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MARYLAND HEALTHY KIDS/EARLY AND PERIODIC SCREENING, DIAGNOSIS AND TREATMENT (EPSDT) PROGRAM 

MISSION, GOAL AND IMPLEMENTATION
Mission:
The mission of the Department of Health and Mental Hygiene is to protect and promote the health of the public by creating healthy people in healthy communities. 

Goal:
The goal of the Maryland Healthy Kids/EPSDT Program is to assure the availability and accessibility of quality preventive health care to Maryland Medical Assistance children under 21 years of age.

Implementation:
Medical providers of preventive health care serving Medical Assistance children under 21 years old must follow the standards of the Maryland Healthy Kids program described in the Maryland Healthy Kids Provider Manual.  These pediatric preventive health standards, which meet federal mandates and State requirements,* are outlined on the Maryland Schedule of Preventive Health Care.  The standards are developed in consultation with the Maryland Chapter of the American Academy of Pediatrics, the State Health Departments Office of Child Health, and other public health administrations within the Maryland Department of Health and Mental Hygiene.

The Division of Childrens Health within the Medical Care Policy Administration is responsible for the administration of the Maryland Healthy Kids Program.  A team of Healthy Kids Nurse Consultants provides consultation and quality oversight through certification of new providers, interpretation of program requirements, on-site quality reviews, and provider training.

* Section 42 of the Code of Federal Regulations (CFR), Parts 430 to 460

   Code of Maryland Annotated Regulations (COMAR 10.09.23)
THE MARYLAND HEALTHY KIDS PROGRAM  MANUAL
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I.  OVERVIEW 

A.  PURPOSE AND ADMINISTRATION
The Maryland Medical Assistance/Medicaid Program (MA) provides comprehensive health care, including Early, Periodic, Screening, Diagnosis, and Treatment (EPSDT) services, to all MA recipients under the age of 21.  In Maryland, the EPSDT Program is known as the Maryland Healthy Kids Program.  EPSDT/Healthy Kids services are federally mandated benefits that are delivered by a network private physicians, licensed health practitioners and hospital clinics through Managed Care Organizations (MCO).  In addition, some services are also provided by local health departments and school systems participating in the Maryland Medicaid as independent providers or as part of a MCO network.  

Primary care providers (PCPs) serving MA children must be certified by the Maryland Healthy Kids Program.  Certified Maryland Healthy Kids providers must agree to the conditions and standards in the Healthy Kids Manual.  The manual addresses Maryland Healthy Kids/EPSDT screening requirements for primary care providers and serves as a resource manual for both the professional and non-professional office staff.  Fee-for-service providers must also supplement this manual with the Maryland Healthy Kids Program Billing Instructions.

The Medical Care Policy Administration (MCPA), Division of Childrens Services administers the Maryland Healthy Kids/EPSDT Program.  MCPA is responsible for:

1. informing eligible children under the age of 21 about the EPSDT/Healthy Kids Program; 

2. assuring that screening services are available by enrolling a sufficient network of providers who meet the standards for delivering services; 

3. coordinating with related agencies and programs such as local health departments, WIC, Head Start and foster care;

4. MCPA provides funding to the local health departments (LHD) for support services such as outreach, appointment scheduling, transportation assistance, tracking and case management services to ensure initiation of treatment for identified problems and continuity of care.

The Healthy Kids Program has a staff of nurses who serve as regional management consultants for the Healthy Kids provider network.  These regional Nurse Consultants are a vital element to the success of the Healthy Kids program and are responsible for: 

-  Certifying providers for participation as a Healthy Kids/preventive screening provider; 

-  Interpreting program requirements; providing technical assistance;

-  Provider relations and billing assistance; and

-  Periodic on-site quality monitoring reviews of all primary care providers serving 

Medicaid children.  

The Maryland chapter of the American Academy of Pediatrics, the University of Maryland Dental School and the State Health Department's Community and Public Health Administration and the professional staff in the Medical Care Policy and Compliance Administrations provide medical consultation and support for the Healthy Kids Program. 

B.  CHILDREN WHO QUALIFY FOR THE HEALTHY KIDS  PROGRAM
All children under the age of 21 years who are eligible to receive Medical Assistance qualify to receive Healthy Kids screening and treatment services.  Healthy Kids screening services must be rendered by a primary care provider (PCP) who is certified by the Maryland Healthy Kids Program.  At the present time, there are approximately 230,000 children statewide receiving Medical Assistance (MA) benefits.  Children who are eligible for the following Medical Assistance Programs are eligible to receive Healthy Kids/EPSDT services:

- General Medical Assistance,

- Maryland Childrens Health Program,

- Disabled children through for SSI Program.

Newly eligible Medical Assistance children and young adults under 21 years of age not enrolled in a Managed Care Organization (MCO), children in the home and community based waiver, and children in the Rare and Expensive Case Management Program may obtain Healthy Kids screening services from any certified PCP who accepts the Medical Assistance card. However, when a Medical Assistance recipient enrolls with an MCO, the MCO is responsible for ensuring that Healthy Kids preventive health services are delivered according to the Schedule of Preventive Health Care.  The MCO is also responsible for ensuring appropriate treatment services.

C.  HEALTHY KIDS/EPSDT SCREENING PROVIDER QUALIFICATIONS
To participate in the EPSDT/Healthy Kids program, a primary medical provider must agree to adhere to the standards for preventive health care set forth in this manual.  All providers who deliver preventive health care services to children under 21 years of age must be certified by the Maryland Healthy Kids Program.  Certified providers who participate in the Maryland Healthy Kids program - including the MCO network providers - are monitored by the Healthy Kids Program staff to assure compliance with this requirement.

 If the provider is an existing Medical Assistance provider and chooses to be certified as a provider for individuals under age 21, the provider will need to sign an Addendum to the general provider agreement and be approved by a nurse consultant from the Healthy Kids Program.  

If the provider is not enrolled in the Medical Assistance Program and wishes to be a certified Healthy Kids provider, the provider must participate as an MCO network provider, complete the provider certification application and be approved by the Maryland Healthy Kids Program.    

To become a certified Maryland Healthy Kids provider, the provider must be a health care provider:

-  Physician or Osteopath (with appropriate residency or board certification),

-  Certified Nurse Practitioner. 

In addition, if the provider is a provider in a health facility, the health facility, such as one of the following, must be certified:

-  Children and Youth Clinic,

-  Federally Qualified Health Center, 

-  Free Standing Clinic,

-  Hospital Outpatient Clinic (OPD), 

-  Local Health Department (LHD),

-  Managed Care Organization (MCO),

-  Maryland Qualified Health Center.

All providers rendering preventive screening services to children must meet all of the conditions specified in the Healthy Kids/EPSDT Program regulations (COMAR 10.09.23).  These are summarized as follows:

1.   Provide or ensure the provision of the full set of screening procedures as outlined in the Healthy Kids Schedule of Preventive Health Care and in a manner prescribed by the Department in the Healthy Kids Program Provider Manual.

2.  Provide interperiodic partial and full screening as deemed medically necessary;

3.  Provide or arrange for referral, diagnosis, treatment, and follow-up if the screening indicates a need for additional services;

4.  Inform the parent or guardian of the need for preventive health care visits at the time of enrollment or assignment and assist with scheduling appointments to facilitate adherence to the Schedule of Preventive Health Care.   

5.  Cooperate with State and LHD efforts to assure that children receive needed follow-up and treatment services.  Make referrals to the LHD when appropriate to track children for such things as delayed immunizations and chronic missed appointments.  Provide necessary child health information to LHD to enable follow-up care.

6.  Conform to the equipment, facilities, and procedural standards set by the Program;

7.  Maintain a patient record system which is sufficiently detailed and current to allow another physician who is unfamiliar with the patient to properly continue treatment in the absence of the initial provider;

8.  Agree to on-site visits by Program staff to initially certify a provider and to assess the quality of health care delivered to Medicaid children who will:        

-  Review charts of Medical Assistance recipients to assure that the medical record is sufficiently detailed to verify that a full screen was completed according to the Schedule of Preventive Health Care and Program Manual.

-  Determine if equipment necessary to perform required procedures is available and functioning.

-  Determine that required procedures are being performed correctly and that appropriate 
follow-up is provided.

-  Assess the need for provider/staff training, technical assistance, or in-service training.

9.  Agree that if during the on-site visit Departmental staff determine that the provider does not meet the standards established by the Program, the Healthy Kids/EPSDT provider shall be granted provisional status until the provider demonstrates that the problems are resolved.  If the problems are not resolved to the Program's satisfaction, the Department may restrict the providers' patients to certain age groups under age 21 and/or to patients 21 years and older.    

II.   SCHEDULE OF PREVENTIVE HEALTH CARE

A.   HEALTHY KIDS/EPSDT SCREENING SERVICES
The Healthy Kids Program Schedule of Preventive Health Care meets standards set by State and federal regulations.  The Schedule defines how often a child should be seen for a well child visit and conforms with the number of visits recommended by the American Academy of Pediatrics (AAP).  Since children eligible for Medical Assistance may be at higher risk for health problems than the general population, certain screening components, such as lead testing, are required rather than optional. The Schedule includes seven full preventive visits in the first year of life, three screens in the second year, a yearly periodic visit between ages two through twenty.  Children older that age six should receive an annual preventive well-child visit, however, a preventive care visits may occur every two years with documentation of medical rationale by the primary care provider.  Additionally the Schedule does not preclude more frequent preventive health visits if medically necessary and appropriate.  The components are summarized as follows:

 
 Health and developmental history

    1) Initial/Interval Personal and Family Health History

    2) Developmental/Mental Health Assessment

       (may be completed through Physical Exam and/or Developmental Test)

Comprehensive unclothed physical examination
    1) Assessment of Physical Growth and Nutritional Status

    2) Unclothed Physical Examination By Systems

    3) Assessment of Vision 

    4) Assessment of Hearing

Appropriate laboratory tests
    1) Anemia Screen

    2) Cholesterol Screen

    3) Hereditary/Metabolic and Hemoglobinopathy Screening

    4) Lead Assessment & Test

    5) Tuberculin Test (required for high-risk only)

Immunizations
    1) Assess Immunization Status

    2) Immunize using current recommendations of the Advisory Committee on 
        
        
    Immunization Practices (ACIP).

Health education/anticipatory guidance
    1) Age-appropriate Guidance

    2) Dental Assessment and Referral

    3) Inform Parent of interval to the next preventive health visit.

Subcontracting of components is allowed but is usually not beneficial to the provider or patient.  All subcontracting agreements must be in writing and must be approved by the Department in accordance with Healthy Kids Program regulations.  This includes any MCO enrollee under age 21 years assigned to a non-certified PCP.  

B.    DEFINITIONS 

Initial screening services
An initial or full Healthy Kids/EPSDT screen is a comprehensive well-child service provided by a certified provider.  It includes all of the age appropriate screening components required or recommended on the Healthy Kids/EPSDT Schedule of Preventive Health Care.  The initial screen is provided to children who are new to the providers practice.  When a child is enrolled in an MCO, the MCO is responsible for ensuring that an initial screen is scheduled with the PCP according to the following:

· Within 90 days from the date of enrollment, or 

· At a shorter interval to ensure that a newly enrolled child receives the appropriate health care services in a timely manner (This includes newborns who need a 14-day or 1-month check-up, newly enrolled under-two-year-olds who are to be scheduled within 30 days of enrollment or a child in need of an initial evaluation for a health condition identified on the Health Risk Assessment), or

· At an interval consistent with the Schedule of Preventive Health Care if the child was        established in the PCPs practice prior to the childs MCO enrollment.  

Periodic screening services
A periodic screening service is a subsequent well-child service consistent with the Healthy Kids/EPSDT Schedule of Preventive Health Care.  Periodic screening services are regularly scheduled screenings delivered to children who are established in the practice.  The comprehensive  periodic assessments of the childs physical, developmental and mental health status are important aspects of preventive and primary care.  These assessments are necessary to prevent, diagnose and treat childhood illness or disability before they become serious or disabling.

Interperiodic/partial screening services 
Interperiodic/partial screens are provided at intervals other than those required by the Schedule of Preventive Health Care.  These visits are conducted as follow-up to a full periodic screen to reassess a condition previously diagnosed.  The scope of service at this type of screen is limited to that which is medically necessary to provide confirmation of a diagnosis, follow-up treatment of the child, and/or referral for speciality care.  Partial screens should not be done by the primary care provider when the child is due a full screen. 

C.  HEARING, VISION, AND DENTAL SCREENING SERVICES
Hearing, vision and dental screening services are subject to their own periodicity schedules. A qualified health professional may conduct vision, hearing and dental screens without a referral from the primary care provider.  When these screening services are provided at the same intervals indicated on the Healthy Kids Schedule of Preventive Health Care, the PCP may include the screening results as part of the Healthy Kids visit. 

III.    HEALTHY KIDS/EPSDT SCREENING COMPONENTS

 A.  HEALTH AND DEVELOPMENTAL HISTORY 
Obtain  a comprehensive health and developmental history at the time of the initial health assessment.  A comprehensive health history is a key component to effectively screen and monitor high risk factors.  Update this history at each interval visit. Using a standard set of questions can improve the provider's ability to identify those children who may be at substantial risk of having a significant health problem.  The health and development history: 

· Compiles historical and current information about the child and the child's family,

· Reveals information about those diseases and health problems for which there is no single standard screening test.

Include the following elements in a comprehensive health and developmental history:

- Family

- Medical

- Perinatal, for young children

- Gynecological/Obstetrical

- Growth and Development and Nutrition 

- Mental-Emotional  

- Immunization Status

- Initial observations of parent/child/family interactions

- Identify the care givers and their concerns and psycho-social supports

Developmental Assessment
Developmental/mental health assessment is an ongoing process which is completed as part of each Healthy Kids screen.  It consists of a range of activities to determine whether the child's physical, cognitive, emotional, and mental development is within a normal range according to age and cultural background.  Information from the parent (or others who have knowledge of the individual), observation and interview with the individual are necessary.  The following areas of growth and development must be assessed (but may be included as part of the history and/or physical examination):

    1.  Speech/language development focusing on age appropriate expressive speech, language,               comprehension, and articulation, and complexity.

.   2.  Gross motor development focusing on strength, balance, and locomotion.

    3.  Fine motor development focusing on eye-hand coordination.

    4.  Self-help skills focusing on feeding, dressing, toileting, growth toward independence.

    5.  Cognitive development focusing on problem solving or reasoning abilities.

    6.  Mental Health development focusing on mental health promotion and prevention                           services as a component of child health supervision.

    7.  Psychosocial/emotional development focusing on behavior; interaction with others; school            placement, achievement with current grade, and school attendance.

Two of the most important assessment pieces are: 1) speech development in pre-school age children, and 2) school achievement in the older child.   

Refer to the Healthy Kids Encounter Sheets for age-specific developmental information.  Use of these encounter sheets is optional but will help assure that the required components of the Healthy Kids/EPSDT screen are documented.

 
Developmental screening tests
Providers can elect to administer objective developmental screening tests.  Use of an objective developmental test is recommended at Healthy Kids screening visits from 6 months through 4 years of age.  Routine developmental testing after school entry is not recommended.  When an age-appropriate objective developmental test is properly administered, and it is the providers practice to charge non-MA patients separately for the test, the provider may also bill Medical Assistance for the test for children not enrolled with a MCO.  If the provider includes objective testing in its office visit fee, the provider may not bill Medical Assistance separately for the test.  The  Program uses the following CPT codes: 1) to reimburse providers and; 2) to collect federally required service data.  

96110 - Administration and medical interpretation of developmental tests (non-
  


standardized or standardized but limited in scope) by qualified staff.  This includes 


prescreening tools such as the PDQ and R-PDQ if they are directly administered by 


qualified staff.  Questionnaires which are self-administered by the parent or child should 


not be billed.

96111 - Developmental testing (including motor, language, social, and cognitive 

   functioning components) by a standardized instrument when administered and interpreted by qualified staff such as the Denver Developmental Test. 

All objective tests (standardized and non-standardized) must be approved by the Program.  Call the Healthy Kids Nurse Consultant at 410-767-1485 for information concerning the use of objective developmental testing methods.

Referral or follow-up for suspect and positive screens. 

For children from birth through age 2 referral to the local Infant and Toddlers Program is indicated for  those with suspected or known developmental delay.  The Program will assist parents and care-givers to access appropriate health, social or educational services.  For information call 1-(800)-535-0182.

For children age 3 and above referral to the Child Find Program within the local school system is appropriate. 

For assistance in locating other community-based services for children with suspected or known developmental delay, contact the local health department.                  

Mental Health Assessment
Providers are encouraged to use a mental health assessment instrument to identify children who may be in need for a mental health referral.  The use of an assessment tool also helps to identify children who have risk factors associated with the development of behavioral or emotional problems.  A mental health assessment tool should be based on the childs age and developmental status and contain questions that can be easily administered to the child or answered by the parent or guardian. Refer to the forms section for an optional mental health checklist.   

Alcohol and Substance Abuse Assessment

B.  COMPREHENSIVE PHYSICAL EXAMINATION REQUIREMENT
The comprehensive physical examination component of a Healthy Kids Screen must include documentation of  an unclothed physical examination with age appropriate notations, blood pressure, physical growth measurements and nutritional assessment.  

 Unclothed physical examination by systems 
A licensed physician, osteopath, certified nurse practitioner or a registered physician's assistant must perform an unclothed physical examination.  Documentation of a systems approach is required.  Recording only within-normal-limits or WNL for an exam is not acceptable.  All suspect or positive findings should be summarized and discussed with the parent/child and a plan of care developed.  The child must be monitored, treated and/or referred to an appropriate specialty service for any identified problems.  It is generally accepted that a minimum of five systems must be documented to be considered a complete physical examination.  Recording within-normal-limits in place of five documented systems is not acceptable.  

The physical examination includes specific elements as appropriate for the child's age and health history, including:

(a)  Parent/child/physician interaction



(b)  General appearance, including behavior

(c)  Head & neck (including fontanelles for infants and facial features)

(d)  Interpretation of growth measurements 

(e)  Skin assessment (evidence of scars, burns, bruises) and hair

(f)  Assessment of eyes, including ability to see

(g)  Assessment of ears, including ability to hear

(h)  Inspection of nose/throat

(I)   Inspection and assessment of oral cavity including:

-  Palate, cheeks, tongue and floor of mouth; dental ridges (including erupting teeth);

-  Gums for evidence of infection, bleeding or inflammation;

-  Malformation or decay of erupting teeth;

-  Need for daily fluoride intake;

-  Need for dental referral regardless of age for obvious cavities, gum or other 
                              abnormalities. Routine dental referral begins at age 3, but may begin earlier, and must                   
be made every year thereafter. 

(j)  Assessment of vocalization and speech appropriate for age

(k) Blood pressure measurement (ages > 3 years)

(l)  Cardiopulmonary evaluation

(m) Pulses (palpation of femoral arteries)

(n) Abdominal evaluation (musculature, organs, masses)

(o) Urogenital evaluation

(p) Orthopedic evaluation including muscle tone and scoliosis

(q) Neurological evaluation including gross and fine motor coordination


Blood pressure measurements
Blood pressure measurement is a standard procedure of the physical examination for all children ages 3 through 20.  Correct measurement of BP in children requires use of a cuff that is appropriate to the size of the childs upper right arm.  The equipment necessary to measure BP in children age 3 years through adolescence includes three pediatric cuffs of different sizes as well as a standard adult cuff, an oversized cuff, and a thigh cuff for leg BP measurement.  The cuff should have a bladder width that is approximately 40 percent of the arm circumference midway between the olecranon and the acromion.  This will usually be a cuff bladder that will cover 80 to 100 percent of the circumference of the arm.  BP equipment should be calibrated yearly.  BP should be recorded at least twice on each occasion, and the average of each of the systolic and diastolic BP measurements should be used to estimate BP level.  Systolic BP is determined by the onset of the Tapping Korotkoff sounds and the diastolic is determined by K5.  The childs measured systolic and diastolic BP is compared with the numbers provided in the table (boys or girls) for age and height percentile. (See Percentile forms) 

Guidelines for interpretation of blood pressure measurements

In children under age 18 

And follow-up criteria+ 
Definitions




Recommended Follow-up
Normal BP




Continue health care;

Systolic and Diastolic BPs


repeat measurement yearly

< 90th percentile for age and sex




High Normal BP



Repeat BP, if necessary, over several

Average systolic or diastolic


visits; compute BP percentile.  If high BP

 
BP greater than or equal to the

cannot be explained by excess height 

90th percentile but less than the

for age or excess lean body mass for age,

95th percentile



 monitor BP every 6 months.

High BP (hypertension)


Evaluate and manage

Average systolic or diastolic


according to current standards

BP greater than or equal to the

or refer to appropriate source of

            95th percentile for age and sex

care.

            measured on at least three




separate occasions.





Guidelines for interpretation blood pressure measurements 

 in young adults ages 18 years and older
 and follow-up criteria

Diastolic Blood Pressure mm Hg

Recommended Follow-up*
< 85




Recheck yearly.

85 to 89



Recheck within 2 months.

90 to l04



Confirm promptly (not to exceed 2 months.)

105 to ll4



Evaluate/ refer to source of care (not to exceed 2 wks.)

> ll5




Evaluate or refer immediately to a source of care

Systolic Blood Pressure mm Hg

Recommended Follow-up
    When DBP < 90 mm Hg:
< l40




Recheck yearly.

l40 to l99



Confirm promptly (not to exceed 2 months.)

> 200




Evaluate or refer promptly to source of care (not to exceed 2 weeks.)
+ Report of the Joint National Committee on Detection, Evaluation and Treatment of High Blood Pressure (National Institute of Health) archives of Internal Medicine, 5/87; 148(5): l023-l038.

*If recommendations for follow-up of diastolic and systolic blood pressure are different, the shorter recommended time for recheck and referral should take precedence.
 Age-Specific Percentiles

 Growth measurements - physical growth 
One of the most important features about children is they grow.  Therefore, measurements must be obtained at all Healthy Kids visits.  Measurements must be plotted on National Center for Health Statistics (NCHS) growth charts from birth to age 18.  Below are the guidelines for obtaining measurements:

Head circumference is required on each visit from birth through 11 months; recommended through age 2 on initial visits and children with suspected abnormal growth patterns.  Measure the occipital prominence to the brow using a non stretchable flexible tape; measure to the nearest eighth-inch or millimeter (mm).

Weight is required at each visit for all ages.  Infants and small children should be weighed on a table model beam scale.  Older children who can stand without support can be weighed on a floor model beam scale.  Scales should be balanced prior to weighing and should be checked and adjusted for accuracy according to the manufacturer's specifications.

Height is required at each visit for all ages.  Infants and children up to age 2, and children with low birth weight, failure to thrive, or certain developmental disorders, and/or who cannot stand, should be measured supine on a firm surface using a fixed headboard and footboard when possible.  For older children who are able to stand without support, use a non-stretchable measuring tape fixed to a true vertical flat surface.

Plotting height for age allows comparison with all children the same age, and is the best indicator of growth problems.  For infants and prepubescent children, weight for height should also be plotted on the growth chart.  Plotting weight for height allows comparison with children of the same height and is the best indicator for potential underweight or overweight.  Under age 12, weight for height should be between the 5th and 95th percentile.  The desirable range for 12 to 17 years old of weight to height is between the 25th and 75th percentiles.  While a weight table for adults (>18) is included, greater emphasis should be placed on body fat vs. weight.  

Boys: Birth to 36 Months

Girls: Birth to 36 Months

Boys: 2 to 18 Years

Girls: 2 to 18 Years

Height and weight tables for adults1

Men Ages 25-59
	Height*


	F r a m e

	Feet              Inches
	Small
	Medium
	Large

	5'                  1"

5'                  2"

5'                  3"

5'                  4"

5'                  5"

5'                  6"

5'                  7"

5'                  8"

5'                  9"

5'                  10"

5'                  11"

6'                  0"

6'                  1"

6'                  2"

6'                  3"
	   128 - 134   

130 - 136

132 - 138

134 - 140

136 - 142

138 - 145

140 - 148

142 - 151

144 - 154

146 - 157

149 - 160

152 - 164

155 - 168

158 - 172

162 - 176
	131 - 141

133 - 143

135 - 145

137 - 148

139 - 151

142 - 154

145 - 157

148 - 160

151 - 163

154 - 166

157 - 170

160 - 174

164 - 178

167 - 182

171 - 187
	138 - 150

140 - 153

142 - 156

144 - 160

146 - 164

149 - 168

152 - 172

155 - 176

158 - 180

161 - 184

164 - 188

168 - 192

172 - 197

176 - 202

181 - 207



Women Ages 25-59
	         Height*

Feet               Inches
	F r a m e



	
	Small
	Medium
	 Large

	4'                  9"

4'                  10"

4'                  11"

5'                  0"

5'                  1"

5'                  2"

5'                  3"

5'                  4"

5'                  5"

5'                  6"

5'                  7"

5'                  8"

5'                  9"

5'                  10"

5'                  11"
	102 - 111

103 - 113

104 - 115

106 - 118

108 - 121

111 - 124

114 - 127

117 - 130

120 - 133

123 - 136

126 - 139

129 - 142

132 - 145

135 - 148

138 - 151
	109 - 121

111 - 123

113 - 126

115 - 129

118 - 132

121 - 135

124 - 138

127 - 141

130 - 144

133 - 147

136 - 150

139 - 153

142 - 156

145 - 159

148 - 162
	118 - 131

120 - 134

122 - 137

125 -  140

128 - 143

131 - 147

134 - 151

137 - 155

140 - 159

143 - 163

146 - 167

149 - 170

152 - 173

155 - 176

158 - 179


1  1983 Metropolitan Height and Weight Table for Ages 25-59.  For Males and Females Aged 18 to 24, Subtract One Pound For Every Year Under Age 25.  

+Height without shoes.

* Weight in pounds - indoor weighing.
 Nutritional status assessment
Assess the childs nutritional status by asking the care-giver (or child/adolescent, when appropriate) about feeding practices and eating habits.  Use this information in conjunction with the health and developmental history, growth data, and/or comprehensive physical examination to evaluate the presence of nutritional risk factors.  Monitor individuals with nutritional risk factors and refer when appropriate to resources including, but not limited to, WIC, nutrition counseling by a licensed or nutritionist.  

Provide all children or their care-givers with anticipatory guidance on normal nutrition according to the age and developmental stage of the child.  Guidance can include:

· nutritional needs of infants, children, and adolescents;

· developmental readiness of the infant for solid foods;

· transitioning the older infant to table foods and the development of self-feeding skills;

· normal feeding behaviors of young children; and

· development of healthful eating habits in school-age children and adolescents.

Use The Food Guide Pyramid as a guide for children and adolescents to select healthy foods for meals and snacks.  A copy of the Food Guide Pyramid is found in the Resource Section.

.

Give special emphasis to referral for the following groups:

· Children who demonstrate weight loss or no weight gain (according to age) at scheduled 
pediatric visits.

· Children who are overweight (greater than the 95th percentile for weight for height on the growth chart).

· Children with other variations from expected growth such as weight for age and height for age below the 5th percentile.  Adjust for prematurity (up to 3 years of age), parental 
height, ethnic group or race, or for congenital conditions such as Down Syndrome or 
cerebral palsy.  Growth charts have been developed for premature infants, children with 
Down Syndrome or cerebral palsy, and for Southeast Asian children.  These charts may be requested by contacting the State office of the Maryland WIC Program, Nutrition Services Unit.  See Resource Section for nutrition and referral information.

· Children with congenital or chronic conditions affecting ability to meet nutrient needs, for example, cleft palate, congenital heart defects, cystic fibrosis, inborn errors of 

metabolism, and physical or mental handicaps.

· Children with elevated blood lead levels, iron-deficiency anemia, food allergies, and/or 
drug-nutrient interactions.

· Children at risk for sub-optimal nutritional status as a result of environmental influences 
such as:

-  inappropriate feeding practices including over-dilution of infant formula;

-  inadequate financial resources in the family; or

-  attitudes or behaviors of the primary care-giver and/or persons with significant                     influence on the primary care-giver.

Nutrition Resources and Referral Information:
· Children up to 5 years of age may be eligible for WIC, the Special Supplemental Nutrition Program for Women, Infants and Children.  This federal program provides nutritious foods and nutrition education, including breast-feeding counseling and support.  Use the WIC Program Referral Form found in this section or call 1-800-242-4WIC (inside Maryland only) or 1-410-767-5233 (outside of Maryland) to refer patients.  Physician Referral Forms and other materials may be ordered.  See the WIC Order Form found in the Resource Section.

· Children with medical problems who would benefit from medical nutrition therapy should be referred to a licensed dietitian or licensed nutritionist.

· Lactation consultants can provide counseling and support to breast-feeding mothers.  They can be found by contacting local hospitals, local health departments and the Maryland WIC Program.

 Assessment of hearing
An assessment of the child's ability to hear is required at each Healthy Kids screen by means of the health history, physical examination, and subjective hearing test.  The physical examination should include an external and internal (otoscopic) examination of the ears.

Infants born in Maryland hospitals are screened for hearing impairment with the Maryland High Risk Hearing Questionnaire.  Infants born out of State should be screened with the High Risk Hearing Questionnaire by the provider at the initial visit up to age one year.  To obtain the High Risk Screening forms and for assistance with follow-up of suspect or positive screens call:  The Program to Identify Hearing Impaired Infants at 1-800-633-1316.

Children through age 5 must be assessed for hearing impairment by means of a complete physical examination and health history.  The initial health history should include an assessment of family history of hereditary deafness, in particular any blood relative; i.e., grandparents, aunts, uncles or cousins known to have a childhood hearing impairment.  It does not include hearing impairment due to aging, ear infections, meningitis, measles, mumps, trauma or serious complications at birth.  Assess for speech and language delays, which may be the result of an unidentified hearing impairment.  Refer to the stages of hearing, language and speech development in the pamphlet "Baby, Baby Do You Hear Me?" which is available from the Program to Identify Hearing Impaired Infants.

School-age children can be assessed based on the results of school hearing screening reports in addition to the health history and complete physical exam.  Schools generally conduct hearing and vision screening in grades K, 3, 5 and 9.


Optional objective hearing test - audiometer/audioscope

(Recommended at 4, 5, 6, 12, and 16 years of age)

Providers can bill Medical Assistance for hearing tests when children are not enrolled in a MCO and it is the providers practice to bill other patients.  The audiometer or audioscope must be used according to the manufacturer's specifications.  Audiometers must have double earphones and meet with ANSI l969 standards.  Both audiometer/audioscope must be calibrated yearly.  Required test frequencies and screening levels are 1000 HZ, 2000 HZ and 4000 HZ at 20 decibels (dB); test each ear separately.  

Tympanometry and Impedance testing are not required for a Healthy Kids screening visit.  These tests are covered if medically necessary for diagnosis and treatment.

Referral and Follow-up: 

 If the child responds to all presented tones at 20 dB in each ear, the test is normal.  If the child fails to respond to any one frequency in either ear at 20 dB the test is suspect/positive.  Providers may elect to rescreen child in approximately 2 weeks or refer directly for evaluation.  For assistance in locating community-based services for children with suspect or positive hearing problems, call the appropriate MCO network or the Healthy Kids Program.

Assessment of vision
An assessment of the ability to see is required at each Healthy Kids screen, by means of the health history, physical examination, and subjective vision test.  The physical examination should always include:  an ophthalmoscopic examination of the eye; response to light stimulation and direction of light; and an estimate of alignment of the eyes using the monocular cover test (as early as year 1), and the Hirschberg (corneal) reflex to observe eye movements.

For school-aged children, providers may use the results of school vision screening reports in their assessment in addition to the history and complete physical examination.  Schools generally conduct vision and hearing screening in grades K, 3, 5 and 9.


Optional vision screening methods

(Recommended at 4, 5, 6, 12, and 16 years of age.)

Providers can bill for objective vision testing when children are not enrolled in a MCO and  and it is the providers practice to bill other patients.  All age-appropriate components of the vision screening test must be completed in order to bill for this service.  The Maryland Vision Screening standards are:    

Screening Test*



Age at Screening*
Acuity





4 through 20 years 

Muscle Balance



4 through 20 years

Visual Fusion




4 through 6 years

Hyperopia




7 through 20 years

* Refer to the following Guidelines for Objective Vision Screening table for more information.    

Referral and Follow-up: 

 For assistance in locating community-based services for children with suspect or positive vision problems, call the appropriate MCO network or the Healthy Kids Program.

Guidelines for objective vision screening

	Vision Screen
	Ages Screened
	Possible Screening

Methods   +
	Score: Pass
	Score: Fail

	ACUITY

Define:

a) sharpness of vision

b) ability of eye to perceive detail

c) discrimination

of form


	4 through 20 years
	1. EYE CHART
	20/20, 20/30 or better,

10/10, 10/15 or better
	20/40 or 10/20 or worse in either eye

	
	
	2. TITMUS TESTER SLIDES

a) BRL: (both, right, left)
	can read 20/20 or 20/30 line or better
	20/40/ or 10/20 or worse in either eye

	
	
	b) Tumbling E
	can identify direction of E at 20/20 or 20/30 line
	20/40/ or 10/20 or worse in either eye

	
	
	c) Allen Picture Slides
	can name pictures at 20/20 or 20/30 line
	20/40/ or 10/20 or worse in either eye

	
	
	3. LITE HOUSE CARDS, pictures

of umbrella, house, apple
	can name picture at 20/20, or 20/30, or 10/10, 10/15
	20/40/ or 10/20 or worse in either eye

	
	
	4. Other equipment with Dept. Approval 
	
	

	MUSCLE BALANCE

-coordinated use of 6 extraocular muscles controlling the movement of each eye.  Symptoms of muscle balance include: amblyopia, strabismus, crossed-eyes or trophias.
	4 through 20 years

NOTE: Providers should attempt the cover/uncover screen on children as young as 1 and 2 yrs.  

NOTE: Done at near (14 in.) & far (20 ft.) distance
	1. Monocular cover test using eye occluder
	no eye movement in uncovered eye
	eye movement in uncovered eye

	
	
	2. Titmus Tester Slides

a) box/ball slide (maddix rod ) or

b) picnic slide
	sees ball in box
	sees ball out of box, do cover test before making referral



	
	
	
	sees ball on table
	sees ball off of table, do cover test before making referral

	VISUAL FUSION- binocularity
Define:

a) ability of both eyes to operate together

b)coordinating use of both eyes

c) depth perception


	age 4,5,6
	Worth 4-dot Flashlight
	counts/points to four dots (place colored lens: Red over Right eye )
	sees more or less than four dots



	
	
	2. Hand held Titmus Fly or Titmus Reindeer
	pinch wing/nose above

(not touching picture)
	touches wings/nose flush against picture

	
	
	3. Titmus Tester Slides

    a) 3 tumbling Es or

    b) Allen Picture Slides
	sees 3 figures  (Es)
	sees 2 or 4 figures; unable to see 3 figures



	
	
	
	can name four pictures
	

	HYPEROPIA

Farsightedness
a) visual image falls behind retina

Symptoms in children are: visual stress/fatigue with reading material, therefore, difficulty with keeping attention


	age 7 through 20 years

If visual acuity yields 20/50 or worse, do not attempt hyperopia screen.  Refer directly for eye examination. 
	1. BERNELL PLUS LENS (+1.75 diopters) stand patient at 20 feet from eye chart
	20/30/ chart line is viewed as blurry
	able to read the 20/30 line/figures while looking through lens; therefore they need the lens

	
	
	2. TITMUS TESTER- use any acuity lens; switch FAR knob on; place plus lens in slot on machine.  If vision is 20/50 or worse do not do hyperopia screen; make direct referral
	20/30 eye chart line is blurry; If a child is UNABLE to read the 20/20 or 20/30 line through plus lens, the child has normal vision
	able to read the 20/30 line/figures while looking through lens; If child succeeds in reading the screening symbols through lens, he fails and therefore needs the lens


Dental assessment - Maryland Healthy Kids Oral Health Guidelines
Oral screening is a part of each Healthy Kids/EPSDT physical examination and may be provided by a plans dental providers without a Primary Care Provider (PCP) referral.  A referral to the dentist should begin at least by 2 years of age and occur twice yearly thereafter.  However, a routine referral to a dentist should be made at any age for a suspected or diagnosed problem.  Additionally, dental visits for screening and treatment services may be initiated with or without a PCP referral.  The oral screening provided as part of a Healthy Kids preventive health visit should include an assessment of the following:

· Intraoral - tonsils, throat, palate, cheeks, tongue and floor of mouth;

· Extraoral - lips, head and neck region;

· Dental ridges (including gums for evidence of infection, bleeding or inflammation and erupting teeth);

· Malformation or decay of all teeth;

· Need for dietary fluoride supplements ( See Appendix I - current 
American Academy of Pediatric Dentistry (AAPD) dietary daily dosage schedule for supplemental fluoride use);

· Early evidence of tooth decay (white spot lesions);

· Signs of orofacial trauma and/or abuse; and

· Risk factors for oral diseases.

A notation of negative dental assessment is an accepted method of documentation in the patients record.  Any positive finding should be recorded in sufficient detail.  All dental referrals must be clearly recorded.

Oral health education, counseling and disease prevention stressing self-responsibility should be provided at each visit to parents or care-givers and children (when applicable) from birth on.  The content of these oral health education and counseling activities include but are not limited to the following:

Prevention of dental caries (cavities) including Infant and Early Childhood Caries 
through:
· Assessment of fluoride sources

- home water content

- bottled water

- community water

· Use of systemic fluorides

- community water fluoridation

- dietary fluoride supplements

· Use of topical fluorides

- monitored use and amount of fluoride dentifrices 

- professionally applied topical fluoride application

- self-or parentally applied topical fluoride rinses 

· Use of pit and fissure dental sealants

· Adequate oral hygiene practices

· Proper nutrition

· Appropriate bottle and other feeding practices

· Recognizing early signs of dental cavities (white spot lesions)

b. Prevention of Periodontal Diseases including Gingivitis (gum disease):

· Role of plaque

· Plaque removal

- tooth brushing and flossing

- professional prophylaxis

c. Prevention of Oral Cancers:

· Knowledge of risk factors, early signs and symptoms

· Need for age-appropriate annual oral cancer examination

· Assessment of risk behaviors

d. Prevention of Oral and Facial Injuries:

· Use of athletic mouth guards

· Use of playground and other age-appropriate equipment

· Use of seat belts and bicycle helmets

· Knowledge and awareness of signs of abuse

Routine dental referrals should be made for children from 2 years through 20 years of age regardless of oral health status for a comprehensive dental examination, prophylaxis and the prevention and treatment of oral diseases including dental caries, infant and early childhood caries, periodontal diseases and other abnormalities.

Beginning at 2 years of age, a direct referral to a dentist is to be made by the childs PCP.  

If a child is enrolled in a MCO, the MCO can help to locate an appropriate dentist in the region to ensure adequate access to dental services.  When a child is not enrolled in a MCO the provider may contact the Healthy Kids Program for assistance.  Self-referrals also can be made by a parent or care-giver to a dentist without obtaining a PCP referral.  The Healthy Kids Program is working with MCOs and the dental community to take measures to assure access and to monitor dentist services throughout the State. 

American Dental Association

American Academy of Pediatric Dentistry

American Academy of Pediatrics

Dietary Fluoride Supplementation Schedule
The following table is a recommended fluoride supplementation schedule.

	Concentration of Fluoride (Fl) in Water in Parts per Million (ppm)

                          less than                                                                    more than

Age


0.3 ppm Fl


0.3-0.6 ppm Fl
      0.6 ppm Fl



	Birth - 6 mos.

0



0



0

6 mos. - 3 yrs.

0.25 mg


0



0

3 yrs. - 6 yrs.

0.50 mg


0.25 mg


0

6 yrs. - up to 

1.00 mg


0.50 mg


0

at least 16 yrs.


C.  LABORATORY TESTS

1.  HEREDITARY/METABOLIC SCREENING:  Maryland hospitals and birthing centers are required to offer newborn screening for hereditary/metabolic diseases.  Most of the tests require that the child have a minimum of 24 hours of milk feedings prior to the collection of the specimen.  Early maternal/infant discharge frequently interferes with effective screening.  Therefore, it is imperative for you to repeat the newborn hereditary/metabolic screening before the child is 2 weeks old.  This is necessary unless you are certain that the child had a minimum of 24 hours of milk feedings before the specimen was collected in the hospital and that the specimen was satisfactory.  A second hereditary/metabolic screen at 2-4 weeks continues to be required for by the Healthy Kids Program and the result must be in the chart.

Newborn screening results can be obtained from the Division of Hereditary Disorders, Maryland Department of Health and Mental Hygiene, at 410-767-6730.  To obtain the results you need the baby's birth name, mother's name, birth date and hospital of birth.  A positive screening test does not establish a diagnosis but is an indication for additional evaluation.  Consult the Division of Hereditary Disorders for assistance in arranging an appropriate evaluation.

2.  HEMOGLOBINOPATHY SCREENING:  It is important to screen all children for hemoglobin disorders, regardless of apparent racial or ethnic group.  The sickle cell screen has been included in the initial newborn screen since 1985.  A negative sickle cell test must be documented.  Any infant who does not have a documented negative hemoglobinopathy screen must be screened.  Document attempts to get test results from prior practitioner.

If you use the State Lab and the child is under 3 months of age, use the Hereditary Metabolic Disorders slip (DHMH 79) for isoelectric focusing test.  Be sure to mark "Hemoglobin Test" in red on the slip.  After 3 months of age use a Hemoglobin Disorder lab slip (DHMH 189) for a hemoglobin electrophoresis test.  Review sickle cell results at age 12 and refer for genetic counseling if needed.  If a negative sickle cell is not documented you must obtain one at age 12 years regardless of apparent racial or ethnic group.

3.  ANEMIA SCREENING:  Perform a hematocrit (Hct) or hemoglobin (Hgb) determination to screen for the presence of anemia at 12 months and 24 months and on the initial visit for all children through 5 years of age, unless the results of a previous test are available.  Periodic hematocrit or a hemoglobin is not required for a Healthy Kids screen after age 2 unless clinically indicated or the results of a previous test are not available.     

HEMATOCRIT AND HEMOGLOBIN VALUES FOR CHILDREN*

The hematocrit and hemoglobin levels listed represent age specific fifth percentile values for healthy children.  Children with Hct/Hgb values below the age specific cut-offs require further evaluation for diagnosis and/or treatment.  Referral to the Women, Infant and Children (WIC) food supplement program and/or to a nutritionist may be indicated.

Age(yrs)/Sex


Hgb(g/dL)



Hct(%)
Both Sexes

Infant <1 yr*
       
 <11.0                                               <33.0

1 - 1.9


 11.0




 33.0

2 - 4.9


 11.2




 34.0

5 - 7.9


 11.4




 34.5

8 -11.


 11.6




 35.0

Female

         12 -14.9


 11.8




 35.5

         15 -17.9


 12.0



            36.0

>  18

            12.0




 36.0

Male

         12 -14.9


 12.3




 37.0

         15 -17.9


 12.6




 38.0

>  18

            13.6




 41.0

* Notes: 

1) Use universal blood precautions.

2) The infant values are based on the WIC Guidelines. All other values are based on fifth percentile values from the Second National Health and Nutrition Examination Survey, 1976-80 (N-HANES II).

3) The suggested dosage of elemental iron for iron deficiency is 4 mg per Kg of body weight per day, in divided doses administered orally.  (Fer-in-sol contains 25 mg of iron/ml.)

4.  LEAD RISK ASSESSMENT AND BLOOD LEAD TESTING:  The Lead Risk Assessment is a series of questions used to determine if the child is at risk for high-dose lead exposure. The Lead Risk Assessment is required at each preventive health care visit between 6 months to 6 years of age.  All MA children must have a Blood Lead Level at 12 months and 24 months at age regardless of Lead Risk Assessment results.  A baseline blood lead level must be obtained on the initial visit for all children up to age 6 years if the child has not been previously tested or if results are not available.  Earlier testing at six months should be initiated if children are at risk for high-dose lead exposure, as determined by a Lead Risk Assessment.  

Documentation of the Lead Risk Assessments and the Blood Lead Level results must be included in the clinical record of all children from 6 months to 6 years.  The Healthy Kids encounter forms or the Lead Risk Assessment form may be used to document environmental lead risk factors.  

Lead Risk Assessment forms (DHMH 4453) are available from the Office Of Childrens Health, Childhood  Lead Screening Program at 410-767-6748 or the Healthy Kids Program at 410-767-1485.  It is recommended that you use the Lead Risk Assessment form to document the parents' response to the lead exposure questions or indicate whether the Risk Assessment was positive or negative on the Maryland Healthy Kids Encounter forms.   

To complete the Lead Risk Assessment, ask the parent the following questions to assess high-dose lead exposure at the 6 month visit and at each preventive health care visit to age 6: 

1.  Does your child live in or regularly visit a house with peeling or chipping paint built        
before 1950?  This could include a day care center, preschool, the home of a babysitter or 
a relative, etc.

2.  Does your child live in or regularly visit a house built before 1978 with recent or               
 ongoing renovations or remodeling (within the last 6 months)?

3.  Does your child have a sibling, playmate or housemate being followed or treated for 
lead poisoning? 


4.  Does you child exhibit pica behaviors (eats paint chips, dirt, etc.)?

5.  Does your child live with someone who: fixes car radiators, welds or torch-burns              
scrap metal, spray paints boats, bridges, or tunnels, tears down or fixes up old buildings,            
removes or sand-blasts old paint, makes fishing weights (sinkers) or stained glass, makes 
bullets or uses indoor firing ranges, refinishes old painted furniture, uses home remedies 
(e.g. Azarcon greta, play looah), or uses pottery or ceramicware for cooking, eating or 
drinking? 

Lead Risk Assessment Follow-Up
· If the child is at risk; i.e., if the response to any of the lead risk assessment questions is yes or dont know or if there is any history, symptoms, or signs that may be related to possible lead poisoning, a blood lead level must be done.

· A blood lead level must be drawn and the results documented in the record all children even if the Lead Risk Assessment is negative at 12 months and 24 months of age.  If the Lead Risk Assessment is negative on a new patient up to 6 years of age and there is not a baseline blood lead level one must be done and documented.  

Blood Level Testing and Laboratory Information
You may refer the child to a CLIA certified laboratory that can obtain and process the blood lead specimen, preferably by venipuncture or you may collect the blood lead specimen in-house.  All laboratories must be CLIA (Clinical Laboratory Improvement Amendments of 1988) certified to participate in the Maryland Medical Assistance Program and are required to report blood lead results to the Childhood Lead Registry at the Maryland Department of the Environment.  If you refer the child to a CLIA certified laboratory document that the blood lead level was ordered.

If you collect the blood lead specimen in-house, you may perform a venipuncture or use the capillector method.  However, the venipuncture method is recommended to minimize false positive results.  Call the processing laboratory, Maryland State Laboratory 410-767-6120 or any certified laboratory to obtain blood lead collection supplies. 

By State law all lead results performed by private or State laboratories are sent to the Childhood Lead Registry at the Maryland Department of the Environment, Childhood Lead Poisoning Prevention Program (CLPPP).  Laboratory slips should contain all demographic information i.e. name, complete address including zip codes.  This information is used to track children exposed to lead and identify areas of risk for lead poisoning.

Elevated Blood Lead Level Follow-Up


Lead poisoning is a serious disease and elevations require confirmation, assessment of increasing/decreasing trend, and prompt follow-up.  As the child's primary medical provider, you are responsible for the child's medical case management. 

MARYLAND STATE

INTERPRETATION OF BLOOD LEAD TEST RESULTS

AND RECOMMENDED INTERVENTIONS
CONFIRMED BLOOD LEAD

Concentration
Class

(ug/dl)



Comment
 I

 < 9

A child in Class I is not considered to be lead poisoned.  The child's primary 



health care provider is responsible for giving health education/anticipatory 



guidance.  General education about lead should occur prior to testing and is the 



responsibility of the childs health care provider.  Continue lead risk assessments at 



all routine child health visits.

IIA

10-14 

This blood level indicates some exposure to lead and is the CDC level of concern.  



Providing educational information regarding cleaning nutrition, and awareness of 



possible exposure sources is the responsibility of the child health care provider.  



Continue lead risk assessments at all routine child health visits.  Repeat lead level 



in 3 months.  

IIB

15-19

A child in Class IIB should receive nutritional and health educational 




interventions and a repeat lead level lin 2 months.  If the blood lead level persists 



in this range, environmental investigation and intervention should be done by the 



local health department. 

 Maryland Department of the Environment (MDE) notifies local health departments of all lead elevations greater than 15 ug/dl.

 If the child is enrolled in a Managed Care Organization (MCO), refer to the MCOs protocol for elevated blood lead levels and referral process.

III

20-44

A child in Class III and above needs medical evaluation, environmental 




assessment, and nursing case management.  Lead hazards must be eliminated or 



controlled and the blood lead level closely monitored, at least 4-6 weeks.  Medical 



treatment/chelation is sometimes indicated in this range depending on the child's 



age and individual assessment.

 For blood lead levels for which chelation is being considered, call the Maryland Department of the Environment Childhood Lead Poisoning Prevention Program at 1-800-776-2706 or 410-631-3859 for the name of a tertiary center that specializes in the management of childhood lead poisoning.

 Outpatient chelation should only be done when the child is in a lead safe environment.  In addition, the child should return to a lead safe environment after chelation.

 The local health department will conduct an investigation which includes an environmental inspection, nursing case management and individualized health education.

 Confirm with the family that a complete investigation as to the source of lead exposure was conducted by the State or local department.  If an investigation did not occur call the MDE Childhood Lead Poisoning Prevention Program at 410-631-3859 for assistance.

 Refer to a nutritionist for dietary counseling and education.

  IV

45-69

A child in Class IV needs both medical and environmental interventions, 




including chelation therapy.  (Consult Maryland Department of the Environment or 



the childs MCO for information on tertiary centers.)  A blood lead level must be 



repeated within 48 hours.

   V

 70

Children with venous blood lead levels >70 should be IMMEDIATELY HOSPITALIZED and treatment should begin as soon as medically possible.  An immediate venipuncture blood lead confirmation must be conducted. A child in Class V needs both medical and environmental interventions, including chelation therapy.  (Consult tertiary centers as described above.) 
Elevated Blood Lead Diagnostic and Follow-Up - All blood lead tests obtained by capillary method, with results equal to or greater than 15 ug/dL, must be confirmed using a venous blood sample within the following time frame:

Venous/Capillary 

If capillary, confirm diagnosis
Monitor with a Blood Lead Result
   


with venous within:


follow-up venous 









blood level within:

10   -   14      
ug/dl


Within 3months


3 months

15   -   19
ug/dL


Within  1 month


2 months

20   -   44
ug/dL


Within  1 week


4-6 weeks

45   -   69
ug/dL

Immediately as an Emergency
Consult with Specialty

lab test


Care Center for further     

                                               No more than 48 hours       
follow-up

>   70

ug/dL


IMMEDIATELY 

Consult with Specialty
Care Center for further                                                                                                         
follow-up

Resources
Maryland Department of Health and Mental Hygiene Childhood Lead Screening Program at 410-767-6748 

http:/mdpublichealth.org/och/index.html

Maryland Department of the Environment Childhood Lead Poisoning Prevention Program at 800-776-2706 or 410-631-3859 

www.mde.state.md.us

Local Health Department Lead Prevention Programs (See Resource Section)

National Lead Information Center 800-424-LEAD 

www.epa.gov/lead/nlic.htm

Centers for Disease Control

www.cdc.gov

National Center for Lead Safe Housing

www.nclsh.org

Coalition to End Childhood Lead Poisoning - 410-534-6447 

www.leadsafe.org

Educational Materials
Preventing Lead Poisoning in Young Children: A Statement by the Centers For Disease 
Control, U.S. Department of Health and Human Services, Public Health Service, Centers for Disease Control, October 1991.

Screening Young Children for Lead Poisoning: Guidance for State and Local Public Health Officials, Centers for Disease Control and Prevention, U.S. Department of 
Health and Human Services, Public Health Service, November 1997.

Treatment Guidelines for Lead Exposure in Children (July, 1995), American Academy of Pediatrics, Committee on Drugs, Pediatrics, 96(1), 155-160. 

5. SERUM CHOLESTEROL (for at-risk):   The National Cholesterol Education Program Expert Panel on Blood Cholesterol Levels in Children and Adolescents currently recommends regular cholesterol screening of children more than 2 years old who have a family history (parent or  grandparent) of premature CVD or parental hypercholesterolemia.  It is recommended for Cholesterol Risk Assessments to be done on well child visits beginning at age two years and a copy of the Cholesterol Risk Assessment can be found in the Resource Section of the manual.  Cholesterol risk Assessments can be documented on the Cholesterol Risk Assessment form or the Maryland Healthy Kids Encounter sheets.

·  Screen children and adolescents whose parents or grandparents, at 55 years of age or less, underwent diagnostic coronary arteriography and were found to have coronary atherosclerosis.  This includes parents or grandparents who have undergone balloon angioplasty or coronary artery bypass surgery.  

·  Screen children and adolescents whose parents or grandparents, at 55 years of age or less, suffered a documented myocardial infraction, angina pectoris, peripheral vascular disease, cerebrovascular disease, or sudden cardiac death. 

·  Screen the offspring of a parent who has been found to have high blood cholesterol (240 mg/dl or higher).

· Screen children with personal risk factors such as smoking, hypertension, physical inactivity, obesity or diabetes mellitus.

· Screen children and adolescents whose parental or grand parental history is unobtainable, particularly those with other risk factors.

Additionally, you may choose to measure cholesterol levels in order to identify children I need of individual nutritional and medical advice.  Children with total blood cholesterol persistently above l76 mg/dl for whom HDL is not the cause of hypercholesterolemia should be considered for dietary counseling and referral to a nutritionist.  The panel recommends considering drug therapy in children ages 10 years, and older if, after an adequate trial of diet therapy (6 months to 1 year), and their cholesterol level has not decreased.

6.  TUBERCULIN TEST (for at-risk only):  The recommendations for the testing for tuberculosis (TB) have changed to reflect the relatively low incidence of TB in children in the United States.  The prevalence of TB in Maryland does not currently warrant routine skin testing for low risk groups.  The population with the highest rates of TB infection in Maryland are immigrants from countries where TB is endemic (Africa, Asia, Latin America, The Middle East, and areas of the former Soviet Union and Eastern European block countries.)  Currently the professional recommendations are to:

· Carefully screen for risk using the 1997 TB Skin Test Recommendations

· Selectively and appropriately test for tuberculosis using intradermal PPD

· Use only trained health care providers to read the results, and

· Implement prompt treatment for persons infected with TB

The prevalence to TB in Maryland does not currently warrant routine skin testing for low risk groups.  the frequency and timing of tuberculin skin testing should be determined by individual health history.  The risk factors and the frequency for testing are outlined on Table I. 1997 Maryland TUBERCULIN and Risk Assessment Skin Test Recommendations for Children.  Use the Tuberculosis Risk Assessment to determine if the child is at risk.  A copy of the Tuberculosis Risk Assessment can be located in the Resource Section.  The Tuberculosis Risk Assessment can be documented on the risk assessment form or on the Maryland Healthy Kids Encounter forms.

Testing
Tuberculin skin testing should only be done using the Mantoux PPD test (5 tuberculin units of purified protein derivative placed intradermally).  Multiple puncture or Tine tests are inadequate for tuberculin skin testing and should not be used.  The test results should be read by a trained health care provider, using a ruler to measure - I millimeters - the induration (not erythema) and recording the results in the clinical chart.  Parents or other care givers should not be allowed to read the skin test.  A history of BCG vaccinations not a contraindication to tuberculin skin testing, and is generally not a factor in interpretation of results.

Treatment
A positive skin test requires further assessment for tuberculosis, including a chest X-ray to rule out active disease.  Children with negative chest X-rays and positive skin test are considered infected and should receive isoniazid prophylaxis for a minimum of nine months to prevent active disease in the future.  A child with active disease must be treated according to Maryland and national standards which require that multiple drugs be used over a six month period of time.  Administer medications via Directly Observed Therapy (DOT).  Notify the local health department of anyone with suspected tuberculosis, particularly of any child less 6 years of age.  A list of the Tuberculosis Control Coordinators in each county can be located in the Resource Section of this manual.
TB Tables 1 & 2

D.  IMMUNIZATIONS
At each visit the primary care provider is required to review the child's immunization status and to administer the vaccines to bring the immunization status up-to-date.  The "Maryland Schedule of Immunization" provides the most current recommendations of the Public Health Service's Advisory Committee on Immunization Practices (ACIP) and the American Academy of Pediatrics (AAP).  This schedule was revised by the ACIP in May, 1999 and endorsed by the Medical and Chirurgical Faculty of Maryland (MED-CHI).  Refer to the vaccine manufacturer's current guidelines and the latest ACIP and AAP recommendations for specific vaccine use.  For additional information contact the DHMH Immunization Division at 410-767-6679.

Immunization records 

Immunizations should be recorded on the Vaccine Administration Record (DHMH 4500) (see Resource Section of Manual) in the child/teens medical record with the following:

· The immunization record should be kept in a standard location, easily available for reference;

· the date the vaccines were administered with manufacturer, lot number, date of the Vaccine Information Statement (VIS), and signature of the person administering the vaccine.

Review the immunization record at each visit.  Instruct the parent or guardian to bring the immunization record with them on the initial visit.  If the record is not available from the parent, the child's previous health care provider, school or day care should be contacted to obtain the child's immunization history.  A signed medical release of information should be obtained with  documentation of these efforts recorded in the medical record.  In rare instances when records cannot be located, the DHMH Center for Immunizations recommends the following:

· "Reconstruct" the record with regard to DTP/DTaP and OPV;

· Give one additional dose of DTP/DTaP or Td and OPV (not to exceed  6 doses of DTP);

· Immunize with MMR;  

· Titers to establish immunity are not advised.

If parents indicate that their religious beliefs conflict with the immunization requirement, a signed waiver or objection is recommended and should be placed in the medical record.

Adverse events
Report specific adverse events, following vaccination with diphtheria, tetanus, pertussis, polio, measles, mumps or rubella vaccines to the Vaccine Adverse Event Reporting System (VAERS).  Call 1-800-822-7967 to obtain reporting forms and other related information.  In  Maryland, adverse events following pertussis vaccine are also reportable to your local health department.

Vaccine information
By federal regulation, providers are expected to provide certain information about the benefits and risks of vaccination against diphtheria-tetanus-pertussis (DTP), DT acellular pertussis (DTaP), measles-mumps-rubella (MMR), varicella, hepatitis B, polio, and rotovirus prior to vaccination.  The Center for Disease Control has developed Vaccine Information Statements (VIS) that provide all the required information regarding benefits and risks.  Copies may be obtained by calling the DHMH Center for Immunizations at 410-767-6679.

While providers are not required to use the VIS, federal regulation requires that the vaccine information materials used in a practice be presented in understandable terms and specifically include the following:

· The frequency, severity, and potential long-term effects of the disease to be      prevented by the vaccine.

· The symptoms or reactions to the vaccine which, if they occur, should be brought   to the immediate attention of the health care provider.

· Precautionary measures the legal representative (e.g., parent or guardian) should    take to reduce the risk of any major adverse reactions to the vaccine that may occur.

· Early warning signs or symptoms to which the legal representative should be alert   as possible precursors to such major reactions.

· A description of the manner in which the legal representative should monitor such  major adverse reactions, including a form on which reactions can be recorded to     assist the legal representative in reporting information to appropriate authorities.

· A specification of when, how and to whom the legal representative should report    any major adverse reaction.

· The contraindications to (and basis for delay of) the administration of the vaccine.

· An identification of the groups, categories, or characteristics of potential recipients  of the vaccine who may be at significantly higher risk of major adverse reaction to    the vaccine than the general population.

The Vaccines for Children (VFC) Program
Healthy Kids providers are required to enroll in the Maryland Vaccines for Children (VFC) Program.  The VFC Program is a federal initiative that began October 1, 1994.  The federal government provides vaccines to health care providers, at no cost, for children/teens age 18 years and younger who are: 

· eligible for Medicaid;

· uninsured, without health insurance;

· under-insured, covered by private insurance that does not pay for immunizations;

· Native American Indian or Alaskan Native.  

Providers are required to submit a practice profile once a year to the VFC Program.  This profile provides important information about the number of VFC-eligible children in the practice and the amount of vaccines needed by the practice when ordering from the VFC Program. Additionally, the VFC Patient Eligibility Screening Record (see Resource Section of Manual) is required in the chart of every child/teen who receives the free vaccines.

Proper storage of vaccines involves maintaining refrigerator temperatures at 35-45 degrees Fahrenheit (-1.7-7.8 degrees centigrade) and freezer temperatures at 5 degrees Fahrenheit or lower (-15 degrees centigrade or lower).  The freezer storage should be a separate storage area from the refrigerator storage area.  When the Maryland Healthy Kids nurse consultant conducts an on-site chart review, vaccine expiration dates and appropriate refrigerator/freezer storage and temperatures are monitored.  

Questions regarding VFC enrollment and appropriate forms may be answered by calling the Epidemiology and Disease Control Program, Center for Immunizations at 410-767-6030 or 410-767-6679.

VFC Program and Billing Fee-for Service
Since the implementation of the Maryland VFC Program, Medical Assistance no longer reimburses providers for the purchase of vaccines that can be obtained through the VFC Program.  Instead the Healthy Kids Program reimburses Medicaid enrolled providers up to a $10.00 fee for administering each VFC vaccine dose.  To obtain reimbursement for administering the VFC vaccines, the following Z codes are to be used by providers when billing fee-for-service to the Medicaid Program:

Description of Service

  
 
   VFC Administration Code
Diphtheria & Tetanus Toxoids and Acellular Pertussis Vaccine (DtaP)

Z0700

Diphtheria & Tetanus Toxoids and Pertussis Vaccine (DTP)


Z0701

Diphtheria & Tetanus Toxoids (DT) (Age birth - 6)



Z0702


Diphtheria & Tetanus Toxoids, Pertussis and HIB Combined (DTP-Hib)

Z0720

(commercial name of Tetramune)

Diphtheria -Tetanus-Acellular Pertussis/Haemophilus Influenza (DTaP-Hib) 
Z0721

Hemophilus Influenza B (HbOC  HIB)





Z0645

    (PRP-D HIB) 





Z0646

    (PRP-OMP HIB)





Z0647

    (PRP-T HIB)





Z0648


Hepatitis B Vaccine (HBV) (Newborn to age 10)    
             

Z0744 

         
          ( ages 11 thru 18)   




Z0745

Hepatitis B-Haemophilus Influenzae B (HepB-Hib) Combo Vaccine

Z0748

Hepatitis B Immune Globulin (HBIG)





Z0371

Influenza Virus Vaccine, split virus
(ages 6-35 months)



Z0657

(Ages 3 years and older)


Z0658


Measles, Mumps & Rubella (MMR)






Z0707

Pneumococcal conjugate, polyvalent (for at-risk only)



Z0669

Poliovirus Vaccine, live, oral
(OPV)






Z0712

Poliomyelitis Vaccine, injectable (IPV)





Z0713

Rotovirus (RV) (under consideration for inclusion in the VFC Program)

90680


Tetanus & Diphtheria Toxoids (Td) ( ages 7 - 18 years)   



Z0718

Varicella (chicken pox) vaccine (Age 12-23 months or thru 18 years)          
Z0716               




          
The Medical Assistance (MA) Program continues to reimburse providers the acquisition cost of vaccines not distributed under Vaccines for Children Program.  However, a separate administration fee is not reimbursed for non-VFC vaccines because the administration of vaccines is considered to be part of the medical office visit.  Use the immunization CPT codes to bill for vaccines purchased for Medicaid recipients who are not eligible for vaccines through the VFC Program.  Refer to the Maryland Healthy Kids Program Billing Instruction Manual for additional billing information.

 Medicaid does not reimburse providers for administering VFC vaccines in cost based facilities such as Hospital Out-patient Departments, Federally Qualified Health Centers, Maryland Qualified Health Centers, Children and Youth Clinics, HMOs, or local health departments.  

VFC Program and MCOs

MCO network providers are expected to participate in the VFC Program.  Medicaid does not reimburse MCO network providers for a separate administration fee since this cost in built into the MCO capitation rate.  Providers need to negotiate an administration fee for VFC vaccines with each MCO.  For vaccines not available from the VFC Program, the MCO is expected to cover the cost of vaccines for children/teens through age 20 years when these vaccines were previously covered by Maryland Medicaid.  Examples are the Rotovirus (until inclusion in the VFC Program) and Hepatitis B vaccine for young adults ages 19 and 20 years.  

  Questions regarding immunization reimbursement may be directed to the Healthy Kids Nurse Consultants at 410-767-1485.

E.  HEALTH EDUCATION/ANTICIPATORY GUIDANCE
          
Age-Specific Health Education
This activity must be provided and documented at each Healthy Kids visit.  It should focus on both parent and child and should be integrated throughout the encounter.  Health education and anticipatory guidance are to be presented in a manner which will:

· Assist the family in understanding what to expect in terms of the childs development;

· Provide information about the benefits of healthy lifestyles and practices; and

· Promote the prevention of diseases and injuries.

A broad outline is provided below.  Age-specific information is also included on each of the Healthy Kids encounter sheets.

Infant to Preschool

- Developmental tasks



- Behavior/Discipline

- Parenting





- Sleep

- Injury Prevention




- Child Care

- Nutrition





- Toilet training

- Dental Care





- Self-comforting behaviors

- Family planning (mother)



- School Readiness

School-Age Child (increase involvement of child in discussion and decision making)

- Developmental tasks



- School Progress

- Parenting





- Dental Care

- Behavior/Discipline




- Health habits/Self care

- Sex Education (counsel parents)


- Social Interactions

- Injury Prevention




- Nutrition

Adolescence (focus on adolescents increasing responsibility in decision making)

- Developmental tasks



- Counseling regarding

- Parenting




  
- Sexual activity

- Health habits/Self care


     

- Contraception

- Smoking/Alcohol/Drugs
     


- STDs and AIDS prevention

- Nutrition





- Injury Prevention

- Dental Care





- Suicide Prevention

- School Progress




- Violence

- Social Responsibilities



- Social Interactions

- Respect self/others

     
- Safe driving

As part of anticipatory guidance, advise the parent or guardian of when to schedule the next Health Kids visit, according to the Schedule of Preventive Health Care.

          
Injury Prevention

Injury is a major U.S. public health problem among children from age 1 - 19 years.  Unintentional injuries are the cause of more deaths in childhood than all diseases combined and are a leading cause of disability.  Injuries are mistakenly called accidents because they seem unpredictable and uncontrollable.  However, many injuries occur in highly predictable patterns and are controllable.  Discuss injury prevention and document anticipatory guidance, including the following topics:

Seat Belt Safety:  Child restraints and child safety seats and the use of seat belts are effective in reducing injury.  Families who are unable to purchase an infant car seat can contact the local health department (LHD) for assistance.  The LHD can assist the parent to obtain a car seat through the Kids in Safety Seat (KISS) Program.

Bicycle Safety:  Bicycle helmets can reduce the risk of head injury by 85%.  Encourage parents to purchase a bicycle and helmet appropriate for the size and age of their child and to periodically review bicycle safety rules.

Fire Prevention:  Fires and burns are the leading causes of injury in children.  They are the second highest cause of mortality in the 1 to 4 year old age group and the fourth leading cause of death in 5 to 9 year olds and in infants under 1 year of age.  Discuss the importance of a working fire detector and an escape plan for the home.

Gun Safety: Firearms were involved in 60% of suicides of adolescents age 15 - 19, with an increasing use of firearms most evident among females.  The proportion of homicides that are inflicted with firearms increases with age, regardless of sex or race.  Between two-thirds and three-fourths of homicides of males age 10 - 19 involve guns.  See Gun Safety Checklist in the Resource Section, and include the proper use and supervision of guns and the storage of ammunition.

Child Abuse Prevention: Children at risk for child abuse or neglect include children:

· Who have a chronic condition or a sibling with a chronic condition;

· From a single parent family without support;

· Whose family is financially burdened;

· Living with a family member who was or is abused;

· Who witness others being psychologically or physically abused; or

· Living with parents who have unrealistically high expectations for the childs behavior.

Providers are encouraged to identify the potential conditions for abuse and make appropriate referrals for assistance.  See Domestic Violence in Resource Section.
Adolescent Sexuality/Reproductive Health

Assess what the adolescent knows about the reproductive process.  Base guidance on the level of maturity and sexual activity of the individual, not on chronological age.  Puberty for girls may begin as early as age 8.  Menstruation begins between 10 and 14 years of age.  In boys puberty usually begins about two years later than in girls.  Address the risks of pregnancy and sexually transmitted diseases, including AIDS, with both females and males.  For sexually active females, include a pelvic examination, Pap smear, and contraceptive management in the physical examination.  If you are uncomfortable with these services, refer your patients to an appropriate clinic or specialty provider.

In Maryland, the Minor Consent Law enables a minor to receive medical advice and treatment, without parental consent, for sexually transmitted diseases, pregnancy, contraception (not including sterilization), and drug and alcohol abuse.

Be alert for signs of possible sexual abuse in both males and females and, when indicated, screen for sexually transmitted diseases.  Report all suspected abuse to the local Department of Social Services or the police.

Contraceptive Options Counseling: In order for the adolescent to consent to any contraception method, explain the benefits and/or risks of each method.  In general, adolescents initiate sexual intercourse using no contraception, progress to methods available from pharmacies, and finally, use methods prescribed by a physician.  Advise specifically against the use of withdrawal and douching as methods of contraception.

Abstinence is the method recommended for use by teenagers.  This is the most common methods for persons under age 17 in the U.S.  Adolescents need to be supported and encouraged in this decision, as it is the most effective way to prevent pregnancy, AIDS, and other sexually transmitted diseases.

Medical Assistance payment for contraception: MCOs are responsible for paying for services rendered to individuals enrolled in an MCO.  Medical Assistance fee-for-service payment is available for individuals not enrolled in an MCO for all of the following methods of contraception:

Condoms are available in pharmacies, rest rooms, etc.  Pharmacists can dispense 12 latex condoms at a time without a prescription to those with MA cards.  Advise all sexually active males and females to use condoms and instruct on proper use.  Other than abstinence, latex condoms are the most effective contraceptive method for preventing the spread of sexually transmitted diseases.  Contraceptive effectiveness of condoms is increased when used in conjunction with any of the barrier or spermicidal methods; e.g., foam, suppositories, sponge, or vaginal contraceptive film.

Contraceptive foam, suppositories, sponges, and films are available as non-prescription items in pharmacies and some food chains.  The client must present a prescription for MA to pay.  If purchasing on their own, instruct the adolescent to look for spermicidal foam, film, or suppositories, as these can often be confused with hygiene products.  Contraceptive effectiveness is increased when spermicidal preparations are used with condoms.  Instruct the adolescent to carefully follow directions for use.

Oral Contraceptives (OCs) are highly effective, convenient and relatively safe.  Products with estrogen component < 50 micrograms are usually the OC of choice for adolescents.  MA will pay for generic OCs only, unless a brand name is medically necessary.  A six month supply of OCs can be dispensed at one time.

The diaphragm can be an effective method of birth control if the adolescent is conscientious.  The diaphragm must be fitted and the adolescent must be taught the correct insertion technique and the use of contraceptive jelly.  Advise no removal or douching for 6-8 hours after the last act of intercourse and removal within 24 hours.  Give the client separate prescriptions for the diaphragm and the contraceptive jelly.

While the Intrauterine Device (IUD) is not a primary choice for adolescents, young women who have had a child may choose this method.

Norplant, a five-year contraceptive system consisting of 6 match stick size capsules which are implanted in the upper part of the arm, is an option for adolescents.

Depo-provera, an injectable progestin-only drug, which provides contraceptive efficacy for 13 weeks, is an increasingly popular option for adolescents.

Emergency contraception family planning is contraception used after sexual intercourse but before a woman becomes pregnant.  It is an important contraceptive option for women who have had unprotected intercourse within the last 72 hours.  It is appropriately used when a condom breaks, diaphragms or cervical caps become dislodged, birth control pills are forgotten or stolen, IUDs are expelled, a teratogen is taken, a contraception method is not used, or in the event a sexual assault occurs.  Use of one emergency contraception method (ordinary birth control pills, progestin-only pills, danazol) temporarily disrupts ovarian hormone production or interferes with fertilization and causes disordered tubal transport.  For more information call the Emergency Contraception Hotline (800) 584-9911.

HIV Prevention/Education

Educate children and adolescents about unhealthy behaviors and their relationship to illness and disease, including HIV and AIDS.  Present the information based on the level of maturity and sexual development of the individual child.  Appropriate emphasis should be placed on abstinence from sex and drugs.

Counseling of adolescents regarding HIV prevention requires an assessment of sexual and drug using behaviors, especially behaviors associated with risk of HIV infection.  Discussion of behavior changes may include the following recommended HIV risk reduction messages:

HIV Risk Reduction Messages for Sexually Active Adolescents:

· Abstinence

· Mutually monogamous relationship with an uninfected partner 

· Reduce the number of sexual partners; you cant tell who has the HIV virus

· Consistent use of protective barriers during sex:

- Latex condoms with water-based lubricant (oil-containing lubricants weaken condoms)

- Use of lubricants/spermicide contraining nonoxynol-9

HIV Risk Reduction Messages for Drug-Using Adolescents:

· Enter a drug treatment program

· Avoid sharing any drug-injecting paraphernalia

· Disinfect needles and syringes using household bleach:

- Draw bleach into syringe and expel (twice)

- Draw clean water into syringe and expel (twice)

· Beware of injection works sold as clean on the streets

· Use of protective barriers (latex condoms) during sex

For additional information and HIV/AIDS prevention materials for your office, call the AIDS Administration at 410-767-1255.

Adolescent Drug and Alcohol Use

It is especially important to identify and treat drug and alcohol abuse in adolescents in the early stages.  At these stages, many symptoms are behavioral rather than physical.  (Note that these changes may occur in normal adolescents or result from other problems.)

Common Indicators of Adolescent Drug and Alcohol Abuse:

· Changes in school attendance and grades

· Unusual flare-ups or outbreaks of temper

· Poor physical appearance (often becomes slovenly)

· Furtive behavior regarding drugs (especially when in possession)

· Wearing of sunglasses at inappropriate times to hide dilated or constructed pupils

· Long-sleeved shirts worn consistently to hid needle markes (if injecting drugs)

· Association with known drug abusers

· Borrowing money from students to purchase drugs

· Stealing small items from school or home

· Hiding in odd places; i.e., closets, storage area, to take drugs

· Attempting to appear inconspicuous in manner and appearance to mask usage

· Withdrawal from responsibility

· Change in overall attitude

A referral for addictions treatment does not mean that the adolescent has reached the disease stage of alcohol or drug abuse; it is a diagnostic referral which may either rule out a problem or identify the problem at an early stage when treatment is much more likely to succeed.

The Healthy Kids Program encourages substance abuse providers to use the Adolescent Assessment/Referral Systems (AARS).  The AARS is a tool that was developed for the National Institute on Drug Abuse in response to a growing concern that young individuals have multiple problems associated with substance abuse.  AARS targets a number of functional areas for evaluation in order to match the most appropriate comprehensive program for the adolescent.  Once an individual is diagnosed with a substance abuse problem, the American Society of Addiction Medicines (ASAM) Patient Placement Criteria for the Treatment of Psychoactive Substance Use Disorders can be used to address the appropriate level of care:  from outpatient treatment to intensive inpatient treatment.  Other substance screening tools may not be sensitive enough to meet the needs of a substance abusing adolescent.  Check to see if the substance abuse providers that you refer your patients to use these tools.
IV.  EXPANDED EPSDT-RELATED SERVICES
A.  SCOPE OF SERVICES
Medicaid recipients under age 21 years are entitled to a broad scope of services.  These expanded EPSDT services include the following:

- Audiology services including hearing aids

- Chiropractic care

- Durable medical equipment and supplies not normally covered by 

  Medicaid*

- Health related services provided in schools

- Inpatient and outpatient alcohol and drug treatment services

- Nutrition counseling services

- Occupational therapy

- Speech and language therapy

- Private duty nursing services

- Medical day care for medically fragile children

- Vision services including eye glasses

These services are not available to adults who have Medicaid coverage.  Additionally, these services are available to all under-21-year-old Medicaid recipients on a fee-for-service basis including children enrolled in a Managed Care Organization (MCO).

* Examples are:   leg braces, special orthopedic shoes, peak flow meters and spacers for inhalers.
B.  REFERRAL FOR SERVICES
When a suspected problem is identified during the recipients health care examination, the primary care provider (PCP) may elect to diagnose and treat the condition if it is within their scope of training and expertise.  However, if the condition is outside the expertise of the PCP, a referral to a specialist qualified to evaluate, diagnose and treat the condition is to be completed.  The referral is to be documented in the recipients chart. 

When making the referral to the specialist for expanded EPSDT services, include 

the complete name, degree and nine digit MA number of the primary care provider.  Use of the universal referral form will facilitate referrals to specialty providers.

Questions about the expanded EPSDT-related services may be directed to the 

Healthy Kids Program Staff Specialist at 410-767-1485.
V.  SPECIAL NEEDS POPULATIONS
A.  CHILDREN IN STATE-SUPERVISED CARE
Who is in State-supervised care?  Recipients under age 18 years in State-supervised care include children in foster care and kinship care with the Department of Human Resources (DHR) and children with the Department of Juvenile Justice (DJJ).

Role of the Primary Care Provider:  Children in State-supervised care often need special consideration due to a history of family turmoil and inconsistent medical care.  The very process of being place in an unfamiliar setting is stressful.  Often there are significant health problems that need immediate attention.  Therefore, a comprehensive Healthy Kids preventive care screen should be administered upon entry into State-supervised care as part of the initial medical examination.  This includes a complete health history, developmental and mental health assessment, physical examination, age-appropriate laboratory testing, immunizations, dental assessment and referral, and health education/anticipatory guidance.  The local departments of Social Services use the Health Passport form to document all health care encounters. 

Role of DHR and DJJ Caseworker:  The role of the enrollees case-worker from 

DHR or DJJ is to assist the child in accessing needed medical services from the Managed Care Organization and the Primary Care Provider.  The case-worker is responsible for ensuring that the initial and any follow-up medical services are scheduled according to mandated time frames.  Together with the childs biological parents, childs care-giver (i.e., foster family) and other community resources, the caseworker helps the PCP gather needed health history information.  Cooperation of all parties involved is expected.

Role of the Managed Care Organization:  The initial medical examination for children in State-supervised care is a self-referred service.  Therefore, it is the MCOs responsibility to reimburse out-of-plan providers for this service within 30 days of rendering service.  The CPT codes for a full comprehensive check-up following the Healthy Kids Program guidelines is W9080; a partial check-up is W9081. 

To assure continuity and coordination of care, a liaison from the Managed Care Organization is assigned to MCO-enrolled children in State-supervised care.  The liaison 

expedites any change of network providers upon re-location of the child to a new geographic location.  Additionally, the liaison ensures that the medical record of the child is transferred to the new PCP. 

B.  HEAD START PROGRAM


The Head Start Program is a federally funded child development program for young children ages 3 and 4 years whose family income is below the Federal Poverty Level.  Eligibility guidelines for the program are similar to Medical Assistance income guidelines and therefore the majority of Head Start children should also be enrolled with the Maryland Medical Assistance Program.  Children in Head Start without Medical Assistance insurance should be referred to the local health department to enroll in the Maryland Childrens Health Program or the Local Department of Social Services for other MA coverage.





Within 90 days of enrollment, the Head Start Program requires a full preventive care visit and results of screening tests according to the standards of the Maryland Healthy Kids Program.  A health coordinator at each local Head Start facility is available to help the primary care provider reduce fragmentation of services and assist families to comply with health care recommendations.  The Program emphasizes quality services, and family and community partnerships.

C.  CHILDREN WITH SPECIAL HEALTH CARE NEEDS  

The Maryland Medicaid Managed Care Program (HealthChoice) has developed the Rare and Expensive Case Management Program (REM) to ensure that those individuals meeting specific diagnostic criteria receive the proper medical health services.  Children younger than 21 years of age who qualify for the Model Waiver Program may be disenrolled from HealthChoice and enrolled in REM as long as certain criteria are met.  Criteria is based on:

· Medical Diagnosis - must fit into current list of identified conditions

· Enrollment in HealthChoice - must be currently enrolled in HealthChoice

At the present time, there are approximately 30 identified conditions eligible for REM. Some examples of identified conditions include spina bifida, cystic fibrosis, hemophilia, congenital anomalies, degenerative disorders, and metabolic and blood disorders.  A complete list of identified conditions can be found in the Resource Section.  Participation in the REM program is voluntary.

The REM program is administered through the Center for Health Program Development and Management at the University of Maryland Baltimore County.  Case Management services are provided by several Case Management Agencies throughout Maryland.

REM participants are eligible for fee-for-service benefits currently offered to Medicaid participants who are not enrolled in an MCO.  Optional services described in the HealthChoice regulations are available upon request.  Benefits to participants are determined medically necessary by the REM case manager.

All certified Medicaid providers are eligible to provide care to REM participants. The primary care provider (PCP) will be responsible for providing medically necessary and appropriate care for the REM participant.

Referral to the REM program can be initiated by the MCO or the PCP.  For more information call the REM program at 1-800-565-8190.

VI.  RELATED PROGRAMS

A.  SPECIALTY MENTAL HEALTH SYSTEM (SMHS)

The Specialty Mental Health System is a fee-for-service system of many levels of mental health services including hospital, residential treatment, outpatient and other community-based services.  The State Mental Hygiene Administration, along with local Core Service Areas (CSAs), oversee the county and Baltimore City Mental Health Authorities.  The system is available to all Medicaid recipients and to Maryland residents who have no mental health insurance on a sliding fee scale basis.

The Mental Hygiene Administration has contracted with Maryland Health Partners to preauthorize services based on medical necessity criteria and to refer recipients to providers in their community.

Primary mental health care is defined as the care a pediatrician would normally provide them in their office and is the responsibility of the recipients MCO.  Referral to the Specialty Mental Health System can be made by the pediatrician, parent, or any interested party if the mental health needs go beyond what the pediatrician can provide in their office.

The following list of mental health diagnoses are considered to be primary mental health conditions associated with a physical health need and should be treated by the appropriate health care provider within the MCO. 

ICD-9-CM Code

Description

294.0



Amnestic Syndrome

294.8



Other specified organic brain syndromes (chronic)

294.9



Unspecified organic brain syndromes (chronic)

295.00


Schizophrenic disorders, simple type

299.00-299.91

Psychoses with origin specific to childhood (except for 299.9)

301.7



Antisocial personality disorder

302.70-302.79

Psychosexual dysfunction

306.0-306.9


Psychological malfunction arising from mental factor

307.0



Special symptoms of syndromes, not elsewhere classified (NEC)

307.2



Ties

307.40-307.49

Specific disorders of sleep of nonorganic origin

307.09


Other and unspecified special symptoms or syndromes, NEC

316



Psychic factors associated with disease classified elsewhere

If recipients have mental health needs due to other DSMIV diagnoses, they can be referred to the Specialty Mental Health System for evaluation.  Maryland Health Partners can be called for referral at 1/800-888-1965.
B.  LOCAL HEALTH DEPARTMENT SERVICES
Role of the Local Health Department (LHD):  Each local health department receives an administrative grant from the Medical Assistance Program to perform the following functions:

- Conduct Medical Assistance eligibility determinations for children and pregnant 

              women under the Maryland Childrens Health Program;

- Provide assistance to families when children under age 21 years need to access 

  follow-up treatment services resulting from a Healthy Kids preventive care 

  screen;

- Assist high risk recipients access necessary health care services;

- Educate recipients about the health care system and the HealthChoice Program;

- Serve as ombudsman between recipients and Managed Care Organizations; and

- Provide transportation assistance to medically necessary health care services.

LHD Administrative Care Coordination Units (ACCUs):  The ACCUs within local health departments accept referrals from the Managed Care Organizations for assistance with bringing non-compliant and high risk recipients into care. Each MCO handbook provides specific instructions on how and when referrals should be made for non-compliant and high risk recipients.  In general, the MCO outreach and/or case-management department should be contacted according to the following criteria:

- children ages 0 - 2 years who have missed two consecutive Healthy Kids 

appointments;

- any under-21-year-old with an identified health problem who has missed 

two consecutive appointments for follow-up treatment;

- Pregnant women who have missed two consecutive prenatal 

appointments; and

- Special populations as defined by HealthChoice regulation who have 

missed three consecutive appointments including the following: 

· Individuals with a physical disability

· Individuals with a developmental disability

· Individuals who are homeless

· Individuals with HIV disease

· Individuals in need of substance abuse treatment

The above follow-up and outreach efforts can be completed either by the primary care provider staff or the MCO case-management/outreach department.  Follow-up and outreach can be in the form of a letter, postcard or phone call to the recipient but needs to be documented in the childs record.  The Local Health Department Services Request Form (DHMH 4582) is available for referrals to the MCO and LHD.  These forms can be obtained by calling the local health department (see phone number listing in Resource Section of manual).  The Primary Care Provider is expected to document all referrals for assistance with outreach and follow-up. 

What is the Ombudsman Program?  The States Ombudsman Program is available to recipients for handling complaints and providing education for the MCO enrolled members.  The local health departments operate as part of this program and receive referrals for resolution of complex issues related enrollee complaints with theHealthChoice Program.  LHD staff  have 30 days from the date of the referral to resolve the issue and complete a report to DHMH.  The primary care provider is asked to provide prompt assistance to the LHD when contacted for specific information about a particular issue.

Maryland Healthy Start Program:  The local health departments provide more 

intensive targeted case-management services to children under age 2 years born to high risk pregnant women.  Generally, any woman case-managed during pregnancy will continue with this service after the birth until the infant reaches the age of 2 years.  Additionally, children in this age group identified by the primary care provider as a high risk infant will be followed upon referral to the program.  The PCP may use the Local Health Services Request From (DHMH 4582) or may call the local health departments Healthy Start Program to initiate case-management services.

Early Intervention Services Case Management:  This high risk intensive case-management service targets children with developmental delays from birth to age 3 years. 

Eligibility is based on developmental delay, atypical behavior, or a diagnosed developmental condition.  More information about services can be obtained by calling the Maryland Infants & Toddlers Program at 1-800-535-0182.

VII.  MARYLAND MEDICAL ASSISTANCE PROGRAM INFORMATION
A.  MEDICAID MANAGED CARE HEALTHCHOICE PROGRAM
The HealthChoice Program, a managed care program for Maryland Medicaid recipients, was started in June, 1997.  This program provides a medical home for Medicaid recipients through linkage with a Primary Care Provider (PCP) through a Managed Care Organization (MCO).  The full complement of services that were available prior to implementation of HealthChoice remain in effect under managed care.  Except for a few Medicaid recipients, most children are enrolled in the Maryland HealthChoice Program.

How is a recipient enrolled in HealthChoice?  The HealthChoice enrollment packet is mailed to the recipients known address after Medicaid eligibility is determined.  The recipient must first choose a MCO and then a PCP within the MCO provider network.  Generally, the recipient is encouraged to choose the MCO with which their current PCP is participating.  The recipient or family has 21 days from the date the enrollment packet is mailed from the Department to select a MCO.  If a choice is not made by the recipient, the Department will make assignment of the recipient to a MCO based on criteria specified in the HealthChoice regulations.  The effective date of enrollment is 10 calendar days after the Department notifies the MCO.  The MCO has an additional 10 calendar days to notify the recipient of the assignment after receiving the Departments notification.  Prior to enrollment, the recipient may use the red and white MA card to access medical services from any Medicaid provider who accepts MA.  Once the recipient 

is linked to a MCO, the recipient should retain the card for any out-of-plan services needed in the future (example is Mental Health services).  However, the MCO will also issue a card unique to the MCO to the recipient with the MCOs name and phone number imprinted on the card.

How can the recipient change MCOs and/or PCPs?  On the anniversary date of enrollment, a recipient may elect to change MCOs.  Changing PCPs within the MCO network is based on the MCOs policy.  Disenrollment from a MCO can occur at times other than the anniversary date under special circumstances that are outlined in the HealthChoice regulations (COMAR 10.09.63).  Additionally, children placed in State-supervised care may dis-enroll and re-enroll when the current MCO does not serve the geographic region in which the child resides.

Healthy Kids/EPSDT Services within a MCO:  The Healthy Kids preventive care services are mandated by regulation and must be provided in accordance with the Schedule of Care by a certified EPSDT provider.  Recipients younger that 21 years of age are to be assigned to a certified PCP by the MCO unless the parent specifically requests that their child be assigned to a non-certified PCP.  When a recipient is assigned to a non-certified PCP, however, the MCO or the PCP may subcontract to provide the required Healthy Kids services according to the following criteria:

- The subcontractor must be Healthy Kids/EPSDT certified;

- The subcontractor must provide services according to Healthy Kids 

   standards; and

- The subcontractor must send the record of rendered Healthy Kids services to the 

   PCP.

How is the PCP reimbursed for services rendered within the HealthChoice Managed Care Program?  PCPs enrolled in the MCO network establish individual and group contracts with each MCO.  Payment for services is generally either capitated or based on a fee-for-service arrangement with the MCOs.  Managed Care Organizations are responsible for providing the same medical benefits covered by Medicaid prior to implementation of the HealthChoice Program (see COMAR 10.09.67). 

Billing for services not included in the HealthChoice Program:
 The Maryland Medicaid Program can only be billed directly for those services excluded under the managed care contract.  In these cases, the recipients red and white Medicaid card should be used for billing.

· Specific program exclusions from managed care include:
- State-only subsidized adoption

- Model waiver program


- Long-term care institutionalization

- Medicare

- Family Planning

- Rare and Expensive Case Management (including HIV disease in 

children birth to age 13 years)

· Specific service exclusions from managed care include:



- Personal care

- Medical day care

- Transportation

- Specialty mental health


- Specific AIDS drug therapies

- Intermediate care facilities for mentally retarded

- Long term care facilities over 30 days

- Individualized Family Service and Individualized Education Plans 

(IFSP and IEP)

- Health Start case management services

- Developmental Disabled Waiver services

What are Self-referred Services?  These services are defined by HealthChoice regulation as services received from a provider outside the MCO network that do not require a referral from the PCP or pre-authorization from the MCO.  The MCO is financially responsible for payment of these to the out-of-plan providers for the following services:

- Child with a pre-existing medical condition in need of medical services

- Initial medical exam for a child in State-supervised care

- Emergency services

- Annual diagnostic and evaluation service for HIV disease

- Family planning services

- Newborns initial medical examination in a hospital

- Pregnancy-related services initiated prior to MCO enrollment

- Renal dialysis provided in a medicare certified facility

- School-based health center services

- Substance abuse assessment 

For additional information regarding self-referral services call the Medical Care Policy Administration at 1-800-685-5861.
Pediatric Care for Newborns after Hospital Discharge:  Upon receipt of the Hospital Report of Newborn form, the Department enrolls the newborn in the same MCO as the mother at the time of delivery.  Because the MCO is not required to reimburse out of network providers for unauthorized office visits, the pediatric provider is expected to determine if the mother of a newborn is enrolled in a MCO prior to rendering care.  The following are suggestions to ensure payment for medically necessary services:

- For newborns with an MA card but no MCO card, call the Maryland 

Eligibility Verification System (EVS).  If the newborn is enrolled in an MCO, the MCO 
name and phone number will be given.  Contact the MCO to request assignment as the 
PCP for the newborn.  If this cannot be done, request authorization to provide services 
and ask the mother to contact the MCO for PCP assignment.

- For newborns with no MA or MCO card, call EVS to see if a temporary MA 
number has been assigned.  Use the mothers MA number but enter the last two digits as 
01 (first child) or 02 (second child), etc. followed by the newborns two-digit name code.  
If the newborn is not on Medicaid, have the mother call 1-800-456-8900 for assistance.

- For newborns not on EVS and the mothers MCO is unknown on the date of 
delivery, call EVS using the mothers 11 digit MA number or her Social Security number 
followed by the mothers 2 digit name code and the newborns date of birth.  This will 
give the provider the name of the mothers and therefore the babys MCO.  Then call the 
MCO for PCP assignment or authorization to deliver services.  Direct the mother to call 
the MCO for PCP selection if PCP assignment cannot be arranged with the practice at the 
time of the appointment.

Call the HealthChoice Action Line at 1-800-284-4510 for recipient issues.  Call the Division of Outreach and Womens Service at 410-767-6750 with provider questions.
What is the Maryland Childrens Health Program?

On April 28, 1998, Governor Parris N. Glendening signed into law the Maryland Childrens Health Program, a program that provides health insurance coverage for average to low-income children and pregnant women.  Children up to the age of 19 and pregnant women of any age may be eligible for the new program if their family income is at or below 200 percent of the Federal Poverty Level.  The program is comprehensive and will provide children and pregnant women with a wide range of health care services, such as:

- hospital care






- primary, preventive & specialty care

- prescription medications




- dental and vision care

- prenatal doctor visits and hospital delivery


- immunizations, lab works, and tests

- mental health, alcohol and substance abuse services
- home health

Applications can be obtained at the local health department (LHD) and other places like school-based health centers.  A list of LHDs can be found in the Resource Section of the manual.  Those found eligible will receive an enrollment packet in the mail so that they can choose a managed care organization (MCO).  Providers, parents, and pregnant women can call their local health department or DHMH at 1-800-456-8900 if they have questions or need additional information about the program.  TDD for Disabled - Maryland Relay Service - 1-800-735-2258.

B. MCO ENCOUNTER DATA   (Lynada)

(From 1997 version of manual)
Providers who are part of an MCO network are required to report encounter data to the MCO, which is then submitted to the State.  Encounter data provides documentation that services are being provided to program enrollees.  The data will be verified using medical record reviews and then analyzed to generate quality indicators such as compliance with the EPSDT preventive health schedule of care and immunizations.  Encounter data will also be used to:

· Evaluate level of access to care for special populations,

· Compare services utilization before and after MCO implementation,

· Identify areas of concern - especially with the underutilization of certain health

care services,

· Compare Maryland Medicaid experience to other State Medicaid programs and

private sector benchmarks, and

· Assist in the development of future capitation rates.

Providers must use appropriate program codes or CPT codes for reporting of encounter data.  The Healthy Kids program will count local codes (W9075-W9078) or the preventive CPT codes 99381-99395 as Healthy Kids screens.

C.  FEE-FOR-SERVICE BILLING FOR MEDICAID SERVICES
1.  For Children Enrolled in a Managed Care Organization (MCO)

a.  Submit Encounter Data to the respective MCO, using the respective MCO Provider Manual.  
b.  Use the Current Procedural Terminology (CPT) codes or the Maryland (local) codes, 
following the respective MCOs manual.  Note that both the CPT preventive codes 
(99381-85, 99391-95) and the Healthy Kids codes (W9075, W9076, W9077, W9078) are 
accepted codes for Healthy Kids screens.
c.  Verify that the child is assigned to your practice within the MCO.

d.  For children in State-supervised care, the MCOs must pay the initial exam as a self-
referred service.  Use codes W9080 (comprehensive checkup - $50 payment) or W9081 
(partial checkup - $32 payment) for these services.
2.  For Children Not Enrolled in an MCO (For children who are newly eligible or enrolled in the Rare and Expensive Case Management Program)

a.  Submit claims to the State of Maryland using the HCFA 1500 Form to be paid on a 
fee-for-service (FFS) basis.

b.  Use the Maryland (local) W codes to submit for Healthy Kids preventive screens, since 
the maximum reimbursement is $50 for full screens.

c.  If you submit to the State of Maryland using the CPT preventive codes (99381-99385 
for new patients and 99391-99395 for established patients), the maximum reimbursement 
is $32.  Care provided using these codes are evaluated as Healthy Kids screens.
3.  For Vaccines

a.  Vaccines for Children (VFC), immunizations paid from federal and State sources, are 
to be used for individuals age birth through 18 years ONLY.

1)  Use the directions provided by the VFC program to codes for immunizations 

supplied by the VFC program.

2)  Follow the applicable MCO directions for submission to the MCOs.

3)  For submission to the State using VFC stock under fee-for-service, bill your 

usual and customary administration fee.  Medical Assistance pays $10 


maximum.

b.  Provider Purchased Vaccines

1)  Use these for patients age 19 and over.

2)  Use the current CPT codes on MCO Encounter Data or a HCFA submission to 

the State of Maryland.  No administration fee is paid.
4.  Selected Additional Billing

a.  Parent-to-be (Pregnant Medical Assistance recipient)

1)  Provide Healthy Kids preventive screen if the patient is under age 21.

2)  Bill using the future mothers MA number with a diagnostic code of V-22.

b.  Sick care

1)  Use the Evaluation and Management codes of the current years CPT book.

2)  Bill only one visit code (Preventive OR Evaluation and Management)
c.  Using temporary MA number for newborn child
1)  Use EVS to verify the mothers eligibility on the babys date of birth.  You may 

want to copy the mothers MA card since her eligibility is verification that the baby 

will get MA.

2)  To check EVS for babys eligibility, replace the last two digits of the mothers 

MA number with 01 (+02, 03 if multiple births) and verify on EVS with the babys 

name.  Submit a claim only after EVS has the babys name and MA number on the 

system.

3)  Use permanent MA number as soon as it is available.
d.  Family Planning

1)  Use both the V20 diagnostic code for well care and the Family Planning code, 

V25, when both services are provided.
5.  Resources

a.  Administrative and Billing Phone List (in the Resource Section)

b.  Healthy Kids Billing Instructions, 1999 revision (410-767-1485)

c.  Eligibility Verification System assistance (410-333-3020 or 800-492-2134)

d.  Standard MA billing instructions for HCFA 1500 Form (410-767-5340)

e.  Medical Assistance Provider Handbook (410-767-6024)

6.  Administrative Checklist

a.  Is the Eligibility Verification System (EVS) called before each date of service?  Does 
your practice need to document that?  Does your practice use the EVS recording of all 
calls as the basis of an appeal if indicated?

b.  Does your practices Encounter Sheet include the appropriate code for the Healthy 
Kids Program and the Vaccines for Children Program?

c.  If you have a denial that involves a dispute between the State and MCO payment, do 
you call the Office of Managed Care at 800-683-5861?

d.  If you have questions about the Healthy Kids Program requirements, do you inquire 
from the Healthy Kids Program at 410-767-1485?
BILLING FOR MEDICAL ASSISTANCE SERVICES/FEE-FOR-SERVICE 
(From 1997 version of manual)
Newly eligible Medical Assistance individuals and MA individuals not eligible to be enrolled in HealthChoice can receive medical services from any active Maryland Medicaid provider.  A recipient may use their red and white Medical Assistance card to access medical services from any MA provider who accepts Medical Assistance prior to their enrollment into an MCO.  The MA provider can directly bill the Medical Assistance Program for the services rendered to the individual.  The information in this manual is supplemented by the Maryland Healthy Kids Program Billing Instructions and the General Provider Billing Instructions.  Call the Maryland Healthy Kids Program for a copy at 410-767-1485.
Sick Visits

Use the current Evaluation and Management codes from the Physicians Current Procedural Terminology (CPT 99201-99215) for sick or acute illness related office visits.  However, if the child presents with minor complaints and the Healthy Kids screen can be completed (including the administration of vaccines if needed), you may bill a Healthy Kids screen instead of an Evaluation and Management code.
Preventive Health Visits

Use the Maryland Healthy Kids Program local codes to bill for Healthy Kids preventive health visits.  Bill W9075 for a complete initial visit, W9077 for a periodic visit, W9076 for an outpatient visit and W9078 for an interperiodic/partial visit.  Bill Medical Assistance your usual and customary fee.  The maximum reimbursement for W9075 and W9077 is $50, while the W9078 code is $32.  Additional reimbursement for physicians, nurse practitioners, and free-standing clinics is available for ancillary services such as objective hearing and vision testing.

Certified Healthy Kids providers may also bill MA using the preventive CPT codes 99381-99395; however, these codes reimburse a maximum of $37.  These codes may be used in filling out encounter information for Healthy Kids visits provided to children enrolled in MCOs.
Immunizations - See immunization section pages xx - xx.

Family Planning/Contraceptive Management Services

Family planning/contraceptive management should be included in the Healthy Kids screen for sexually active adolescents.  Use the appropriate Healthy Kids billing code (W9075, W9076,  W9077, or W9078) for the office visit.  Refer to the Maryland Healthy Kids Program Billing Instructions for specific family planning procedure codes.

Medical Assistance and Other Third-Party Insurance

When patients have Medical Assistance and private insurance coverage, other than  commercial HMO coverage, bill Medicaid directly for preventive health screening visits, immunizations, developmental, vision and hearing screens.  The Program will then pursue reimbursement from the other third-party insurer when appropriate.

Other services, such as laboratory services, office visits for sick care, and treatment services, must be billed first to the other third-party insurance.  If the other insurance does not pay for the service, submit the bill to MA.  Be sure to follow The Maryland Health Kids Billing Instructions for Block 11 on the HCFA-1600 claim form.

Preventive Visits with an Expectant Mother - Parent-To-Be Visit

Medical Assistance will pay for a visit with the pediatrician prior to the birth of the baby when a pregnant woman is not enrolled in an MCO.  All pregnant women should be encouraged to establish a relationship with a primary medical provider for their newborn prior to delivery.  This helps to assure access to medical care immediately after the newborns hospital discharge and prior to the newborns card being issued.

When you see an expectant mother who is not enrolled in an MCO for this purpose, you may bill a preventive service for the pregnant woman.  Do not bill Healthy Kids/EPSDT codes for this service unless the expectant mother is under the age of 21 and a Healthy Kids screen was also completed.  Remember to use an ICD (diagnosis code) of V22-V23 (pregnancy) on the HCFA-1500 claim form.  See the optional Parent-To-Be form, page xx, in the Resource Section.

Billing for Services when the Babys Number Has Not Been Issued

All infants born to women with Medical Assistance coverage on the date of delivery will automatically be covered by Medical Assistance through their first birthday.  However, the Program cannot issue the newborns card until the hospital or DSS worker notifies the Department.  It is usually two to four weeks before the mother receives the card.

We ask that you provide services, in good faith, to any neonate whose mother had a valid MA card on the date of delivery, provided the mother has not already chosen an MCO provider.  Verify the mothers eligibility on the newborns date of birth through the EVS System.  If the mother had a valid Medical Assstance number on the date of birth, you can be certain that the newborn will be issued a Medical Assistance card.  We ask that you hold claims for services to neonates until their MA number can be verified through EVS.  The initial newborn assessment may be billed as a Healthy Kids Screen (W9075) in lieu of CPT code 99431 or 99434, Normal Newborn Care.

If you participate in an MCO, you may want to have the mother enroll the newborn in your practice.  If your practice is closed to new enrollment, we ask that you provide services until the mother can choose, or is assigned, another provider.  Advise the mother to call the MCO HealthChoice enrollment unit at 1-800-977-7388.

Babies born to women enrolled in an MCO at the time of delivery are automatically assigned to the mothers MCO. 
D.  ELIGIBILITY VERIFICATION SYSTEM  

Medicaid eligibility must be verified on each date of service prior to rendering services to a recipient by calling the Eligibility Verification System (EVS).  EVS is a telephone-inquiry system which is available 24 hours a day, 7 days a week.  The system verifies a patients eligibility on the day you call.  It states the eligibility category of the patient and gives the name and phone number of the MCO to which the patient belongs.  To verify past eligibility, you may specify a date of service within the past one year.  If the patient does not have their card with them and does not know their Medical Assistance number, EVS can identify the MA number if you enter the patients 9-digit Social Security number and 2-digit name code.  Call the Provider Relations Unit at 410-767-5503 or 1-800-445-1159 to obtain an EVS Users Guide pamphlet.

To Use EVS, you need:

· A touch tone phone

· Your MA provider number

· The recipients MA number or Social Security number and name code

· The EVS telephone number

To access EVS, call:
410-333-3020

Metropolitan Baltimore

1-800-492-2134
Outside Baltimore Area

For current eligibility enter your 9-digit provider number and press the pound (#) button twice.  If EVS replies without an error, enter the recipients 11-digit number and the 2-digit name code.  The name code is the first two characters of the recipients last name converted into numeric touch tone numbers.  Press the pound (#) button twice and carefully listen to the entire message.  To determine MA eligibility of another recipient, enter another number immediately after the EVS message or press ## to end the call.

For past eligibility up to one year after the service was rendered, enter the date of service after the last name code and press the pound (#) button twice.  The date of service must contain 6 digits; for example 1/1/99 would be 010199 ##.  To search past eligibility, the recipients number must be entered.

If you have the Social Security number, but do not have the recipients 11-digit MA number, at the recipient number cue press 0" and press the pound (#) button twice.  EVS will reply enter Social Security number and name code.  If the Social Security number is not on file, eligibility cannot be verified until the Medical Assistance number is obtained.  This method does not search past eligibility.

Please listen carefully to the entire EVS message.  For recipients that are enrolled in an MCO, the EVS message states the assigned MCO and telephone number.  The message does not state the primary care provider.  This information is available from the respective MCO.  The message for individuals not enrolled in an MCO is State or federally eligible or lists the specific program, such as family planning.  If you have questions, call the Maryland Childrens Health Information Line at 1-800-456-8900 or the Medicaid customer service line at 1-800-934-6704.
From 1997 version of manual:
Medicaids Eligibility Verification System (EVS) is an automated telephone inquiry system which is available 24 hours a day, 7 days a week.  The system verifies a patients eligibility and eligibility category on the day you call.  To verify past eligibility, you can enter a date of service within the past year. If the patient does not have his/her Medical Assistance card and does not know the number, EVS can identify the number for you if you enter the individuals 9-digit Social Security number and 2-digit name code.

For detailed instructions on how to use EVS, refer to the Medical Assistance Program HCFA 1500 Billing Instructions.  If you know how to use EVS, you can access the system by calling:

Metropolitan Baltimore

(410) 333-3020

Rest of Maryland


(800) 494-2134

Outside Maryland


(800) 638-5775

EVS provides the most current information up to the previous business day.  We strongly encourage you to use EVS each time before you provide a service.  Please listen closely for the complete EVS message.  EVS verifies a Medicaid recipients current eligibility status and prevents the rejection of claims when billing for fee-for-service benefits.

The most common eligibility status messages encountered for individuals under age 21 through the EVS are:

Eligible, Federal - recipient is eligible for benefits and reimbursement from federal 
funds.  These individuals may be in the process of choosing an MCO provider but are not 
currently restricted to a single provider.

Invalid Recipient - the recipients number is entered incorrectly or the person is not 
eligible.

The following three messages have been added to EVS:

HealthChoice (Managed Care Organization name and phone number) - recipient is 
eligible for services and a member of a Managed Care Organization in the HealthChoice 
Program.  Contact the MCO identified if necessary.

Rare and Expensive (Call 800-565-8190) - recipient is in the Rare and Expensive Case 
Management Program (REM) and may be eligible to receive an expanded set of benefits.  
All services for REM are reimbursed on a fee-for-service basis.

HealthChoice Stop Loss (Call 800-565-8190) - recipient is in a Managed Care 

Organization; however, the Medical Assistance Program, not the MCO, is responsible for 
inpatient hospital claims.

If you have questions about the different eligibility categories for children, call the Pregnant Women and Childrens Information Line at (800) 456-8900. 

