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Maternal Infant Health Program

Questions and Answers - March Regional Trainings 

In March, 2010, MDCH facilitated four regional trainings for Maternal Infant Health Program (MIHP) Coordinators and Medicaid Health Plans (MHPs) to present proposed revisions to MIHP Medicaid policy and forms, and a draft of a new publication titled MIHP Operations Guide.  Training participants were asked to submit their questions about the new policy, forms and guide in writing.  This document includes each of the questions submitted, along with the answer to each question.  Questions that were very similar have been grouped together and given a single response.  Answers provided are based on information that was available at the time of the trainings.  Some of the answers may be subject to change once all of the public comments are reviewed.  We appreciate all of the thoughtful questions that were submitted in the spirit of making MIHP more effective and efficient.  We gave careful consideration to each and every one.  
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Registered Dietitians (RDs)
1. Are there parameters that define when an RD should be consulted?  Or is this up the discretion of the RN or SW?  How will this be identified by them if the current maternal assessment which has an entire section on nutrition is eliminated?

The MIHP Operations Guide (Chapter 4, Basic Description of MIHP Services) distinguishes between nutrition education, which is provided by the nurse or social worker, and nutrition counseling, which is provided by the dietitian.  Definitions are as follows:  
	Nutrition Education

Nurse or Social  Worker
	Communication of basic, general information about nutrition during pregnancy and infancy for beneficiaries who do not have significant nutrition risks or health concerns that are affected by diet.  

	Nutrition Counseling

Registered Dietitian  

(NOTE:  Requires physician order.)
	Provision of medically-necessary, individualized counseling for health problems that are affected by diet (e.g., maternal gestational diabetes, obesity, anorexia, bulimia, lactose intolerance, etc.; infant digestive disorders, inappropriate weight gain, failure-to-thrive, etc.). 




Nutrition information is collected using:

Supplemental Maternal Risk Identifier Questions - Optional 
Nutrition Questionnaire - Optional  

Also see: 

Maternal Plan of Care Part 2, Food 

Maternal Plan of Care, Part 2, Diabetes 

Infant Plan of Care, Part 2, Feeding and Nutrition
2. Can RD/nutritionist address other topics such as smoking cessation or domestic violence (or whatever risk factors client has) like she does currently? Or must she only focus on nutritional risk factors?

With a physician order, she can address any topic within her scope of practice.
3. If there is a standing order for an RD, can the RD do Maternal and/or Infant risk identifiers? 

4. Can they complete the screen?

5. With a standing order from physician, can RD’s complete risk screens?

6. Can the RD continue to perform the risk screener?  Judy’s answer was no however this will present a barrier to MIHP programs that are integrated with WIC. 

7. If a physician ordered a RD visit on the referral form for nutritional issues, can the RD perform the initial assessment?

8. Can RD admit/CM?

9. Our agency allows/encourages nutritionists to do assessments.  Please reinstate this.  We have been working towards integration of WIC/MIHP.  You make this difficult/impossible if RD’s aren’t allowed to do MIHP and WIC intakes in these hard economic times; this makes sense when staff rosters are smaller. Also, our nutritionists are excellent screeners and excellent at MIHP intakes.  They are critical to maternal & infant outcomes in pregnant teenagers.  They are valued members of our MIHP team.

We also value registered dietitians and believe they are critical to MIHP.  However, we have been instructed by the Centers for Medicare and Medicaid Services (CMS), US Dept. of Health and Human Services, that the role of dietitians in MIHP must be limited because Michigan does not license this profession.  Michigan’s Medicaid State Plan, which is submitted to CMS, states that “the assessment is administered by a licensed social worker and/or licensed public health nurse.”  [Extended Services to Pregnant Women, 20 b.1), Supplement to Attachment 3.1-A, Page 35] 
10. Can the RD still be a care coordinator even though she is not a mandatory part of the MIHP team?

11. If you have a standing order for RD may they be a case manager?  For a diabetic?  

12. Can they be care coordinators?

13. With a standing order from physician, can RD’s serve as care coordinators?
14. Can the RD be the care coordinator of a MIHP client?

15. Can the RD do care coordination?

16. “Care coordination by RD is a gray area” – need to know if this is truly ok?

The proposed policy states that “a specific registered nurse or licensed social worker will be identified as the care coordinator assigned to monitor and coordinate all MIHP care, referrals, and follow-up services for the beneficiary.” (Section 2.5 Care Coordinator, MIHP Chapter, Medicaid Provider Manual).  Michigan’s Medicaid State Plan does not allow RDs to function as MIHP care coordinators.  
17. If there is a need for a registered dietician, does she contribute to POC or does the nurse or MSW write “refer to dietician” as an intervention?

The RD may contribute to the POC, along with the nurse and social worker.

18. Care plan: Could there be an optional spot for RD signature?

Yes.  Optional signature lines for the RD and the IMH specialist will be added.  IMH specialists should indicate their MI-AIMH endorsement level when signing POCs.  If functioning as both social worker and IMH specialist, the staff should sign both signature lines.
19. If the RDs are case managers of various clients as of June 1, do we have to transfer these cases to a new case manager (nurse or SW)?

No.

20. Can the LHD Medical Director write the standing order?

21. Can the standing order for the RD be written by our medical director?

Yes.  The order can state that it applies to any MIHP beneficiary who has nutrition needs requiring the services of an RD.  A note must be made in the beneficiary’s chart:  “Per standing order of Dr. Jones.”   Standing orders must be redone annually.  
22. Physician order – can it be a Physician Assist, mid-wife, etc?

Yes.  All physician orders must be documented in the beneficiary’s chart.
23. Could the state provide a “Standard for” for the RD order?  Or at least provide a sample.

24. Can we get an example of what the standing order should look like?

25. Do you provide an MIHP standing order for nutritional referral?

We are not providing a sample physician standing order for registered dietitian services, as this falls under the purview of the medical care provider.  Standing order templates are available on the Internet, should your medical care provider ask you to draft one.
26. Can we have a generic standing order/s for the dietician or do they have to be individualized by case/client?

The standing order is generic, covering all beneficiaries with an identified need; it is not individualized for each client.

27. Is an order for the RD required in the beneficiary chart that they see?

28. Standing order for RD must be documented in each beneficiary record or in MIHP policy manual?

29. If a standing order is in place for RD services, why does it need to be in each beneficiary’s record?

Document the standing order in the beneficiary’s chart on the progress note.  Reviewers will ask to see the standing order when they see it referenced in the progress note.   
30. We are unclear as to how the RD’s are to document a visit – do they use Professional Visit Note – it’s related to Risk Identifier and doesn’t include nutrition info.
Yes, RDs use the professional visit note to document a visit.
Nutrition information is collected using:

Supplemental Maternal Risk Identifier Questions - Optional 

Nutrition Questionnaire - Optional  

Also see: 

Maternal Plan of Care Part 2, Food 

Maternal Plan of Care, Part 2, Diabetes 

Infant Plan of Care, Part 2, Feeding and Nutrition
31. Without an RD on the MIHP team, can the Medical Director write an order for the MIHP client to be referred to an RD in the community?  
The Medical Director may write an order for the MIHP client to be referred to an RD in the community, but we do not require this.
32. Would it suffice to refer MIHP client to WIC with a standing order from the Medical Director?

The MIHP provider does not need an order to refer to the WIC RD.  An order is only needed to authorize the MIHP RD to provide services to an MIHP client.

33. Clarification – the RD services – these visits would be by the MIHP RD’s? (not an outside provider such as a hospital or clinic dietician)

RD services may be provided by any RD, but the MIHP provider can only bill for services provided by the MIHP RD.  
34. Can we send an MIHP client for a dietary consult to our WIC program RD and bill for a MIHP visit, provided it is at least 30 minutes long?  (and the RD writes a visit note in the MIHP chart?)

In order to bill for a visit made by the WIC RD, the RD must:  1) have a physician’s order, 2) be on the MIHP personnel roster, and 3) document the visit in the beneficiary’s chart.
35. What about other RD’s that are licensed?

Michigan does not have reciprocity agreements with any states that license RDs.
36. With the new MIHP effective 7/1, do we follow the nutrition refer made before 7/1 or continue under old care plan?  
As of July 1, you must discontinue RD services being provided for “old” clients until a physician’s order is obtained.

37. Will “nutrition” wording be taken out of program statements?

No, nutrition education and counseling are still important MIHP services.

Social Workers

1. Social Work Licensure: Which of the following are acceptable? LLBSW, LBSW, 

LLMSW, LMSW?  (Policy should clarify this.)


Any Michigan social work license is acceptable. 
2. All of our social workers working in the program are Infant Mental Health endorsed.  How does this affect the Infant Mental Health portion of the MIHP program, if at all?

If endorsed by the Michigan Association for Infant Mental Health at Level 2 or Level 3, the social worker can provide social work services and infant mental health specialist services as described in the MIHP Operations Guide.  (See section titled MIHP Intervention Services in Chapter 4 - Basic Description of MIHP Services.) 
Generic Questions on the Forms

1. When do you expect forms to be available electronically?

All forms will be available in electronic format on July 1, 2010.

2. Will the care plans, progress notes be available as editable word documents?  This is helpful for efficiency’s sake on our end.

No, because we need consistent documentation, and if we open the forms for editing, the fields could be changed.  However, you may add your own supplementary forms.
3. If we put new forms into electronic format, do we have to print them?

Paper charts will only be necessary for reviewers and upon request.
4. If we have to print them, do they need to “look” exactly like the written forms you’ve provided or do they just need to have all the elements/questions of each form?
They need to look exactly like the required forms we’ve provided on the MIHP web site.
5. Can we add to the forms?  For instance, we need a chart number on our records; can we add this to the form?

6. Can we use preprinted labels for beneficiary info on the documents?
7. We see that the beneficiary’s name and Medicaid ID number are at the top of many of the forms.  Are we allowed to use pre-printed labels, so that we don’t have to keep re-writing this info?

You can add to the forms in any non-electronic way (e.g., typing, handwriting, using labels, stamping, etc.).
8. Can we add questions to the optional forms?

No, you may add additional forms, but may not change MIHP required or optional forms.
9. Can forms be translated into other languages, especially Spanish, especially the authorization?

Work is in progress to translate the MIHP beneficiary brochure and the Authorization and Consent to Release Protected Health Information into Spanish and Arabic.  The other forms will not be translated due to lack of resources.
10. Will there be a standardized demographic sheet – client name, address, phone, FOB’s name, etc.?
No, you can develop your own.

11. Please write instructions for each form – would be helpful.

Detailed instructions will be available for every form.
12. Many changes with the new forms.  It would be very helpful to have a complete sample of each form.

We believe that the instructions that are being developed will be all that you need. 
13. When forms are updated, is the date by the form # changed when it is updated?  If it is not, could the program please send out notification that form has changed?

Yes, when a form is revised, the date on the form will be changed.  We will notify you via a coordinator email message whenever a form is changed.

14. Since these forms are developed by the State of Michigan, can a local public health department purchase a software package that substitutes these forms, capturing all essential elements of the forms?  Example: Mitchell & McCormick.

You can purchase any software package you like, but the forms must look exactly like the required forms on the MIHP web site. 
15. When we do the Status Update Forms, do we just write the change in risk (as opposed to including the initial risk too)? 

Identify the new risk only and make a note in the MIHP Provider Comments section.   

16. Can we start using these draft forms as practice?  

No.

17. When will MIHP have an electronic health record system (EHR) (e.g., Risk Identifier will populate POC and Data Summary, etc.)? 
All the forms will be electronic as of July 1 and can be used in each provider’s own EHR system, but a state-level MIHP EHR system is not feasible in the near future.  
Generic Questions on Risk Identifiers

1. No more assessment - just risk screener?

The Risk Identifier is the assessment now.

2. Is there a difference between the assessment and the Risk Identifier?

No.  The Risk Identifier replaces the assessment you’re currently doing. 

3. Are the screener comments being looked at and how are they evaluated or what is done with them?

Yes, they are being reviewed.  
4. Why didn’t you address with comment box what kind of maternal mental disorder (e.g., anxiety, depression, etc.) on new infant screener or maternal?

We are looking into this.

5. What if mom doesn’t get social security even if advised to?  

6. Do not want social security numbers on either screener – had employee carjacked and travel charts stolen inside of locked box – creates identify theft risk for our clients.

We are looking into the need for SSNs.  In the meantime, you may use 999-99-9999 to fill in the SSN box.
7. Scoring sheet cannot be printed out until screener is “complete” which may be months down the road.  Will that be fixed before new care plans and physician communication is required?  Otherwise we do not know if they are low, moderate, or high risk!

We know that this is a major issue and have submitted a service request to the Michigan Department of Technology, Management & Budget (DTMB)) to modify the electronic Maternal Risk Identifier so the scoring sheet will be provided, even if the Medicaid ID number is not entered.  

8. Can we do the risk identifier only online or must we do hard copy first and keep in MIHP folder?

You may do it online only.  Paper charts will only be necessary for reviewers and upon request.

9. Transferring data (demographic) from Maternal Screen to Maternal section of infant screen would be very helpful.

There are no current plans to do this.
10. What is provider # & provider name refer to on risk screening?

11. It is a question on screener - provider # - what is this?

12. RST – Infant Component – Providers ID# & provider name Do you want HMO Medicaid ID#?  Wording is confusing – Provider to me means Doctor.

Provider name is the name of the MIHP provider agency.  Provider ID# is the MIHP provider agency’s National Provider Identifier (NPI) number.
13. Can we override the computer’s assessment of CT (client?)?

You cannot electronically override the computerized assessment results (Risk Identifier scores), but you can use your professional judgment, based on observations and information from interviewing the client, to develop the POC.  This means that if the woman scored moderate-risk in a particular domain, but you determine, based on observation and professional judgment, that she is high-risk in that domain, you would use the high-risk interventions.
14. Some MIHP programs are entering client data into the database before they open them.  We go to enter a screener and it pops up as in another program.  When we call the provider, they haven’t even met the client yet! 

MIHP providers must obtain a signed Authorization before they can enter any data into the database.  If another provider has already done a Risk Identifier with a particular beneficiary, do not do another one.

15. Can we do the Risk Identifier and POC, Part 1 in one visit?  
Yes.  You must give the packet to the beneficiary at the assessment visit per Medicaid policy.  You may review the packet at subsequent visits, based on the client’s needs.
16. If the woman has an emergency situation, can we assist her with that before we do POC, Part 1?

Yes, you would deal with the crisis before doing POC, Part 1.

Generic Questions on POC

1. Since the POC is developed thru the Risk tool, is there still a required team meeting between disciplines?  If so what is the outcome expected beyond the POC?

2. Does this mean care coordination meetings are no longer required? (that signatures on care plan don’t have to be signed same day/same place)

3. Plan of care signatures – if over phone or online or “left on desk” - what about dates of signature – what about collaboration – i.e., if SW thinks RN “missed” depression risk.

4. What about delivery of service and plan of care if 2 different dates of signature?

5. If doing a phone consultation with the other discipline, can the care plan have different dates of each discipline? 

The POC can have different signature dates, but these dates must be within 5 business days of each other.  As always, the POC must be signed by both parties before any professional visits are made.  POCs must be jointly developed by the nurse and social worker.  A face-to-face conference is strongly recommended, but not required. Care conferencing by phone (documented in writing) is acceptable.  It is also acceptable for one party to draft the POC and leave it for the other party to review and comment on a day or two later. 
6. How many domains are required to be addressed?  Have been told anywhere from 2 to 5.

7. Can we ID highest risk at each visit and address that?

We did send an email indicating that you should address the top three at-risk domains, but this has changed.  There is no requirement that the POC address a particular number of domains.  Please keep in mind that the POC should include all domains in which risks are identified.  However, POC implementation will be client-focused. This means that the beneficiary will select the domains she wishes to address.  There is no requirement that a particular number of disciplines must implement the interventions, as this will depend on the particular domains that the beneficiary has selected.
8. Where do providers document that a beneficiary did not wish to address a mod or high risk that was identified by the Risk Identifier, in case a reviewer questions this?  

Document this in the progress note.

9. Do you only pull care plan info for each domain that the client wants to address at enrollment or do you want us to pull 3 risks or (3-5-6?) that they and we think need addressed?  

10. POC only consists of pages where problem is identified?

The POC consists of all domains in which risks are identified by the Risk Identifier or by the nurse or social worker, based on observations and information gathered during the initial interview.  An accordion file may be useful for storing the different domain pages, so you can simply pull out the ones you need.
11. Do we have to initial each intervention taught on the plan of care? 

No, just check the appropriate box in the “Expected Outcome” column (POC, Part 2), as you achieve each outcome. 

12. Can you format all care plan domain areas to fit into 1 page? It will greatly assist w/ organization and making sure nothing is missing.  (Make header smaller, longer columns wider, brief columns narrow, etc.).
13. Can you format Maternal Plan of care so it all fits on one page?

We’ll try to get each domain down to one page, front and back.
14. Can beneficiary’s date of birth be out on each care plan component as well as current date and area to write care coordinator’s name? 

 The beneficiary’s date of birth and similar information may be hand written on each page.
15. Print page # on care plans on final version so that when printing out an individualized plan of care, you can print only the pages you need, rather than waste paper by printing all pages for each client.

Each POC domain is a separate document and is posted separately on the MIHP web site.
16. Can there be an “other” domain or general education domain – maybe that follows the screener comments.

17. A blank plan of care Interventions page would be beneficial in order to address other/additional concerns.

18. If we add a different need that may not be included in RST – care plan.  Do we address it anywhere?
The POC identifies the minimum interventions.  If you want to go beyond the standard interventions, you may.  We will provide a blank POC form for this purpose, and you can use a progress note to document the additional concern and the intervention you provide to address it.                      
19. How do we individualize POCs when all of the interventions are standardized?  As nurses, it was drummed into us that POCs need to be individualized.  

There is less tailoring of interventions to the individual because we are trying to move toward evidence-based practice.  However, individualization will occur based on the beneficiary’s readiness to change.  Motivational Interviewing will be a way to personalize care.

20. Did I understand correctly that level of Intervention based on Risk Identifier POC (ex mod or high) can be changed based on the supplemental form (or professional judgment?)  Ex, ETOH or drug use.  And that the revised risk will be communicated to health care provider?

The POC can be modified at any time to document a change in risk level in a given domain, based on professional judgment in light of new information obtained through interviews or observation.  If the risk level determined by the Risk Identifier is different from the risk level determined by professional judgment, provide interventions based on higher the higher risk level.  If risk level increases or decreases, note on progress note.  Significant changes in the POC should be communicated to the medical care provider.
21. If we add a domain, after RST and care plan are complete, do we assign a risk level we feel fits?  The stratification will already be done.

If you add one of the standard MIHP domains after the POC has been completed, pull the POC page for that domain and assign a risk level that you feel fits, based on your professional judgment.  If you add an entirely new domain, use a blank POC page to document the risk, assign a risk level that you feel fits, and describe the intervention.  In both cases, indicate the risk level next to the domain on POC, Part 3, Signature Sheet.  
22. Can we write or add things to plan of care?

23. Can we write notes/comments on the plan of care part 2?

We really want you to document your interventions in the progress note, but you may add to the POC in any non-electronic way (e.g., typing, handwriting, using labels, stamping, etc.).

24. CBE/PE is this going to be a domain?

No.  The domain interventions are provided to individuals based on risk level.  CBE and PE are different, in that they are provided to groups of people in a classroom setting and cover a variety of topics that are relevant for all beneficiaries (all first-time mothers in the case of CBE) regardless of risk level in any particular domain.  There is a separate billing code for CBE/PE classes.
25. If CBE is done in the home, what domain is used?

In unusual circumstances (e.g., beneficiary entered prenatal care late or is homebound due to a medical condition), CBE may be provided in the beneficiary’s home as a separately billable service.  In this case, the beneficiary record must document the need for one-on-one CBE, where CBE was provided, and that at least ½ of the CBE curriculum was covered.  The progress note can be used for documentation purposes.  If CBE is done in the home as a separately billable service, it is not necessary to classify it as a domain.  

Alternatively, CBE may be provided in the home and billed as a professional visit.  This may be done when there are other extenuating circumstances (e.g., the beneficiary is too anxious or intimidated to participate in a group class).  In this case, document CBE on a progress note under “other visit information.”  It is not necessary to classify it as a domain.
26. What domain would “unemployment” go under? i.e. social support, stress?

Unemployment does not need to be classified under a particular domain.  Document discussion under “other visit information” on the progress note and check the appropriate “new referrals” box if you make a referral.  At the next visit, document what happened with the referral.
27. Under basic needs, there is no information about needing help obtaining baby items.  That is a key piece that our clients look to MIHP staff for help with – local baby pantry, pregnancy care centers, etc.  Can this be added under the optional questionnaire?

28. Is there a domain that addresses if the client has adequate infant supplies, crib, car seat, clothes, etc?  Beside infant safety especially since those items are needed before delivery.

No, you cannot add questions to the Supplemental Maternal Risk Identifier Questions-Optional form, which relates to the POC, Part 2, but you can add your own form to capture any additional information that you believe is important to providing care.

Baby items do not need to be classified under a particular domain.  Document discussion of baby items under “other visit information” on the progress note and check the appropriate “new referrals” box if you make a referral.  At the next visit, document what happened with the referral.

29. Chronic Illness: Not all are addressed.  What if a pt has an illness not addressed on care plan.  Do we add that somewhere to the care plan?

The three chronic diseases for which MIHP interventions were developed were selected by MSU researchers because of their impact on pregnancy outcomes.  If you address another chronic disease, use a blank POC, Part 2 form.  

30. Do we have to use Maternal Considerations page with each ISS visit?

No, use it only if relevant to a particular visit.

31. “Quit since becoming pregnant” is an asterisked risk factor, but only current use (of tobacco) is listed on the care plan.  Users who have quit may need support to quit or if they relapse.

Current use is what affects pregnancy outcomes according to the literature. However, you may provide support to a woman who has quit, if this is in keeping with your agency’s policies and procedures.  You do not need to include this in the POC, but please document it in a progress note.
32. Please verify interventions provided section on progress notes:  All __Partial (#’s) – What does this mean?

This will be explained in detailed instructions that are being drafted on how to complete the progress note form.
33. In care plan interventions, recognize not all clients have a MHP (MOMS – only clients).

Yes, we are aware that many clients do not belong to MHPs when they enroll in MIHP and don’t have access to all of the benefits available to MHP members.  Please see the MIHP web site for referral sources that may be of use to beneficiaries who needs assistance beyond what MIHP can provide. 
34. On domains that use post-pregnancy as expected outcomes, is this for a visit that may occur after delivery or what?

Yes, these are outcomes that would be assessed at a visit that takes place after delivery.

35. Do all the outcomes have to be achieved or does it depend upon the specific client?

Expected outcomes depend upon the specific client.  

36. If “achieve” outcome, do you date it once only?  What if you address it more than once?  

Medicaid policy says you must address family planning at every visit, so this must be on every professional visit note.  However, you would only indicate that the outcome was achieved once, at end of service.  For other outcomes, you might give the date that the outcome was actually achieved or provide the date at the end of service. 
37. What about oral health?  

There’s an oral health brochure in the Maternal Packet, but Medicaid doesn’t pay for dental services unless the beneficiary is under 21 years of age.  Most communities have no fee or low-fee dental clinics.  FQHCs are required to provide dental services.  See link to FQHCs on MIHP web site.  

Draft Maternal Forms 
Maternal Forms Checklist 

1. On the forms checklist(s): can you put a spot on the bottom to document transportation assistance dates and types?

The Forms Checklist is for required forms only.  You need to keep your own log to document transportation provided.  

Maternal Risk Identifier 

1. No Nutrition screen/questions on Maternal Risk Identifier????

2. Why are nutrition questions optional?  When is nutrition not essential in pregnancy or infancy?

When the Maternal Risk Identifier was developed several years ago, nutrition questions were not included as the literature did not indicate a strong relationship between nutrition and infant mortality and morbidity.  Nutrition questions will be added when the Maternal Risk Identifier is revised at some point in the future.  If nutrition issues come up while you are administering the Risk Identifier, note them in the Screener Comments box at the end of the form.
3. Can we have an optional Maternal Nutritional Assessment like we do for the infants?
We have food security and nutrition questions on the Supplemental Maternal Risk Identifier Questions-Optional form, and you are free to ask additional nutrition questions, if indicated.   All beneficiaries will be referred to WIC.

4. What about all the info we will be missing from the assessment that is not on the risk identifier? ex. Phone #, address, FOB’s name, nutrition (hx of eating disorder & current daily menu, PICA), supplies, environmental toxins in home, contraceptive plan postnatal, financial stress.

5. Maternal risk identifier now combined with assessment – used to have address/contact info, details about housing, heat, electric, etc.  On assessment – reference will all keep the info now?

You may add your own optional forms, including a demographic face sheet.                                                                                                                                                                                                                                             
6. Can the maternal risk identifier be changed regarding education level?  Many clients may only have a 10th or 11th grade completed – how should this be answered?

If the client has completed 10th or 11th grade, check the junior high/middle school box.
7. No transportation screening questions on maternal risk identifier, so how can it score out for the plan of care?
Transportation questions are embedded in the prenatal care section of the Maternal Risk Identifier.

8. Drug screen – what drugs taking since pregnancy answer none – next 3 questions should be skipped.

Yes, those three questions should be skipped, but we are checking on this.
9. Change page 10 of screening form under certification to indicate that all Medicaid females are eligible regardless of risk status.

We will work on making this change, but we have many other DTMB priorities at this point. 

10. The risk identifier does not ask if the client is on WIC or not – where is it expected that we should be asking that?

The question is not on any form, but the POC, Part 1 prompts you to address WIC under “Basic Needs-Food,” and the progress note prompts you to document whether or not WIC services are being received every time you visit, so you will be asking the question repeatedly.  

Authorization And Consent to Release Protected Health Information 
1. Auth/Consent form – is this to be signed prior to Maternal Risk Identifier completed with the client?

2. Is the Auth. & consent form supposed to be signed before the Risk Screener is administered?  Look at wording in 1st paragraph.

The Authorization must be signed prior to administration of the Risk Identifier. If a potential client declines to sign the Authorization, do not administer the Risk Identifier.  At a minimum, give her an MIHP brochure with your contact information, so she knows how to reach you if she should change her mind, but if possible, give her the entire Maternal or Infant Packet.

3. Do we need a separate consent form signed for referrals to Early On?  Or is it OK to use the MIHP consent that states “that” we may need to share the answers that you give with various health and social services professionals and other community agencies?

4. Does the MIHP consent form serve as consent for Early On referrals?

The MIHP consent form is being revised; the current form covers referrals to Early On.
5. Is the MIHP release adequate to send to pediatrician?  

Since MIHP is now a single program serving the dyad, one release should work.  We’re in the process of revising the form.

6. Does the Medical care provider need to get a copy of the Authorization and Consent to Release Protected Health Information? 

No.
Maternal Plan of Care, Part 1 

1. There is not space for other health risks besides the asthma, DM & HBP that clients may have.

These three chronic diseases were identified as having the most significant impact on pregnancy outcomes.

2. Under expected outcomes – “Next follow-up appt is scheduled.”  Ideally a different discipline should be seeing the client for the next visit.

The next visit should be scheduled and provided by the professional who best meet the client’s needs.

3. Are the links to educational packet materials for us or for us to give to clients?  

We intended them for you, so that you could download and print hard copies to give to clients, but if you have clients who can access the web, you certainly can give them the links.  Many young women are getting WIC education online now.

Maternal Plan of Care Part 2, Family Planning 

1. Family Planning – Care Plan 2 Expected Outcomes: Plan for spacing children. 
We will reformat the expected outcomes column so that the post-pregnancy contraception plan components are clearer. 
2. Family planning interventions: keep in mind undocumented women won’t be eligible for PlanFirst! or other Medicaid. 
You would not assist an undocumented woman to apply for PlanFirst!, but would  refer her to a Federally Qualified Health Center (see MIHP web site for list).  See number 4 under moderate interventions.  On the POC, check off only those expected outcomes that apply to the particular woman; if she is undocumented, disregard the outcome pertaining to PlanFirst!   
3. PlanFirst! Application Part 2 – interventions – if completed.  Until she no longer has Medicaid, she will be denied for PlanFirst!  Do you want us to wait to complete until then – when then do we do summary?
The box does not need to be checked if the application is not completed (filled out and sent in) prior to the date that you fill out the summary.
Maternal Plan of Care Part 2, Food 

1. Can “Food” be changed to food/nutrition?

No, because it’s named after the category on the Risk Identifier.
2. Food – ed on breastfeeding is listed under the outcomes but not under risks.  Where else would we be educating on teaching and promoting breastfeeding?

Every beneficiary will get information on breastfeeding in POC, Part 1 and every beneficiary will be referred to WIC.  For individuals with nutrition risk, see moderate interventions under Basic Needs – Food.  
3. Basic Needs – food on maternal POC – some issues are not addressed in risk assessment (i.e., client eating habits, daily food intake, etc.).
If you feel that the Supplemental Maternal Risk Identifier Questions - Optional form does not solicit all of the information you need, you may develop your own form with additional nutrition questions, but you may not change MIHP required or optional forms.
4. Basic Needs – food insecurity is not asterisked but is listed as a risk factor on the MD notification form.
We are continuing to look at this.  

Maternal Plan of Care Part 2, Housing

1. What about tent re: homelessness?

See Supplemental Maternal Risk Identifier Questions-Optional form and ask the housing questions to determine if tent is regular nighttime housing. Then see interventions.  
Maternal Plan of Care Part 2, Social Support 

1. Social support – a “High” intervention level for social support is not listed.
This is because, in our care coordination model, the interventions for high risk would be the same as the interventions for moderate risk.
Maternal Plan of Care Part 2, 2nd Hand Exposure 

1. 2nd hand exposure to smoke is not asked on the risk identifier.

2. On interventions – part 2-2nd Hand exposure – There is no question indicating 2nd hand smoke.  Is everyone @a moderate risk for 2nd Hand smoke?
We have included a question about second- hand smoke in the Supplemental Maternal Risk Identifier Questions-Optional form.  The POC intervention indicates that “regular exposure to second-hand smoke” equates to moderate risk level, but we are not defining “regular.”  You could deem all beneficiaries to be at moderate risk since it’s likely that persons who smoke will be in the home or car periodically, or you could choose to restrict the definition of “regular” to beneficiaries living with persons who smoke.        

Maternal Plan of Care Part 2, Smoking 

1. Does the smoking domain replace the 5A’s smoking sheet?

The 5 A’s are incorporated into the interventions.  Use of the 5A’s smoking sheet is optional.

Maternal Plan of Care, Part 2, Stress/Depression/Mental Health 

1. MHP 20 visits are problematic due to lack of mental health providers who accept Medicaid.

Although some communities do have perinatal depression treatment programs and/or support groups, the reality is that it is still difficult for many MIHP beneficiaries to access mental health therapy.  A state-level workgroup is striving to improve this situation.  The depression POC says that if a woman is unable (or not ready) to access mental health services, she should be referred to her medical care provider for a clinical assessment, after which her medical care provider may decide to prescribe psychotropics.  Mental health issues are widely prevalent in this country and the vast majority of adults with mental health disorders rely on their PCPs to make a diagnosis and manage psychotropic medication.  Approximately 1 in 10 adults are treated with an antidepressant annually, and nearly three quarters of antidepressants are prescribed by general medical providers.* Because of the stigma of mental illness, many people will not see a mental health provider, but will discuss mental health concerns with their PCP, so this option may be acceptable to some MIHP beneficiaries.  We will be posting a list of perinatal depression resources for consumers and MIHP providers on the MIHP web site.  The list includes a link to a chart produced by the University of Illinois at Chicago (UIC) Perinatal Mental Health Project which summarizes the research on antidepressants in human pregnancy and breastfeeding. http://www.psych.uic.edu/research/perinatalmentalhealth/healthcare_provider.htm
* (Mojtabai R, & Olfson M. (2008). National patterns in antidepressant treatment by psychiatrists and general medical providers: Results from the national comorbidity survey replication. The Journal of Clinical Psychiatry, 69(7), 1064-1074.)  
Maternal Plan of Care, Part 2, Abuse/Violence

1. The high-risk interventions include discussion about an emergency escape kit.  Where do we get this? 
We will post domestic violence emergency plan kit resources on the MIHP web site.

Maternal Pan of Care, Part 2, Diabetes 
.  

1. Maternal – Diabetes – Hx of Diabetes – all current care and diet changes during pregnancy – consider mod to high risk and refer to RD?
To change from moderate to high risk would require changing the algorithm, which is not feasible at this time.  The moderate interventions do include referral to an RD (#7).

Plan of Care, Part 3 

1. The maternal plan of care #3 states we have reviewed infant risk identifiers and infant plan of care.

This has been changed and now the same POC, Part 3 signature page will be used for both maternal and infant POCs. 

Notification of Enrollment Cover Letter Form A -Maternal 

1. Will the “Notification of MIHP enrollment cover letter” be necessary if your patient’s doctor already has access to the MIHP record (electronically)?

2. Our MIHP shares a medical record with the medical provider, are forms A & B required?
No, you do not need to use the cover letter in this case.  However, you do need to make sure the MIHP Prenatal Communications Form is completed for the medical care provider and document the date it was entered into the record.

Prenatal Communication 

1. When we send a status update to the physician, do we include the original risks identified?

2. Back of Form B – do we have to include original risk factors as well as new risks?

You need only include the new risk factors.

Professional Visit Progress Note 

1. On progress note – we routinely address more than 2 domains – is there some way to not have multiple visit notes for each visit?

No, there isn’t.  If you address three or more domains, please use a second progress note.

2. Can we reformat Prof. Visit Progress Note without adding or eliminating items but only having 1 domain/risk? And the second page info will be to the 2nd domain area - If additional domain is addressed we will add another page.  We do duplicate and after only one domain is addressed on a visit, with 2 pages – it gets to be too repetitive.

No, we are not able to allow reformatting of the required forms.  The forms need to be standardized, as we continue to move toward electronic data collection. 
3. If we use 2nd visit to go over education packet that was provided @ the initial visit doing risk identifier, how do we document on Professional Visit Progress note? (Seems that visit note relates to Part 2 interventions)

There are identified places to document review of the educational packet in the top section of page one of the progress note.
4. Do we have to document everyone in the home during the visit?

No, but you can if you want to.
5. Can you add “Discipline” to signature line on the professional note?  (the reviewers may need this)

Yes, we will add this.

6. Put beneficiary date of birth on progress note.

Yes, we will add this.

7. “Breastfeeding” needs to be added to the maternal risks/domain on progress note as a check off box.

8. Space for breastfeeding education on progress note?

Yes, we will add this.

9. Progress Note – CBE\Parenting Education– Can there be a box for addressed at a previous visit.

No, the progress note pertains to this visit only.  You could write that you discussed CBE at a prior visit in the “other visit information” section, if you like.
10. 2nd page progress notes section FP, Imms, adding Tobacco use/2nd hand smoke discussed Y, N, N/A.

We will add immunizations to this section.

11. Can you *asterisk the areas/domains that need to be addressed at every visit on “visit progress note” (i.e., Family Planning…?)
Yes, we will.

12. Prenatal/Infant identifies no location for visit addressed.  Progress note – immunizations up to date: ___ Yes  ___ No transportation ___ Yes ___ No

There are identified places to document location of visit in the top section of page one of the progress note.  We will add immunizations to page 2.  Transportation is documented on page one.
13. Amounts of smoking, alcohol and drug use not noted on visit note so how do we measure end result – no quantitative measure to complete maternal summary/ we need to make sure that visit note walks with summary.

Document the quantity of cigarettes and alcohol being consumed in progress note narrative.  We will add a prompt on this in the POC, Part 2 smoking and alcohol interventions.  You do not need to document the specific quantity of drugs being consumed, as this level of detail is not required on the Maternal Summary. 

14. Beneficiaries sign progress notes – this is too cumbersome for documentation at each visit.  Could we explore signing plan of care instead?
15. Beneficiary signature on progress note is a concern due to PS, DV, etc., issues in home.

Beneficiaries will not be required to sign progress notes.
16. Why does MA# need to be on the progress note? 

17. Why is the MA # needed on every progress note?  Not needed.

We need it for data tracking purposes.  Write “pending” if Medicaid ID number has not yet been issued.

18. The space for narrative comments under each domain addressed during a visit is not very big.  What are we supposed to include? 

The progress note form includes check-off boxes and a space for narrative comments.   You must check the appropriate boxes and write a narrative statement.  The following prompt will be added to the section titled, “Narrative about intervention provided”:   “Describe beneficiary’s verbal and non-verbal response to the intervention.”  For example:  
· Mom receptive to making another appt since she missed last scheduled prenatal visit - will call OB.

· Mom expressed concern about ASQ-3 results and agreed to call Early On for appt.  

· Mom did not maintain eye contact and said very little as we reviewed the Domestic Violence brochure.
· Mom said she would like to eat more fresh fruits and vegetables, but must shop at the 7-11 because grocery store is too far away.  Ate potato chips as we talked.
· Mom appeared to be preoccupied and non-engaged as we discussed importance of following through with her HBP treatment plan.
Let us know if there isn’t enough room for the narrative.  However, our intent was to streamline record-keeping as much as possible to increase efficiency and keep costs down.  Although we do not require lengthy narrative, staff can attach additional pages if the MIHP Coordinator directs them to write extensive notes.   
Maternal Summary for Medical Care Provider 

1. Maternal Summary – Achieved recommended prenatal weight.  How will we know weight gain is recommended?  If women is obese prenatal & doc doesn’t want weight gain etc… (It would be beneficial to know this!)

2. On Maternal Summary – “Achieved rec. prenatal wt” is very subjective: each medical provider has different expectations related to this.  Will get various answers from various MIHP staff.

3. On the Maternal Summary, how do we know if CH reached recommended prenatal weight if there is 0 nutritional questions on screener?

We are removing this from the Maternal Summary.

4. Maternal Summary – Interconception health left off. 

We will add it.

5. On Maternal Summary – Mod/high risk @ summary – Prenatal care and others how are we evaluating mod/high risk? @summary?
We are taking this under consideration, and will include guidance on it in the instructions for completing the form.
Supplemental Maternal Risk Identifier Questions-Optional 

1. Can you add utility shutoff (or risk for) to basic needs/housing area of Supplemental Risk Identifier?
The Supplemental Maternal Risk Identifier Questions-Optional asks several questions that are reflected in the Risk Information column  in the POC, Part 2 interventions, but which are not asked in the Maternal Risk Identifier.  You can ask any additional questions beyond those asked in the Risk Identifier and Supplemental Risk Identifier.
2. Do you expect to add a supplement nutrition assessment for the maternal piece? 

No, but you are free to develop your own maternal nutritional assessment form.
3. Need to see copy of additional form that we can use w/ maternal risk identifier that includes 10 questions?
The Supplemental Maternal Risk Identifier Questions-Optional form is available at the MIHP web site.  
Draft Infant Forms 
Infant Risk Identifier: Infant Component 

1. Will the new infant risk identifier be submitted electronically to the State as the maternal screener is? 

2. When can we expect the electronic version of the Infant Risk Identifier to be available?

3. When do you anticipate the infant screener to go electronic?

We have submitted the service request for this to the Department of Technology, Management & Budget (DTMB), and are awaiting approval.  We can’t estimate when the electronic version will be available.  
4. Begin infant identifier now, but don’t bill until electronic?

As of July 1, 2010, you will be able to administer the paper version of the Infant Risk Identifier and bill for it. 

5. If the infant risk identifier is not available online, how do we know the risk score to identify domains for POC interventions?

You will have to use your professional judgment and score the Infant Risk Identifier yourself until it goes electronic.  This is exactly what you have been doing with the Maternal Risk Identifier, since the scoring algorithm was not corrected until very recently.   

6. How do you score Bright Futures questions?

7. Infant care plan talks about “positive” score – how do you calculate this?

Responses to Bright Futures questions are not actually scored.   
If the infant is less than two months old and at least one “not yet” box is checked, screen again in two weeks using the ASQ-3.  (The infant must be at least one month old before it’s appropriate to administer the ASQ-3.)
If the infant is two months or older and at least two “not yet” boxes are checked, screen again using the ASQ-3.  If the infant is at least three months old, also use the ASQ: SE.  (The infant must be at least three months old before it’s appropriate to administer the ASQ: SE.)
8. Are both the Bright Futures and both ASQ & ASQ-SE required for risk identifier?
No.  Bright Futures questions are used one time only as part of the Infant Risk Identifier.    ASQ-3 and ASQ: SE are not used as part of the Infant Risk Identifier.  ASQ-3 and ASQ: SE are used repeatedly as general development interventions for all infants.
9. For Infant Risk Identifier – do we use chronological age or adjusted age for premature infants?

10. Infant initial assessment – Adjusted age or actual age for preemie?

Use adjusted age.  
11. Infant risk, pg 10 of 12, typo on BF9, question 6: “peek”-aboo.
We will fix this.

Infant Risk Identifier:  Maternal Component 

1. For infant risk identifier – if a father has full custody – do I fill in “maternal component” w/fathers information or how do I address this?
2. If mom is client and grandma caring for but not guardian, who do we put as caregiver?

3. Have we considered including grandparents on risk identifiers???

4. What are the protocols for completing risk identifiers for infants when the mother does not have custody???  Are all maternal component questions then not applicable?  What proof of custody is required?

We will provide instructions on how to administer the Maternal Component of the Infant Risk Identifier when the birth mother is not the primary caregiver.

Authorization and Consent to Release Protected Health Information 
1. Do you need to have 2 consents signed after the infant is born and the program continues? 

2. Does the consent for infant beneficiary cover the “comments” you might include re: maternal concerns on infant discharge summary?
We are revising this form and taking these questions under consideration.
Infant Plan of Care, Part 1 

1. Should family planning also be included on Infant Plan of care? We cannot help moms complete Plan First until their Medicaid has ended.  We would do it when baby is open.  
If family planning is identified as a risk in the Maternal Component of the Infant Risk Identifier, please pull the Family Planning POC, Part 2 and include it in the Infant POC.  Even if no family planning risk is identified, Medicaid policy requires the provider to address family planning at every visit and to document this in the progress note.    
Infant Plan of Care, Part 2, Infant Safety 

1. Emergency (Parenting) (Safety) If imminent safety risk – consider adding CPS.
We will add CPS.

Infant Plan of Care, Part 2, Feeding and Nutrition 
1. Under infant plan of care – pt 2 – feeding & nutrition – with a high risk – wouldn’t an intervention be: contact/refer to infant’s PCP?
You would notify the medical care provider, using the Infant Care Communication form, after the Risk Identifier is completed and whenever there is a significant change in risk factors.
Infant Plan of Care, Part 2, Maternal Considerations 

1. If mom smokes when services begin for infant, do we need to complete smoke free guidelines and forms for each visit?

The Smoke Free Baby and Me guidelines are incorporated within the smoking domain interventions.  Use of the Smoke Free Baby and Me forms is optional.  

Infant Discharge Summary for Medical Provider 

1. If 1015 is completed, is 1019 required?  
Yes, the Infant Summary for Data Collection (1019) is always required.

Infant Summary for Data Collection 

1. I think it’s risky to have both forms – the data collection form could easily be sent accidentally to the infant provider.

2. Suggestion: have one infant discharge summary that includes “family concerns” - gather maternal data from risk identifier or maternal summary.

We have determined it’s best to have two forms in order to meet the needs of all MIHP providers.  Complete the form(s) based on available documentation from professional visit notes and your experience with the beneficiary.    
3. The “Infant summary for data entry” is called the “Infant Summary for data Collection” on the website.  Can these both have the same title?

We will make sure that the document on the web site is titled “Infant Summary for Data Collection” and that this is how the document is referenced on the Infant Forms Checklist.

Nutrition Questionnaire-Optional 

1. Why is there Supplemental Nutrition Header after the Supplemental Nutrition assessment? (blank page)

Whoops.  We will correct this.

Edinburgh Postnatal Depression Scale (EPDS)
1. Where can we find the scoring scale for the EPDS? 

2. Cheat sheet for Edinburgh - need this because we can’t get summary without MA#. 

Go to the MSU Institute for Health Care Studies web page titled MIHP Perinatal Depression Workgroup Reports at http://www.ihcs.msu.edu/hs_MIHP_PDWG_reports.html and click on Appendix F2 – EPDS Scoring.  This document will also be posted on the MIHP web site.
3. Page 8 of 12 on Postnatal Risk Identifier:  Edinburgh – can #’s be placed next to each answer – this would help with scoring the Edinburgh – the #’s don’t show up on screener.

Yes, we will do this on the Infant Risk Identifier to help you score the Edinburgh.

4. Is there a separate “High perceived stress” scale we are to use to determine risk or is it section 7 (prenatal-maternal) on the Edinburgh Depression Screen?

Maternal Risk Identifier: The Perceived Stress Scale (PSS) questions are the four questions that make up “Section 7 – Stress” and the Edinburgh questions are included in “Section 8 – Depression and Mental Health.” 
Infant Risk Identifier:  The Perceived Stress Scale (PSS) questions are the four questions that make up “Section M6 – Stress” and the Edinburgh questions are included in “Section M7 – Depression and Mental Health.” 
 We will post the PSS scoring instructions on the MIHP web site, along with the TACE alcohol abuse screening tool (Maternal Risk Identifier only) scoring instructions.  
Developmental Screening

1. Are the ASQ-3 & ASQ-SE both required?

2. Is ASQ-SE required?
Yes, both are required.  The ASQ-3 covers the following developmental domains:  communication, gross motor, fine motor, problem-solving, and personal-social. The ASQ: SE focuses deeply and exclusively on children’s social and emotional behavior.  It was developed at the request of professionals who felt that the ASQ-2 did not sufficiently address the social-emotional domain.  It is intended to help home visiting, early intervention, Early Head Start, Head Start, child welfare agencies, and other early childhood programs accurately screen infants and young children to determine who would benefit from an in-depth evaluation in the area of social-emotional development. 
3. When is the MIHP team to begin using the ASQ3/ASQ-SE? 

MIHP teams will begin to use the ASQ-3 and ASQ: SE when the new MIHP policy, forms and Operations Guide become effective on July 1, 2010.

4. If an infant was a preemie, do we use actual age or adjusted age when we do developmental screening?

Use adjusted age.
5. What if all of my families are also on the F.A.C.E. (Family & Child Education) Program and FACE does all ASQ’s?  This question was asked at last coordinator meeting and was going to be looked into.  Would a copy of them placed in their chart be ok?

Yes.

6. If the infant is involved with Early On or Early Health Start, do we need to continue doing the ASQ or can we obtain copy for our chart?

If the infant has had an Early On evaluation, has an Individualized Family Service Plan (IFSP), and the family is participating in Early On services, you do not need to continue ASQ-3 and ASQ: SE screenings.  

If the infant is in Early Head Start or another early childhood program that administers the ASQ-3 and the ASQ: SE, you don’t need to conduct your own screenings – just obtain copies for your chart. 
7. Will both RN & SW use the ASQ3/ASQ-SE?

Yes, and so will the RD and the infant mental health specialist.  These tools must be scored by a professional.  
8. ASQ – is everyone being trained?  
Early On Training & TA may provide training for a minimal fee.  Also, three training DVDs are available from Brookes publishing at a cost of $49.95 each.  These DVDs are titled:  

The Ages and Stages Questionnaires on a Home Visit (20 minutes)

ASQ-3 Scoring and Referral (25 minutes)

ASQ: SE in Practice (26 minutes)
9. Who will fund the training for MIHP to learn to administer the ASQ3/ASQ-SE?  

If there are any charges, the MIHP provider will be responsible for them.

10. We are currently doing IDA’s as we have been trained by Early On.  They do not have the money to fund ASQ training.  Will that be considered good or do we all have to be ASQ trained? 

11. Can we substitute the Denver Development?
The Infant-Toddler Developmental Assessment (IDA) is a comprehensive, multidisciplinary developmental assessment process used to determine if an infant or toddler needs early intervention services.  The ASQ is a screening tool used to determine if a child should be referred for comprehensive developmental evaluation using a tool such as the IDA.  MIHP providers are only being asked to conduct brief developmental screening, not comprehensive developmental assessment, as not all MIHP infants need to be referred to Early On for a comprehensive assessment, and it would not be cost-effective to conduct an IDA with every MIHP infant.  We want all MIHP infants across the state to be screened using the same tools (ASQ-3 and ASQ: SE) for three reasons:  1) the ASQ and ASQ:SE are reliable, cost-effective, culturally-sensitive, and easy for parents to use (written at 4th - 5th grade reading level); 2) using the same screening tools for all infants is important for MIHP evaluation purposes in the future; and 3) by using these tools, we are helping to  build a statewide developmental monitoring system, as more and more early childhood programs and providers are utilizing the ASQ and ASQ:SE as their tools of choice.
12. How often is MIHP required to do ASQ3?

13. How often will the ASQ be required to be completed?  If the child has no issues at age 2 months, does the ASQ need to be repeated at 4 months?

Jane Squires, who developed the ASQ and ASQ:  SE, suggested that we repeat the tools every 4 months (under 3 years of age) or every 6 months (over 3 years of age).  If there is concern, then the tools can be repeated every 2 months.  
So, here is the overall process:

At program entry, you administer the Infant Risk Identifier, which includes the Bright Futures questions. 
Positive Bright Futures Screen: 
a. If the infant is less than two months old and at least one Bright Futures “not yet” box is checked, screen again in two weeks using the ASQ-3.  (The infant must be at least one month old before it’s appropriate to administer the ASQ-3.)

b. If the infant is two months or older and at least two “not yet” boxes are checked, screen again using the ASQ-3.  If the infant is at least three months old, also use the ASQ: SE.  (The infant must be at least three months old before it’s appropriate to administer the ASQ: SE.)
Based on the ASQ scores, do one of the following:

a. If scores suggest further assessment with a professional may be needed, refer the infant to Early On for a comprehensive developmental evaluation.  Infants participating in Early On do not need repeat ASQ-3 and ASQ: SE screenings.
b. If scores suggest providing learning activities and monitoring, repeat the screenings in two months.

c. If scores suggest infant does not need referral for a comprehensive developmental evaluation or learning activities and monitoring, repeat the screenings in four months. 
Negative Bright Futures Screen (Responses to Bright Futures questions do not indicate need for administration of ASQ-3 and ASQ: SE):

If the infant screens negative on Bright Futures, administer the ASQ-3 and the ASQ: SE at the next visit or as soon as the infant is old enough.  (The infant must be at least one month old before it’s appropriate to administer the ASQ-3 and at least three months old before it’s appropriate to administer the ASQ: SE.)
14. How will the ASQ be evident in the client record?  For example: Will a copy be required to in the chart? 

Yes, keep copies in the record.  If a beneficiary requests a copy, make one for her. 
15. If parent non-compliant with completion of ASQ and/or visits are we going to be penalized during our site visit because it wasn’t done?

You will not be penalized, but please be sure to document the parent’s response in the progress note.

16. Every time we make a visit, do we go over the Infant Risk Identifier developmental section that corresponds to the infant’s age at that time?

No, you just do this once when you administer the Infant Risk Identifier.  After that, you use the ASQ-3 and ASQ: SE for developmental screening.

Maternal and Infant Packets
1. Is the expectation to give MIHP Maternal packet at first visit (MIHP Risk Identifier)?

Yes, in case you do not see her again.  However, if you do see her again, you would review the packet materials with her as needed.  Of course there is the possibility that she will throw the packet out and you may need to need to replace it.  It may seem questionable to address some of the topics covered in the packet while she is pregnant – family planning, for example.  However, the literature shows that talking about family planning during the first trimester and throughout the pregnancy is more effective than waiting until after she delivers. 
2. If the RN gives the beneficiary the “Maternal Packet”, does the SW need to sign off on the Part 1 Care Plan?

Yes.

3. How can we not serve certain populations because info is not available in their languages? Or, how can we serve certain populations if info is not available in their languages?

4. Do all you maternal packets materials come in Spanish? 

5. Maternal and Infant Packet materials need to be in other languages!  30% of our MIHP clients don’t speak English.  How will we comply w/interventions if materials are only in English?
6. Resource: Bethany Christian Services, Refugee program (PARA?) Refugee Adjust program – has an info packet in many languages including Vietnamese, Arabic, etc. 

Many of the packet materials are available in Spanish and Arabic.  We will try to list relevant materials in other languages on the MIHP web site.  Please let us know if you are aware of such materials and how to access them.  
7. Reading/Literacy level of educational materials.

8. Concerned that the maternal information packets are at an increased education level.  We have many clients with reading/learning disabilities.  These forms packets will be hard for them to read.

The majority of the publications are at the 5th grade or lower reading level.  We are checking on the others.  
9. Resources:  are these actual no cost to order or just download for each agency’s printing/copying on own?

DCH is hoping to purchase copies of “A Healthy Baby Begins with You” to be used as the cornerstone overview booklet for the maternal packet, but there will be additional handouts that you will need to order at no cost or download from web sites (e.g., PlanFirst!, domestic violence, etc.).  We plan to develop our own maternal booklet eventually. All but three MIHP providers have received the infant packet materials (“Healthy Start, Grow Smart” booklet series) that DCH obtained for you.  The remaining three providers will receive them by mid-May. 
10. Educational materials are not “free” if you have to print it out on paper with printer ink.  In fact this is a very expensive way to duplicate documents.

11. The cost of copying all this information for teaching that is referred for MSS/ISS plus all the care plan parts I, II, III, (MSS/ISS) will bury us you have to know this.  We use free March of Dimes brochures or free State brochures (smoking, safe sleep).  This is free to use x10 times expended in copying.  

All brochures are available free of charge.  If you choose not to order them, you can download and print them yourself.

12. How can we simplify the maternal packet?  It’s too much for clients and providers.  
13. Why not only give client info in their unique area of risk?

We want to make sure that every beneficiary has basic information across all of the MIHP domains at the first contact, in case we don’t see her again.  We will keep working to make the packet as concise as possible.  See #9 above.
14. Are we required to use every resource in the maternal or infant packet even if our agency already has materials that we use to cover these specific topics?

15. Covenant in Saginaw has a book we give every pregnant woman.  Can we use our own materials if they cover this info?  Our OB providers have requested we not give out extra info which confuses patients. 

16. Can we use our won handouts if we like our materials better?  (our local mach of dimes supply us with the “Pregnancy Baby Book” for free)

17. We have prenatal packets that we use for our program, and have quite a few made up ahead.  If they include the required information may we use them up, or add information to them?  (Have the infant information already in the packets MIHP provided).

If you are using an alternative publication that you have determined covers all of the elements of the POC, Part 1 for one or more domains, please submit it to MDCH for approval prior to use.
18. Consider using Healthy Start Binder for maternal packet/infant education packet.
Please send us a copy for review.  
19. Can we get client education materials in breastfeeding and drinking alcohol?

The maternal packet includes a brochure titled “Think Before You Drink.”  The infant packet “Healthy Start, Grow Smart” booklets include information on breastfeeding and there is also a handout titled, “MyPyramid in Action:  Tips for Breastfeeding Moms.” 
20. Will the agencies be expected to maintain a master list of all the handouts, brochures, etc., that are included their maternal and infant “packets” provided to clients at first visit?  (For reviewers, to include any additional materials we provide above and beyond).

Yes, reviewers will look at your list.
Additional Visits

1. For infants, does assessment visit count in 18 or 36 allowable?

No, the assessment does not count in the 18 or 36 allowable visits.
2. Please clearly define for infants which set of 9 visits needs orders.

The first 9 infant visits do not require an order; the second 9 visits do require an order.  After the first 18 visits, you switch to a different billing code (professional visit drug-exposed infant).  The first 9 visits under the drug-exposed infant code do not require an order; the second 9 visits do require an order.  The first 9 visits under each code do not require an order.  

3. Can the physician write a standing order for drug-exposed infants to be recertified for 24 visits beyond the first nine visits?

4. Can reauthorization visit for substance abuse be reauthorized all at the same time (i.e., after the first 9 – reauthorized for last 27 all at once)?

Suggestion:  Have only one authorization after the first 9 visits that would cover the additional 27 visits. 

Yes, as long as the order specifies that additional visits are authorized in blocks of nine and that drug-exposed risk is still evident after each block of nine visits is completed.  
5. Can the medical director write a standing order for additional 9 visits (infant), as well as additional visits for drug-exposed infants?

 The medical director can issue a standing order for the second 9 infant visits, if risk is identified. See response to Question 4 above regarding drug-exposed infants.

.  
6. What about a standardized reauthorization form for 9 additional visits?

No, we have no plans to develop one at this time.

7. Authorization for additional 9 visits needed from the provider – in writing, or verbal?
Authorization can be verbal or in writing.  A verbal order must be documented in the record.
8. In Medicaid Manual 2.7 drug-exposed, add wording:

a.  Additional infant visits may be provided when requested in writing, ADD: orally by phone.

b. The maximum of 36 visits and the initial assessment may be reimbursed for a drug-exposed infant, ADD: when requested in writing, orally, by phone.

We have forwarded this question to Medicaid for their consideration.

9. If 18 visits are used on one infant, and then can an additional infant (twin) be enrolled when the other twin is discharged and use an additional 18 visits for the other twin (i.e., born very early).  

Medicaid is researching this further.
10. How to document infant’s risk from substance abuse if someone providing care (i.e., FOB) and living in home has problem?  Does this still qualify infant for drug-exposed status?

To use the professional visit - drug-exposed infant billing code, the provider must document that the infant was born with the presence of an illegal drug(s) and/or alcohol in his circulatory system, or that he is living in an environment where alcohol or substance abuse is a danger or suspected.  Documentation that the infant was born with substances in his circulatory system can be obtained from the medical care provider.  Documentation of suspected substance or alcohol abuse most often consists of professional observations made by the medical care provider or the MIHP provider.  

Signs of suspected abuse may include the following:  the mother is involved with Child Protective Services related to alcohol or substance abuse; the mother appeared to be high or intoxicated while pregnant; the mother shows signs of being high or intoxicated post delivery; the mother’s breath smells of alcohol or the home smells of marijuana; there are street drugs or drug paraphernalia in the infant’s home; others who live in the home show signs of intoxication, substance abuse, drug dealing; etc.  
11. What if father has a substance abuse problem and is a caregiver too?  
We have never talked about two caregivers in the home.  We will be writing additional interventions for drug-exposed infants who are eligible for 36 visits and will take this scenario into consideration.

12. If you suspect drug use, can you get the extra drug-exposed infant visits, even if client denies using?  

Yes.  
Place of Service

1. Is there a different billing code for a “mobile” visit?
When documenting a visit provided in a place other than a home or office, check the “Other” box on the MIHP Professional Visit Progress Note, and indicate where the visit took place.  “Other” location visits should be billed using the Mobile Unit Place of Service Code 15.  These visits are reimbursed at the home rate. 

2. Do we put exact place when visit is under other – mobile unit McD, etc?

Yes.

3. When seeing more than one client in one home location (i.e., sisters) are these to be treated as mobile, office, home?  Dual billing?

If two pregnant women are living in the same residence, you would bill for two home visits.  You would bill each visit separately.

4. What number of clients seen in one building would constitute a community/home visit versus an office visit?  Example:  Visiting three homeless women at the women’s shelter?  Visiting 4 pregnant teens at a resident home – Lutheran Child & Family Services owned & operated by?

5. Please clarify # of clients seen in a community setting that indicates office visits vs. community visits?

If you see four women on the same day at same shelter, you would bill for four home visits because the shelter is their place of residence. 
If you see four women on the same day at the same restaurant, DHS, school, etc., you would bill for four office visits.

If you see one to three women on the same day at the same restaurant, DHS, school, etc., you would bill for one to three community visits. 

6. Does 80% infant professional visits mean 80% of caseload or 80% per client?

7. You said 80-90% of visits need to be in the home.  Is that by caseload or individual?

This refers to total agency caseload.
Beneficiary Chart
1. Are these records supposed to be two separate records at this point maternal chart and infant chart?

2. Can we use one chart?

3. Can we add to the moms chart for the infant and keep documentation together?

This is the MIHP provider’s choice – some providers have family charts and some don’t – but we do want you to be thinking DYAD. 
4. Forms – what forms should be copied and kept in chart – refer to forms check list.

5. Could you spell out what forms need to be copied and a copy kept in the chart and other copy sent to the physician?

6. Do we need a hard copy of the Maternal Risk Identifier in the paper chart?

7. Just to be clear, there is no need to keep a copy in the MIHP chart of the letters/forms to doctor’s as long as date is filled in on checklist. Form A & maternal summary???

8. Discharge summary – chart?

Thank you for all of your questions about this.  Upon further thought, we determined that all of the required forms on the Maternal and Infant Forms Checklists, including the communications to medical care providers, need to be in the electronic or paper chart.  This does not include the optional forms.
9. Documenting immunizations?

We have added a checkbox on page 2 of the progress note stating that “immunizations have been discussed” and there is an immunizations checkbox under “new referrals.”

10. What if don’t want/need document in chart?

All required forms must be kept in the electronic or paper chart.  You are welcome to add other forms per your agency’s policies and protocols.
11. Charting – do staff specifically check off and date intervention as complete them or long hand chart everything they taught/did?

As you implement the POC, Part 2 interventions, you document your activities and the client’s response in the progress note.  You will see that we have provided limited space for writing narrative comments to encourage concise documentation in order to promote efficiency.  However, if the agency wishes to direct staff to write long, detailed notes for its own purposes, additional pages may be added.  When an outcome is achieved, you check off and date the appropriate box in the “Expected Outcomes” column on the POC, Part 2.  
12. Is a client allowed to completely decline or refuse to do risk assess screen?  Can they decline any and all visits?  How do we document this?

13. How should we document if client refuses risk identifier or cont. into program? 
Yes, a potential client may choose to decline to answer the Risk Identifier questions and decline to participate in MIHP.  If a potential client declines, there is no need to open a case and document that she was approached and declined to participate, as no billable service has been provided.  If the potential client is an MHP member, notify the MHP that the she has refused MIHP services, using the MHP/MIHP Collaboration Form.   
14. What if the client (prenatal) refuses to have you see them in the home?  Can this also be noted in the chart?

Yes, if the client refuses home visits, but agrees to see you at another location, this must be documented in a progress note.
15. Documentation usually not complete in name.

We are unclear about the meaning of this question.

Transportation

1. Our community does have NFP, what are the requirements that must be met (signed consent, POC?) before my MIHP provider’s transportation?

2. NFP transportation – have to be MIHP client also?

Medicaid beneficiaries are not to participate in NFP and MIHP simultaneously, except for transportation services.  MIHP can provide transportation for NFP clients without administering a Risk Identifier or developing a POC.  However, MIHP providers must obtain a signed MIHP Authorization and Consent to Release Protected Health Information form from the NFP beneficiary before providing transportation services.  The Authorization is being revised to accommodate NFP beneficiaries, but in the meantime, use the current form and revise the statement after the first check-off box to read as follows:  “I do not wish to participate in the MIHP except for transportation.” Providers must document transportation provided for NFP clients using the standard MIHP transportation forms.   
3. Early On can provide transportation support?
Early On can provide transportation in some circumstances.

4. When providing mother/infant transport, private bus/van agency charges mother and child each as a passenger, as the family is taking up space in transport.  How is this billed?

Medicaid is looking into this.
5. For transportation issues, will the Medicaid health plans begin to follow Medicaid guidelines – i.e., reimbursement for prenatal or infant appointments, etc.?  Most of the health plans we deal with only allow us to provide reimbursement for WIC, MIHP appt and childbirth education.

As stated in the MIHP Provider-MHP Care Coordination Agreement and in the guidance on transportation in the MIHP Operations Guide, the MIHP provider and the MHP are to work together to provide transportation that best meets the needs of the client.  Transportation provided by MIHP is reimbursed by MDCH/Medicaid on a fee-for-service basis.  
Foster Care

1. Are we going to be able to screen and follow infants that are in foster care, especially if there is a developmental concern?

2. Please reconsider providing MIHP to foster parents.  Some foster families are impoverished, engage in harsh parenting practices and foster children can be more difficult to parent due to separation and/or trauma issues.

MIHP can serve infants who are in foster care with relatives, but not infants who are in foster care with non-relatives.  The rationale for this is that DHS provides education and support for foster parents caring for non-related children.  
3. During unification process, can we start care with mother of infant during visitation meeting (arranged by foster care) or do we have to wait until family is reunited?

You may start when the unification process is initiated, as long as there is documentation in the chart that unification has begun.
Documenting Referrals

1. What about having a standardized referral form that we can give to doctors, WIC, other outside agencies?

2. Currently we have a MIHP referral form that physicians sign and send to our program to initiate MIHP services.  They check one or more of the old risk factors.  Do we need to continue to have a signed referral or is there a standardized referral for an agency could use to make a referral to a MIHP program?

There is no need for a standardized form, as a signed referral is not required. 

3. Can a referral be a phone call, do we need a written referral in chart with the new checklist?

You do not need a written referral in the chart, but document a phone referral on the Maternal or Infant Forms Checklist.

Infant’s Age

1. Can an infant be enrolled after 12 mo. of age?

2. If over 12 months, can they enroll in ISS?  

3. What is the cut off age to sign up the infant when there is a risk to the infant?  

It is not the intent of this program to serve toddlers, as the interventions are geared toward infants.  The federal EPSDT requirement is up to 21 years, but MIHP is an infant program, so we expect you primarily will be serving infants.  If the child is one year or older at time of referral, refer elsewhere, if possible. However, there may be rare exceptions. For example, one provider served an overweight toddler because that was the only way the family could access the services of an RD.  

You don’t have to stop serving an infant at 12 months - you can continue to help the family if there are visits left.  For example, if the infant was a preemie or you didn’t get the referral until the infant was 11 months old, you can go ahead and serve the infant beyond 12 months of age.  

4. Is July 1 the start date for being able to serve children beyond their first birthday?

You can serve children beyond their first birthday now – you don’t have to wait until July 1. 

5. If an infant is on a Medicaid Health Plan do they have to be discharged by age 1 year?

The Medicaid Health Plan has nothing to do with the age at which MIHP can serve a child.

6. How do we screen an older child (one or two years old), if we do not have a screening tool for that age?  

All MIHP forms and interventions were designed for pregnant women and infants.  We encourage you to refer older children to more age-appropriate services if at all possible.  Since we do not have risk identification tools designed for older children, if you do enroll an older child in MIHP, you must use the Infant Risk Identifier, answering the questions that still apply, given the child’s age.  We will work to figure this out.    

Effective Date for New Policy, Forms and Operations Guide

1. Policy proposal: What is the revised comment date and effective date?

2. Is the proposed effective date of 5-1-10 actually going to start this date?  For those who have contracts, we need to advise 30 days in advance which would be 4-1-10?

 July 1. 
3. Did you say we need to start using the new forms on June 1 or July 1?

4. We missed the first half-hour because we couldn’t link to the videoconference.   What are the dates for the rollout of the forms?
The forms and Operations Guide are part of the policy changes so they will be rolled out when the Medicaid policy goes into effect on July 1.  You can begin to familiarize your staff with the draft forms – we anticipate some changes in the forms based on your comments, but not radical changes.
5. For currently open charts – should we start using the new forms in them at the effective date of use?

6. Use of new forms – when they are in effect: Should we start using w/ new enrollees only and can we continue our open charts w/old forms (they have old care plans, etc….)?

7. For Infants – if we have children enrolled prior to policy starting, do we need to do infant risk factor screening and new care plans?  Or do we start this with new clients after this time?

8. For Maternal – do we do new care plans for currently enrolled clients or just start new with newly enrolled clients?
9. What about the transition to the new forms?  Do we use them with our current caseload or do we use them with new cases only as of a given date?

You must use the new forms with new cases beginning July 1.  You may choose to use the old forms or the new forms with your current caseload.
Reimbursement
1. Is the first of 10 billable visits now considered the MIHP Risk Identifier and the “enrollment” visit?

Yes.  The first is visit is the Risk Identifier (assessment) and enrollment visit, followed by 9 professional visits.
2. What is the code for office infant assessment?

There is no code for infant office visit now, but there will be as of July 1.  See next question.

3. Can you please tell me what the new reimbursement will be for each of the proposed types of MIHP visits?

Assessment in office:  We are adding the reimbursement amounts for PC H1000 and T1023, so, $61.51 + $18.40.  H1000 will pay $79.91 for both mother and infant.
Assessment in home:  We are adding the reimbursement amounts for PC H2000 and T1023, so $80.67 + $18.40.  H2000 will pay $99.07 for both mother and infant.  This is about a nine dollar increase for the infant.  

PC T1023 will be discontinued.  

These changes will be effective July 1.    

4. Can we still bill for risk identifier (man enc w assessment) if client chooses not to enroll?
5. When risk identifier is completed but client denies enrollment, are we only being reimbursed $20.00?  Yet if they enroll and this is considered the assess visit, are we being paid more?

The woman must sign the Authorization and Consent to Release Protected Health Information before you administer the Risk Identifier. If she does not sign it, do not administer the Risk Identifier.  If she signs the Authorization, completes the Risk Identifier, and then decides not to receive services, you can still bill the full amount for the Risk Identifier ($99.07 for assessment in home), but only after you have entered her Risk Identifier data into the MIHP electronic database.  
6. Will you be telling our billing people about the changes in billing codes?

Yes, but you should let them know ahead of time.  The new fee screens will be posted on the Medicaid web site.  You won’t lose any money because of these changes.  
7. As the risk assess screen will also be used as the initial assess into MIHP, how do we handle clients who have applied for MA but have not yet received confirmation?  We do not want to enroll if they are not going to be eligible for MA.  Many times this is a guessing game.  I would rather lose $20 on a risk assessment than $80.  

Presumptive eligibility is good for 45 days once the application has been received by DHS, although it may be several months before DHS approves or denies a woman’s Medicaid application.  Each MIHP provider must decide whether or not to continue to serve pregnant women and infants if the 45-day presumptive eligibility period ends before the Medicaid ID number is issued.  Some providers are more willing to take this risk than others.  If the Medicaid application is filed online, a statement is issued verifying the application date and presumptive eligibility.  This statement is proof of the date that DHS received the application. 
8. Can we do infant risk screen and bill under mom’s Medicaid # if infant does not yet have their Medicaid #?

The blended visit can be billed under the mother’s Medicaid ID number, but the Infant Risk Identifier cannot.

9. For ISS initial visit/professional visits – if never had maternal case, can we use maternal Medicaid number to bill for the baby’s initial assessment and professional visits?
No.
10. Can the RN and SW stay one hour and bill separately (30 minutes each) and go on the visit together?

Yes, but this should not happen often and the record must show distinct begin and end times for each visit, verifying that they did not overlap.  As a rule, there should only be one visit per day, as we’re trying to spread the visits over the pregnancy and infancy.  If the beneficiary requests that both disciplines come out together, or if a translator is needed and can’t go out on two different days, document it in the beneficiary record.  
11. In the case of a second agency completing a risk identifier due to the client not telling that they are already involved, the second agency needs to capture some revenue for the 30+ minutes required to complete.  The second agency has requested to bill as a HV.  Is this acceptable?

No, the second agency may not use the professional visit billing code to bill for administering the Risk Identifier.  The second agency should check the MIHP electronic data base before meeting the woman to administer the Risk Identifier.  In an outreach situation (e.g., you approach a potential MIHP client at a WIC agency), it would be advisable to call your office to ask a colleague to check the database before proceeding.  Otherwise, you run the risk of providing a service for which you will not be reimbursed.  
12. We are still having problems getting paid.

If you have billing issues with CHAMPS, email two or three TCNs (Transaction Control Numbers) to Judy Tubbs at tubbsj@michigan.gov.  TCNs were formerly referred to as CRNs.
Online Trainings

1. Online education – Do they offer continuing education credits yet?

2. CEU for Educational sessions on the web would be great.

We are working on getting continuing education credits approved – an application has been submitted for Motivational Interviewing and an application is being prepared for FASD.  We also are looking into pulling together several of the other trainings, because some are too short to qualify for CEs on a stand-alone basis.
3. Is there a certificate or notification printed at the end of the trainings to verify that they have been done so we can keep track of in personnel files for our staff?

4. Can we get some kind of certificate for each module completed?  I am looking at setting up training the end of May for all staff and would like to show the MI module(s).  If the certificates aren't ready yet, will my own role taking be evidence for agency site visits?

We are working with MPHI to get certificates of completion, but this may take some time.  If you conduct a training group, you can verify participation by asking each staff person to sign an attendance sheet at the beginning and end of the training.   
5. Training on Smoke-Free Baby and Me has been required in the past, but now it looks like you are also requiring training on Motivational Interviewing?  

Yes, but we are only requiring the first 40 minutes of the online Motivational Interviewing training, which provides the basics.  Providers will be required to complete the entire Motivational Interviewing training in order to earn CEs, once they become available. 

Additional Training on Rollout 

1. Will you be doing a training session (once all questions are answered) to be posted on the website for staff training?

No, the March training session that took place in Southfield is posted on the MIHP web site. 

2. Would you consider doing a webinar with questions answered for all MIHP staff?

Every question we’ve received since the March trainings is addressed in this document.

Questions from MHPs
1. Early On – I am a case manager at a health plan and I often see a need for an Early On referral – do I need to obtain a consent first?  My contact is all telephonic.  Sometimes I give parent the info and contact number but there’s some parents that case manger has to take the lead and initiate the referral.  What should the case manager do in these situations?
This is a business practice issue; you need to talk about this with your internal staff - the liaison or the appropriate person.
2. From a health plan perspective: possibility of duplication of services and referrals, i.e., Health Plan Case Manager working with high-risk pregnant member has given pt. resources, referrals, etc., based on identified needs.  The MIHP provider is serving the same women and provides some of or same resources and referrals - how will the health plan and the MIHP provider know what each may have already put in place?  Can the MIHP’s have (for example) a one page summary developed to communicate to the health plans?  Both may have information and resources that can be shared and utilized by both for that beneficiary.
This is a business practice issue; you need to talk about this with your internal staff - the liaison or the appropriate person.
3. Can the health plans use the (some of) educational materials (maternal/infant) from the packets with the health plans maternal (prenatal education) packets or will need state approval first or already approved by MDCH?
We ask MHPs to check with their MDCH contact manager for the answer to this question.
Other

1. What “summaries” do we currently have open?

We do not understand this question.

2. Parenting classes are a problem due to a list of topic areas that must be covered.  Most parenting classes don’t cover nutrition, imms, well child visits, etc.  If list was changed, more parents might be able to access.

If MIHP is providing and billing for parenting classes as a separate service, the curriculum must cover all of the listed topics.  If MIHP is referring to another agency that offers parenting classes, then MIHP does not bill for this service and the curriculum used by the other agency does not need to cover all of the listed topics.   
3. Quality Assurance for review - with all the changes, how will reviewer know actually completed?

We assume that when MIHP professionals document their activities, they are telling the truth.  The MIHP Coordinator must conduct internal QA reviews to ensure that this is the case.
4. Mother signs consent, grandmother is now caring for infant, mother is estranged, are we allowed to complete professional revisit without mother being present if grandmother is not the legal guardian?   
Yes, you may, because the legal guardian signed the Authorization for services.
5. We’ve had situations where child loses Medicaid at 12 months.  Can we encourage these families to sign up for Healthy Kids or MIChild and continue to serve them?

You can encourage them to apply, but you can’t serve MIChild beneficiaries – you can only serve families with Medicaid.

6. Comment – Making a home visit mandatory before the baby is born will add to the burden on the MIHP staff in regards to the scheduling and time commit.  Working through our prenatal clinic makes us much more accessible to our clients.

We are working on guidelines for MIHP providers that provide maternal services only.

7. I’m a very good time planner and knowing how long it takes to do things.  I have to do ASQ-3 plus ASQ-SE plus I have an infant who has reflux, safety issues, and mom depression s/s not on meds or mom smokes and no transportation or resources.  I check off the mom’s domains all interventions on all mom and baby interventions, not to mention copying all this and I fill out share with team by talking or giving info and sign care coordination does visit with all their sheets/risks in 30 min visits (no way) and then chart other report info and narrative and ask other questions and referral and make them out.  “Oh my heavens.”

We’ve tried to design forms and protocols in order to increase efficiency and promote consistency across the state.  It is not expected that all activities will be done at every visit.
8. When the MIHP website undergoes a change in the next few months, will the address be the same?

Yes.
9. Do you have “Text for Baby” on the MyMIHP twitter site?

Yes.  

10. When you offer help from consultants, do we email all of you or chose one? How will you divide your attention among us?

One consultant will be assigned to each MIHP provider.  When we determine the details, we’ll notify coordinators via email.

11. We’re concerned our comments are falling on deaf ears – we would like to know why our suggestions weren’t taken. 

We have very seriously considered all comments and suggestions, but we cannot act on all of them.

12. Can DCH do some MIHP public awareness activities?  

We don’t have a budget for this.
Request for Documents to Be Sent Electronically

1. Email as attachment “Circle of Care” page 9 op. guide.
We will post it on the MIHP web site.

2. The MIHP flyer is in PDF.  It is cropped to be a folded brochure.  Need a MS word document to use in a clean flyer form.

It is only available in cropped format.
3. Can you email the maternal packet documents to all coordinators?

Links to all of the documents are on the MIHP web site.

Typos in Operations Guide
1. Look at page 43½ way down sentence starts with “During”- response should be respond.

2. Look at page 42½ way down sentence starts with “If the beneficiary” should receive the informational …” problem starts here.
We have fixed these typos.

Summary Points
1. There’s a big change in philosophy pertaining to eligibility.  Beneficiaries don’t have to be screened to determine eligibility – all pregnant and infant Medicaid beneficiaries are eligible.  When talking with potential MIHP clients and referral sources, emphasize that MIHP is a benefit of Medicaid health insurance available to all beneficiaries – it’s not just for certain people who are being singled out as needing extra help.  Kent County is finding that by identifying the program as being for all Medicaid beneficiaries, fewer women are refusing MIHP services.

2. Another change in philosophy is that all pregnant women get a POC, even if no risks are identified.  If no risks are identified, the POC is that the woman will get three visits:  

· The initial visit to administer the Maternal Risk Identifier and give her the Maternal Packet 

· A second visit before the infant is born to see if she’s prepared for the infant and if risk levels have increased

· A third visit postpartum to make sure she is set to apply for PlanFirst! 

3. Another change in philosophy is that all infants are considered to be “low” risk at least.  There is no “no” risk level for infants.  All infants will be served, even if developmental screening is the only intervention they get.

4. If there’s a gap in service, you need to document what has happened.  You need to be able to document gaps in time.  We know how challenging it is to engage some beneficiaries – you just need to document what you are doing.  We didn’t draft a standardized form for this purpose, so you can use your own form, the progress note form, or a blank page.  We recommend that you create a log to explain gaps in service and to document phone/written contacts with the beneficiary, as well as collateral contracts with family members, medical care providers, community agencies, referral sources, etc.).  

5. The Maternal Risk Identifier score sheet has been modified to include an “unknown” category.  If a beneficiary scores “unknown” in a given domain, use the high-risk interventions in that domain.
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