Iowa’s Care for Kids Healthy Mental Development Initiative Renewal Application Narrative, November 15th, 2004

A. Review of project’s goals and objectives:

Iowa’s ABCDII project remains true to the original goals and objectives in our original proposal. 

Goal 1: Build the capacity of Iowa primary health care providers to provide developmental surveillance and assessment, family risk assessment, and anticipatory guidance for the healthy mental development of all Medicaid eligible children birth to age three.

Objective 1.1: Convene a Healthy Mental Development Panel to recommend standards and policies to develop an effective, coherent healthy mental development system in Iowa.

Objective 1.2: Establish desired minimum standards for a Level 1 system of surveillance and screening, family risk assessment, anticipatory guidance, and care coordination for children birth to age three years.

Objective 1.3: Identify and promote the use of appropriate surveillance, screening and assessment tools, anticipatory guidance, and select effective health promotion materials for the healthy mental development of young children

Objective 1.4: Craft Medicaid policies and guidelines to promote the adoption of the minimum standards for surveillance, family risk assessment, anticipatory guidance, developmental screening, and care coordination.

Objective 1.5: Establish two demonstration projects to test the Level 1 system standards and tools and link existing Level 2 services into the EPSDT healthy mental development services system.

Goal 2: Build the capacity of Iowa’s public and private health systems to promote healthy mental development through the enhancement of the delivery of Level 2 services and improved linkages with Iowa hospitals and other service providers.  

Objective 2.1: Identify effective models of public-private partnership for the delivery of healthy mental development services.

Objective 2.2: Define Level 2 services and identify current public and private Level 2 service providers in the state.

Objective 2.3: Assess gaps and barriers in providing Level 2 services in the demonstration projects (see Objective 1.5) and develop recommendations for the further development of Level 2 services in Iowa.
Our progress report shows that a number of these objectives have been met, and the others are in development.  We’ve made no significant modifications to the project plan.

B. Progress report:
We convened our EPSDT Interagency Collaborative Board and our Healthy Mental Development Panel’s several times during the course of the first year. Our Healthy Mental Development Panel named a Prevention and Identification Workgroup to suggest the terminology for a staged early identification system and to suggest tools for use at the different stages of the early identification system.

The Prevention and Identification Work Group recommended the use of a three-stage early identification system and identified screening tools for each stage of the process. The group reviewed and revised Iowa’s Child Health Maintenance Clinical Notes and endorsed their use at the demonstration sites. The Panel also adopted a set of written principles to guide the Panel in decision-making, and formed an additional work group, the Intervention Work Group. The charge for that group is to define Level 2 services for the project. Additionally, the Panel has two more specific work groups. The Interagency Referral Committee outlined a referral process that assures that all children referred are connected with appropriate services whether or not they qualify for Level 3 services (Early ACCESS/ IDEA Part C). The Medicaid Barriers group’s charge is to identify and clarify coding and reimbursement issues for Level 1 and 2 services, and to recommend changes to Iowa Medicaid policy. Our Evaluation Team met in-person on two occasion and made considerable progress on our evaluation design.
Efforts have progressed on the site map and content for the EPSDT Care for Kids web page. This web page, housed at the Center for Disabilities and Development, will provide access to the screening standards and Clinical Notes forms. Other  available resources and information, including anticipatory guidance, will assist primary health care practitioners promote healthy mental development of children and families in their care.
Since the October 1st quarterly report:

· The Panel met on October 18th. (Panel Minutes attached – Appendix One) 
· We continue to evaluate several locations for our demonstration sites. 

· The state Title V Child Health grantees received a presentation on ABCDII and their role at their Maternal Child Health Fall Conference.
· The Medicaid Barriers and the Interventions work groups each met. This process will continue through Year Two. The Medicaid group reviewed and discussed coding and billing issues. The interventions will be established for use in the demonstration in the demonstration sites. The Interventions group continues to review and develop the appropriate best-practice interventions for Level 2 services.
· Clarifying of the evaluation activities.
· We were notified that we were approved but not funded for the HRSA Perinatal Depression Grant. We plan to apply for new available funding in early 2005.
C. Early Lessons Learned:

We continue to be very pleased with the level of cooperation we receive from medical providers, parents, and social service providers. Because of the frustration they all share with screening and referrals, nearly everyone who’s been asked has agreed to participate in the project. We have a full Panel roster, four active work groups, a Board of very busy professionals who meet in person on a regular basis, and staff from several other state initiatives who are enthusiastically linking with ABCDII. We intend to develop effective training strategies as well as to refine our communication process in the demonstration sites.

There have been no significant barriers to the project’s initial progress. Questions remain about how our proposed strategies will work in the demonstration sites, but that is to be expected. If one of our planned ideas isn’t effective, we anticipate working with the local site leaders and adjusting accordingly. At this point, it’s difficult for us to predict what  may be the barriers out in the field.

D. Project in year two:

Our plan for Year Two is consistent with our original planning, with additional nuances and clarifying details. From our initial objectives, we have created a plan for Year Two that responds to the work completed, our early lessons learned, and our expectations for the demonstration sites. The major outcomes for Year Two will not be evaluated completely until year three, but all of our activities are aimed toward that end. An expected product in Year Two includes our EPSDT Care for Kids web site that will serve as a significant resource to practitioners in Iowa. Additionally, as we work with our demonstration sites, we expect to generate guidance on referral and intervention strategies. That guidance will be shared with the physician practices, the Title V child health grantees, and other community parties.

Objective 1.1: Convene a Healthy Mental Development Panel to recommend standards and policies to develop an effective, coherent healthy mental development system in Iowa.

The Healthy Mental Development Panel (the Panel) has developed a consensus on standards for Level 1 services, identified a public-private referral process for Iowa’s young children, and defined Level 2 services for testing in the demonstration sites next year.  The Panel will continue to meet during the second project year to monitor implementation in the project sites and recommend changes to standards and delivery systems based on the demonstration site experience. It is anticipated that this group will meet on at least three occasions during the second project year.

The Panel’s recommendations will be forwarded to Iowa’s EPSDT Collaborative Board (the Board). This interagency group coordinates EPSDT services in Iowa and recommends state EPSDT policy to Medicaid. The Board will continue to monitor the ABCD II project and address Medicaid policy barriers to implementation of the project.  This group will meet on at least two occasions in the second project year.  

Objective 1.3: Identify and promote the use of appropriate surveillance, screening and assessment tools, anticipatory guidance, and select effective health promotion materials for the healthy mental development of young children.

Appropriate surveillance, screening, and assessment tools, as well as anticipatory guidance materials were identified by our Panel and approved by the Board.  This information is currently being entered on a new state web site, IowaEPSDT.org,  The site will contain a downloadable surveillance instrument (the Iowa Health Maintenance Clinical Notes) and links to the recommended screening tools and anticipatory guidance materials.  In the second project year, staff and Panel and Board members will promote the use of the website, tools, and materials through professional association newsletters and conferences. We also plan to establish formal linkages to the recommended sources for anticipatory guidance through our Title V toll-free Healthy Families line. 

Objective 1.4: Craft Medicaid policies and guidelines to promote the adoption of the minimum standards for surveillance, family risk assessment, anticipatory guidance, developmental screening, and care coordination.

Our Panel has identified a number of barriers to adoption of the minimum standards, screening tools and care coordination. The Panel is now clarifying specific issues within the identified barriers and is refining recommendations for policy change.  Several incentives that would promote the adoption of surveillance standards for healthy mental development have already been presented to and accepted by our Board.  In Year Two of the project, we plan to further analyze the recommended incentives and policy changes and consider them for adoption at least within our demonstration sites.  Our ABCD II Project Coordinator and Project Consultant will work with practices in each demonstration site to further identify and clarify additional barriers that become apparent during implementation. Our Panel and Board will address these newly identified barriers as they become apparent.  

During the course of identifying barriers this year, it became apparent that there are many perceived barriers that don’t actually exist and that, in some instances, barriers are the result of policies within the health care agency and not Medicaid. To address this issue, staff plans to open a dialogue with various health association groups to clarify current Medicaid policies. 

Objective 1.5: Establish two demonstration projects to test the Level 1 system standards and tools and link existing Level 2 services into the EPSDT healthy mental development services system.

We are currently selecting our two demonstration sites. One will be in an urban area and the other in a rural area. Using the lessons learned from our Iowa Medical Home Initiative, we plan to establish and train a Facilitation Team(s) to work with health provider practices in the demonstration sites to implement the Level 1 service standards. At a minimum, the team(s) will include a physician advisor, nurse advisor, and our ABCD II Project Consultant.  The team(s) may also include a parent advocate when available.  The team(s) will use a system improvement model; they will assist the demonstration site provider practices in assessing their own needs to implement the new Level 1 standards and link at risk children with appropriate Level 2 services. We believe the team(s) will need to meet with each site at least monthly during the planning and start-up phases.  We will also utilize specific “content experts” to provide training and consultation in the demonstration sites.  These experts, along with our Facilitation Team(s) will provide training to Level 1, Level 2, and Level 3 providers whenever indicated. 

Objective 2.1 Identify effective models of pubic/private partnership for the delivery of healthy mental development services.

Our Panel and Board have determined that the process of linking children who are at risk for developmental, social-emotional, or behavioral problems to Level 2 and 3 services is a significant systems issue in Iowa. Many provider practices have neither the time nor the resources to locate the right referral source.  In response, we have identified a process that would give providers one toll-free number to call to be linked to the appropriate local Title V Care Coordinator who will serve as the child’s referral agent. Title V Care Coordinators exist across the state. They are generally nurses or social workers and can be paid for providing this service through current EPSDT financing mechanisms. 

To prepare our Title V Care Coordinators and their agencies to assume this responsibility, the ABCD II Project Consultant will develop a job description and provide training and technical assistance to the coordinators to assume the referral agent role.  The Consultant will facilitate meetings between provider practices and Title V care coordination agencies to further refine the referral process, assure adequate communication about referral outcomes, and develop Memorandums of Agreement to define both the public and private sector organization’s role and responsibilities in the process. The Care Coordinators will also assist us in monitoring the effectiveness of referrals to both the Level 2 and Level 3 service systems.

Objective 2.2: Define Level 2 services and identify current public and private Level 2 service providers in the state.

Level 2 services will be defined yet this project year.  Next year, our ABCD II Project Consultant will work with local Title V Care Coordinators to provide training and technical assistance in understanding Level 2 services and will assist coordinators in identifying Level 2 service providers in their areas. 

Objectives 2.3: Assess gaps in and barriers to providing Level 2 services in the project demonstration sites and develop recommendations for the further development of Level 2 services in Iowa.

The ABCD II Project Consultant will design an assessment tool to identify gaps in and barriers to providing Level 2 services in the demonstration sites and train local Title V Care Coordinators in the tool’s use. 

Measurement

The evaluation plan is in the formative stage with several details remaining to be sorted out.  To follow is our most current thinking about how we intend to measure the three outcomes put forward for all ABCD II projects.  In addition, Iowa-specific outcomes will be considered to measure such outcomes as referral and treatment for family stress and maternal/caregiver depression.  The following methods are under consideration for each of the three required outcomes for the ABCD II project.   

Outcomes will be measured from two demonstration sites -- one rural and one urban.  The sample size will total 400 Medicaid-enrolled children from designated providers who agree to participate in the demonstration protocol.  Eligible children will include all children birth through age three who are enrolled in Medicaid and who visit their primary care provider for a well-child examination during the demonstration period.  Data will be collected at the child level from primary care provider chart audits and from audits of the EPSDT Care Coordinator database.  Baseline data will be gathered at the beginning of the 2nd year of the project.  Child outcomes will be followed for 6 months after the initial screening is completed:

Outcome #1:  The percentage of eligible children birth through age three (up to 48 months) who are documented to have received developmental and social-emotional screening according to the recommended ABCD II standards.  

· For this outcome we will measure the percentage of children in the entire sample who have received a Level1 screen as documented on the Iowa Health Maintenance Screening Clinical Notes (HMCN).  To assess age-related differences in screening rates, we will analyze data in four age-related screening categories: birth to 6 month screens; 9 to 12 month screens; 15 to 18 month screens; and 2  – 3 years.  Screening will be considered complete if all content under “Developmental Milestones” on the HMCN is documented.  Because HMCN data will not be available at baseline, other screening data documented in the chart will be used. 
Outcome #2:  The percentage of eligible children birth through age three (through 47 months) who are referred for evaluation and/or intervention.  We will also determine the percentage of children referred from among all children documented to be at-risk for developmental, social-emotional, or behavioral problems.
· From the number of Medicaid-enrolled children identified at risk from either parent report or provider observation as documented on the HMCN, we will measure the percentage of children who received a referral for any designated category of evaluation/intervention/treatment.  We will also perform an analysis by the age-related screening categories described in outcome #1.  Evaluation, intervention, and treatment would not include routine follow-up screening and monitoring, but would include targeted Level 2 screening and more comprehensive assessment.  Examples of services for which referrals could be made would include the following: problem-focused parent education and counseling; enhanced testing and assessment of the child; referral to resources in the community and/or health care providers for which claims/billing data is not available; referral/utilization of health care from health care providers for which claims/billing data is available.
· Data to assess referral rates will be collected using chart audit of primary care providers to obtain HMCN screening data and any accompanying chart documentation of referrals made.  Additional data will be collected from parents/caregivers to assess how well family needs have been assessed and referred for follow up.  Interviews with parents or caregivers will be conducted 2 weeks after their child’s screening and again at 6 months post-screening to assess the outcomes of any referrals intended to meet identified needs.  Contact with families to collect follow-up information may be made by telephone, mail, or in the clinic/office.  Parent interview data will be combined with documentation of family needs and service referrals made by EPSDT Care Coordinators and recorded in the Child and Adolescent Reporting System (CAReS) database.  At baseline, HMCN will not be available, which will require use of other chart data.
Outcome #3:  The percentage of children birth through age three (through 47 months) who received intervention/treatment for social, emotional, and/or developmental delays (including treatment to prevent such delays).  We will also determine the percentage of children actually receiving intervention/treatment from among those referred for services.

· From the number of Medicaid-enrolled children identified as at risk from either parent report or provider observation using the HMCN, we will measure the percentage of children who received intervention or treatment.  We will also perform an analysis by the age-related screening categories described in outcome #1.  We will track the type of intervention or treatment using the following classifications:  problem-focused parent education and counseling in the primary care office; more aggressive monitoring or re-screening in the primary care office; more extensive testing or assessment of the child; utilization of health care or other resources for which claims/billing data is not available; and utilization of health care or other resources for which claims/billing data is available. 
· Data will include care provided in the primary care office, as well as care received outside the primary care office if documented by the primary care provider and/or EPSDT Care Coordinator.  Data to assess intervention/treatment rates will be collected using chart audit of primary care providers, correlating chart documentation of referrals with subsequent chart or claims documentation of any of the intervention or treatment types listed in the previous paragraph.  Additional data will be collected to assess how well family needs are assessed and referred for intervention.  Interviews with parents will be conducted 2 weeks after their child’s screening and again at 6 months post-screening to assess the outcomes of any referrals intended to meet identified needs for treatment.  Parent interview data will be combined with documentation of family needs and service referrals made by EPSDT Care Coordinators and recorded in the Child and Adolescent Reporting System (CAReS) database.
Additional demographic data will be collected, such as gender and geographic area of residence. 
E.  Key Stakeholders and Projects:

Through the membership of the EPSDT Collaborative Board and the Healthy Mental Development Panel, we are able to reach several key associations and groups. 

These groups include the following:

· Department of Human Services and Iowa Medicaid

· Department of Public Health

· Center for Disabilities and Development 

· Prevention of Disabilities Policy Council

· Child Health Specialty Clinics

· University of Iowa College of Medicine

· American Academy of Pediatrics, Iowa Chapter

· Iowa Academy of Family Physicians

· Iowa Association of Social Workers

· Iowa Physician Assistant Society

· Iowa Nurse Practitioner Association

· Part C/Early ACCESS

· Community Empowerment

· Iowa Medical Home Initiative

· Mental Health/Developmental Disabilities System Design

· Title V Maternal and Child Health grantees

· Iowa Psychological Association

· Iowa Children’s Mental Health Roundtable

Many Panel members serve on Panel subcommittees that design the project’s implementation strategies. Once the subcommittee presents their ideas for the Panel’s deliberation, the full Panel reviews and amends the course of action. Upon the Panel’s approval, the idea is sent to the Board for discussion, revision, and potential approval. Throughout this process, members are encourages to share information with their respective constituency organizations.

Though there are several activities occurring in Iowa that affect young children and their families, efforts exist to pull them all together under one umbrella. The Early Care, Health, and Education System-Building Project’s stakeholders group represents many of these activities. ABCDII is represented on that stakeholder group, and serves on two of their workgroups. The Iowa Medical Home Initiative (IMHI) is involved in many aspects of the Early Care project as well as with ABCDII. As we advance into our demonstration sites, we will work closely with the IMHI to learn from their experiences in the field, and to stay current of best practice regarding physician process improvement change models. The IMHI endorses screening and early identification of children for medical and developmental concerns and will share ABCD II tools and other national screening tools with IMHI practices.
Another key partner is the Early ACCESS (EA) system. Because our Board and Panel membership consists of several EA partners, we are always up-to-date on any policy or procedural changes . At our demonstration sites, we expect to work closely with the local EA system, and to make recommendations to the state Early ACCESS Executive Committee based on those experiences.
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