIs
X 711
yIs
NOT 1220

yIs

Enrollee receivec
blood lead test
during the review
period.

A YesOpen
below

A No Skip to
2.15

A Refused

mm/d/yyyy

A ug/dL
mm/dd/yyyy

History & physica
welichildforms,
problem lists, che
lists, graphs, and
progress notes, |g
sheets.

*All children require a lead test
between 9 & 12 months and at 24
months. ChildrenZ6months
require a test iftppyeviously tested
if test history is unknown.

Lead level concern: greater than |
equal to 10 ugdi
AYeso wild.l
test.

Use "SHIFT X" in corresponding 1
if date not documented.
(SourceBright Futures.org, Ameri

open
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WELELCHILD |
ltem# Age Group  Description | Response Sources Instructions |
Academygf Pediatrics Periodicity
Table)
2.16 | X 1527 | Enrollee receiveq A Yes History & physical| Documentation of dietary intake,
mo at least one A No welchildforms, eating/snack habits, food choices
X 36 nutritional problem lists, che( food discussion, checklists of fruil
yrs assessment durir lists, graphs, and | vegetables and grains acceptable
X 7111 | the review period progress nate
yrs Preventative services may be
X 1220 rendered on visits other wnelkchild
yrs visits. These services count,
regartess of the primary intent of |
visit.
2.17 | X 1527 | Enrollee receiveq A Yes History & physical An immunization review might be
mo an immunization| A No welchildforms, documented as A
X 36 review by the problem lists,chef Respond fAYeso i
yrs provider during th lists, graphs, and| indication that an immunization w
X 711 | review period? progress notes. | given, due or was defdr Checklisl
yrs Also immunization formats or physician notes are
X 1220 records & Virginig acceptable as documentation.
yrs Immunization
InformatioBystem | Preventative services may be
(VIIS) sheets. rendered on visits other wnalichild
visits. These services count,
regardless of the primary intent o]
visit.
Inpatient, emergency raach
specialist visits do not count for th
measure.
2.18 | X 1527 | Enrollee assesse A Assessed History & physica| Risk factors include: contact with
mo for Tuberculin (TI No risk welichildforms, people with infectious TB, family
X 3i6 risk factors during factors problem lists, che| immigation or travel in regions wh
yrs the review period identified lists, graphs, and| TB is prevalent, abnormalities on
X 7il1 A Assessed progress notes. | xray suggestive of TB,-HIV
yrs risk factors | Also immunizatioll seropositive status,
X 1220 identified records & Virginig immunosuppressive conditions, 0
yrs A No Immunization medi cal ri sk fa
assessment| Information systel disease, lymphoma, diabetes me|
(VIIS) sheets. and chronic renal failore)
homelessness.
*Recommended developmental
ages Test at 12 months, once
between 3& 5 yrs (if child at high
risk, between 15 & 24 months,
annually at age 8, annually at
adolescence.
(source Bright Futures.org)
(American Academy of Pediatrics
PeriodicityTable)
2.19 | X 1527 | Document A Negative History & physica| The test for TB using the Mantou;
mo enrol | eeg mm/dd/yyyy| welchildforms, method is an intradermal injectior
X 36 tuberculin (TB) A Positive problem lists, che| positive protein derivative (PPD).
yrs skin test results mm/dd/yyyy| lists, graphs, and
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WELELCHILD |
ltem# Age Group Description | Response Sources Instructions |
X 7i11 | and date. A None progres notes. Use "SHIFT X" in corresponding {
yrs documented Also immunizatior if date not documented.
X 1220 recordaindVIlS
yrs sheets.
2.20 | X 1527 | Enrollee received A Yes Open History & physicall Enrolleeat high risk or those with
mo at least one below wellchildforms, known risk factors need to be tes]
X 36 hematocrit or A No problem lists, che( for irordeficiency anemia with a
yrs hemoglobin bloo{ A Refused lists, graphs, and | standard laboratory test.
X 7i11 | testduring the mm/dd/yyyy progress notes, la
yrs review period? | A Hematocrit | sheets. If multile hematocrit or hemoglobi
X 1220 |iYes o do mm/dd/yyyy blood tests are found in the medic
yrs date and A Hemoglobin record, enter the most recent to tl
hematocritr mm/dafyyy end of the review period.
hemoglobin bloo
test result. Use "SHIFT X" in corresponding 1
if date not documented.
Preventative services may be
rendered on visits other whelfchild
visits. These services count,
regardless of the primary intent o
visit.
Referrals without evidence of
completion of testing, or results n
clearly noted in the charh @@
indicate receipt of assessment.
2.21 | X 1527 | Enrollee receiveq A Yes History & physicall Re cor d ur i noHfidey s
mo at least one mm/dd/yyyy| welchildforms, dipstick performed.
X 3i6 urinalysis test A No problem lists, che
yrs during the review| A Refused lists, graphs, and | If multiple urinalysis tests are foul
X 711 | period? mm/dd/yyyy| progress notes, la] the medical record, enter the mos
yrs sheets. recent to the end of the review pe
X 1220
yrs Use "SHIFT X" in corresponding 1
if date not documented.
Preventative services may be
rendered on itsother thamelichild
visits. These services count,
regardless of the primary intent o]
visit.
Referrals without evidence of
completion of testing, or results n
clearly noted in the charh@d
indicate receipt of assessment.
2.22 | NOT 187 | Enrollee received A Yesi No Risk assessmentq Risk assessments focus on famili
mo cholesterol histor risk factors | focus on familial | history, large change in body mas
X 36 assessment durif identified histoy, large index or weight cems. Cholester
yrs the review period A Yesi Risk | change in body | history along with a cholesterol bl
X 711 factors mass index or test should be done upon recogni
yrs identified weight concerns. | of high risk factors.
X 1220 A No Cholesterol histor
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WELELCHILD |
ltem# Age Group Description | Response Sources Instructions |
yrs assessment| along with a Preventative services may be
during the | cholesterol blood | rendered on visits other halithild
measure test should be dor visits. These services count,
ment year | upon recognition ¢ regardless of the primary intém o
high risk factors. | visit.

2.22a| NOT 1827 | Document date | A Cholesterol | History & physica| If multiple cholesterol blood tests
mo and cholesterol level wellchildforms, found in the medical record, entel
X 36 blood test result. mm/dd/yyyy | problem lists, che| most recent to the end of the revij

yrs lists, graphs, and| period.
X 7l progress notes, Ig
yrs sheets. Use "SHIFT X" in corresponding {
X 1220 if date not documented.
yrs
EntefTotalcholesterol value
Referrals without evidence of
complébn of testing, or results nol
clearly noted in the charh @@
indicate receipt of testing.
If cholesterol blood test is found
outside of review period, docume
that date.

2.23 | NOT 127 | Female enrollee | A Yes History & physical Preventative services may be
NOT B6 received agjvic mm/dd/yyyy| welchildforms, rendered on visits other dnelchild
yrs exam during the | A No problem lists, che| visits. fiese services count,

X 711 | review period? A Refused lists, graphs, and| regardless of the primary intent o
yrs mm/dd/yyyy| progress notes. | visit.
X 1220 A NA
yrs NA Male enrollee
Use "SHIFT X" in corresponding {
if date not documented.

2.24 | NOT 187 | Enrollee screene| A Yes History &hysical, | Sexual exploration is a concern d
NOT B6 for sexual activity A No welichildforms, early Adolescence. Young teens
yrs problem lists, che| are already sexually active need
X 711 lists, graphs, and| guidance in understanding and

yrs progress notes. | practicing protective behatdors

X 1220 minimize their risk of becoming

yrs pregnant or acquiring sexually
transmitted diseases.
Preventative services may be
rendered on visits other whalfchild
visits. These services count,
regardless of the primary intent o
visit.

2.25 | NOT 127 | Enrollee sexually] A Yes History & physica
NOT 36 active? A No welchildforms,
yrs A Refused problem lists, che
X 71l lists, graphs, and

yrs progress notes.
X 1220
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WELECHILD
Iltem # Age Group  Description Response Sources Instructions
yrs
2.26 | NOT 187 | Enrollee receiveq A YesRisk History & physica| STD assessment siddae done upc
mo screeninfpr factors welichildforms, recognition of high risk factors.
NOT B6 sexuayl identified problem lists, che
yrs transmitted Open 2.26 | lists, graphs, and| Preventative services may be
X 7i11 | diseases (STD) | A YesNorisk | progress notes. | rendered on visits other wechild
yrs during the review factors visits. These services count,
X 1220 | period? identified regardless of the primary intent o
yrs A No visit.
assessment
2.27 | NOT 187 | Enrdee received| A Yes History & physica| Documentation in the medical rec
mo counseling A No welchildforms, should reflect that the enrollee
NOT B6 regarding safe s€ problem lists, che| received counseling regasdifey
yrs practices? lists, graphs, and| sex practices. Examples such as
X 711 progress notes. | pamphlets, educational materials
yrs referrals or any notation found du
X 1220 the review period.
yrs
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Appendix Ci AAP Periodicity Schedule

Recommendations for Preventive Pediatric Health Care (RE9939)
Committee on Practice and Ambulatory Medicine

Each child and family is unique; therefors, thess Recommendations for Preventive Pediatric Health Care are designed for the care of childran who are recsiving competant
parenting, have no manifastations of any important haalth problams, and are growina and davalaning in satisfactore fashion, Additional visits may become necessary if
circumstances suggest variations from nomal.

These guidalines reprasant a consensus by the Commites on Practice and Ambula ional committess and sections of the American Acadermy
of Pediatrics. The Committee emphasizes the greatimportance of continuity of are o1 woniprensnoes mann sups nzwh @nd the need to avoid fragmentation of care.

INFANGY* EARLY CHILDHOOD*
AGE® | PREMATAL' | NEWBCORN® | 2-4d* |By 1mo| 2mo | 4mo | émo | 9mo |12mo | 15mo [ 18mo | 24mo | 3y 4y
HISTORY
InitialIntarval . . . . . . . . . . . . . .
MEASUREMENTS
Height and Waight . . . . . . . . . . . . .
Head Circumferance . . . . . . . . . . .
Elood Pressure . .
SENSORY SCREENING
Vision 5 ] - 5 -1 5 - -] 5 5 s o (s]
Hearing o ] - 5 -1 5 - -] 5 5 s S (s]
DEVELOPMENTAL/ . . . . . . . . . . . . .
BEHAVIORAL ASSESSMENT®
PHYSICAL EXAMINATION® . . . . . . . . . . . . .
PROCEDURES-GEMNERAL™
Heraditary/Matabolic Screening”
Immunization . . . . . . . . . . . . .
Hematoerit or Hemoglobin™ — * * * - *
Urinalysis
PROCEDURES-PATIENTS AT RISK
Lead Screening™ — *
Tuberculin Test' * * * * " *
Cholesterol Screening™ * * -
STD Seraening™
Palvic Exam™
ANTICIPATORY GUIDANCE® . . . . . . . . . . . . . .
Injury Prevention™ . . . . . . . . . . . . . .
Violence Prevention™ . . . . . . . . . . . . . .
Sleep Positioning Counsding™ . . . . . . .
Nutrition Counsaling™ * N * * . . s * * . . - . .
DENTAL REFERRAL™
MIDDLE CHILDHOOD* ADOLESCEMNCE!
AGE® = &y ay 10y ny 12y 13y 14y 15y 18y 17y 18y 19y 20y 21y
HISTORY
Inifial/Intarval . . . . . . . . . . . . . . .
MEASUREMENTS
Height and Wiight * . . * * . * . . . . . . . .
Head Circumfarence
Blood Pressure . . . . . . . . . . . . . . .
SENSORY SCREENING
Wision o o s} [} - [} - 5 0 s 5 o 5 5 5
Hearing o o s} [} s [} s 5 0 s 5 o 5 5 5
DEVELOPMENTAL/
BEHAVIORAL ASSESSMENT® * * * * * * * * * * * * * * *
PHYSICAL EXAMINATION® . . . . . N . . . B . . . . .
PROCEDURES-GENERAL™
HereditaryMeatabolic Screening™
Immunization™ . . . . . - . . . . . . . . .
Hematocrit or Hemoglobin®™ * L
Urinalysis . 12
PROCEDURES-PATIENTS AT RISK
Lead Scresning™
Tuberculin Test'™ * * * * * * * * * * * * * * *
Chaolesteral Screening™ * * * * * * * * * * * * * * *
STD Scresning™ * * * * * * * * * * *
Pelvic Exam™ * * * - * - * - -
ANTICIPATORY GUIDANCE" . . B . . N . . . B . . . . .
Injury Prevention™ . . . . . . . . . . . . . .
Violence Prevention® . . . . . . . . . . . . . . .
Sleep Positioning Counseling™
Mutrition Counseling™ . . . . . . . . . . . . . . .
DENTAL REFERRAL*
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