TEXAS HEALTH DEPARTMENT OF STATE HEALTH SERVICES

QUALITY MANAGEMENT

TEXAS HEALTH STEPS (THSteps) MONITORING INSTRUCTIONS  

Reviews are based on requirements found in the TMPPM Policy Manual. These instructions highlight review procedures. Please note that the manual and subsequent bulletins for the same calendar year should always be referred to as the complete reference.

	REVIEW CRITERIA
	INSTRUCTIONS



	I.
Clinical Record Review
	N/A (not applicable) versus N/R (not reviewed)

· N/A means that the criterion was not applicable to the agency or client at the time of the review. Prior to a review, criteria may be identified as not applicable to specific programs, such as CSHCN, BCCS, Genetics, etc. Additionally, certain criteria in the clinical record may not apply to a client because of the type of services the client received.  
· N/R means there was no intent to review the criteria. N/R usually is applicable to Accelerated Monitoring (ACM) reviews since we do not review compliant elements found during the previous review.

Record Selection Criteria

· For applicable criteria below, the RCC will request up to 10 child health medical checkup (well child preventive health care visit) records per site visited. 
· The reviewer selects the records to be reviewed from monthly billing logs over a period of several months. 

· If a record is not available, select another record for review and inform the team leader so a determination can be made regarding how to mark this section. 

· A finding related to the unavailability of records is noted at the end of the tool in the “Other pertinent information as noted by reviewer” section. 
· Please do not review CHIP records in place of Medicaid records.

Scores are based on the completion of up to 10 reviewed records. 

· “X” in the “Yes” column indicates compliance with the criterion. 

· “X” in the “No” column indicates noncompliance with the criterion. 

· “N/A” in the column indicates the criterion is not applicable. 

· All records scored on the Clinical Record Review tool with “1” or “√” in the Column equals 100% compliance (80% is the required level of compliance).

· Applicable Records definition: Criteria that is only applicable to a subset of records, for example, an M-CHAT or M-CHAT R/F, is applicable only to 18 and 24 month old children.

· 80% compliance rate applies to applicable records reviewed. 

When evaluating clinical services by record review, use the current Texas Medicaid Provider and Procedures Manual (TMPPM), including the periodicity schedule. This manual is updated monthly and is available with other helpful information at www.tmhp.com. 

NOTE: THSteps policy may be revised during the year and changes/new requirements will be published in the bi-monthly Medicaid bulletins and supersedes the TMPPM.
All components (unless medically contraindicated or omitted due to parental objections) must be completed and documented for the visit to be considered a THSteps comprehensive medical checkup. 
If a child comes under care for the first time at any point on the periodicity schedule or if any procedures are not accomplished at the appropriate age, the client must be brought up-to-date with required procedures as soon as possible.  
Note: Tests or screening results documented in the medical record and obtained within the preceding 30 days for clients who are under 2 years and younger, and the preceding 90 days for clients 3 years and older do not need to be repeated at the checkup.
NOTE: All client medical records must be signed by appropriate staff to include professional signatures, titles and dates.
NOTE: The TMHP and THSteps websites make available 3 client questionnaires: Hearing, Lead, and TB. The TB questionnaire is mandatory and must be used annually beginning at 12 month of age. The Hearing and Lead questionnaires are optional. Questionnaires may change during the year and the provider should have the most current questionnaire.



	1. Comprehensive Health and Developmental History
	

	a. Initial and interval, as appropriate, is completed
	The comprehensive initial health history must address:

· physical history

· family history 

· neonatal history for clients up to 5 years of age

For subsequent checkups, an interim history must be included.

The interim history may state "No Change" and will be considered complete if an initial history is completed as described and in the record.    

If the checkup form under review is the initial visit and the THSteps form is being used, a "See new patient history form" box may be completed and no interim history is required.                                    
A separate interim history form is an acceptable method of documentation.    


	The comprehensive health and developmental history must address behavioral, social, emotional, and developmental history as appropriate to client’s age. 

Behavior risk, sexual behavior risks, and use of tobacco, ETOH and drugs should be documented on adolescents as appropriate.

Effective November 1, 2015 mental health screening using one of the following validated, standardized mental health screening tools recognized by THSteps is required once per lifetime for all clients who are 12 through 18 years of age:

· Pediatric Symptom Checklist (PSC-35)

· Pediatric Symptom checklist for Youth (Y-PSC)

· Patient Health Questionnaire (PHQ-9)

· Car, Relax, Alone, forget, Family, and Trouble Checklist (CRAFFT).
	


	Screening for TB risk should be documented annually through use of the Tuberculosis Questionnaire for clients beginning at age 1.
	

	b. Developmental Surveillance/Screening
	The comprehensive developmental history must include a standardized developmental screen at 9, 18, and 24 months, and 3 and 4 years of age.  The tools required for use may be selected from the following:
· Ages and Stages (ASQ or ASQ-SE)
· Parents Evaluation of Developmental Status (PEDS)
If not completed at the required age, then the provider must complete it at the next checkup, if it is age appropriate, or whenever it is medically necessary.
Screening mental health/developmental milestones are required at all other visits.

	c. Autism Screening
	Documentation of a Modified Checklist for Autism for Toddlers (M-CHAT or M-CHAT R/F) is required at 18 months of age and again at 24 months of age. 

NOTE:  Effective April 1, 2015 autism screening is required at 18 months of age and again at 24 months of age. 

If not completed at the required age, then the provider must complete it at the next checkup, if it is age appropriate, or whenever it is medically necessary. 

	d. Nutrition Screening
	Documentation of nutritional screening or history of feeding problems is required as age appropriate.

	2. Age Appropriate Screening and Administration of Immunizations
	Documentation must include age appropriate screening and administration of immunizations according to the Advisory Committee on Immunization Practices (ACIP) guidelines in effect at the time of the visit.  
Current recommendations as well as previous recommendations may be found at http://www.cdc.gov/vaccines/pubs/ACIP-list.htm.
A separate immunization record within the medical record is acceptable documentation in place of documentation on the patient record.  
NOTE: Providers must not refer clients to another health care provider for immunizations.

	3. Laboratory Screening
	

	a. Newborn Screening Panel
	Documentation must include age appropriate (normally done at birth and 2 weeks of age) newborn screening panel in accordance with the THSteps Periodicity Schedule. It should be available on the client’s chart through 1 year of age. 

                                                                                                            If not completed at the required age, then the provider must complete it at the next checkup, if it is age appropriate, or whenever it is medically necessary.

The DSHS lab at (512) 776-7578 may be able to provide results of previously performed tests.  

	b.  Blood Lead Level
	Documentation must include screening for lead toxicity through blood lead levels at 12 and 24 months of age, and up to 6 years if unable to locate documentation of a previous test, in accordance with the THSteps Periodicity Schedule.

If not completed at the required age, then the provider must complete it at the next checkup, if it is age appropriate, if risk factors are identified on the Lead Questionnaire, or whenever it is medically necessary. The DSHS lab at (512) 776-7578 may be able to provide results of previously performed tests.

	c.  Anemia (Hgb/Hct)
	Documentation must include anemia screening through a hemoglobin or hematocrit at 12 months of age in accordance with the THSteps Periodicity Schedule. 

NOTE:  Effective November 1, 2015 anemia screenings are only required at 12 months of age and are no longer required between 18 and 24 months of age, or 12 and 16 years of age for females.

 If not completed at the required age, then the provider must complete it at the next checkup, if it is age appropriate, or whenever it is medically necessary.  

	d. Dyslipidemia Screening
	Documentation must include dyslipidemia screening in accordance with the THSteps Periodicity Schedule.

NOTE:  Effective November 1, 2015 documentation must include dyslipidemia screening once at 9 through 11 years of age and once again at 18 through 20 years of age; regardless of risk.

If not completed at the required age, then the provider must complete it at the next checkup, if it is age appropriate, or whenever it is medically necessary.  

	e. HIV Screening
	Documentation must include HIV screening in accordance with the THSteps Periodicity Schedule.

NOTE:  Effective November 1, 2015 documentation must include HIV screening once at 16 through 18 years of age; regardless of risk.

If not completed at the required age, then the provider must complete it at the next checkup, if it is age appropriate, or whenever it is medically necessary.  



	f.  Risk-based Tests
	Documentation must include age appropriate laboratory tests in accordance with the THSteps Periodicity Schedule, including          risk-based test(s) or decision not to complete specific test(s) supported by clinical documentation, including history and physical findings.  


	4. Comprehensive Physical Examination
	

	a. Complete Physical Examination   
	Documentation of a complete physical examination is required at each checkup.       

	b.  Length/Height
	A comprehensive physical examination must include measurement of length or height at each checkup graphed over time in accordance with the THSteps Periodicity Schedule. 

	c. Weight
	A comprehensive physical examination must include weight at each checkup graphed over time in accordance with the THSteps Periodicity Schedule.

	d.  BMI
	A comprehensive physical examination must include BMI calculations at each checkup beginning at 2 years of age graphed over time in accordance with the THSteps Periodicity Schedule.

	e.  Fronto-Occipital Circumference
	A comprehensive physical examination must include fronto-occipital circumference measurements at each checkup between birth and 24 months graphed over time in accordance with the THSteps Periodicity Schedule.                                              

	f.  Blood Pressure
	A comprehensive physical examination must include measurements of blood pressure at each checkup beginning at 3 years of age graphed over time in accordance with the THSteps Periodicity Schedule. 

	g.  Vision
	Documentation must include results of an objective vision screening at 3-6, 8, 10, 12, 15, and 18 years of age.

A subjective screening is required at all other checkups where an objective screen is not required.

If not completed at the required age, then the provider must complete it at the next checkup, if it is age appropriate, or whenever it is medically necessary.

NOTE: Screening results from a school vision screening program conducted within 12 months prior to the checkup, and documented in the medical record, may replace required screening.

	h.  Hearing
	Documentation must include results of an objective hearing screening at 4-6, 8, 10 and 15 years of age. 

If not completed at the required age, then the provider must complete it at the next checkup, if it is age appropriate, or whenever it is medically necessary.

NOTE: Screening results from a school hearing screening program conducted within 12 months prior to the checkup, and documented in the medical record, may replace required screening.

	5. Age appropriate health education and anticipatory guidance
	Documentation must include age appropriate health education and anticipatory guidance given.  

	6. Dental Referral 
	Documentation must include a dental referral (or confirmed establishment of a dental home) given beginning at 6 months of age and at all other appropriate ages as noted on the THSteps Periodicity Schedule.

	7. Follow-up instruction to return for next preventive visit.
	Documentation must include the time period recommended for the next preventive appointment.
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