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*Activities in this toolkit
relate to both Medicaid and
State Children’s Health
Insurance Program
enrollees. To simplify text,
Medicaid is used throughout
the toolkit to represent both

populations.

Preface

Best Clinical and Administrative Practices (BCAP) is a five-year, $3.8 million ini-
tiative of the Center for Health Care Strategies (CHCS) to improve the quality
and cost effectiveness of care provided by health plans serving Medicaid and State
Children’s Health Insurance Program (SCHIP)* enrollees. The program is funded
under a major grant from The Robert Wood Johnson Foundation.

To develop BCAP and clarify the challenges facing Medicaid health plans, CHCS
conducted interviews with medical directors and senior quality management staff
from plans in 10 states. The interviews revealed that serving Medicaid beneficiaries
in managed care often is more challenging than serving Medicare or commercial
members. Reasons for this include:

e Unlike Medicare, there are no national purchasing standards for Medicaid, and
regulatory environments vary greatly by state.

¢ Medicaid health plans experience higher member turnover than Medicare or
commercial health plans. As many as 10 to 15 percent of Medicaid members dis-
enroll from health plans each month.?

e Medicaid members are far less likely than commercial or Medicare members to
have stable housing, a reliable mailing address, a telephone, or a long-term rela-
tionship with a health care provider.’

Because of these obstacles, interventions that are successful in Medicare or com-
mercial populations may not work as well within Medicaid. CHCS created BCAP
to respond to these barriers.

BCAP targets key areas for quality improvement, including birth outcomes, preven-
tive care services for children, achieving better care for asthma, children with spe-
cial health care needs, and adults with chronic illnesses and disabilities. For each
topic, BCAP convenes a workgroup of eight to 15 health plan medical directors to
develop and pilot best practices. These best practice models are shared with health
plans nationwide through workshops and toolkits.

This BCAP workgroup focused on Improving Preventive Care Services for Children.
Many children do not receive the full scope of preventive services needed to avoid
illness and promote wellness. Incomplete immunizations, delays in routine screen-
ings, low participation rates for Early and Periodic Screening, Diagnosis and
Treatment (EPSDT), and adolescent access to family planning and behavioral
health services all present daily challenges to health plans serving Medicaid mem-
bers. Assuring that these children have access to preventive care services is a priori-
ty for health plans in terms of serving members well, improving health plan
finances, and satisfying state regulations and National Committee for Quality
Assurance (NCQA) expectations. It is our goal to share the experiences of BCAP
to advance the quality of care and improve the health of children served by your
health plan.

? Health Care Financing Administration. The Evolution of the Oregon Health Plan: First Interim Report.
Springfield, VA. National Technical Information Service, 1999.

3 Brodsky K. and Baron R.J. “A ‘Best Practices’ Strategy to Improve Quality in Medicaid Managed Care Plans.”
Journal of Urban Health, December 2000. 77(4): 593.



How Will
This Toolkit

Benefit Your
Health Plan?

This toolkit offers a structured approach for addressing quality improvement and a
collection of “lessons learned” by a diverse group of health plans serving Medicaid
members. Whether your health plan intends to develop a new preventive care pro-
gram or is seeking to improve an existing program, this toolkit offers practical, real-
istic approaches that can help you:

® Recognize common barriers faced by Medicaid plans in improving preventive
care services for children.

® Develop strategies to overcome these barriers.

e Review clinical and administrative strategies that other health plans have imple-
mented.

® Measure incremental and long-term change.

The available literature on clinical preventive practice supports the dictum to
“make every visit a preventive visit.” Most health plan leaders agree that it is
important to develop programs supporting these preventive practices because:

e Children represent 50 percent of Medicaid beneficiaries, making them the largest
demographic group in the Medicaid population.* In addition, nearly all SCHIP
enrollees are children.

¢ Only about 50 percent of two-year-olds on Medicaid receive the full regimen of
immunizations.’

e While preventive care service delivery is a problem in both private and public
settings, poor children tend to receive less preventive care.

e State and federal Medicaid officials often target preventive care services for chil-
dren as a quality improvement project.

e Child prevention measures often are used as performance measures in report cards
and other consumer materials.

e [t is the right thing to do.

How this Toolkit is Organized

This toolkit begins with a brief discussion of the process improvement model used
in BCAP. It then presents the “typology for improvement” developed for the
Improving Preventive Care Services for Children workgroup, followed by an in-depth
discussion of the typology categories. For each typology category, an inventory of
change strategies is listed, followed by case studies of innovative pilot projects. The
next chapter describes methods to improve provider practices in designing more
effective preventive care services. The last chapter outlines effective communica-
tion tactics to facilitate change. Finally, the Appendices provide sample tools from
BCAP workgroup health plans and other relevant materials.

* Kaiser Commission on Medicaid and the Uninsured. “Health Coverage for Low-Income Children.” Factsheet
#2144-02, March 2001.

> National Committee for Quality Assurance website. National Medicaid Results for Selected 2000 HEDIS and
HEDIS/CAHPS Combination 1 immunization rate, www.ncqa.org/Programs/HEDIS/medicaidchildhood00.htm.
2000. National Averages for Commercial HEDIS Measures, www.ncqa.org/Programs/HEDIS/00commavgs.htm.
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How this Toolkit was Developed

The contents of this toolkit reflect the experiences of the Improving Preventive Care
Services for Children workgroup, a group of eight health plans that collaborated to
develop and pilot best practices within their own health plans to improve immuniza-
tions, well-child visits, and other preventive care services for children. At the initial
meeting, the medical directors gathered to review current research, share their own

successes and challenges in improving preventive care services, and brainstorm ideas

for successful improvement initiatives. After the first meeting, each medical director
committed to piloting a series of small-scale quality improvement projects within his

or her health plan, examples of which are highlighted throughout this toolkit.

Over the following nine months, health plans met two more times, bringing additional
staff members into the initiative for a team approach (plan participants and contact
information are listed in Appendix K). Plans with common pilot projects worked togeth-

er to discuss common barriers and share strategies for overcoming these barriers.

The health plans in the Improving Preventive Care Services for Children workgroup
continue to refine their BCAP-related quality improvement strategies and actively par-
ticipate in the BCAP Network (Appendix L), a growing collaboration of health plans
joined by the common goal of furthering the quality and cost-efficiencies of Medicaid

managed care.

Table 1: Improving Preventive Care Services for Children Workgroup Health Plans

Health Plan Location Medical Director Number of
Participant Medicaid/SCHIP

Members*
AlohaCare Hawaii Richard Banner, MD 30,000
Amerigroup lllinois llinois Prentiss Taylor, MD 39,000
AmeriChoice of Pennsylvania Pennsylvania James Mumford, MD 110,000
Blue Cross of California California Dawn Wood, MD 733,000
Community Health Network of Connecticut ~ Connecticut Elizabeth Smith, MD 41,500
Neighborhood Health Plan of Massachusetts ~ Massachusetts James Glauber, MD 109,000
Neighborhood Health Plan of Rhode Island Rhode Island Renee Rulin, MD 69,000
The Wellness Plan of Michigan Michigan Deloris Baker, MD 130,000
Total Medicaid/SCHIP Membership 1,261,500

* Plan estimates as of December 2001.



Measuring
for Success:
A Process
Improvement
Strategy

AIM
MEASURE

CHANGE

How to Approach Process Improvement

Sustained improvement requires fundamental change in the care-delivery system.®
Health plans in BCAP are encouraged to test changes for long-term viability using a
structured model for improvement. Such models provide guidance and focus for
health plans implementing change. They also create a common language and
approach that facilitates communication and shared learning within the health plan.

A Brief Guide to The Model for Improvement

There are numerous improvement models used in the managed care industry. All
offer a systematic guide for identifying problems and making changes. The Model
for Improvement’ used by the Improving Preventive Care Services for Children work-
group identifies aim, measure, and change strategies by asking three questions:

What are we trying to accomplish?
How will we know that a change is an improvement?
What changes can we make that will result in improvement?

These questions are followed by the use of learning cycles to plan and test changes
in systems and processes. These are referred to as P-D-S-A (Plan-Do-Study-Act)
cycles. The P-D-S-A cycles guide improvement teams through a systematic analysis

4

Act Plan
® What changes e Objectives
are to be made? | e Questions and

and improvement process.

® Next cycle? predictions
e Plan to carry out
A the cycle
Study Do v

® Complete analysis
e Compare to

e Carry out the plan
® Document problems,

prediction unexpected findings
e Summarize ® Begin data analysis
learnings

<

® Headrick L., Katcher W., Neuhauser D., and McEachern E. “Continuous Quality Improvement and
Knowledge for Improvement Applied to Asthma Health Care.” Joint Commission Journal on Quality
Improvement. 1994; 20: 562-568.

7 Langley G., Nolan K., Nolan T., Norman C., and Provost L. The Improvement Guide: A Practical Approach to
Enhancing Organizational Performance. San Francisco. Jossey-Bass, 1996.



m Creating Your Aim Statement

An Aim Statement recognizes a deficiency in an important process or perfor-
mance measure. It provides a clear goal for your plan’s quality improvement team.
An effective Aim Statement is clear and specific, and sets “stretch” goals (quanti-
tative targets that are a real reach).

Principles of an Effective Aim Statement Examples of Aim Statements
e Write clearly. "|dentify 80 percent of all two-year-olds who

e Use specifics.

have not received recommended immuniza-
tions.”

e Set direction.

® Set numerical goals.

e Set "stretch” or ambitious goals.

Creating Process Measures
e Seek usefulness, not perfection.

e Use small, repeated samples.

“Successfully complete 90 percent of all
attempts to contact members with children
who have overdue immunizations.”

m Creating Measures for Improvement

Process measures will let you know whether your change is having the expected
impact, and in some cases, can highlight the cause of unexpected results. These
measures provide short-term feedback to evaluate ongoing improvement efforts.
Process measures should be a direct reflection of the Aim Statement.
Measurement for improvement differs substantially from judgment-based mea-
surement in clinical research.® Large amounts of data collected over long periods
are rarely required to assess the impact of a change. Small repeated samples col-
lected over time will allow you to document progress toward your aim.

Linking Measures to Aims
Aim Measure
"Successfully complete 90 percent Numerator:
of all attempts to contact members  # of successful outreach attempts

e Measure over time and over a wide with children who are overdue for to members with children who are
range of conditions. immunizations.” overdue for immunizations
¢ Include quantitative and qualitative Denominator:

measures.

total # of members with children
who are overdue for immunizations

Establishing a “culture of measurement” within health plans is critical to providing
quality, cost-effective care. Most health plans have quality improvement depart-
ments responsible for creating initiatives to improve the health care and satisfaction
of their enrolled members. Where these initiatives often fall short, however, is in
measuring the effectiveness of the implemented approach or improvement. The
Health Plan Employer Data and Information Set (HEDIS)’ guidelines establish out-
comes by which health plans measure improvement, but these measures are collect-
ed at lengthy intervals and are mainly useful for analyzing long-term trends.
Participants have reported that using the Model for Improvement in the BCAP pro-
cess has helped them create a culture of measurement that focuses on small-scale
process improvements within their own organizations.

8 Solberg L.I., Mosser G., and McDonald S. “The Three Faces of Performance Measurement: Improvement,
Accountability, and Research.” The Joint Commission Jowrnal on Quality Improvement. 1997. 23: 135-147.

 HEDIS is a registered trademark of the National Committee for Quality Assurance.
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m Identifying, Planning, and Testing a Change

This toolkit inventories the change strategies tested by the plans in the Improving
Preventive Care Services for Children workgroup. The workgroup members selected
strategies based on the needs of their own organizations. As you review these, con-
sider which aims most closely reflect those of your organization. Then, review the
strategies and barriers listed to determine which are best suited for your health plan.
Test selected changes on a small scale, review measures, make adjustments, and
measure again. Repeat the cycle until you are satisfied with the results.

As you plan to test a change, specify the “who, what, where, and when,” so that all
project staff know their roles clearly. Careful planning will foster successful imple-
mentation. Be sure to plan for appropriate training and communication when you
“go live” with the change. Use an “Improvement Documentation Form” (Appendix
A) to help with planning the change.

Why Test a Change? Key Principles for Testing a Change

e Document magnitude of expected improvement. e Start small.

e Opportunity for “failure” without having an impact on performance.  ® Use volunteers.

e Evaluate “side effects” of change. ® Don't worry about full buy-in.

e Learn how to adapt the change to your local setting. e Plan multiple cycles to test and adapt change.

¢ Minimize resistance on full implementation.

The improvement strategies documented in this toolkit are not “one-size-fits-all.”
Running testing cycles before full implementation offers a safe way to try something
new and make modifications, while minimizing resource use and impact on the
organization.

Measuring in Common: Highlighting Trends Over Time

Health plans participating in the Improving Preventive Care Services for Children workgroup agreed to
collect a common set of measures to reflect the progress of the initiative on a broader scale. The shared
measures included HEDIS measures as well as one additional measure. The purpose of collecting com-
mon measures is to document improvement and to show how each plan is improving from its own
baseline. These measures provide a common metric for health plans in the BCAP workgroup to track
progress. They also express a consensus judgment about which measures are broadly useful and more

likely to be meaningful in a variety of settings.

What Common Measures Are Not
Market variations, carve-outs, population differences, physician practice patterns, and plan design may
vary significantly among health plans. Common measures are not intended for comparisons of health

plan performance, but rather to highlight improvement trends within each health plan.

Collecting BCAP Workgroup Measures
We encourage you to identify a number of key measures within Table 2 that will allow you to track the
overall success of your improvement initiative, in addition to measuring the effects of individual changes.

The measures are useful for documenting improvements to compare to your baseline levels.



Table 2: BCAP Workgroup Common Measures to Improve Preventive Care Services for Children

| Measwre _________JSource __|Descripton

Childhood Immunization Status HEDIS The percentage of enrolled children who turned two-years-
old during the measurement year, who were continuously
enrolled for 12 months immediately preceding their second
birthday, who were identified as having four DPT/DtaP, three
IPV/OPV, one MMR, two H influenza type b, three hepatitis B,
and one chicken pox vaccine by the second birthday.

Adolescent Immunization Status HEDIS The percentage of enrolled adolescents who turned 13 during
the measurement year, were continuously enrolled for 12
months immediately preceding their 13th birthday, and who
were identified as having had a second dose of MMR, three
hepatitis B, and one VZV by their 13th birthday.

Children’s Access to Primary Care HEDIS The percentage of enrollees age 12 months through 24

Practitioners months, 25 months through six years, and seven years
through 11 years who had a visit with a health plan primary
care practitioner. Health plans report the percentage of
children who have had a visit with a health plan primary care
practitioner during the measurement year and prior to the

year.
Well-Child Visits in the First 15 HEDIS The percentage of enrolled members who turned 15-months-
Months of Life old during the measurement year, who were continuously

enrolled in the health plan from 31 days of age, and who
received either zero, one, two, three, four, five, six, or more
well-child visits with a primary care practitioner during their
first 15 months of life.

Well-Child Visits in the Third, HEDIS The percentage of members who were three-, four-, five-, or

Fourth, Fifth, and Sixth Year of Life six-years-old during the measurement year, who were
continuously enrolled during the measurement year, and who
received one or more well-child visits with a primary care
practitioner during the measurement year.

Adolescent Well-Care Visits HEDIS The percentage of enrolled members who were age 12
through 21 years during the measurement year, who were
continuously enrolled during the measurement year, and who
have had at least one comprehensive well-care visit with a
primary care practitioner or an obstetric/gynecologist
practitioner during the measurement year.

Outreach Response Rate™ BCAP # of responses to an outreach activity
Workgroup # of outreach attempts

10 e : 5 5 , :
Individual plans can adjust this measurement to meet the needs of their own particular outreach strategies.
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A Typology for
Improvement

CHCS developed a “Typology for Improvement” to classify health plans’ activities
in designing quality initiatives. The four-step classification system addresses barri-
ers commonly faced by health plans serving Medicaid beneficiaries. The model
was developed based on interviews with health plan medical directors and quality
improvement directors in 10 states. Participating health plans have found the
structure of the typology useful in considering strategies for improvement. It
offers a template for approaching quality initiatives that can be customized for a
variety of clinical quality improvement projects.

Description

How do you identify the relevant population?
How do you assign risk within that population?
How do you reach the target population?

What works to improve outcomes?

Applying the Typology Toward Improving Preventive Care Services
for Children

Identification Identification of your target population is the first step toward
assuring that critical services are delivered in a timely manner. Action items to
improve identification include:

e Examining the current tools the health plan uses to identify children in
need of preventive services.
¢ Identifying when a child is due, or overdue, for a preventive service.

Health plans that invest in improving their identification systems are in a better
position to target outreach and intervention services to those children most in
need of preventive services.

Stratification Once the health plan has identified children in need of preven-
tive services, how does it determine which members are most at risk? Health
plans need to determine which services members have already received and what
they currently need. Examples of data sources to help plans determine this
include:

e Claims.

¢ Immunization registry.

¢ Chart audits.

¢ Vaccines for Children (VFC) programs. "
e Laboratory data.

e Lead screening test results.

e EPSDT forms received.

" Vaccines for Children is a federally-sponsored program to deliver free vaccines to children.
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P Outreach Ongoing outreach efforts must be in place to ensure that members
have access to appropriate services and adhere to immunization schedules and
other preventive care guidelines. Health plans must evaluate:

e How does the health plan reach its members?
¢ Does the health plan make regular calls to members?
¢ Does the plan have a home visiting program, or a school/community presence?

P Intervention Once the health plan has identified a child in need of preventive
services, determined what services are needed, contacted the child’s family, and
encouraged the child’s parents to bring him or her in for care, what services does
the plan actually offer? What investments is the health plan prepared to make in
improving the capacity of its network to deliver preventive services consistently
and reliably? This question may be easy to answer for some preventive services
(e.g., immunizations), but less clear for others (e.g., lead abatement or adolescent
mental health services). Questions to consider include:

e What programs are available to children who present with particular risk
factors?

e Are these programs cost effective?

® Does the health plan offer incentives to encourage them to receive ongoing
preventive care!

® Do children and their families use the services and find them valuable?

e What is the plan’s strategy for working with its provider network?

¢ Can the plan document improvements in health outcomes as a result of
these programs?

While this typology is useful for organizing tactics into a systematic strategy, there
also can be overlap between typology categories. A successful effort to improve
identification, for example, can promote activities in stratification, outreach, and
intervention. This toolkit is meant as a guide to help organize ideas, but also is
designed to allow flexibility for creative planning and design of new initiatives.

In this BCAP workgroup, most health plans found it effective to merge the iden-
tification and stratification components of the typology, especially if their focus
was immunizations. For instance, identifying the population of three-year-olds
was not a major problem for plans, but identifying three-year-olds with incom-
plete immunizations (requiring the health plan to stratify their three-year-old
members by knowing each child’s immunization record) was the more challenging
task. Thus, identification and stratification activities are presented together in
the next chapter.

12



Identification
and
Stratification

How can a Plan Effectively Identify and Stratify Children
at Risk?

By identifying children in need of preventive services, health plans can address risk
factors through outreach and intervention strategies. State and federal regulators
often use guidelines such as EPSDT or HEDIS to evaluate a health plan’s effective-
ness in providing preventive care services within a specified timeframe. Therefore,
it is important both from a public health perspective and from a regulatory perspec-
tive to identify children in need of services as early as possible.

Stratification allows a plan to determine which subpopulations of children are most
at risk of not receiving preventive care services. This process also assists the plan
in determining which children could benefit from enhanced outreach services that
will encourage them to seek care. Chart reviews, member welcome calls, and
enrollment broker data can be used to assess members who have children in need of
specific preventive care services.

Tapping Data Sources for Identification and Stratification

To identify and stratify children in need of preventive care services, health plans
must assess all available sources of information. Plan data systems and information
sources might allow the plan to get basic demographic information, but may not
provide detailed data that will help the plan more effectively target limited
resources. Some target populations are fairly easy to isolate, others are more difficult
to identify, for example:

All three-year-olds in health plan.
PEETEA Al children less than age two, including newborns.
BT All Southeast Asians age 2-18.

m All children living in a “lead hot spot” census tract.

A variety of sources are used by many health plans to identify children in need of
preventive care services. Examples of common sources of data and the pitfalls of
using these data are listed in Table 3. BCAP workgroup participants found that to
improve identification and stratification of children in need of preventive services,
they either needed to use the data in new ways or consider alternative sources of
information.

13



Table 3: Common Sources of Data for Identification

Source of Data Common Barriers

Provider Reporting Inconsistent and untimely.
Member Reporting Intermittent at best.
Lab Data Analysis Multiple lab contracts means data are scattered;

confidentiality barriers in releasing lab results.

Claims or Encounter Data Find out after member has received service and
does not identify children in need of services.
Plan may not receive data if child received
services from VFC programs or county health

departments.
Enrollment Brokers Untimely reporting about new enrollees.
Risk Assessment Forms Standard risk assessment forms used by health

plans and providers may not capture relevant risk
factors for preventive health services.

Strategies to Identify and Stratify Children in Need of Preventive
Care Services
Provider Reporting

® Meet with high-volume providers to enhance relationship between plan and
providers, to review the importance of complete immunization records, and
to develop workable reporting procedures.

e Offer or enhance provider incentives to submit immunization or well-child
visit notification.

e Collaborate with other plans in your region to develop a common reporting
process.

 Consider revising reimbursement from capitation rates to fee-for-service for
key preventive services.

e Perform chart reviews for “missed opportunities.”

e Stratify providers by specialty, practice affiliation, and number of members
to evaluate variations in practice patterns and create a profiling system.

e Offer provider incentives or tools to screen children for specific risk factors
(e.g., immunization status, missed well-child visits, depression, smoking, sex-
ual activity).

e Standardize health risk assessment tools across health plan providers.

e Work with other health plans in service area to standardize health risk
assessment tools to improve provider reporting.

Member Reporting
¢ Add a question about immunization status and other standard well-child
care needs to any welcome calls made to new members.
® Provide an online or voice-activated risk assessment to members who call
the health plan or visit the health plan website.

14



Lab Claims Data

¢ Data mining of lab data for lead screening tests.

Medical Claims or Encounter Data
e Use claims data systems to identify children who have not received immuniza-
tions and other well-child services.
e Use claims data systems to identify recent deliveries and/or prenatal care
services to proactively identify infants and toddlers.
e Evaluate computer systems to coordinate all systems that capture preventive
care service information.

Enrollment Data
® Work with enrollment broker to receive enrollment forms earlier.
e Work with enrollment broker to make sure initial screening includes questions
about immunization status and need for other preventive services.
e Use monthly enrollment tapes to evaluate demographics of population and
determine number of children by age category.

Other Sources of Data

e Use birth certificate data and link to health plan data to identify all newborns
in health plan.

e Assign an identification number to unborn children of pregnant members to
expedite the identification of newborns.

e Compare membership data to claims data to identify children who have not
seen a provider for services.

e Identify children in need of particular services through a “missed opportunity”
report.

e Compare health plan internal data with external sources such as an immu-
nization registry or a Vaccines for Children program list.

e Use GEOAccess and Map coding (most appropriate for lead screening).

e Participate in immunization registries in the area.

15
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Health
Plan
Case
Studies

The Wellness Plan: Identification and Stratification of Children by Immunization

Status

BACKGROUND: The Wellness Plan is a non-profit health plan in Michigan with 130,000
Medicaid enrollees. For its BCAP project, the health plan wanted to better identify immu-
nized children and decrease the administrative costs associated with collection of immunization

data for HEDIS.

OVERALL AIM: Increase The Wellness Plan’s immunization rate for two-year-olds from 43
percent in 2000 to 80 percent by 2004.

IDENTIFICATION-STRATIFICATION AIM: Identify 100 percent of The Wellness Plan’s 12-
18-month-old members and stratify them by immunization status. Determine the accuracy of
health plan data by following up with provider and parent verification of immunization status.

MEASURE: # of two-year-old members — # of two-year-old members not fully immunized
# of two-year-old members

CHANGE: The Wellness Plan’s administrative data identified only 0.44 percent of children
with complete immunizations by age two. To update plan records on member immunization
status, the plan implemented a cross-referencing system that evaluates whether:

® The member has been assigned to more than one primary care provider while enrolled in the
health plan.

® The member has more than one member identification number.

® The assigned practice has more than one practice site and/or more than one medical record
per member.

® The member has duplicate insurance and has had no encounters with The Wellness Plan.

Once members were cross referenced in the system, letters were sent to providers with lists of
the providers’ members and their immunization status. Providers were asked to submit revised
documentation if the immunization status listed was incorrect. Letters also were sent to mem-
bers asking parents to review their child’s immunization records and to contact the child’s
provider for an appointment if immunizations were missing.

RESULTS/LESSONS LEARNED: Using the cross-referencing system, The Wellness Plan
increased the number of two-year-olds with complete immunization records captured by the
health plan’s administrative data from .44 percent to 17 percent. The Wellness Plan then iden-
tified remaining children with incomplete immunizations and contacted the child’s parent
and/or primary care provider. The plan received a significant response from providers and par-
ents who submitted updated immunization information and/or scheduled well-child visits.
Opverall, The Wellness Plan achieved a nine percentage point increase in its HEDIS immuniza-
tion rates between 2000 and 2001 (from 43 percent to 52 percent).
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AlohaCare: Assign Temporary ldentification Numbers to Newborns

BACKGROUND: AlohaCare is a private, non-profit, Medicaid-only, community health cen-
ter-based plan with 30,000 Medicaid enrollees. AlohaCare is based in Honolulu, Hawaii.

OVERALL AIM: Reduce by 50 percent the number of newborns receiving no preventive ser-
vices by 15 months of age by July 2002.

IDENTIFICATION AIM: Beginning January 2001, identify 100 percent of births with the use
of temporary identification (ID) number in the health plan information system prior to birth.

MEASURE: # of prospective newborns assigned a temporary ID number prior to birth
# of deliveries included in health plan’s study population

CHANGE: Every prospective newborn is assigned a temporary ID number from the date that
the provider requests authorization for prenatal services. If the temporary ID number is not
assigned prior to birth, it is assigned by AlohaCare staff at delivery. The temporary ID is
derived from the mother’s identification number, using alpha prefixes to indicate Baby Boy or
Baby Girl, with a third letter A or B to indicate twins, etc.

RESULTS/LESSONS LEARNED: From January through June 2001, AlohaCare assigned a
temporary ID number to 63 percent of prospective newborns (286 out of 453 births).
AlohaCare underestimated the difficulties in modifying its information system to accommodate
the temporary ID number for prospective newborns. To overcome this barrier, AlohaCare inte-
grated EPSDT or other utilization data from the main health plan data system into a separate
database for newborn tracking. (See Appendix B for ACCESS database template).
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AmeriChoice of Pennsylvania: Identify Immunization “Missed Opportunities”

BACKGROUND: AmeriChoice of Pennsylvania is a for-profit network model health plan,
with 110,000 Medicaid enrollees in the five-county Philadelphia area.

OVERALL AIM: To reduce the average number of “missed opportunities” per child in the
first two years of life by 25 percent.

STRATIFICATION AIM: Alter the office procedures of all high-volume primary care practi-
tioners (PCPs) (>100 panel members) to demonstrate a significant decrease in overall “missed
opportunities.”

MEASURE:
# of acute visits in high-volume PCP practices where immunizations were not delivered
total # of acute visits in high-volume PCP practices

CHANGES:

1. AmeriChoice of Pennsylvania developed a “missed opportunity” letter (Appendix C) that
included the total number of visits to the PCP, visit dates where no immunizations were
given, and date ranges where immunizations should have been given, but were not, and visit
dates where immunizations were provided. These letters were sent to high-volume PCPs to
notify them of possible opportunities missed to complete immunizations. AmeriChoice
provided a stamped postcard for PCPs to send back as notification that they received the
letter.

2. Performed a medical record review on all two-year-olds for high-volume PCPs.

RESULTS/LESSONS LEARNED: Through its “missed opportunity” letter, AmeriChoice
found a “missed opportunity” rate of 54 percent. To evaluate the validity of the “missed oppor-
tunity” letter, AmeriChoice staff visited 19 high-volume pediatricians and reviewed 95 member
records. This process resulted in an actual “missed opportunity” rate of 15.8 percent, leading
AmeriChoice to conclude that the true problem was physician reporting. AmeriChoice
addressed poor physician reporting by implementing the following activities:

1. Direct incentives for submission of encounter data.

2. Financial incentives for EPSDT encounters.

3. Bonus structure for high-volume PCPs based on increases in preventive health visits and
increases in status on physician profiling report. AmeriChoice is monitoring encounter data
for these PCPs and results will be available in Summer 2002.

4. Changed from a capitated arrangement to fee-for-service with one high-volume physician
practice.

AmeriChoice health plans in New York City and New Jersey have implemented “missed

opportunity” letters and have uncovered similar issues with inadequate physician reporting.
These plans also revised the bonus structures for their high-volume PCPs.
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Health Plan Action Steps for Identification and Stratification

My health plan’s challenges:

Aim:
Develop an Aim Statement that focuses on increasing the number of children identified as lack-
ing appropriate preventive care. For example: Identify 100 percent of children age 0-12 who live in

a lead “hot spot.”
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Measure:
Assess your plan’s ability to measure your Aim Statement. Avoid outcome measures
(e.g., decrease in lead poisoning) and develop measures that link directly to your Aim Statement.
Measure this for the initial time period and on an ongoing basis. For example:
# of children age 0-12 in the health plan identified as living in a lead “hot-spot”
# of children age 0-12 in the health plan

Change:
Evaluate current methods of identification and/or stratification. Evaluate change strategies that will
effectively fulfill your Aim Statement. To help you brainstorm, review the change strategies included

in this chapter.

Next Steps:
Include staffing issues, funding, timeframes, etc.
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Outreach

How does a plan reach families to encourage the use of
preventive care services?

After members have been identified and stratified by risk level, health plans need
effective ways to contact members and encourage their use of appropriate health
services. Outreach to the Medicaid population is particularly challenging for the
following reasons:

¢ Medicaid members tend to move frequently and addresses provided by the
state and/or kept by the health plan are often out of date.

® Members may distrust health plan efforts to assist them.

® Members may feel that if their child is not sick, a doctor’s visit is not necessary.

e Cultural, linguistic, and literacy barriers may be present.

Health plan activities that are often used to reach out to members in need of pre-
ventive care services and some barriers to their success are listed in Table 4.

Table 4: Common Outreach Strategies

Strategy Barriers

Telephone Calls to Members  ® Phone numbers for Medicaid enrollees often are
inaccurate. In some markets, many low-income
households do not have a phone line."

e Cultural competency and language barriers need
to be addressed.

Mailings to Promote ® Medicaid members tend to move more frequently
Preventive Care Services than commercial enrollees.

* Mailing addresses are frequently out of date.

e Literacy issues also should be considered.

Home Visits by e Home visitors may find it difficult to find members
Community Outreach and, once found, may not have success convincing
Workers them to bring children in for services.

® Plans may have problems recruiting staff willing
to visit inner city or remote rural areas.

Mobile Vans/Community ¢ Need to determine how many of health plan’s
Presence enrollees — as opposed to the overall
community — will benefit from this service.

Successful health plan outreach efforts identify what members need or value.
Health plans might link outreach services to risk factors identified in the health
plan’s stratification efforts. If a child consistently misses scheduled well-child
appointments, a review of her file may reveal that her family has inadequate access
to transportation. A health plan also may want to review its auto-assignment poli-
cy to make sure that children in the same family are assigned the same pediatric
provider or practice. An outreach program designed to help members with social
service needs (e.g., housing, transportation, child care) may be more effective in
getting children in for care than one focusing solely on clinical care improvements.

2 BcAP workgroup health plans noted phone number inaccuracy in the range of 30-70 percent.
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Strategies to Improve Outreach to Promote Preventive Care Services
for Children
Provider Outreach Strategies
e Offer financial incentives to providers for immunizations and other well-
child visits.
e Offer financial incentives to provider office staff to schedule well-child visits
and remind members and their parents about upcoming appointments.
e Notify providers of data integrity and deficiency issues and help trou-
bleshoot, when possible.
e Conduct face-to-face performance reviews with high-volume providers.
¢ Provide incentives for increasing reported encounters — profile around a bell-
curve and target those on the low end of curve.
¢ Reward and recognize providers with high immunization or other preventive
care service rates.
¢ “Unbundle” preventive services from regular capitation, both for incentive
and for data acquisition purposes.

Member Outreach Strategies

e Distribute topical brochures to families (e.g., screening for Attention-Deficit/
Hyperactivity Disorder).

e Send targeted reminders to families at key immunization intervals: newborn,
one year, and 18 months.

¢ Conduct targeted mailings to families with incomplete immunization
records.

e Conduct targeted mailings to families with refrigerator magnets that remind
them of immunization schedules.

¢ Remind incoming callers about the importance of up-to-date preventive
care services for children.

e Ask incoming callers if their children have up-to-date immunizations.

¢ Conduct welcome calls to every new plan member that include a prevention
message.

¢ Develop outreach programs targeted at grandparents and other relatives who
may play a key care-taking role.

® Maintain up to four alternative addresses and telephone numbers (e.g.,
grandparents, siblings, cousins) for each member to increase the chances of
contacting members during outreach efforts.

Community or Vendor Outreach Strategies

e Work with churches, synagogues, and mosques to assist with outreach and to
host health fairs.

¢ Contract with public health departments to provide outreach.

e Work with school nurses or school-based health centers at schools with high
numbers of Medicaid or SCHIP enrollees.

e Partner with community agencies such as Women, Infants, and Children
(WIC) to coordinate delivery of preventive care services for children.”

e Contract with enrollment broker to perform initial preventive care service
screening for all new enrollees.

U Bell K.N. WIC and Managed Care: A Resource Guide Executive Summary. Center for Health Care
Strategies. August 2001.

24



Health
Plan
Case
Studies

Community Health Network of Connecticut: Engaging Teenagers in Preventive

Health Services

BACKGROUND: The Community Health Network of Connecticut (CHNCT) is a non-prof-
it, federally qualified health center (FQHC)-based health plan with 41,500 Medicaid enrollees.
For its BCAP pilot project, CHNCT worked with one of its FQHC owners, Generations
Family Health Center, to improve adolescent participation in EPSDT.

OVERALL AIM: Improve CHNCT’s overall EPSDT participation ratio from 66 percent in
2000 to 80 percent in 2001.

OUTREACH AIM: Notify 100 percent of enrolled adolescents age 15-20 at Generations
Family Health Center of the incentive available for scheduling and keeping an appointment for
an EPSDT screening.

MEASURES: # of eligible members successfully contacted

# of members due or overdue

# of eligible members who scheduled and kept appointments
# of members due or overdue

CHANGE: Letters were mailed to eligible members notifying them that they would receive
free movie tickets if they scheduled and kept an appointment for an EPSDT screen at
Generations Family Health Center.

RESULTS/LESSONS LEARNED: CHNCT was able to raise its EPSDT rates by 11.8 per-
centage points at this site. Results from this pilot project are listed in Tables 5 and 6. Lessons
learned from this pilot project include:

1. Member contact information on state eligibility tapes often was incorrect. CHNCT
convinced state officials to accept address changes from health plans, rather than requiring
that the information come directly from members.

2. It was difficult for some members to take advantage of the movie tickets given their rural
location. This also was evident by the fact that the outreach program was more successful
among 19-20-year-olds than 15-18-year-olds (22.3 percentage point improvement vs. 8.8
percentage point improvement). Older teens are more likely to have cars and therefore take
advantage of the movie tickets.

3. CHNCT launched a pilot project in another site and modified the incentive program to
target office staff. Discussion of this pilot project is included in the Intervention section of
this toolkit.
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Table 5: Total Number of EPSDT Appointments Kept Due to CHNCT Outreach

Total # of Children Total who Received EPSDT

Total Overdue for Appointment 60 7 (12%)

Total Due for Appointment 32 2 (6%)
92 9 (10%)

Table 6: EPSDT Participation Rate for Eligible Members: Improvement From Prior Year
EPSDT Participation Ratio

Age Groups 1518 | 1920 ] 1520 |

2/1/00 - 4/30/00 24.2% 32.2% 25.9%
2/1/01 - 4/30/01 33.0% 54.5% 37.7%
Percentage Point Improvement 8.8% 22.3% 11.8%




Neighborhood Health Plan of Massachusetts: Reminder Strategy to Boost

Immunizations

BACKGROUND: Neighborhood Health Plan (NHP) of Massachusetts is a non-profit, com-
munity health center-based plan with 109,000 Medicaid lives.

OVERALL AIM: Improve HEDIS immunization scores for two-year-olds from 72 percent in
1999 to 93 percent by 2003.

OUTREACH AIM: To promote timely age appropriate immunizations with all NHP parents of
18-month-olds.

MEASURES: # of children with up-to-date immunizations at 24 months of age
total # of members who are 24 months of age

# of parents who verified their child’s immunization record
# of parents surveyed

CHANGE: Send monthly immunization reminder letter in English or Spanish to parents of
18-month-olds.

RESULTS/LESSONS LEARNED: Since Massachusetts is a universal vaccine purchase state,
NHP does not have complete immunization data internally. In order to identify under-immu-
nized children, NHP used data from a study by the University of Massachusetts as the baseline
for the plan’s improvement initiative. This data showed that the typical two-year-old who was
deficient in immunizations by HEDIS criteria had experienced almost 10 missed opportunities
and that fully immunized two-year-olds experienced as many as eight late immunizations. NHP
then sent reminder letters to all parents of 18-month-olds to encourage parents to bring chil-
dren in to complete immunizations by age two. Lessons learned from this pilot project include:

1. Contact information was inaccurate for many health plan members. Approximately 350
letters are mailed monthly of which 25-30 percent are returned because of incorrect addresses.
Member services flags the returned address in the system to notify health plan personnel to
request updates if the member contacts the plan.

2. Neighborhood Health Plan conducted a phone survey of parents receiving the letter to see if
parents found the letter helpful. Thirty-four parents were successfully contacted. Of the 21
who received the letter, 19 (90 percent) followed through by verifying their child’s
immunization status.

3. Neighborhood Health Plan expanded its targeted reminder letter strategy to parents of
eight-month-old infants as a proactive strategy. Targeting parents of children at eight
months of age and again at 18 months of age increases the likelihood that parents will be
reached and immunizations will be completed on time. Refrigerator magnets (Appendix D)
are sent with the letter to remind these parents of immunizations needed prior to age two.
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AlohaCare: Encouraging Mothers to Choose a Provider for Newborns Prior to

Delivery

BACKGROUND: AlohaCare is a non-profit, Medicaid-only, community health center-based
plan with 30,000 enrollees. AlohaCare is based in Honolulu, Hawaii.

OVERALL AIM: Reduce by 50 percent the number of newborns receiving no preventive ser-
vices by 15 months of age by July 2002.

OUTREACH AIM: To have 100 percent of prospective mothers select a primary care provider
for their newborn prior to delivery.

MEASURES: # of mothers who selected a PCP prior to delivery
# of deliveries in health plan’s study population

# of newborns with a PCP prior to age one month
# of newborns in health plan’s study population

CHANGES:

1. AlohaCare promoted the “Keiki Health Connection” to enhance the relationship between
“keikis” (children in Hawaiian) and providers and increase well-child visits and preventive
care. The health plan’s global authorization form has a section for updating both obstetric
and potential pediatric risk factors (Appendix E). AlohaCare uses mail, phone, and fax to
promote the plan’s initiatives to providers.

2. When the mother’s prenatal provider requests authorization for services, AlohaCare staff
reminds them to encourage mothers to select a PCP for the baby.

3. A Maternity Packet is sent to all expectant mothers encouraging them to select a PCP for
their baby.

4. At eight weeks prior to Expected Date of Confinement (EDC), health plan staff faxes a
letter to prenatal providers who have not submitted newborn PCP selection or risk factor
information.

5. At four weeks prior to EDC, the health plan calls prenatal providers who have not
submitted requested information.

RESULTS/LESSONS LEARNED: From January through June 2001, AlohaCare gathered
baseline statistics and found that 10 percent of deliveries occurred with prior PCP selection. In
addition, approximately 18 percent of newborns had a PCP prior to one month of age. For the
time period July-November 2001, AlohaCare found the number of deliveries with prior PCP
selection increased to 14 percent and the number of newborns with a PCP prior to one month
of age increased to 21 percent.
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Health Plan Action Steps for Outreach

My health plan’s challenges:

Aim:

Develop an Aim Statement that focuses on increasing the number of members and/or providers
the health plan contacts. For example: Increase health plan wvisits to providers with low immuniza-
tion rates from 20 to 50 percent within one year.
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Measure:
Assess your plan’s ability to measure your Aim Statement. Avoid outcome measures (e.g.,
decrease in immunization preventable diseases) and develop measures that link directly to your
Aim Statement. For example:

# of providers with low immunization rates visited by health plan

total # of providers with low immunization rates

Change:
Evaluate current outreach methods and evaluate change strategies that will most effectively
fulfill your Aim Statement. To help you brainstorm, an inventory of change strategies is

included in this chapter.

Next Steps:
Include staffing issues, funding, timeframes, etc.
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Intervention What a.ctivities can hea!th plans imp!ement to improve
the delivery of preventive care services?

What works to improve outcomes? Clearly, there is evidence that preventive care

services such as immunizations can prevent illness. Other preventive care services,
such as depression screening in adolescents, can identify key health issues before
they reach a crisis stage. What is challenging with the Medicaid population is both
finding members and then getting them in for care.

An assumption of all plans in the Improving Preventive Care Services for Children
workgroup is that there are interventions that can make a difference, and plans
tended to focus on increasing capacity in provider offices to improve delivery of
preventive care services. While this chapter provides examples of interventions

tried by BCAP workgroup members, many of the activities piloted in identification,
stratification, and outreach also led to an increase in health plan interventions.
(For example, The Wellness Plan’s efforts to stratify children by immunization sta-
tus resulted in families calling providers to schedule missed immunizations).

Health plan activities to improve preventive care services and some barriers to their
success are listed in Table 7.

Table 7: Common Interventions in Preventive Care and Potential Barriers

Intervention Barriers

Comprehensive evaluations,  ® Many Medicaid beneficiaries do not schedule routine visits that allow
such as EPSDT for lengthy, time-consuming assessments.

Follow up for members who  ® Many provider offices that serve primarily Medicaid beneficiaries may
drop out of care function without appointment systems or have no routine procedures
for missed appointments.

Reminder calls for scheduled e The health plan may have incorrect phone numbers and some mem-

appointments bers may not have telephones. Language and cultural barriers are
more common in Medicaid populations than among commercial
members.

Building provider capacity to  ® Getting providers’ attention in a complex and heterogeneous market

"make every visit a preventive  place is challenging.
visit”
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Strategies for Interventions to Promote Preventive Care Services

for Children

O Provide incentives to members, such as free toddler car seats or
gift certificates for completed preventive care.

O Solicit local businesses and non-profits to provide donations to use
for physician and member incentives.

0 Link provider compensation to measured delivery of preventive ser-
vices or to documented adoption of plan-sponsored preventive care
office systems.

0 Educate physician office staff on immunization practices.

O Assign quality management nurses to monitor high-volume provider
sites.

0 Help providers establish a recall/reminder system (e.g., patient
letters, recall toolbox that includes file stickers encouraging
providers to check immunization status).

0 Screen and promote a tool for minimizing missed opportunities.

O Educate providers on solutions to missed opportunities (e.g., screen
child AND siblings at urgent care visits).

0 Provide incentives to providers to improve physician reporting of
preventive services.

O Create a family medical record.

O Facilitate coordinated transition between obstetric providers and
pediatricians.

0 Encourage provider practices to adopt open/advanced access
appointment scheduling policies.™

O Help provider offices implement office tracking systems.

0 Support development of registries.

" Kilo C. M.D. “Open Access in Clinical Office Settings: Benefits and Challenges.” BCAP Network
Exchange Call Summary. Center for Health Care Strategies Resource Center, www.chcs.org.
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Health
Plan
Case
Studies

Neighborhood Health Plan of Rhode Island: Courting Adolescents for

Comprehensive Physicals

BACKGROUND: Neighborhood Health Plan of Rhode Island (NHPRI) is a non-profit, com-
munity health center-based, network model health plan with 69,000 Medicaid members. For its
BCAP pilot project, the plan focused on improving the rate of adolescent well-child visits.
NHPRI worked with Thundermist Health Associates, the health plan’s community health cen-
ter partner in Woonsocket, RI. Thundermist sponsors several school-based health centers
(SBHC) in the area. Prior to this intervention, only 19 percent (72/386) of the eligible student
population at Thundermist Health Associates received a complete physical exam (CPE).

OVERALL AIM: To improve the HEDIS “Adolescent Well-Care Visit” score for the entire
NHPRI adolescent population from 53 percent in 2000 to 75 percent by 2005.

INTERVENTION AIM: Increase the number of 13-16-year-olds who are enrolled at a school-
based health center by 50 percent. Raise the number of eligible 13-16-year-olds who receive a
CPE at a school-based health center from 19 percent to 50 percent.

MEASURES: # of 13-16 year old NHPRI/Thundermist members newly enrolled at SBHC
# of 13-16 year old NHPRI/Thundermist members currently enrolled

# of 13-16 year old NHPRI/Thundermist members who receive a CPE
# of 13-16 year old NHPRI/Thundermist members (both current and new)

CHANGES:

1. Students who scheduled and kept a CPE appointment received a $10 gift certificate for a
video store, music store, or pizzeria.

2. Instituted a membership tracking spreadsheet tool within the SBHC to keep track of
members who scheduled and kept appointments. SBHC staff also used the spreadsheet
to conduct targeted student outreach.

RESULTS/LESSONS LEARNED:

1. There are 386 NHPRI/Thundermist members at the school. As a result of this project, 57
NHPRI/Thundermist members enrolled in the SBHC. This increased the number of
NHPRI/Thundermist enrollees in the SBHC from 207 to 264 and represents a 22 percent-
age point increase.

2. Thirty-seven percent (21/57) of newly enrolled members completed a CPE.

3. Of the 135 NHPRI/Thundermist members who were previously enrolled in a SBHC, but had
not completed a CPE, 100 (74 percent) had a CPE during the project.

4. As a result of this project, an additional 121 CPEs were completed, thus raising the percent
of eligible students who received a CPE from 19 percent to 50 percent (see Figure 1).

5. NHPRI learned the importance of having a strong relationship with the partnering school-
based health centers. Health center staff engaged “champions” and played key roles in
encouraging students to access preventive services.

6. NHPRI used student focus groups to identify valued incentive options. The focus groups
identified benefits and barriers to using SBHCs, which helped guide the SBHC'’s outreach
efforts.

7. Before student data was shared between the SBHC and the community health center,
protocols were established and a contract or confidentiality agreement between the involved
parties regarding the use of data was signed. A sample confidentiality agreement is included
in Appendix F

8. Some providers were reluctant to participate in the project because of financial concerns or
fears that SBHCs would not share information. Early and continued communication
with network providers assured the success of this intervention.
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Figure 1: Eligible Thundermist Enrollees Who Received a Complete Physical Exam

(CPE)

CPEs Before Intervention CPEs After Intervention
(72/386) (193/386)

50% 50%

81%

@ CPE Completed @ CPE Completed
@ CPE Not Completed @ CPE Not Completed
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Blue Cross of California: Physician Fax-Back Immunization Recall System

BACKGROUND: Blue Cross of California is a for-profit health plan with 733,000 Medicaid enrollees in
13 counties through its State Sponsored Programs. As part of its efforts to improve the childhood immu-
nization rate and immunization tracking by the health plan, Blue Cross of California State Sponsored
Programs (BCC) instituted a fax-back recall system. Every month, each primary care physician (PCP) is
faxed a list of nine- and 18-month-old patients in need of immunizations according to health plan claims
data. PCPs are requested to check their patients’ medical records to determine whether the immunization
has been administered and fax back the information to BCC.

OVERALL AIM: Increase BCC’s ranking in the NCQA National Medicaid Percentiles for the child-
hood immunization HEDIS measure from the 50th percentile to the 90th percentile.

INTERVENTION AIMS:

1. Increase physician participation in the BCC immunization recall system from 38 percent to 50 percent.

2. Increase physician participation in a qualified, alternate immunization reminder/recall system to 50 percent.

MEASURES: Through physician office audits, establish baseline data from January-June 2001 for the following:

# of physicians with 250+ members using the BCC recall system at the beginning of the period
total # of physicians with 250+ members

# of physicians with 250+ members using an alternate reminder/recall system at the beginning of the period
total # of physicians with 250+ members

CHANGES:

1. From faxes returned, BCC determined that 38 percent of physicians participated in the BCC recall
system. Health plan staff focused on physicians who have 250+ members and did not fax back
member immunization information from January-June 2001.

2. Create educational packets for providers explaining the use of a reminder/recall system (BCC or
alternate) to increase childhood immunization rates.

3. Schedule health plan visits to high-volume physicians (250+ members) to distribute the educational
packets and assess participation in the BCC immunization recall system or in an alternate system.

PRELIMINARY RESULTS:

1. Visited 224 of 248 high-volume physicians (90.3 percent) who were not participating in the BCC
immunization recall system.

2. Out of 224 visited physicians, 196 (87.5 percent) reported using the BCC recall system and/or an
alternate system. The assessment did not elicit qualifying information about the alternate system.

RE-MEASURES: Through physician office audits, establish post-intervention data from July-December
2001 for the following:

# of physicians with 250+ members using the BCC recall system at the end of the period
total # of physicians with 250+ members

# of physicians with 250+ members using an alternate reminder/recall system at the end of the period
total # of physicians with 250+ members

# of members in the childhood immunization HEDIS measure assigned to physicians with 250+ members
total # of members in the childhood immunization HEDIS measure

NEXT STEPS:

1. Revise the assessment tool to determine the quality of alternate immunization reminder/recall systems
(see Appendix G).

2. Limit the assessment to the evaluation of reminder/recall systems.

3. Meet with health plan staff to get feedback on the assessment process and the revised tool.

4. Conduct assessments of physicians with 250+ members.
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Amerigroup lllinois: Increase HEDIS Well-Visit Scores through Provider/Member

Education

BACKGROUND: Amerigroup is a for-profit Medicaid-only health plan with 39,000 enrollees
in Cook County, Illinois.

OVERALL AIM: Increase HEDIS scores for well-child visits by 10 percent between 2000 and
2001; increase score by at least 10 percent in 2002.

INTERVENTION AIM: Educate 100 percent of high-volume PCP offices (300+ members) on
the EPSDT and HEDIS guidelines for well-child visits by September 2001.

MEASURE: # of high-volume PCP offices contacted by the health plan’s medical director
# of high-volume PCP offices contracted with the health plan

CHANGES:

1. Instituted Quarterly Quality Improvement Forums with PCP offices to promote use of Bright
Futures system to provider offices. Bright Futures guidelines from the Maternal and Child
Health Bureau promote improved health care for children and adolescents
(www.brightfutures.org).

2. Follow-up meetings by the health plan medical director with 25 PCP offices with 300 or
more members to address improving well-child visits.

3. Medical director sent letters to the top 40 PCP practices (by volume) with a Bright Futures
Pocket Toolkit to assist providers in making appropriate decisions regarding preventive care
services.

4. Implemented an incentive program for all PCPs that provided an additional $15 per
visit for preventive care visits. The health plan also partnered with the city of Chicago and
the state of Illinois to obtain funding for computers to design child recall reminder systems
in PCP practices.

RESULTS/LESSONS LEARNED: As of November 2001, the health plan achieved a 39 per-
cent increase in encounters for preventive care services. The health plan’s medical director
contacted 95 percent of high-volume PCP offices. More information about Amerigroup’s
provider communication techniques is discussed in the Communicate to Create Change chap-
ter of this toolkit.
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Community Health Network of Connecticut: Engaging Office Staff in Preventive

Health Services

BACKGROUND: The Community Health Network of Connecticut (CHNCT) is a non-prof-
it, federally-qualified health center-based plan with 41,500 Medicaid enrollees.
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OVERALL AIM: Improve CHNCT’s overall EPSDT participation ratio from 66 percent in
2000 to 80 percent in 2001.

INTERVENTION AIM: Improve EPSDT participation rates at Meriden Community Health
Center, one of the health centers affiliated with CHNCT, by at least 10 percent over the same
quarter of 2000.

MEASURE: EPSDT rate for third quarter of 2001 — EPSDT rate for third quarter of 2000.

CHANGE: Office staff at Meriden Community Health Center were given incentives to
improve the EPSDT participation ratio by at least 10 percent from the same quarter in the
prior year. The office staff used CHNCT-generated lists of assigned members who were due and
overdue for EPSDT screening exams.

RESULTS/LESSONS LEARNED: Meriden Community Health Center raised its EPSDT
rates to 94 percent. This represents a 25 percentage point increase in EPSDT participation
rates from the prior year (see Figure 2). Factors contributing to the site’s success include:

1. The presence of a “champion” at the provider office to obtain buy-in and commitment from
the office staff. Office staff must feel that they have control over the outcome and that the
process chosen will work.

2. Office staff names were entered into a raffle for each EPSDT appointment scheduled.
Drawings were held weekly to reward office staff efforts. CHNCT paid for raffle rewards (e.g.,
gift certificates, t-shirts) through donations and from the marketing department.
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Figure 2: EPSDT Participation Ratio for CHNCT-Meriden Community Health Center
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AlohaCare: Increase EPSDT Visits for High-Risk Newborns

BACKGROUND: AlohaCare is a non-profit, Medicaid-only, community health center-based
plan with 30,000 enrollees. AlohaCare is based in Honolulu, Hawaii.

OVERALL AIM: Reduce by 50 percent the number of newborns receiving no preventive ser-
vices by 15 months of age by July 2002.

INTERVENTION AIM: AlohaCare hopes to promote timely receipt of appropriate preven-
tive services for newborns by confirming selection of an infant’s provider and tracking the
number of EPSDT visits within the first five months of life. The plan’s intervention aim is to
provide two EPSDT visits to 100 percent of high-risk infants by the fifth month of life.

MEASURES:
# of high-risk infants with two EPSDT service claims received by the fifth month of life
total # of high-risk infants included in health plan’s study population

# of high-risk infants with no EPSDT service claims received by the fifth month of life
total # of high-risk infants included in health plan’s study population

CHANGES:

1. AlohaCare developed a list of risk factors to classify an expectant mother’s risk of delivering
a high-risk infant. AlohaCare case managers use provider feedback on an expectant mother’s
risk factors as a predictor for infants at risk of not receiving EPSDT visits (Appendix E).

2. The case manager logs and tracks all infants monthly based on whether EPSDT services
claims are received by the fifth month of life.

3. All infants receiving EPSDT screens are tracked and recorded for EPSDT audit purposes.

RESULTS/LESSONS LEARNED: For the baseline period of January through June 2001,
approximately 20 percent of high-risk infants received two EPSDT visits by five months of age.
Results from the pilot project will be available in Summer 2002 and posted on the CHCS website.

- r r v PR
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Health Plan Action Steps for Intervention

My health plan’s challenges:

Aim:

Develop an Aim Statement that focuses on increasing the number of children who receive
intervention services. For example: Increase the percent of infants who receive at least four EPSDT
visits by age one by 15 percent.
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Measure:
Assess your plan’s ability to measure your Aim Statement. Develop measures that link directly to
your Aim Statement. For example:
# of infants who receive four or more EPSDT wisits by age one
total # of infants
Measure this for the initial time period and on an ongoing basis.

Change:

Evaluate current interventions for ensuring that infants receive EPSDT services and change
strategies that will most effectively fulfill your Aim Statement. To help you brainstorm, review
the change strategies included in this chapter.

Next Steps:
Include staffing issues, funding, timeframes, etc.
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Helping
Providers
Improve
Preventive
Services for

Children

What Makes Prevention in Pediatrics Difficult?

There are many barriers to effective preventive care delivery. Preventive care rec-
ommendations (e.g., immunization schedules) are numerous, complex, and change
frequently. Respected groups such as the American Academy of Pediatrics and the
Maternal and Child Health Bureau offer recommendations for more than 300 age-
specific immunizations, screening, and counseling services in the first five years of
life. These guidelines are strongly supported by the pediatric community, but the
approaches have yet to be systematically implemented in most practice settings
because doing so requires changes to established patterns of office practice.

Health plans seeking to improve the delivery of preventive services need to use
effective approaches to changing practice performance. Research on effective ways
to change provider behavior suggests that the use of interactive learning opportuni-
ties and simple tools and strategies are the most effective in producing changes in

clinical care."'®

This chapter reviews efforts by the Partners in Prevention (PIP) project in North
Carolina to influence provider behavior in the delivery of preventive care services
to children. Health plans seeking to improve provider performance in key preven-
tive care services can implement lessons learned from this project.

The Partners in Prevention project piloted an intervention at PCP offices to
increase rates of preventive services in pediatric and family practices. This project
involved 44 urban and rural practices in two regions of North Carolina. PIP was a
collaborative effort of private funders and state and federal agencies.

PIP project staff helped practices review their performance and test and implement
new processes (e.g., chart screening) and tools (e.g., flow sheets). The proportion
of children with age appropriate preventive care for four primary outcomes (immu-
nizations, screening or risk assessment for TB, anemia, and lead) was measured over
three years in randomly selected charts of children 24-30 months of age.

The practices that participated in PIP were 79 percent pediatric, 21 percent family,
84 percent group, and 23 percent rural. The average percent of children on
Medicaid was 29 percent, with a range of 0-95 percent. At the beginning of the
project, there were no significant differences in rates of preventive care. Following
the period of assistance, there were no significant improvements in preventive care
in control practices. Statistically significant improvements occurred in interven-
tion practices for all primary outcomes.

B Davis D.A., Thomson M.A., Oxman A.D., and Haynes R.B. “Changing Physician Performance: A Systematic
Review of the Effect of Continuing Medical Education Strategies.” Journal of the American Medical Association.
1995; 274: 700-705.

16 Davis D.A., Thomson M.A., Freemantle N., Wolf F.M., Mazmanian P., and Taylor-Vaisey A. “Impact of Formal
Continuing Medical Education: Do Conferences, Workshops, Rounds, and Other Traditional Continuing

Education Activities Change Physician Behavior or Health Care Outcomes?” Journal of the American Medical
Association. 1999; 282(9): 867-874.
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Figure 3: Partners In Prevention

Preventive Services Before and After Intervention

% Compliance

Immunizations TB Lead Anemia Vision

B Baseline Il Post-Intervention

Practices in the intervention group improved the delivery of preventive services
at a rate 2.5 times faster than the control group. Ninety percent of intervention
practices adopted new processes, including: clinician prompting, reminder/recall
systems, routine monitoring of care processes, and redistributed preventive care

activities across office staff.

Helping Providers Improve the Delivery of Preventive Services

The first step in translating guidelines into practice is to identify practical strate-
gies that have been shown to improve children’s health and development. These
strategies include summarizing the status of each child’s need for preventive ser-

vices, prompting clinicians to deliver preventive services, tracking children who
fail to come in for care, and measuring current rates of preventive services in the
practice. At present, fewer than 20 percent of primary care practices use any of

these strategies to ensure that children receive preventive care.'™*

In order to assist practices in implementing changes, health plans can provide
tools such as simplified guidelines, flow sheets, or educational materials for com-
munity health centers, and measurement instruments that clinicians can use to
translate concepts into practice. Health plans also may choose to offer incentives
to practices that adopt endorsed tools.

As part of the Partners in Prevention project, The National Initiative for
Children’s Healthcare Quality developed and refined the following tools and pro-
cesses for improving the delivery of preventive services in the pediatric population.

1 Randolph G.D., Margolis P.A., Fried B., Keyes L.L., and Bordley W.C. “Diffusion of Preventive Service Tools to
Family Medicine and Preventive Practices.” Ambulatory Pediatrics Association poster session. Boston, MA, May
13, 2000.

18 Bordley W.C., Chelminski A., Margolis P.A., Kraus R., Szilagyi P.G., and Vann J.J. “The Effect of Audit and
Feedback on Immunization Delivery: A Systematic Review.” American Journal of Preventive Medicine.

18(4): 343-50, 2000.
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Table 8: Office Processes and Tools to Support Them

Process Tool BCAP Typology Category

Identifying service needs Preventive service summary sheet Identification/Stratification

Prompting provider Chart post-its Intervention

Educating patients Patient activation cards Outreach

Documenting services Flow sheet Intervention

Following up Tracking system Intervention/Outreach

Monitoring effectiveness Periodic chart reviews Reiterates importance of measure-
ment

Identifying Service Needs
® Guidelines

While most pediatricians have a routine schedule of well-child visits, most office
practices do not have practice-wide preventive service guidelines. Lack of agree-
ment about which services to perform and when to provide them makes it diffi-
cult to create protocols and train staff to assist in care delivery. Health plans
work with high-volume practices to build consensus on several key guidelines and
help practices streamline the system for ancillary clinical staff. Listing the age-
appropriate guidelines on the appropriate health maintenance record in the
chart, for example, can serve as a reminder about needed preventive services. An
example is listed in Appendix H.

o Summarize a Child’s Preventive Service Needs

Guidelines also are more likely to be followed if they are clearly listed on an indi-
vidualized flowsheet. This allows the provider or the provider’s administrative
staff to tell at a glance whether the child is missing any age-appropriate immu-
nizations or other preventive care services. An example is listed in Appendix 1.
A patient specific flowsheet can be checked at non-well-child patient encounters
(e.g., acute, chronic illness) to decrease missed opportunities. Practices that use
flowsheets have experienced 10-20 percent increases in rates of preventive ser-
vices.” An electronic medical record that prompts the provider offers a “high
tech” approach to undertaking this same change concept.

Prompting Providers

e Screening Charts and Prompting Physicians
All staff members, including the administrative team, can easily check a summary
flowsheet at each patient encounter to identify a child who is missing a preven-
tive service. Helpful reminders such as post-it notes (Figure 4) affixed to the
front of the chart alert clinicians that a preventive service is needed. These sys-
tems can be even more powerful when applied to both well-child and acute visits,
thus encouraging providers to “make every visit a preventive visit.”

¥ Prislin M.D., Vandenbark M.S., and Clarkson Q.D. “The Impact of a Health Screening Preventive Services
Prompting Sheet on the Performance and Documentation of Health Screening Procedures.” Family Medicine.
1986; 18: 290-292.
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Figure 4: Sample Medical Chart Post-it Notes

ATTENTION! ATTENTION!
Child May Need Preventive Service

Immunization Due

____Immunization ___ Anemia

___Immunization Record Missing
__IB __ lLead

___Needs WCC Appointment
___Vision ___Smoking

Other: N ICH'Q,
NICH(:

Educating Patients

e Counseling and Patient Education
Health plans can help practices by providing standardized materials to dis-
tribute to parents. These materials should inform parents about what to expect
at a given visit and review normal growth and development as well as age-
appropriate health and safety topics. Member materials should encourage par-
ents to discuss concerns with the clinician and prompt the parent to remember
and ask questions. Studies have shown that the use of these materials helps
ensure that parental concerns are addressed and satisfaction is increased.

e Community and Educational Resources
Appointing someone in the office to routinely update and maintain a list of fre-
quently used community resources and referral numbers is an effective strategy
for strengthening health center and community ties. Health plans may develop
a resource bank and make it available either in hard copy, online, or by tele-
phone in the case management department.

® Documenting Services
Health plans can help practices develop practical and efficient methods for
documenting services. For example, a flowsheet can serve to document services
as well as prompt staff about needed services.
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Following Up

e Tracking (e.g., Immunization Registry)
A centralized tracking system allows a practice to identify children who may need
services, but have not come in for care. The first step in developing a tracking
system is to generate a list of all children followed in the practice born in a par-
ticular month. Many practice information systems contain tracking features (e.g.,
age or missed well-child checkup). Once providers have selected tracking crite-
ria, they can pull the charts of these patients and identify children in need of pre-
ventive services, or, if an office-based registry supports them, they may be able to
generate these reports without chart review. Plans can support the development
and implementation of office-based registries.

Note that tracking systems either can be low-tech (e.g., an index card ‘tickler’
file) or high-tech (e.g., an electronic immunization registry). Plans can use their
information systems to generate the names of patients who are behind on ser-
vices. Public agencies also may be able to provide data from statewide registries.

Monitoring Effectiveness

® Monitoring (Measurement of Rates)
Simple measures can be used to track progress when implementing quality
improvements. Discussing results with the practice team can help reinforce prac-
tice goals. Health plans can support providers in their monitoring efforts by:

1. Giving providers protocols for internal chart reviews, like the ones used by
the health plan quality improvement staff. Incentives may help to
encourage providers and their office staff to adopt the chart review.

2. Developing and distributing health plan flow sheets and then surveying
practices to provide feedback on rates of use.

Health plans that choose to support providers in this way need to take extra care

to assure providers that they will not be penalized for instituting self-auditing pro-
cedures that may highlight less-than-desirable performance.
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A Case Study: Monitoring the Effectiveness of Vision Screening

Guidelines recommend vision screening for children beginning at three years
of age in order to assure effective identification and treatment to prevent
amblyopia. However, most practices do not implement vision screening until
the pre-kindergarten physical examination, assuming that children under five
years of age will have difficulty cooperating with the screening instructions and

tasks.

The physicians at Boice-Willis Pediatrics Clinic in Rocky Mount, North
Carolina, wanted to implement vision screening for three-year-olds, but the
nurses who performed the screening thought this would be very difficult, if not
impossible. The lead physician convinced the nurses to try screening three-
and four-year-olds for two days, and keep track of the results. A simple tracking
sheet with child’s name, age, and whether they passed the exam was placed
next to the eye chart. The nurses found that 75 percent of three-year-olds could
be successfully screened. This encouraged the practice to increase its efforts at
vision screening and significantly improve its delivery of this important service.
Because of this pilot, the lead physician motivated the other physicians and clin-

ician support staff to adopt vision screening in younger children.
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Communicate
to Create

Change

Without effective internal and external communication, even the best quality
improvement ideas will falter moving from theory to reality. Good communications
strategy can solidify buy-in within your organization and, externally, can facilitate
collaboration with states, enhance support from providers and their staff, and
increase understanding of and participation of members.

A good communications strategy is largely common sense: Whom do I need to
reach to make this initiative as successful as possible? What does the target audi-
ence(s) need to know? How do I reach the audience(s)? Successful communications
depends on committing time at the beginning of a project to answer these questions
and outlining a consistent strategy to deliver your message. A written “communica-
tion plan” that clearly outlines each of the three components and how they are
addressed is a useful starting point.

Identify Your Audiences

The first step in developing a communications strategy is to define your audience.
Internal audiences are essential to building organizational support for your project.
Think beyond the team working on your quality improvement project. You might
ask, “Whose cooperation do I ultimately need to keep this project moving?” It
might be information services contacts whom you rely on for data extraction, front-
office staff who answer calls and direct enrollees to case managers, and/or a senior
executive whose approval you need for additional staffing support.

Keep your plan’s public relations/communications staff aware of your activities.
Their support and knowledge of your activities is vital to promoting your accom-
plishments in established communications vehicles, including internal and/or exter-
nal plan newsletters, press releases, and media outlets.

Potential Audience

Internal: External:

¢ Health Plan CEO ® Members

e Information Services ® Providers

e Claims Department e State health purchasers
e Quality Improvement e Other health plans

e Public Relations/Communications ® Consumer organizations
* Member Services * Media

e Accrediting bodies

External audiences include anyone outside your plan whose cooperation is neces-
sary to achieve pilot program goals as well as anyone who would be interested in
the successful outcome of the initiative. For example, clear communication with
providers and their office staff is critical in successfully identifying members, assess-
ing risk, and implementing interventions. Outreach activities for members require
communications tactics geared specifically toward their specific needs and desires.
State Medicaid and SCHIP contacts should not be overlooked as an audience.
Keeping states aware of plan quality initiatives and accomplishments will go far in
building collaborative partnerships toward a common goal of providing quality care
for Medicaid beneficiaries.
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Colorado Access Recognition Letter

Merely taking the time to send a letter can be a stepping-stone to building part-
nerships and garnering support from key external audiences. After Colorado
Access participated in the BCAP Toward Improving Birth Outcomes workgroup,
the plan informed the state’s Medicaid director of its accomplishments under
BCAP. Shortly thereafter, the state Medicaid director sent a letter to Colorado
Access’ Chief Executive Officer, lauding their quality improvement effort.

Define Your Messages

Once you identify audiences to reach, the next step is crafting a compelling mes-
sage to reinforce at every opportunity. In most cases, you will start with your
overall Aim Statement linked to your quality initiative and reframe it slightly for
each audience depending on their perspective. Internally, you may use the same
message with different gradations based on your audience. To help revise the mes-
sage for each audience, answer the following: Why do they care? and/or How will
it help them? The message should be simple and easy to remember, for example:

¢ Internal — Increase identification of children who need immunizations within
ABC Health Plan by 25 percent in 2001. This is important for ABC Health
Plan because it will potentially improve children’s health and improve HEDIS
scores.

® Providers — Submit immunization notifications to ABC Health Plan and
receive a $25 incentive. This is important for providers because reimbursement
will increase and patients will receive more coordinated care.

e Members — Has your child been immunized? Visit your doctor now to keep
your baby healthy. This is an important message for parents to hear.

e State — ABC Health Plan is working to improve immunization rates by iden-
tifying children in need of services. This is important for the state because
these children will ultimately receive higher quality, more responsive, and more
cost-effective care.

Use Communications Tools Creatively

Effective communications need not break the budget or require intensive time
commitment. A successful communications strategy could entail tactics as simple
as distributing a clearly written, monthly e-mail status report to important inter-
nal contacts. Posting graphics in a public location showing ongoing results of
your project provides recognition for team members and can build support and
enthusiasm throughout the organization. The key to employing communications
tools effectively is consistent use, reinforcement, and gearing tools for specific
audiences. Your communications strategy will guide the specific tools or tactics
that you use.

Samples of communications tools include:

® |etters, memos. o Website.

¢ Quarterly internal updates. e Posters, flyers.

® Quality improvement status meetings. ¢ Standardized presentation.
® Quality improvement e-mail updates. e Press releases.

e Newsletters (print or e-mail). e List-servs.
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Evaluate Effectiveness of Communications

Evaluate the effectiveness of your communications strategy to determine what
works and does not work for your target audiences. Define the desired response of
your communication up front (e.g., consistent use of a new form, cooperation with
a new procedure, referrals, etc.). Then, when you review overall outcomes of your
quality initiative, devote time to examine how your communications strategy sup-
ported the overall goal of the project. If the target audience did not respond appro-
priately, you may want to rethink your communications strategy to reach them
more effectively.

Thinking “Beyond the Box"” to Communicate with Providers
Amerigroup of Illinois developed a strategy to communicate with providers to
work toward increasing HEDIS scores for well-child visits by 10 percent between
2000 and 2001. Communications tactics included:

¢ One-on-one meetings with the 20 highest-volume physician offices.

e Quarterly “Quality Care Forums” — breakfast meetings with physicians and
office staff.

e “Outstanding Physician Award,” which honored eight physicians who scored
99 to 100 percent on the 2000 annual medical records audit. Amerigroup
pursued local media recognition for the physicians who received the award.

e Amerigroup received recognition from the Chicago Medical Society for their
efforts to improve communication with providers.
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Appendices A-L
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H Center for
Health Care Strategies, Inc.

Appendlx A Improving Preventive Care Services for Children
Improvement Documentation Form

PLAN NAME:

Category: [ Identification [ Stratification [ Outreach [ Intervention

Aim Statement:

Measure(s):

Change:

Implementation Plan:

Who:

What:

When:

Training:

Communication:

Troubleshooting:
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Appendlx B AlohaCare Database Template for Identifying Newborns
Prior to Birth
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Appendlx C AmeriChoice of Pennsylvania Missed Opportunity Letter

[Click here and type recipient’s address]
Dear Doctor:

Do you have in place a system to take advantage of all visits (including sick

visits) to immunize children, and perform lead screening? The AmeriChoice
of Pennsylvania audited and certified data system has taken information provid-
ed by you, other PCPs, and the Philadelphia City Registry to create A MISSED
OPPORTUNITY IMMUNIZATION REPORT for your AmeriChoice member

panel.

The number of your two-year-old members officially counted by *HEDIS® for
year 2000 are ____. The percentage of possible immunizations that were given
in 2000 are ____. The average number of well and sick visits to a PCP per
each two-year-old member was . The average number of well and sick
visits to a PCP in which no immunizations were given was _____. The percent
of visits, well or sick, in which no shot was given was

Your AmeriChoice medical record review nurses will contact you to verify this
information through a small sample of medical records, and then work with you
where needed, using selected proven office care management tools. Please get
to know your nurses.

Our hope is three-fold: Your patients will receive all immunizations; you may
qualify for added compensation or quality bonus; and you will feel good about
the proven preventive care performed in your office.

Sincerely,

James G. Mumford, M.D.
Vice President of Quality Management
AmeriChoice Health Services, Inc.

*HEDIS® means Health Plan Employer Data Information Set. The childhood immunization indicator is one
of the annual performance indicators required by your state. In order to be counted in this measure, a
Medicaid child must have reached two years of age sometime in the measurement year, and must have been
continuously enrolled between the 1st and 2nd birthdays (except for one brief period). The system excludes
valid exceptions or contraindications to immunization. Full HEDIS® information is available from the NCQA

website, www.NCQA .org, searching on the word HEDIS.
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Appendlx D Neighborhood Health Plan of Massachusetts Reminder Magnet

Neighborhood Health Plan of Massachusetts produced 5,000 refrigerator magnets for
$2,000.

These are shots I still need | T got my shot!
6-18 Months: Hepatitis B#3 | [
IPV #3 ]
12-15 Months: — HIB #4 [
-~ Prevnar #4 []
MMR #1 ]
12-18 Months: . Varicella ]
15-18 Months:  DtaP #4 O

Adapted from the Advisory Committee on Immunization Practices, the American Academy of Pediatrics, and the American Academy of family Physicians
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Appendlx E AlohaCare Global Authorization/Risk Factor Fax Form

AlohaCare
Aldohz s the Dillerence.
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Appendlx E Neighborhood Health Plan of Rhode Island/Health Center
Confidentiality Agreement Template

Neighborhood
% Health Plan

of Rhode Island

CONFIDENTIALITY AGREEMENT

THIS CONFIDENTIALITY AGREEMENT is made as of this ___ day of DATE
between by XXX Health Plan (“XXXHP”), a Rhode Island business corporation,
with a principal place of business in Providence, Rhode Island, and XXX Health
Center, a Rhode Island corporation, with its principal office in CITY, Rhode

[sland (“XXXHC”).
RECITALS:

A. XXXHP and XXXHC are considering entering into an agreement by which
XXXHP staff will conduct a pilot study on XXXHC’s school based clinic patients
whereby XXXHP/XXXHC will provide certain resources, data and services to
XXXHC/XXXHP; and

B. To this end, the parties need to exchange certain confidential information con-
cerning their business and operations, and they wish to enter into an agreement
providing for the protection of this confidential information.

NOW, THEREFORE, the parties hereto agree as follows:

1. For purposes of this Agreement, the term “Confidential Information” shall
include all documents, materials and information, written, verbal or electronic,
provided by one party to the other under this Agreement regarding the contem-
plated transaction, including, without limitation, business plans, strategic plans,
business development proposals, contracts, financial statements, client lists,
patient data, formal documents, memoranda, marketing plans and projections, and
other equivalent information related to a party's organizational structure, business
or operations. The parties acknowledge and agree that the Confidential
Information contains valuable trade secrets and that this Agreement itself is
Confidential Information.

2. For purposes of this Agreement, the term "Confidential Information" shall not
include: (a) information obtained from a source other than one of the parties,
which source is not under a duty to keep the information confidential; (b) infor-
mation that is otherwise available to the general public, such as information in
public records; or (c) information that a party is required by law to disclose.
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3. Each of party hereto agrees that it will hold all Confidential Information pro-
vided to it by the other party in trust and confidence and will refrain from using
or disclosing any or all of said Confidential Information for any purposes other
than for evaluating the desirability of the contemplated transaction. Each party
hereby agrees not to sell assign, lease, license, disclose, give, or otherwise transfer
or use in any way any Confidential Information or any copy thereof provided to it
by the other party to any person or entity other than its own agents, partners,
employees and consultants who have a need to know such information in order to
enable said party to evaluate the desirability of the contemplated transaction.
Each party will safeguard any and all copies of Confidential Information provided
it by the other party against unauthorized disclosure and shall take all necessary
steps to ensure that the provisions of this Agreement are not violated by any per-
son under its control or in its service.

4. The parties agree that the provisions of this Agreement shall remain in effect
regardless of whether the contemplated transaction takes place. Each party fur-
ther agrees to return all copies of Confidential Information provided to it by the
other party immediately upon the request of the party who furnished such
Confidential Information.

5. The parties hereto further acknowledge that the Confidential Information
exchanged hereunder comprises unique and valuable assets and that each party
hereto has the right to seek whatever equitable and legal redress may be available
to it for the breach or threatened breach of the provisions of this Agreement.

IN WITNESS WHEREQOF, the undersigned have executed this Agreement as of
the date first set forth above.

HEALTH PLAN HEALTH CENTER
By: By
Its: Its:

Stand-still. This Agreement will remain in effect until DATE and may be extended by written
agreement of the parties. During the term of this Agreement, the parties agree to negotiate with
each other in good faith and only with each other regarding the transactions contemplated herein,
and will not solicit, consider or otherwise act on any similar proposals from any other entity. No
party will make any public or private announcement of this Agreement or the contemplated trans-

actions to others for any reason without the other party’s prior approval.
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Appendlx G Blue Cross of California Childhood Immunization

Reminder/Recall System Assessment Form

poa iy

Ay

BlueCross

of Califarna

Date: ‘ ‘ County ‘

Reviewer:
Clinic/PCP Name:

Clinic/PCP
Address:

Interviewee:

0 Refused Assessment

CHILDHCOD IMMUNLIZATION REMINDER/RECALL SYSTEM
ASSESSMENT FORM

INSTRUCTIONS: Secfions A and B must be compleded. In Section A, the criteria (") under each system must be met in
order for that system fo apply.

A. What system(s) do you use to track Immunizations?
Thiz guestion ideniifias fhe sysfem veed fo reck mmunizatons Hhat are oue anddr mmunizaions that hawe besn mssed

Check all systems used by the physician office:
O BCC Fax-Back System
0 Schedule Next Immunization Appointment During Current Offlce Visit

M Medical Records
< Flag patient’s charts with the next immunization date
~ SCan the char rack once per month for upcoming andfor missed immunizations

M Card File {example: index cards filed in a box)
~ Dcument on @ card the dates immunizations were given and dus dates of future immunizations
+ Fewsew the cards once per month for upcoming andfor missed immunizations

J Logs
+ Make a list of patients and due dates of future immunizations
+ Renview tha list onca par manth for upcoming andior missed immunizatons

A Electronic System or Registry (examples: personalized database, lotal health department
reqistry)

+ Saarch records and generate monthly raporis of patients due for an immunization
O Mo System

B. What method{s) do you use to remind/recall your patlenta?
This queestion identifies the mathod weed 1o remind patienis of Lpeoming Immunizatons ana/or recal patients who &l
hefind soheodule.
Check all methods used by the physician office:

0O BCC 5ample Reminder Letter and Mailing Labels.

1 Postcard or Letter [manual or electronic)
O Telephone Call {manual or electronlc)
O Face to Face Reminder (offlce visit or home visit)
M HNo Method
FOR CAMARILLO OFFICE USE ONLY
i u  BCC Fax-Back Sysiem o Both BCC + Altemate Systam
Check one: O Alarmate System O  No System
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Appendix H

Appropriate Health Maintenance Record

National Initiative for Children’s Healthcare Quality Age-

Mame: Birth Date: Chart Number:
Date: _ Health Maintenance Record Age:
3
Parent’s Page Doctor's Page
Please tell us aboul your baby:
Lath % Wt i
1. Have you moved since your last well child visit? HE %
0 yes U o
Nursing concerns:
Z What are you feading your baby?
(check all that apply)
J shot recard given Murse:
0O EBreast mik
EXAM M .
U Fomula {type) A3 ATTATE
COunces per day Skin

O Solid food (type):

. Doas your baby sleep through the night?

O yes a no

Wakes up how many times?

. How often does your child ride in the car seat?

O always O sometimes O never

. Does anyone smoke near your baby?

[check all that apply)

LI at home O at day care O at relatives

- Does your baby:

O Lift head to 457
1 Babble/coo
L Smile at you

. Pleaze st any concerns you may have for the

nurse or doctor:

Please remember to bring your child's shot record
to all visits.

Zignature:

Relationship to child:

Parent/Guardian

Head (fontansls)

Eves (Coni._gaze)

Ears-Pharynx

NeckiModes/Lungs

Haart/Pulse

Abdomean

Genilalia

_Muscule-skeletal (hips)

Meurclogical

Reflexes, Tone

Other

Discussion Points:
Saa parent's page
O Feeding instructions
= Water heater temp {i:'11"|3|“]
O 2 month information shaets

- Smoke detector

3 Fall prevention
Ll What to do if sick

4 T '
NICH\J Mational Initiative for Children™s Healthzare Qnaliry
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{Tylenol dosage)
Preventive Services:
O DoTaP #1 1Py #1 O HIB #1
Follow up:
Signatura:
Physician



Appendlx I National Initiative for Children’s Healthcare Quality
Preventive Services Prompting Sheet

Name: D.0.B; Chart #;

Supine Position

Metabobic Tests

IMMUNIZATIONS:

AGE -2
WK

NICH@ National Initiative for Children’s Healthcare Quality
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Appendix K

BCAP Improving Preventive Care Services for Children Health

Plan Contacts

AlohaCare

Richard Banner, M.D., M.P.H.
Chief Medical Officer

AlohaCare

1357 Kapiolani Boulevard, Suite 1250
Honolulu, HI 96814

Phone: (808) 973-1564

Fax: (808) 973-0676

E-mail: rbanner@alohacarehawaii.org

Bonnie Gorman, R.N.

Quality Improvement Manager
AlohaCare

1357 Kapiolani Boulevard, Suite 1250
Honolulu, HI 96814

Phone: (808) 973-0695

Fax: (808) 973-0717

E-mail: bgorman@alohacarehawaii.org

AmeriChoice of Pennsylvania

James Mumford, M.D., M.B.A.
Corporate Medical Director for Quality
Management

AmeriChoice Health Plans

The Wanamaker Building

100 Penn Square East, Suite 900
Philadelphia, PA 19107

Phone: (215) 832-4674

Fax: (215) 832-4704

Email: jmumford@Americhoice.com

Amerigroup lllinois
Prentiss Taylor, M.D.

Vice President

Amerigroup Illinois

211 West Wacker Drive, Suite 1350
Chicago, IL 60606

Phone: (312) 424-2603

Fax: (312) 214-0424

E-mail: ptaylor@amerigroupcorp.com
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Blue Cross of California

Deborah Rodgers, R.N., M.H.S.A.
Project Manager

Blue Cross of California

WellPoint

5151-A Camino Ruiz, CC08

Camarillo, CA 93012

Phone: (805) 384-3223

Fax: (805) 383-1799

E-mail: deborah.rodgers@wellpoint.com

Dawn Wood, M.D., M.P.H.

Vice President, Medical Director
Blue Cross of California

WellPoint

5151-A Camino Ruiz, CCOS8
Camarillo, CA 93012

Phone: (805) 384-3510

Fax: (805) 383-1799

E-mail: dawn.wood@wellpoint.com

Community Health Network of
Connecticut

Sarah Calatayud

Quality Improvement Project Manager
Community Health Network of
Connecticut, Inc.

290 Pratt Street

Meriden, CT 06450

Phone: (203) 237-4000 --Ext. 3137
Fax: (203) 630-7990

E-mail: scalatayud@chnct.org

Elizabeth Smith, M.D.

Vice President and Medical Director
Community Health Network of
Connecticut, Inc.

290 Pratt Street

Meriden, CT 06450

Phone: (203) 237-4000 -- Ext. 3007
Fax: (203) 634-8411

E-mail: bsmith@chnct.org



Neighborhood Health Plan of
Massachusetts

James Glauber, M.D., M.P.H.

Medical Director, Pediatric Populations
Neighborhood Health Plan

253 Summer Street

Boston, MA 02210

Phone: (617) 428-7434

Fax: (617) 772-5513

E-mail: jim_glauber@nhp.org

Kathleen M. Pearlman

Quality Audit Coordinator
Neighborhood Health Plan

253 Summer Street

Boston, MA 02210

Phone: (617) 772-5713

Fax: (617) 772-5513

E-mail: kathy_pearlman@nhp.org

Neighborhood Health Plan of
Rhode Island

Lisa Franchetti, M.A.

Quality Management Project
Coordinator

Neighborhood Health Plan of Rhode
[sland

50 Holden Street, Suite 200
Providence, RI 02908

Phone: (401) 459-6092

Fax: (401) 459-6175

E-mail: lfranche@nhpri.org

Renee Rulin, M.D., M.P.H.

Chief Medical Officer

Neighborhood Health Plan of Rhode
Island

50 Holden Street, Suite 200
Providence, RI 02908

Phone: (401) 459-6000

Fax: (401) 459-6175

E-mail: rrulin@nhpri.org
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The Wellness Plan

Deloris F. Baker, M.D.
Medical Director

The Wellness Plan

2875 West Grand Boulevard
Detroit, Ml 48202

Phone: (313) 874-8215

Fax: (313) 644-0811

E-mail: dbaker@wellplan.com

Belinda Bolton

Quality Analyst

The Wellness Plan

2875 West Grand Boulevard
Detroit, MI 48202

Phone: (313) 202-8556

Fax: (313) 202-8561

E-mail: bbolton@wellplan.com



Appendix L

CHCS

Center for
Health Care Strategies, Inc.

The BCAP Network

The BCAP Network is an emerging alliance of health plans joined by
the common goal of furthering the quality and cost-efficiencies of
Medicaid and SCHIP managed care. BCAP Network activities include:

e BCAP Workgroups — Up to 15 Medicaid/SCHIP health plans collabo-
rate to develop replicable best practice models for targeted clinical
and administrative areas.

® BCAP Workshops — Hands-on workshops allow attendees (up to 30
health plans) to develop quality improvement initiatives for their
Medicaid/SCHIP populations.

e BCAP Quality Summit, October 16-18, 2002 — Accomplishments
from each BCAP workgroup will be highlighted at this national quality
gathering for Medicaid/SCHIP health plans.

* BCAP e-News Update — Bi-monthly electronic newsletter containing
updates on health plan best practice activities. To subscribe, e-mail
rb@chcs.org.

e BCAP Network Exchange Calls — Lively teleconference discussions
about current issues in health care with experts in the field.

® CHCS Website — Features current updates on BCAP projects,
resources for Medicaid and SCHIP health plans, and CHCS Managed
Care Best Practices Publications. www.chcs.org

e Best Practices Grants — Grants of up to $100,000 are available to
Medicaid and SCHIP health plans that want to develop, test, or refine
“best practice” programs to improve delivery of managed care in the
public sector.
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CHC Center for
Health Care Strategies, Inc.

1009 Lenox Drive, Suite 204
Lawrenceville, NJ 08648
(609) 895-8101

(609) 895-9648 fax

www.chcs.org



