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Chapter ]

Introduction

Recent early brain development reports based on a decade of research confirm that
child development is far more complex than previous notions “nature versus nurture.” As
this research makes clear, human development is 2 dynamic and interactive process
between genetics and experiences that occurs rapidly from birth to age five but is also
lifelong. Early environments, nurturing relationships, human interaction, early
experiences, and culture are among the factors that play a critical role in a child’s
development, (VanLandeghem, Curtis and Abraros, 2002).

Evanstan, Sandler, Brazdziunas, Car]l and Gonzalezde Pijem (2001) report that “early
identification of children with developmental delays is important in the primary care
setting. The pediatrician is the best informed professional with whom many families
have contact during the first five years of a child’s life.” Unfortunately Walton and
Edwards (2002) conclude from a national survey that the current structure of nursery
training in many residency programs may be insufficient preparation for primary care
practices. There are current reports that pediatric residency training programs need |
regular revision but there is little evidence to support changes. The Future of Pediatric
Education Il project of American Academy of Pediatrics has renewed interest in how we
train residents to practice pediatrics. Walton and Edwards (2002) write that it 1s essential
to look at the experience of trainees and assess how well we are preparing them for future

practice. As we strive to use evidence-based medicine as a guide for clinical



management, we should hold these same standards to the evaluation and development of
training programs.

Bachner (1995) states that health care reform and consolidation within the health care
industry has led to greater interest in measuring the quality of medical care that children
receive. Remarkably little is known about measuring the quality of ambulatory services
in pediatrics, but nevertheless there is growing interest in “grading” the services provided
by health delivery systems. Health care “report cards” are a cornerstone of managed
competition. Traditionally, many insurers have reported immunization rates but the
suggested set of measures identified in this article include: immunizations, growth
parameters, nutritional counseling, anticipatory guidance, behavioral and developmental
assessment and screening. The measures identified were developed from the supervision
guidelines of the American Academy of Pediatrics. While many recognize the health
care system’s important role early childhood development, routine child development
services are not consistently provided in health care settings (VanLandeghem, Curtis
and Abrams, 2002).

Head, Montgomery, Saylor, Bell and Macias (1999) repon that profcssional are often
skeptica! of the ability of parents, especially those with low education achievement and
socioeconomic status, to accurately report their child’s development progress. Parents
have historically been viewed by professionals to be inaccurate in the reporting of their
children’s medical history and development. In a shrinking health care economy in
which physician developmental evaluation is under-compensated, creative approaches to
cost-effective screening and assessment are needed. While there is a cost in parent time

to completing a child development inventory, the twenty minutes or so spent with the
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instrument may be a good investment in preventing costly over referral or under referral.
At the same time it provides a psychologically important opportunity for parents to be
meaningful participants in their child’s evaluation.

VanLandeghem, Curtis and Abrams (2002) report that approximately 15 to 18% of
children in the United States have developmental or behavioral disabilities; however,
only 50% of these children are identified as having a problem prior to starting school.
Recent national surveys indicate that most parent understand the important role they play
in their child’s health and development. Many families, however, lack important
knowledge and information about how they can best support their child’s optimal
development.

Parents have many concerns about their children’s health and development and they
need and want information and support to help their children thrive. Some evidence from
recent national surveys indicates that parents are not getting the information they need.
(Bethell, Peck, Abrams, Halfon, Sareen and Collins 2002).

Schuster, Duan, Regalado and Klein (2000), report that although pediatricians report
that they generally discuss many aspects of anticipatory guidance, few studies have
examined what topics are covered and whether parents feel that they have enough
information on typical child rearing issues. The third edition of the American Academy
of Pediatrics guidelines devotes more space to anticipatory guidance and covers many
more topics than the second edition.

The purpose of this study is to examine the health care experiences of metropolitan
and rural families in Oklahoma with young children. The first objective is to evaluate if

parents perceive that they are receiving increased knowledge on anticipatory guidance



and child development from a Pediatrician verses a Family Practitioner in a metropolitan
area compared to those in rural areas. A second objective of the study is to compare any
significant differences in parental perception of quality measures of care from
metropolitan pediatric care providers and rural pediatric care providers.

A review of existing literature implies that with the growing knowledge and research
on early brain development, anticipatory guidance and child development are critical
components of the well child visit. There is scant Jiterature on the application and
success of pediatric primary care providers implementing the American Academy of
Pediatric guidelines within their well child visits. Thus, the current study will examine
the parent’s perception of needed knowledge recejved from their primary care provider.
The current study will compare any significant differences found in Pediatrician and
Family Practitioner practice and between metropolitan and rural health pediatric primary
care providers.

Hypothesis

The first hypothesis is that parents utilizing the services of private practice
Pediatricians for pediatric primary care will have higher quality scores within each
measure of care than parents utilizing private practice Family Practitioners for pediatric
primary care. The second hypothesis is that parents utilizing metropolitan care for
pediatric primary care will have higher quality scores within each measure of care than

parents that utilize rural care for pediatric care.



Definitions of Terms

Well Child Visits is the health supervision visits for young children with
recommendations of six in the first year of life, three during the second and then one each
year thereafter until twenty-one, Buchnar (1995).

Primary Care Provider is defined as a doctor, a specialist doctor, a pediatrician, a nurse
practitioner, a physician assistant, a nurse or any one else you would see for health care,
(FACCT 1999).

Anticipatory Guidance is defined as routine parent and child education and counseling
regarding feeding and nuirition, sleeping, nurturing, injury prevention, growth, learning,
behavior, discipline, communication, language development and toileting, Bethell, Peck
and Schor (2001).

Developmental Assessment and Follow-up is the assessiment of age-appropnate
developmental capability in areas of physical mobility, hearing, seeing, communication,
language, learning, cognition, social-emotional development and behavior, Bethell, Peck

and Schor (2001).



Chapter II

Literature Review
Theoretical Framework

Bandura (1986) discusses his social-cognitive theory as a theoretical framework for
analyzing human motivation, thought and action. The social-cognitive theory view
capabilities unique to humans and the socio-cultural context of the individual are
magnified even further: 1} The capability to symbolize allows us to process experiences
into models that become guides for future action, 2) The capability of forethought, which
regulates most of our behavior, allows us to anticipate consequences, set goals and plan,
3) The capability of vicarious learning allows us to acquire behaviors without the
mefficiency of trial-and-error leaming, 4) The capability of self-regulation allows us to
mlotivate and regulate our behavior, and 5) The capabiljty of self-reflection allows us to
analyze our experiences and think about our thought processes.

Bandura (2001) writes that human agency is characterized by a number of core
features that operate through phenomenal and functional consciousness. Social cognitive
theory distinguishes among three modes of agency: direct personal agency, proxy agency
that relies on others to act on one’s behest to secure desired outcomes and collective
agency exercised through socially coordinative and interdependent effort. The core
features of agency enable people to play a part in their self-development, adaptation and
self —renewal with changing times. In microanalyses of theory, people set personal and
motivate themselves to perform in ways that please or impress others to bring self-

satisfaction. In macro-analyses of theory, human functioning is socially interdependent,



richly contextualized and conditionally orchestrated within the dynamics of various
societal subsystems and their complex interplay, Bandura (2001).

Willian & Baptiste (1993) write that in the last two decades, the social leaming model
has expanded “inward,” with the emphasis on cognitions and emotions, and “outward,”
with the inclusion of contexts extenal to the individual’s immediate environment.

The core features of human agency begin with intentionality, a representation of a
future course of action to be performed. Intentions center on plans of action. The second
core feature is forethought, such as setting goals, the anticipating the likely consequences
of prospective actions, and selecting and creating courses of action likely to produce
desired outcomes. The third core feature is self-reactiveness, the ability to give shape to
appropriate courses of action and to motivate and regulate their execution. A fifth core
feature is self-reflectiveness, which is described as people evaluating their motivation,
values, and the meaning of their life pursuits, Bandura (2001 ).

Social-cognitive theory distinguishes among three different modes of human agency:
personal, proxy and collective. In direct personal agency is the cognitive, motivational,
affective, and choice processes through which is exercised to produce given effects. In
many spheres of functioning, people do not have direct control over the social conditions
and institutional practices that affect their everyday lives. Under these circumstances,
they seek their well-being, security and valued outcomes through the exercise of proxy
agency. In this socially mediated mode of agency, people try by one means or another to
get those who have access to resources or expertise or who wield influence and power to
act at their behest to secure the outcomes they desire. Social cognitive theory extends the

conception of human agency to collective agency. People’s shared belief in their



collective power to produce desired results is a key ingredient of collective agency,
Bandura (2001).

The social-cognitive theory is the framework of choice for the application of the
present study. The parent is perceived as the personal agent, making choices on primary
care provider’s provision of preventative and developmental knowledge. The pediatric
care provider is perceived as the proxy agent, a competent and powerful agency, to
promote self-development and cultivate personal competencies within the parent. The
measures of care outcomes will be the collective agent, quantified by the people’s shared
beliefs of desired results. Bandura (2001) writes that the capacity to exercise contro] over
the nature and quality of one’s life is the essence of humanness.

The review of research is divided by areas of parent perception of care, pediatric
knowledge, and metropolitan vs rural care.

Parent Perception of Care

Jalfon, Regalado, McLearn, Kuo and Wright (2003) present that several studies report
signiftcant gaps between the current guidelines for child health care, the care that parents
report their children are receiving and the services pediatric practices currently offer. In
the 1996 Commonwealth Fund Survey of Parents with Young Children, parents reported
that pediatric health care providers were meeting their children’s physical needs but
largely ignoring non-medical concens. Parents want more information and guidance on
- topics such as sleep habits, discipline, learning, and toilet training. The 2000 National
Survey of Early Childhood Health (NSECH) confirmed that there is room for

improvement in preventive and developmental services for young children.



Kaplan (2002) reports that allowing parents to express concerns and effectively
screening children’s development are essential but time-consuming aspects of primary
care. Failure to elicit and address concerns results in substantial dissatisfaction with care
and with under-detection of children with delays and disabilities.

Schuster, Duan, Regalado and Klein (2002) conducted a telephone interview of 2017
respondents between July 1995 and January 1996. The objective of the interview was to
determine whether parents are receiving anticipatory guidance, whether they could use
more information and how receipt of anticipatory guidance relates to satisfaction of care.
The variables on the survey included how to care for a newborn; how to deal with
sleeping patterns; what to do when your child cries; how to help your child learn; how to
discipline your child and how and when to toilet train your child. The survey asked
whether respondents would be willing to pay an additional $10 per month to receive the
anticipatory guidance discussions and other services. The study coacluded that although
anticipatory guidance is considered an important component of well-child care, the
majority of parents reported that they had not discussed most standard topics with a
clinician. Sixty-four percent of respondents would be willing to pay an extra $10 per
month to discuss the anticipatory guidance topics listed and to receive other additional
information.

Stickler and Simmons (1995) conducted a study on pediatric preferences for
anticipatory guidance compared to parental anxieties. It was found that pediatricians in
private practice were more likely than those in academic medicine to believe that parents
are more worried now than 10 years ago. Most of the pediatricians attributed increased

anxieties to the news media or to other parents; fewer attributed the increase to



psychologists or to physicians. Pediatricians were asked to write the topics they felt
shoutld be discussed with parents and the top four were ear infections, respiratory allergy,
frequent colds and reactjons to immunizations. For parents of newborns, the list was
headed by discusstons of feeding, particularly breast feeding, followed by normal
vartation of behavior, particularty sleeping and crying; normal development; and
preventive health care. For parents of infants up to the age of 1 year, discussjon of
accident prevention, particularly the use of car seats, was in first place, in addition to the
concems listed earlier. Accident prevention was the most important topic of counseling
the parents of toddlers and early school-age children, followed by reviews of appropriate
discipline, nutrition, emotional development, and school problems. It is further discussed
that the educators of all health providers for children, residency review committees and
the various examining boards to be aware of which topics of anticipatory guidance
deserve more emphasis in pediatric tralning programs.
Pediatric Knowledge
Brazelton (1992) writes that in most pediatric training, little attention is paid to child
developmeat or to parents’ concerns. Those who have such training find that the rewards
of making a valuable relationship with parents make pediatrics five times as rewarding.
Since, at the present time, few pediatricians get such training, they often feel
uncomfortable when parents ask questions about behavior and emotions.

’ Developmentally trained pediatricians can be gold mines for support and anticipatory
guidance. Other physicians may be excellent in the physical sphere but may flounder and

defend themselves in the area of child development.



Walton and Edwards (2002) write that pediatric residency training programs need
regular revision, but there is little evidence to support changes. The recent reduction in
time spent in the newborn nursery may negatively affect the care of infants in pediatric
practice. A nationwide survey of newborn medical training in residency was conduced
for pediatricians in practice two years at the initial mailing. The study had a final
response rate of 56%. The majority (67%) of those with one month of newborn nursery
training felt it to be insufficient preparation for primary care practice. In contrast, 72%
and 75% of those with three and four months of newbom nursery training, felt it to be the
right amount. It is essential to look at the experience of trainees and assess how well we
are preparing them for future practice. Increased focus should be put on neonatal
newborn nursery training, with attention to breastfeeding and common problems, such as
anticipatory guidance for the parents. Overall, our preparation of these future
pediatricians may be inadequate for the demands of infant care in primary practice.

Bachner (1995) reports there is growing interest in grading the services provided by
health delivery systems. What should a report card for pediatric preventive services
include? Traditionally, many insurers have reported immunization rates, but little else
with respect to children. The supervision guidelines of the American Academy of
Pediatrics (AAP) could be part of a pediatric report card. This review of preventive
services included: number of well child visits, immunizations, growth parameters,

’ nutritional counseling, anticipatory guidance, behavioral and developmental assessment,
and screening. The AAP has made injury prevention a major focus over the past two
decades. Pediatrician utilization of AAP information is low. It is found that virtually

nothing is as difficult in pediatric practice as the ongoing assessment of behavior and



development. Barriers identified are: no universally accepted screening tool, the
definition of typically normal in each of the development areas makes delayed vague,
there 1s much uncertainty about what to do for children who are mildly delayed in a
single area of development, and assessments are quite time consuming. This current
review was to serve as a starting point for grading pediatric practice.

Hazzard, Dabrow, Celano, McFadden-Farden and Melhado (2000) note that in a 1980
study, 1t was found that pediatricians spent an average of less than 30 seconds on
anticipatory guidance during a routine well-child visit. A study of pediatricians revealed
that they responded to less than half of the psychosocial and developmental concerns of
mothers during audio taped well-child visits. More recently, it was discovered that
opportunities to discuss psychosocial issues arose in 88% of well-child visits with
pediatric or family practice residents, but the residents responded with information,
reassurarnce, guidance, ot a referral only 40% of the time. It is reported that pediatricians
believe they lack the qualifications and time to adequately address parents’ psychaosocial
concerns. A pretest The Literacy Development Knowledge Scale, was administered to 66
pediatric residents to assess knowledge about early literacy milestones and appropriate
family activities to encourage carly literacy development. The intervention group
received 30-45 minutes Jiteracy-related training session, access to books for distribufion,
and several additional training experiences. The greatest impact found, following the
posttest, in the final measurements was modeling by a supervising physician in the
training activity. It related to significant increases in residents’ frequency of literacy-

related assessment and anticipatory guidance with families.
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Stickler and Simmons (1995) note that because pediatricians seem to have
considerable influence on child-rearing, it is important that they address the peeds and
concerns of families adequately. It is important for the educators of all health providers
for children, residency review committees, and the various examining boards to be aware
of which topics of anticipatory guidance deserve more emphasis in pediatric training
prograrms.

Young, Davis, Schoen and Parker (1998) write that the importance of child-behavior
and parenting concerns within pediatric practice has increased with the decline in
morbidity and mortality from childhood infectious diseases and the rapid pace of social
changes affecting family life. In 1958, a pediatrician reported those parents’
developmental concemns about their children accounted for less than 2% of his practice
ttme. By the mid 1960’s, reports from individual primary care practices found that 45%
of mothers were more concerned about their children’s development and behavior than
all other issues. A majority of parents reported using multiple sources for information on
child development and child-rearing practices. Even so, many parents desire expert
guidance and information oy a wide range of non-medical child-rearing topics.

Scientific research emphasizes the rapid brain development in children younger than
three years, and that everyday parental activities such as reading and affection are
important influences in a child’s healthy cognitive and psychological development.
Young, Davis, Schoen, and Parker (1998) found that most parents view the pediatric
health care system as meeting the physical health needs of their young children. Parents
want more information and support on child-rearing concerus, yet pediatric clinicians

often fail to discuss non-medical questions with them. The interventions of pediatric



clinictans can positively affect parental behavior. Their findings also reveal that parents
who speak with their physician or nurse about encouraging their child to learn are more
likely to read to thetr child on a daily basis, compared with parents who do not discuss
leamning with their child’s physician (47% vs. 37%). FACTS (2003) report data as
follows: Total number of office visits in the United States, in the year 2000, to select
specialties by age of client and principal reason for visit were: Pediatrician total visits
for children under 3 years of age were 45,371 with 10,219 being well child examination,
while General Family Practice total visits under 3 years of age were 8,485 with 2,199
being well child exam; percentage of preventive and therapeutic service provided in
growth and development counseling by specialties were Pediatrician 15.5% and General
Family Practice 1.8%. Family practitioners in 2001 1dentified high prionity needs under
infant, child & adolescent as emotional development/behavior/discipline 25.4% and
normal growth & development/well childcare 25.8%. A total of 238,987 physicians in
1999 attended continuing medical education courses approved by the American Academy
of Family Physicians, with 6,060 of physicians attending a pediatric course.

Regalado and Halfon (2001) examined the evidence base for primary health care
services promoting the optimal development of typically developing children aged birth
to 3 years. Services such as developmental assessment and anticipatory guidance about
developmental concerns have historically been bundled together with, and are
indistinguishable from, other primary pediatric and preventive services. A list of
developmental services for children during the first three years of life was created based
on a review of recommendations detailed in health supervision guidelines of the

American Academy of Pediatrics and the Bright Futures Project. Categories defined



werh: assessment activities, education servives, intervention activities and ¢are
coordination. In msay instances the authors found studies to examine, Two of the sudies
atkiressed physicians’ effectiveness at identifying developmental problems, both
sugpesting that relatively few are identified before school entry and that orily severe
clinically apparont disabilities are most likely 1o be identified early by physicians. Under
e clopmenml education it was found that several important issues are relevant to
promotng optimal development in clinical practice, i.e., what is largely considered
anficipatory guidance. Stodies demonstrated that physicians’ 1eaching efforts could be
effertive in promoting healthy development. A number of barriers are identified to the
cHective provision of these services, including training and expertise, adequate
reimbursement, and availability of appropriate referral services to address discovered
needs. A cntical focus in training then must be a definition of competencies in
developmental and behavioral pediatrics.

As the literature notes there are many identified concems beginning with the training
and education of pediatricians and general family practitioners with 2 weakness in child
development and anticipatory guidance. Other barriers in the delivery of well-child
services were a standard tool. Research has been conducted on effective tools and cost-
effective methods of screening children and addressing parental concerns. Forrest,
Shipman, Dougherty and Miller (2003) found the development of measurement tools that
obtain the perspectives of children or parents on child health 1s one of the best concrete
examples of the recent progress in pediatric ourcomes research. The number of

recommendations for preventive care has proliferated in recent years. Child health
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practitioners need guidance regarding the ones to which they should devote their energy
and limited time.

Kaplan (2002) reports that research shows that it takes more than 12 minutes for
patients to list their symptoms and concerns and that if patients were interrupted, their
concerns tended to erupt at inconvenient times. Research also shows, that only 50% of
parents understand the word “development.” In this study, group A served as the control
group with no type of intervention administered. Group B were parents who were
allowed to address their issues by using the Parents’ Evaluation of Developmental Status
(PEDS), a brief measure that elicits psychosocial concerns while waiting for their visit.
In conclusion, Group B parents allowed to express concerns decreased providers time and
improved satisfaction in patient flow.

Metropolitan-VS-Rural Primary Care

Kaplan-Sanoff, Lerner and Bernard (2000) states that the pediatrician is the person
parent’s turn to most for guidance on their child’s development. Yet it has been reported
that in 60% of all routine well child visits, the physician ignored parental concerns or
provided no developmental or behavioral information or guidance. Two new innovative
programs placed developmental specialists in pediatric offices to be the primary child
development and family support resource for families, bringing to the practice an
expertise n child and family development. Unfortunately, insurance companies and
HMOs are not willing to provide reimbursement. Until parents demand the needed

service this path may not be implernented.
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Metropolitan Well Child Care

Broffman (1995) reports that 37% of the children that live in large metropolitan areas
are cared for by 57% of the practicing pediatricians, with the remaining by a family
physician or allied health professional. In 1989, only 7.8% (2700) of the 34,495
pediatricians in the United States were practicing in non-metropolitan areas. The
American Academy of Family Physicians (2003) reports of physicians and selected
specialties providing preventive & therapeutic services on growth and development
counseling, general family practitioners provided 3,515 visits and pediatricians provided
16,089. Research indicates that the largest majority of pediatricians practice in
metropolitan areas and provide more preventive and therapeutic information on growth
and development than family practitioners.
Rural Well Child Care

Most of the literature reviewed at this time has addressed the assessment of children

within the primary care provider setting defined as the pediatrician. Broffman (1995)
addresses the special challenges to the delivery of general primary care pediatrics in rural
America. Of all the primary care physicians, pediatricians represent the smallest number
of specialists located in non-metropolitan areas. Only 11% of pediatricians practice in
rural communities to care for the 29% of the childhood-age population that inhabit those
communities. The remaining childhood-age population’s care in rural communities is
covered by a family physician or allied health professional such as a physician’s assistant
or a nurse practitioner, In 1988, 63.5% of non-metropolitan counties were without
general pediatricians. A constant source of frustration to the rural physicians, a never-

ending need to battle a perception on the part of urban colleagues and much of the public
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that rural care equates with poorer-quality health care compared with metropolitan care.
The prejudice that family physicians are poorly trained to care for children needs to fade
but the fact remains that family physicians need to recognize when to seek consultation
from a pediatrician.

Hirschfeld (1995) reports that most small rural communities have no hospital, many
have no daily clinic, and some have no close medical care provider at any time.
Education is the area in which all primary care providers can contribute, including patient
education on prevention and anticipatory guidance. Rural areas that have no
Pediatrician’s need outreach. In summary, rural providers, whether pediatrician,
emergency physician, or family practitioner, can participate in many valuable ways to
decrease the morbidity and mortality of childhood illness and injury. One suggestion is
that as a medical home for children, rural providers can furnish immunizations,
anticipatory guidance with prevention instruction and handouts.

Schuster, Duan, Regalado & Klein (2000) state that clinicians who take care of
children have a professional responsibility to provide anticipatory guidance to parents.
Anticipatory guidance may be more important than ever. Both improved training and
standardized medical record forms, which prompt physicians on age-appropriate advice,
might help. The time is right to begin re-conceptualizing how the needs of young
children and their families may be met. With the expansion of managed care, there is
both the opportunity and the challenge to creatively reconfigure the current model of
pediatric practice. Competition and financial pressures will require pediatricians to work
with other and other non-physician specialists such as nurses, early childhood educators,

and psychologists in expanded roles of delivering pediatric care.
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SUMMARY

The literature review included existing information on guidelines of well child visits
and supervision of child development and anticipatory guidance, current pediatric
training and knowledge on child development and anticipatory guidance, and current
knowledge of utilization of guidelines within the well child visit. The review also
addressed known differences and challenges between well childcare in the metropolitan
area and the rural area, and the number of pediatric specialist offered in rural care.

Chapter three discusses the current research study and design.



Chapter Il
Methodology

Research Design

The present study is comparative; and the data are provided by parents of young
children between the age of ten months and forty-eight months. Consideration to
prior literature concerning pediatric well-child visits, pediatric primary care providers
training and knowledge, and location of pediatric services provided led to the
conceptual hypotheses in the current study.
Sampie

The sample consisted of 150 parents between the age of nineteen years and forty
years of age. The parent was a participant in'the Women, Infants and Children
progrars {WIC), had a child between 10 months and 48 months of age and was not a
participant in the Children First Program oftered through the county health
Gepartment. Fifty parents at each of the metropolitan county health departments and a
total of fifty parents between the two rural county health departments were asked to
participate, The parent filled out a questionnaire during their routine monthly WIC
appoiniment. The designated county health departments were Clinton, OK and
Weatherford, OK {Custer County) and El Reno, OK and Yukon, OK (Canadian
County). Cusier County j5 considered rural health care and Canadian County 15
considered metropolitan health carc. There are four to five practicing pediatricians in
Canadian County, 2] located in Yukon. There is onc praeticing pediatrician in Custer

County 2nd is located in Clinton.
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Participants were asked to complete a questionnaire that would cximine their experiences
of care for their child. A designated clerk at each site was available to read the survey for
participant as nceded. The surveys were numbered one through fifty at cach county site and
coded for location and county. There was no identifying criteria that could link participant
and survey.

Data Collection

The administrator for Caradian and Custer County was contacted concerning permission
for survey administration and data collection. The Director of WIC at the Oklahoma State
Department of Health was also contacted concemning permission to recruit current WIC
client’s for the study. Approval was required from the Oklahoma State Department of Health
and OSU {RB committee prior to data collection. A script was developed from the protocol
for the assigned clerk to explain the purpose of the study, the survey itself and any benefits to
be attained with the data collected. Clerks of equivalent positions were assigned and in-
serviced on survey administration at each county health department. A consent form was
developed with required data and signature citing voluntary participation {Appendix A).

The survey (Appendix B) was completed by participants and returned to the investigator
during a nutritional educational update WIC visit at the county health department.

The amount of time to complete a survey was approximately one hour and fifteen
minutes. More time had to be aliowed for clients unable to read the survey themselves or
requiring the utilization of an interpreter. Data collection time necded was estimated at two
to four weeks but actual required time for collection was six to eight weeks. The average age
of the child surveyed in the metropolitan area was 26 months. The average age of the child

surveyed in the rural area was 24 months.
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Of the original fifty collected in Yukon, forty-four met the criteria for the study and a total
of forty from El Reno met the criteria. In the rural counties of Weatherford and Clinton,
forty-seven qualified for the study. The principal investigator returned to the county health
departments to provide additional surveys to complete the study. Additional surveys were

administered to participants at each site as needed. This completed the survey data
collection with no need for follow-up.
Instrument

The participants completed The Promoting Healthy Development Survey (PHDS) for
evaluating the health care experiences of families with young children. The survey
contains forty-four questions and evaluates seven measures of care including: 1) needed
anticipatory guidance and parental education from doctor or other health care provider; 2)
health information; 3) follow-up for children with an indication of risk; 4) assessment of
well-being of parent; 5) assessment of smoking and drug use within the family; 6) family
centered care and helpfulness; and 7) effect of care provided. For the purpose of the
current study, two measures of care will be omitted from the study including: assessment of
well-being of parent and assessment of smoking and drug use within the family. The
two questions were omitted since the present study focused on the measuring the well
being of the child and not the being of the parent. The survey tool was developed through
‘the Foundation of Accountability (FACCT) and has been utilized at the national, state and
local level as a measurement for health care quality. The psychometric analyses
demonstrated that the PHDS quality measure scales have strong construct validity {(mean
factor loading: 0.69) and internal consistency (Cronbach’s 0.80), (Bethell, Peck and Schor

2001). The responses on the survey were scored with mean scores derived for each of the



five measures of care for each parent. For each parent the measure of care score was
summed and then divided by the number of items in the measure. For example on Family
Centered Care, a total of nine questions were answered by the parent to calculate one mean
score in this measure of care. Once parent measure of care scores were calculated, then
measures of care for groups of parents were computed. For each parent measured, the
measure of care score was equal to the sum of each respondent’s quality score divided by

the number of items with a quality score.
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Chapter IV

Results

The current study examined the parent’s perceptions of the quality of care provided by
their pediatric primary care provider. The study was done to determine if a difference in
perception of patient’s exists (1) if the care is metropolitan or rural care and (2) if care is
provided by a pediatrician versus family practitioner. For the metropolitan analyses 100
parents were utilized: for the metropolitan vs rural analyses, a random sample of 50
metropolitan parents were utilized and 50 rural parents were utilized.

Descriptive Data

Each measure of care questions was coded numerically. For questions that required a
yes or no answer, yes equaled 100 points, no was scored as 0 points. For questions with
four possible answers from Never to Always, answers were scored as 0, 33, 67 or 100
points. Each individual parent received one score for each of the 5 measures used in this
study. Table I provides the overall means for the tests of hypotheses. Table II shows the

means for the additional analyses.
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Tests of Hypotheses

In order to examine mean differences between metropolitan and rural care and type of

physician, t-tests were performed. Table III shows the results of the t-tests for

metropolitan versus rural care; Table [V shows the results for Pediatricians versus Family

Practitioners.

Table 111

Difference In Parent Perceptions of Quality Provided By Metropolitan vs Rural Care

Metro. / Rural

Metro vs. Rural: Mean / Mean t value (df) Probability
Anticipatory

Guidance 45.64 / 48.28 -0.38 (96) 0.7024
Health

Information 70.00 / 87.29 -2.57 (74) 0.0123*
Assessment &

Follow-up 15.83 / 26.06 -1.81 (93) 0.0741
Family Centered

Care 50.32 / 59.41 -1.70 (96) 0.0919
Effect of

Care 68.05 / 69.77 -0.32 (89.1) 0.7475
* p<.05

As Table III shows, a significant difference was found in the perception of the quality of

health information provided in metropolitan centers versus rural centers. The rural mean

was found to be higher than the metropolitan mean. No other significant differences

were found between metropolitan and rural primary care. Given these findings,

Hypothesis I was not supported.
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Tests of Hypotheses

In order to examine mean differences between metropolitan and rural care and type of
physician, t-tests were performed. Table [11 shows the results of the t-tests for
metropolitan versus rural care; Table IV shows the results for Pediatricians versus Family
Practitioners.
Table II1

Difference In Parent Perceptions of Quality Provided By Metropolitan vs Rural Care

Metro. / Rural
Metro vs. Rural: Mean / Mean t value (df) Probability
Anticipatory |
Guidance 45.64 / 48.28 -0.38 (96) 0.7024
Health
Information 70.00 / 87.29 -2.57 (74) 0.0123*
Assessment &
Follow-up 15.83 / 26.06 -1.81 (93) 0.0741
Family Centered
Care 50.32 / 59.4] -1.70 (96) 0.0919
Effect of
Care 68.05 / 69.77 -0.32 (89%.1) 0.7475
*p< .05

As Table [1I shows, a significant difference was found in the perception of the quality of
health information provided in metropolitan centers versus rural centers. The rural mean
was found to be higher than the metropolitan mean. No other significant differences
were found between metropolitan and rural primary care. Given these findings,

Hypothesis I was not supported.




Table IV

Difference In Parent Perceptions of Quality Provided By Type of Doctor

Pediatrician vs.

Ped. / Family Pract.

Fanuly Practitioner  Mean  Mean t value (df) Probability
Anticipatory

Guidance 68.97/ 3834 -4.33 (86) 0001*
Health

Information 42.00 / 46.00 -1.98 (86) 0.0504¢
Assessment &

Follow-up 23.26 / 19.56 -0.72 (86) 0.4734
Family Centered

Care 60.91 / 52.99 -1.40 {86) 0.1659
Effect of

Care 75.26 / 73.15 -0.38 (88) 0.7019
*p>.08

As Table 1V shows, a significant difference was found in perception of the quality in

anticipatory guidance and the quality of health care provided by the physician. In both

instances pediatrician means were higher than family pracfitioner. No other significant

differences were found between pediatrician and family practitioner care. Based on the

two significant findings and the direction of the non-sigmficant finding, the second

Hypothesis received support. This Hypothesis was that there would be difference in

parent perceptions of quality provided by type of doctor.

Additional Analyses

Additional analyses were performed in order to examine differences by both area of

care and type of physician; an analysis of variance was completed for each measure. The

results of these analyses are shown in Table V. Since the physician was nested within the

area of care, a nested mode] was used.
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Table V

Analysis of Variance Results By Nested Type

Model F Metro. Vs. Rural Type of Doctor
Question N F Prob. F Prob. F Prob.
Anticipatory 130 | 7.79 0001* | 2.03 0.1545 | 10.67 0001*
Guidance
Health 128 | 2.47 0.0654 2.16 0.1439 2.61 0.0774
Information
Assessment & 127 | 3.38 0.0206* | 0.77 03828 4.82 0.0096*
Follow-up

Family Centered | 130 | 2.28 0.0830 0.22 0.6386 3.33 0.0389*
Care

Effect of 130 | 085 0.4694 1.72 0.1916 0.34 0.7135
Care

*p>.05

As Table V shows for the overall nested model there is a significant F in both the
perception of quality of anticipatory guidance and the quality of assessment and follow-
up. As the results from the analysis of variance indicate, the type of physician was
significant in three of the quality of care questions. The perceived quality of anticipatory
guidance, the provision of assessment and follow-up care, and the amount of family
centered care was significantly greater when provided by a pediatrician in this sample of
parents. In the questions about the amount of anticipatory guidance as well as assessment
and follow-up care, the overall model was also significant. Post-hoc tests for significant
differences revealed that pediatrician care in rural areas had higher mean ratings of care
than those in metropolitan areas, whereas family practitioner care in metropolitan areas

had higher mean ratings of care than those in rural areas.
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Summary

This chapter presented the results of imean descriptive data, t-test hypothesis data, and
analysis of variance data using a nested model to examine differences. The first
hypothesis stated that parents utilizing the services of private practice Pediatricians for
pediatric primary care will have higher quality scores within each measure of care than
parents utilizing private practice Family Practitioners for pediatric primary care did not
receive support. The second hypothesis stated that parents utilizing metropolitan care for
pediatric primary care will have higher quality scores within each measure of care than
parents that utilize rural care for pediatric care received some support. Chapter Five

discusses the study’s results and provides implications for further research.
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Chapter V

Discussion and Implications

The current study was conducted to examine differences in parent’s perceptions of
quality of care provided to their young children by their primary care provider. There
were two independent variables for analysis of quality of care examined: (1) Location
of care, metropolitan vs. rural, and (2) Type of doctor, Pediatrician vs, Family
Practitioner.

The results gave no support for hypothesis 1 and some support for hypothesis 2. The
following sections present and discuss the findings in greater detail.

Hypothesis I Overview of Findings

The first hypothesis examined whether the parents perceptions of care receiving
services in metropolitan areas for primary care would have higher than those receiving
care in rural areas. This hypothesis was not supported by the t-tests for any of the five
measures. The only significant difference was found in the quality of the provision of
health information. This finding was opposite from what was hypothesized, since the
mean for rural care was significantly higher than the mean for the metropolitan area.
Within the analysis of variance results of nested interactions, all five quality measures
were found to be non significant when the means were separated out for location of
care. Parents utilizing metropolitan pediatric care did not perceive higher quality care

than parent’s utilizing rural pediatric care.



Hypothesis 11 Overview of Findings

For the second hypothesis, it was postulated that the perception of parents receiving
care provided by a pediatrician would rate the quality of the care higher than when it
was given by a family care practitioner. In the overall mean comparisons (Table 4) the
means are significantly higher for pediatrician care than the means for family practice
care. The analysis indicates (Table 2) that quality of care mean scores are higher in all
five measures of care for pediatrician’s in both metropolitan and rural locations. The t-
test analysis (Table 4) indicated a significant difference in the perceptions of the guality
of anticipatory guidance and the quality of health information given.

An additional analysis inciuded a nested model to test for interactions. It indicated
significant differences for parent perceptions of quality provided in anticipatory
guidance and the quality provided in assessment and follow-up of care. When the
effects were separated out, significant differences were found for physician type in
parent perceptions of quality provided within anticipatory guidance, assessment and
follow-up of care, and family centered care for pediatricians especially in rural areas.

The study indicates that the perception of quality of care is much more significant
by type of physician providing the care than the location of care provided. The
pediatrician’s quality scores are much higher throughout the study. VanLandeghem,
Curtis, and Abrams (2002) report that when ask about child development assessment,
most pediatricians (93 percent) agree that pediatricians should inquire about child
development during health supervision; however, few (36 percent) think that their time
is sufficient for developmental assessments and still others (65 percent) report having

inadequate training in assessment.
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[mplications for Practice and Future Research

The results from this study indicate that parents perceive a higher quality of care
from a pediatrician regardless of where the care is provided. It is important to note that
few pediatricians are available in rural communities, but provide a significant amount of
the care in those areas, according to Broffrsan (1995) who reports that only 11 percent
of pediatricians practice in rural communities to care for the 29 percent of childhood-
age population that inhabit those communities. This study supports the increased
availability of specifically trained primary care providers even in rural communities.

This study utilized data from a concentrated area in two western Oklahoma counties.
Due to the restriction of time, location and sample size, the findings may not

generalize to other locations. Therefore, future studies should examine counties in
various parts of the state, a larger sample size.

Future research might also include the examination of actual primary care services
provided within a Pediatrician well child visit and a Family Practitioner well child visit.
Research indicates that a Pediatrician actually receives more training in pediatric health
and child development than a Family Practitioner. The AAP has guidelines for
pediatric practice to include all aspects of health, including anticipatory guidance and
child development. Do pediatrician’s offer anticipatory guidance and prevention
information to parent’s more often in a well child visit than a family practitioner? What
makes specific practices different that result in higher perceptions of quality by parents
of young children and what are the long-term affects of quality primary care? An

observational research study could correlate the parent’s perception of quality in well-
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child visits provided by the primary care provider to whai is actually done during the
visit.

A longitudinal study could correlate parent’s perception of quality in well-child
visits provided by the primary care provider to the pre-kindergarten achievement tests.
Although many studies have been conducted on type of child-care utilized and school
readiness, there are few studies found on the type of primary care available and school
readiness. When the primary care provider offers age appropriate anticipatory guidance
to the parent on child development, optimal childcare, learning tools, safety, and injury

prevention could it have a positive relationship to school readiness scores?
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FROMOTING HEALTHY DEVELOFMENT SURVEY

SCRIPT:

You are being asked to take part in this study because vou are the parent of a child
berween the age of 10 and 48 months.

The purpose of this study is 1o examine healih care experiences al families with
young children, We will not include elients in the Childrea First Program due to the
large amount of teaching on child development, prevention and safety. We are
aghing parents between 19 to 40 years of age to answer the survey questions,

You will be ask to answer 43 questions that inciude questions on what parent
educution and child health information has been given to you by a doetor or other
health care provider. It will take about 10 minutes to complete.

The health care provider could be a Dr., & nurse practitioner, a physician assistanl,
UF 3 nUTsE.

A Few Important Things For You Toe Know!

*There is no harm in laking part in the study.

*There is na information linking you to the survey form.

“Your services ai the health déepartment will not change by taking part or nol
taking part in the study,

*There are no direct beneliis to you in the study, bul the information from this
study will be nsed te improve communicalion between other parents of young
children and their healtheare providers,

It i% your chaice in taking part in the study. Please take your time in making up
your mind,

Thank vou.
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CONSENT FORM

Oklahoma State University
Oklahoma State Department of Heulth
Canadian and Custer Caunty Health Depurtments

The Provision of Child Development Knowledge 10 Parents by the
Primary Care Provider

Diedre Chambers, RN
OSU Graduate Student

This is a research study. Research studies involve only individuals who choose 10
participate. Please lahe your time to make your decision.

Youv are being asked to 1ake part in this study because you are the parent of a child
beiween the tge of 10 and 48 manths.

The purpose of tis study ix (o examine health care expericnees of fuinilies with youig
children,

You will be asked 10 tomplete a 43 1viwm parent survey that jncludes questicns on what
anticipatory guidance, parent education, and child li:alth information has been provided
to you by & docter or other health care provider. Anexample would be. “In the fast 12
months, did your child’'s doclors or othes health providers walk wiah you abrut vour
cld’s growth and devedopment®” The survey will tahe you cpproximaicely en milnutes
1o tahe. Your panticipation in the study will be comnp.cted when you retumn the survey 1o
the primary inveslipator or nuirifionist.

There is nothing on the survey that will identify you and your pazi;cipation of nGi.-
panicipation will in no way affect your serviees at the health dejartment.

There are no nisks identified inthe siudy.

If you apree to participate in the study, there arc no direct benelits to you. but the
infocmanon from this study will be used (0 improve communication between other
parents of youay children and their healthcare providers. It is importi:t ta communicale
our needs to providers who provide these importaat health care servaces for our cluldren.

You may also choose not 1o partscipare in the study. If there arc individial questiciis y
do not fect coml- mable responding 1o, you may leave That guestion bluak.

You will not bedentifiable by name. mumber, or deseription in the study. There isn’t
idemilying criteria obtained for the study so sinet conlidennialiy is maintained,



There are no vosls 10 you for pasticipation in the study.
Na funds have been st aside by the OSDH 1o compensate you in the e+ <t of injury.

Taking part in this study is voluntary. You may choose not to take part or may choose
not to complele the survey at any time. 1f you agree to take part and then decide upainst
it. you can withdraw for any reason. Leaving the siudy will not result in any penalty or
loss of benefits thul you would otherwise rective.

if you have questions about the siudy, contact the principal investigator,
Diedre Chambers. a1 405-271-76120r &t night 405-663-2075.

For queslions about your righls as a research snbject, contact:
Shari Kinncy, OSDI( 1 IRB Coordinaior a1 405-271-6617 ar
Ms. Sharon Bacher, OSU IRB Office a1 405-744-5708,

By signing this form, you ar¢ aprecing fo participsie in this research study under the
conditions deseribed.  You have not given up auv ol your legal rights or releuscd any-
individual ar institution f::m liabilily for negligence  You have tven given an
oppociunity to ask quastens. Yeu will be given a copy of this consen1 documenil.

1 .unze to panticipate 10 this study:

Rescarch Subject- . oo DBV i
Witness = . Dater S
Person Obtaining Infornwed Consem: Date ___
Principal Inyesnigaior: o e ey, o0 Daten
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FACCT kG M

FOUNDATION FOR ACCOLNTAB ITY

The Promoting Healthy Development
Survey (English)

Author: FACCT

FACCT—The Fourdaticr for Accourtability

I R T L T B TR R i R R SN

Heslth Mecturermeny Tnto:

M
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Your Voice Counts 2.0

A Survey About the Health Care Experiences
of Families with Young Children

Instructions
1. 1n his survery, The word chiid 1$ used o 1efer (0 the cnild of foster chid named in he letter that
came with tnug survey Answer all the questons i Ihe survey for only that chid.
2 Please have the pa ¥ or guardian who is ihe most involved with your child's medical care fill put
Lhis survey

3. Aaswer ALL the 2.95LC:is by checking (he box hike this,

Q
Yes No
4 You aie Sometmes ICI o skip over some queslions in [fes survey When this happens you wil
see an anow and then a nole that tells you whal queshion 1o answe” nexl, ke this
a A
Yes ¥ e 2

{Go 10 pags & and continue with question 12)
50, A you Choote 10 antwer “No 10 this queshion, you [irs! put a
check m the bex and then you will go to page 8 of this survey and
continue the survey wth gueshon £12,

Belore you begin, ploase answer (his queston:

00 you have a child that 15 between the ages of 1 monts and S0 manths old?

a o}
Yes > {Go 1o page Z and No = (Please STOF NOW and
conlinue with quastion 1§ HETURN Lhis survey)

Thank you for your help wlith this survey on
health care experiences of famllles with young childrenl

C FACCT—(ounda(lon far Acounabiliry Fadruary 1459
1
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YOUR YOICE COUNTS! COMFIDENTIAL 0 CODE

:
|

| SECTION 1: BACKGROUND INFORMATION

Please answer all the questions in this survay by checking the box that fits your answer.

1. Isyour child a boy ora gid?

a :Q
Boy Gl

A doctor or olher heallh provider could be a general doctor. 3 speciahst doclor. a pedialncian. a nurse practhioner, a physician
assslanl, a nurse, of any one else you wouk see for haalth care

k2o 18 your child's health care previder? Family Practitioner
Pediatrician = e
Other —
2. Inthe fast 12 months, has your child been Ic see a doctor or oher heailh provider?
(3 :Q
Yes W No +» (Go ta page 8 and continue with question 12).
YES, | YES, i NO, NO,
wdmy | butmy | butlwishwe |  but)slready had
3. Inthe last 12 months, did your chid's questions were | quaslions wers | hadtalkad | information about thls
doctors or olher health providers lafk with you | 3"swered | aclanswersd | abautthal | lople and did nol need
aboul the following: ' completrly to 1adk aboul It any more
—— R R l 1
r a) Your child's growih and development 'a im| L1 | ‘Q
1 b) The kinds ol behaviors you can expect to ; ; F
1 s@e in your child a ! u 'a d
¢) How (o dress, bathe, and feed your child Q| Q 3 Q
| |
| d) Things you can do to help your child grow .
,l and learn 0 Q 'd ‘g
| ) The Importance of Latking to, reading lo, - ’ § s
[ and playing with your chitd = = o Q
l ) Ways lo keep your chitd trom being injured ‘a 0 ‘A ‘Q
] g) How to make your house safe -0 ‘a | ‘Qa
[ h) How to make your car safe (e g. car seals) ' ‘a ‘0 ‘Q
2

&5



['SECTION ll: AGE SPECIFIC QUESTIONS |

4 How old is your child’

aa ad

Years Months

Your child“s doctors or other health providers may lalk with you aboul cerain topics that are imporant for you
child s devalopmeni and grawth. Some topics are specific Lo your child's age. The next questions asX you abz s
lhese ags-specilic topics and w:hether your child's doctors of other heal: praviders talked aboul ihem .

Using the diagram below, gut a check in the box thal malches your dhiid’s 2ge and Lhen find the page 1hal matches

1he age of your child Tum to [his page, answer ONLY Ine questons f2und on Lhis page, and (nen cor imus wilh Ihe
res\ ot Ihe survey on page 7.

How eld Is your child?

‘ D 1.9 manths oid - ! Goto pege 4. ;
-‘D 10-18 months old =» ][ Gatopage J
! D 19-50 months old | Ga fo page 6. ]
1 |

YOUR VOICE COUNTS! CONFOENTIAL 1D CODE

RETURN the survey al this tima
1n the envelope provided

. D Older than 50 montns oid (4 yeass, 2 rr.osii[— Please STOP now and

4¢.



YOUR VOICE COQUNTS! CONFIDENTIAL 1D CODE

5.0 'O Yes, my chid rs 1-9 months oid (Go to queston 5.1 and compiete this pagew)
Q No, my child is older than @ monlhs (Go to tha page 5-»)

o - YES, YES, . HD, NO,

5.1 In Lhe ast 12 months, did your and my but my questions | but lwish we but | already had
child's declors O.r other health questany | ware not snswered had talkad Information abeut tnls
providers Lalk with you about the were snywered completely about that  [topic and did not need o
following. tatk about it any more

]
a) Breast feeding a | N | . | ]
b) Issues related (o food and leeding
(such as the introduction of sotid ' L L] i
foods| 1:
¢) The imporiatce of placing your B ) B
child on his os her back when Qo ] i o
going o steep |
d) WYhere your child sfeeps ( such as |
the localion ang type of crib . - ’ .
whether there are stuffed animals . 2 Q 2 :
in (he crib, ete.) |
SN |
|
e} MNight waking and fussing ' L. ¥ Q |
| ! |
YES. YES, NO, NO, i

8.2 In th.e Mggth_s ad your and my but my questions | but | wish we bu! | aiready had I
chiid's doclors or other health quetlions | were not answetad | hadfalked | (nformalion about (hia i
providers 1alk vath you about the wele answe red completely aboul (hat  |topic and d!d not nead ta
followi:y: talk about it any more
a} How your child communicates , ; I

his or her needs Q = = Q [
: ) 1
b) What your child is able to /
: | |
understand Q 9 “ - [
€) How your child responds !0 you, - - r f
| ofher adulls, and caregivers - _____)_‘l - ~ “ |
d) How lo avod burns, such as T 1
¢hanging Lhe hol water 3 <4 Ll | Q |
lemperature in your home | I
e) The imponance of showing a |
pictuse book and reading to your ' 3 e Q
child

Now 9o ta question 8 on page 7.
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6.0 'Q Yes, mychild s 10-18 months old (Go to question 6.1 and complete this page W)
:J No, my c.ld is older than 18 months (Go to page 6-D)

i\ I YES, YES. NO, NO,

6.1 l?_.‘ze I—"d“t 12 montﬁh% :’d mu’ and my but my quastions | but) wish we but | sirsady had
child's doclors or otner hea I questions | were no) answered | hadtalked | inlormation aboul this
proviers talk with you about the wera answared complelety aboul that  [topke and did aot naed (o
following: talk sbout it any more
a) Vilamins and loods your child ) O 0 O

should eat |
b) Your child's bed and nap bime Q Q 0 Q 1
routine !
c) The words or phrases your child 0 0 Q a0
uses and undersiands -
d) Nighl waking and fussing Q Q Q 2
e) Sleeping wilh a bottle (=] L | L | 2

1 f) Weaping your chiid from a bote b | Q | .

6.2 Inthe last 12 manths. did your [ YES. YES, 1 No. NO,
child's doclors or other heahth and my bul my quullonld b:;:jm:::n , 'bull alrezdy had )

ders 13k with you aboul the questions wors nol answere! talke: nformation aboul this
prowt were andwered complelely aboul thal |topk and dld not nead to
(oliowing: talk about it any more |
a) How your child may siart lo . ” ; ,

explere away {rom you d 2 9 ~
b} How your child “gels inlo (hings” Q | e .
¢) Guidance and discipline g . i

techniques to use wiln your child 2 ) _j“'l i =
d} Toilet training i | A LW ] |
¢) The Jse ol syrup of Ipecac if your _ g ; 1

thild swallows some poison 3 “ Q ‘- !
f) Tneimpenance of reading with - . i i

your chid s = & 3 ‘.

Now go to question B on page 7.
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7.0 2 Yes. mychid is 19-50 months oid (G to question 7.1 and complete th:s page ¥)
2 No. my thid is oldet thar 50 menths (Please STOP now return the survey at this time.)

YES, YES, HO, NO,

7.4 n lhe last 12 monthe. ¢ your and my bul my quastions | but I wish we but | glready had
child's dociors of othes health ) quetliont wers not answered | Nag talked Information about thiz
providers lalk with yau about the were snswered|  complately aboir that | topic and did not need 1o
{ollowing’ alk aboud 11 any mare
a) Issues related 1o foci and feeding Q Q) Q £

| _

b} Bed ume routine and how many 0 i) Q) 0

nours of steep your child needs

¢) Things your child may start (o
do for himself or hersell. like 3 2 L Q
washing ar gressing

d) Toilet Traning { ) i i ] !

@) The words of phiases your ; y O )
child uses and understands - < e Q

i How your child is keaming 1o get |
along with other children (For 0 ' Q o )

exampie al home, in pizy groups,
_ atdaycare, or pre-schogl] |

7.2 Inthe Jzst 12 months. did your YES, | YES, NC, NO,
chid’s doclors of ohel healtn andmy but my questions | but | wish we bul ) aiready had
) guestiens | weie nolanywersd | had Lalked Information wbout 1he
?'ﬁ ’:'de’-"l latk with you aboul the wera snswered|  completely about thal | topk sad did no! need to
following: talk obout X any more
a) How well your child follows 2 "
gireclions N il ks = -
b} Guidance and discipline i T
lechmiques fo use wilh your S B A ' Q
child
) Ways to leach your chiid about { I B
dangerous situalions (5 e
g ions (such as W 0 ' 0

elecincai sockels. the stave, hot
waler, pools. and the ¢ rzel) |

d) The use of syrup of Ipecac if your .
chid swaliows some poison | Q _?"" - 9
e) The imgorance of reading with j T |

__your child - - Q “Q

Now go to question 8 en page 7.
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CONFICENTUL 10 CODE

| SECYION Hil: HEALTH COMMUNICATION AND INFORMATION

—

or other health providers in the past year. .

Tne next questons ask aboul your expenences with the heaith care your child has recalved fiom your child’s doctor

a. In the {ast 12 months, how often did your child's daclors or
other heatth provigers .. Naver Sometimen Ucually Always
a) Take time lo undersland the specific needs cf your chiks Q ) Q Q
b) Respectyou as an gxpen aboul your ¢t J Q Q LN | Q
¢) Build yout confidence as a parent J 2| L cu|
d) Ask you about how you are Jeeling as a pacent Q Ll L Q)
9.  Inthe last 12 months, how ofien did yaur child’s doctors or
other he_a'l"a_providers. B Never Somatimes Usually Always
l a) Gwve you specific information to address any questions , [
you may have about your child | Q Q s ‘ Q
- il o
b) Urderstand your fan iy and rov you prefe: W - '
raise your child - 2 = J a
¢} Talk fo you aboul chidcaie arangements Q L | L} Q
d) Talkk to you aboul resources (o7 parents znd lamities , - - ]
{paren( support groups, allernalive heallh carg) J = - =
e} Talk 10 yow about Issies in your communily hal may o R
affect your chikd’s heaith and devel :
y and developmenl (such as kead 0 0 Q) 2

poisoning, poo! salety, community violance, gun safety,
o1 window quards)




CONF DENTIL 1D CODE

10. I last 12 months. howi h¢ - fu! wete your Very | Helpful 5°H‘:‘“"“‘ﬁ Not | Wedid ’
discussions wih your child's doctors of other Helpiul fptul atal not
< . haiptyt | dlscuss
heaith providers -
a)  Helping you undarsiand your chiid’s beriavior ' 2 i Q 3
b} Helping you learn how to meet your own E 0 Q Q
needs while caring for your child - o
¢) Leaming how (o protecl your child from injurias ‘ | 2 L Q) J
d)  Giving you the information you needed when i Q) 0 o) <
you neeced it |
11.  Overall, §o you feel more of less confident in daing the ,‘_ {teshadot | Hleslatinie | 1donot 1 lvel bess
follawing th ~3s berause of the information or guidance you | more fmors feel more or | confident
racewved from your chid's doctors or other he alth confidemt | confidenl less
prowders’) confligent
2) Managing your parenting responsibiities P | 'a Q
b) Proteciing your ch::d from injury and accidents l a Q \ Q l' L
¢} Dong trings for your child that help himor her grow | 0 0 ' 3 | Q
and learn such as reading and taking to your child ) |
d) Addressing any special concems you have about your p N i
chifs developmenl and behavior d | Q a4

Heatth wriormavusn can inziude writien pamphlets, viders you could have seen in the wailng raom. recorded
information over the telephone while waiting 1o make an appoiniment, inlormabon from your health plan, of
information on the internet. You could have seen ar heord (his information inside or oulsige your doclor's offce.

12.  Inthe last 12 months, 6id you see or hear any information about Yes No
!f' a)  Safety Tips: How 10 mate your haict and car safe for your child {For example. 3 0
information about l2ad paisoning of car seats or syrup of ipetac) |
b)  Health Care Tips: When and how often your chiid shouk see he doclor, T _T
immunizalion reminders, informatlon atoul other heallh care services availabie for k| Q
yout child _ ___ -
cy Child Care Tips; Helpful lips about how fo care for your child. (R | (|
d) Developmenial Information: Informaton abaut your child's develapment an& hg&_ - Q )
\ you ¢an hsip your chi! grow and learmn. k
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[[SECTION IV: HEALTH CONCERNS ABOUT THE CHILD |

" The next few questions ask about corceins par.nls sometimes have about their child. |

} 13_* Bo you have any concerns absai Yes Alitile Not a1 al \
a)  Yous child's learning, development or behavior? o) Q | '
b)  How your child talks and makes speech sounds? 0 i |
¢) How your chiig sees or hears ? Q . ‘e B
I- d) How your child undersiands what you say? Q ra Q] _!
Lo —
14. " Do you have any concerns aboul . . ] Yes A‘;‘nh N:J.T
e _:— R F q
a) How your child uses his of her hands and fingers to do things ! Q Q Q
b) How your child uses his or her arms and legs? 0 Q Q)
c) Haw your child benaves? o) Q 1
d} How ywur child gets alorg with others? 0 Q Q
15. " Do you have any concems about [ ves Alitls | Notatall
a) Mow yous child v learning lo do things for himselfihersel? f Q Q 0
b) How yout child is leaming pre-school skills? | 0 0 a
c) How your child is behind olhers (can'l do what olher kids can)? Q Q| L
L S I . el

" HLagied e permeti0n bom Faver | Eagivatin of Dpvropments Wty © 19T Marces P age Gancon £ lworn a6 Vandermiey Frans Aty raro0uson o idacliion wibad
BF EAIESt o ien COMEnt o I (eubin S 1) ) w0 O et e
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16. Inthe last 12 months. did yaur Cii0d’s doclors or other healtk providers ask if you have concems about your
child's leaming, devetapment, and behavior?
| 0 10
Yes No { don't remeinber
47. Inihe_last 12 months, oed your child's dactors or other heaith providers give you specific infarmation to
address your concems?
Q Q Q im)
Yes No I den'l remember | did nct have any
corteins
18. Inlne Jast 12 months. did your child's doclars o1 other healtt prowders leli you thal they were doing an
assessmant or \esl ol your cmld's development?
\Q Q a
Yes No 1 don'tremembe” !
19. Inthe_last 12 months, di§ your chifd's doctors or olher health providers have your chidd pick up small objects,
stack blocks, thcow a ball or recognize ditkerunt colcrs?
0] QA O
Yes No ) dun't cemember
; e ) [ e 1
20. Did your child's dactors or olhec heatth providess evar: Yes No
' a) Refer your chid (o another doclor or other heailh provider ‘0 :Q !
. b) Tes! your child's lesrning and behavior Li ‘Q S|
¢) Noie a concern gbout your child thal should te watched careflully 'Q ‘a
d) Refer your child for speech-language or hearng lesing 0 0
e) Give you advice about how {0 help your chitd | ‘a
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CONFIDENTIAL 10 CODE

|
i

[ SECTION V: YOUR FAMILY

-

A child’s doctars or other health providers somelimes ask questions aboul a child’s fam.iy. These questions help
provide the besl care possibie for your child. These questions can be asked in a survey that you fill out befors the
visil, in the wailing room, or when ycu tatked with your child's doclor or other health prcider dunng your child’s visit.

21. \n lhe last 12 months have your child's doctors or other heahh providers asked you : Yes No

a) Ifyou ever {eel depressed, sad, or have crying spelis Q ‘a

b}  To lalk about your own chilph-:aod experiences with him or her and how they o 0

relate (0 your ieraction with your child

¢)  Hany family member of the child smokes '] u]
‘ d) I 2 lamily member uses alcohol or other drugs cr substancas excessively ‘Q “D_

l e] i you feel safe al home Q a
22. In (he last 12 months have your child's doctars or other health providers asked you : Yes No ;
a) Myou r;;;;_e_someon“e“gr;;"l;l:rve"r;\o.l;\_a;l support ':-'I_"F E _____

b)  To talk about any changes of new stressors in your family of home 'Q Qa

€} Myou have any hrearms in your home ju| g

| d) How parenting works :no your daily activities and fulufe plans in lifg a a
e) Tolalk about Yow you and your family are enjoying rarsing your chitd 'a Q|

13
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[ SECTION Vi: HOUSEHOLD ACTIVITIES AND INFORMATION ]

[ These next questiois ask about some of the acvities in your family

23.  Vinenlaying your chifd down 1o sieep at ight of for a nap, in what positon do you ususlly place your child ?

Q :3 0 A ol 4
On Back  On Siomach On Sige No Specia! Posilion Nol Apai~oble- Other o
Child Too Old

24.  How many \imes In the pasl week did you ..ok al or read a beok with your chikd?

0 ’D A i\ xD
Not at all Once or Twice Several Times FLlautence a day More than once a gay
Have you ... [
i Yex No
i I
25 Puthousehold cleaning praducts or medicines out of reach or in a locked cabinet? J Q|
8. Turned down the hol wates temperature on your hot waler healar? FQ 'a
27, Kept synup of Ipecacin your home? 0 a |
2a.  Putup baby gales or ofner salety bamiers in your home? ‘0 ' l

29.  How lang did you breasifeed your chilg?

o i - Q
My child was nol breasties Luss thap a maadh Mare than a manin | am st dreastieeding

30.  Does anyone living in your household smoke?

Yes No
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| These next questions heip Us lo better uroerstand your child and his o7 her hecith care ngezs

31. Does your chid currently need or use medicine preseribed by a doctor (other than vita~.asi”
0 q
Yes ¥ Go to Questicn 3ta Nc = Go to Cucsticn 32

31 a !s this because of ANY med:cal, behavioral or olf i:r health condition?
|m )u
Yes ¥ Go 10 Question 31b No =» Go o Question 32

3b s tius a condian that has lasted or is expected la fas! kor gi Bas! Y2 mon™Ms’
|D ;3
Yes No

32 Coes y2u¢ chiid need or use more medical care , mental heallh or educalional servi¢es than 13
usuat for most enildren of the same age?
Q il
Yes ¥ Go to Question 32a f.o = Goto Questio”. 33

32a s tis because of ANY medical, behavioral or olhe.'_ health condition?

- :a

Yes ¥ Go 1o Quastion 32b No =» Ge to Question 33
32b s *his a condilon (hat has 1asled or s expected 1o last for af Jeasf 12 months?

| |
Yes No

33. .5 your chigd imited or prevented in any way in /s or her abiily to do the things mos! children of the
same age cando?
‘Q A
Yes ¥ Go lo Question 33a No ~» Go to Questinn 34

333 Is Ihis because of ANY medical, behavioral of other hez.lth condilion?

a J
Yes ¥ Go 10 Question 33b No = Go 10 Question 34
33b Is this a conaiion (hat has lasied or is expected fo Jasl for gf Jgagl 12 months?
'a U
Yes No
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34. Does your child need or gel special therapy. such 2s physical. accupalional of speect therapy?
' 0
Yes ¥ Go 1o Question 34a No =» Go to Question 35

14a. (5 Us because of ANY mzdizal, behavioral or other heallh condition?
ID )D
Yes ¥ 5o to Queshzn 34b No = Go to Question 35

34b. 1s (hls a condition that has lasled or 15 expected 1o last for at feast 12 moring?
Q Q
Yes No

35. Does your ciuld have any kind of emolional, developmental or behavioral problem for which he or
she needs or gets {reatment ar counseling”
' 0
Yes ¥ Go lo Question 3523 No -» Go to Question 36
352 Has this problem lasted of s il expected to ias! for at feas! 12 manths?
a :Q
Yes =» Go to Question 35 No -» Go lo Question 36

r'.“ese next questions are abcul you. They are being asked for grouping purposes cnly J

36. {sihe chid named in this survey your first chind:
Q :a u
Yes No e question does nof apply to me
37. How many children under the age of 18 are wing 1n your household fincluding the chid named n th.; survey)?

d | 0 i | |

1 2 3 3 Sorrore

14
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38. Are you male o-femeale?

a |
hhale Female

39.  Whatis your age nght now?

| a 0 Q Q 'Q
Under 18 1Blo24 25-34 3544 45-54 6574

40, 'ow 3re you relaled (o (he ehild named n [his sunay?

CONFIDENTAL ©© CODE

3 0
65-74 75 or older

Q 0 .| e 0 1 |
wother Father Funtoruncz Oldes brotheror  Grandmather or Gua:dan Cwher relatve
swsler Grandfather
41.  Whatis the hghest grade of level ol schoo! that you have woileted™
a aa| i Q Q O
8™ grade  Scme high v2.100l, High Schoo! Sorre tollege 4 year college More than
oriess bul graduate or graguate a 4 year collere
dd nol gradyale or GEO 2-year Jegree degree
42. ¥ow do vou deschbe youwself? Select all {hat apply.
| ] m| 0 s] W 1
White  Black or Afncan Asian American Indian  Hispanic Native Hawailn or Other
Amencan or Alaskan Nabve  or Laino  Di-er Pa: ‘i Islander
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43.W  hal 1s your current marilal slatus?

a iQa | Q a
I have never Marizd Living with Widowed Divorced
been marred significant olhes

44, Lastyear. that is in XOOXX, what wes your (otaf income from alf sources, befcre taxes?

Q 0 :Q Q 0 ‘0 0
Less than 10 lo 20 to 300 6010 100.000 Oon't
10,000 under 20 under 30 under 40 unger 100 or Nore Know

YOU'RE DONE!
Thank you for completing
the survey.

You have helped to make a
difference

Please return the completed survey
in the envelope provided.

16

CONFIDENTIAL IDCODE

d
Separated

qu]
Reluse (o
Ansver
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Scoring the PHDS into the PHD Measures of Care

The Promoting Heaithy Developmer: Survey (PHDS) co~tang 44 questions. Tho crcbon descndes hew
lo score specific PHDS queslons infto measures of care,

Summary of the PHO Measures of Care
A nigh-level summary of the PHD N asures of care.

Mapping the survey questions to meagures of care

A map of which ingivigua! Prtamoling Healhy Development Survey (PHDS) questions are soored into
each measure of care

Preparing to create measure of care gsgores

How 10 create a daba file re-coding the Prometing Heallhy Development Survey (PHDS) rasponse oplions
inlo numeric values and Io cfeale new vanables needed to score the measures of care

Creating parent-specific measurg of caro scores
Haw to calculate measure of care scores ‘n- aach child/parent

Scoring measures of care lor speciiie groups o{ parents/chiidren
How o cafculaie measure of care scores for groups of [ enle/chidien |example. by health plan or by
tnose enrollec .4 the Primary Care Case Management grogram of Medicaid)
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Measures of Care
in the Promoting Healthy Development Survey

Calculation: The PHDS measures use enroliment d21a 1o identfy parents/familes of members who are
no younger than age 3 months and no oider than 48 months at the nme of sucvey admunistation A
survey 1s adminsteced to a sample of parents idenlified using 8 standardized protoco! Depunding on
which group is (0 be assessed (e g heallh plan, medical group. slate program) measure of £a:e §Cords
ate cakulated as scores or rates using dala obtained from the survey The scaning alganthm shown
below applies 1o those who wish 1o assess the qualily of care provided in @ healh plan, Separale
sampling ang calculations ace recommended for the Medicaid and commercial populations and (or
different structural groups being assessed (e.g. medical group, individual providers )

Description of Measure of Cara | Numerator & Danomsnator for ! Scoring Used .
the Measure of Care : ]

. Measure of Care 1: Anticipalory guidance and parental education from doctor of othes health provider .

{ All respondeants (items 3a-h) 1 Numerator Sum of the scote for Mean score on mutl-fem scale. [
| Talking wilh prowder(s) or olherwise | each ehgible, indivaiual survey Yearsion A: Average graportion of |

having neaded information aboul. responden( who reporied (hat theyr ] parenis who s3i0 that “yes” tha

chilg’s growh and developmant, chitd had seen a doclor or other | lopics were discusserd !

Poinls oblamed for each response: !
Yes. and afl my Queshons

behawviors to axpect, physically canng | healith prowider in the last 12 months.
foc the child, reading and playing wilh | Inoiwmdual scores ate cakulaled as

child and belping child grow and e sum of the scores for quesbon 3 | answered 100 pis ;
" leam, making house and cas safe and | and 10 1he age specific queslions | Yes, but my Queslions were !
F preveniing child from injury. , drded by the number of (lems | not answeted: 100 pis

Age Speciftc (tems: answered. No. but | wish we had discussed

3.9 Monthg (S 1 3-g 52 a-e); Denorminator: AR survey fespondents | 0 pls

Talk/get informabon aboul who report thal thew child has svena | No, but | gol my infannation from [

breastieeding, issues relaled 16 food doctor or other heatth prawvider 2 the | cfher resources and did nol |

and feeding, 5leeping positions and lasl 12 months . need 10 discuss i By |

sleep area, night waking and fuasing. furthes 0 pts

child s responset. iind commurication. Yerslon B: Non-tnear sconng aftha |

how 10 avoid burns, reading a book rtlems, giving credil for anticipalory

with (he chwd guidance and parental education !

30-18 Months (§.1 a-f, 6.2 a-[}: the parent noled Ihat theit

wfcimation peeds wete meal.
Poims oblaned for each responds

Ta1/get informaton aboul. nulnbon,
sleepimg/napping, preventing

wvotltemouth, chid s communicalion, Yes, and 8l my Jueshons

chila's independence, guidance and answerad 100 pts.

disciphne lechniques. Sywup of Yes. bul my questions were
\pecac, lolel lraining, teathng vaih Ihe not answarad 25 ple

chiig. Ne, but I wish we had discyssed:
19-48 Monihs (7.1 a-, 7.2 3-0): Opts

Tal/gel informalion about: nulrtion No, but | got my information from
and ea(ing habits, child's social olhei resources and ad not
nlerachions and communicalion skilis, need to discuss q any

child's indepengence. guidancs and further 75 pls.

lima setuing Synup of 'pecac and

ather salety 1ssues tollel iraining, and !

reading with Ine child. :

I | sl e -

[ Measure of Care 2: Health Information




b5 12 8-¢: Informaiion piovided
outsidesinside 1he doclor or olner
health provider’s offica (mail, ¢ clinic
pamphiats, videos, etc) on: safely
lips, health care utitizalion Ups,
chilgcare lips, chitd development

Numerator. Sum of Lhe soorm for
each respondent Indivdual scores
are caiculated a$ the sum of the
scoies 0t each individual dem
divided by the 8 of tems answered
Denominalos All survey
respendents

Average proporlion answernng “yes”
to the four temns.

Points obtained for each response.
Yes. 100 pls.

No. 0 pis

Maazure of Care 3: Follow up for
soclal problems

children with an indication of risk

for developmental, behavioral, or __1'

lemg 1) a-d 1438-d,153-¢ used 0
classlty children as having and
indicalion of risk Follow up (items 20
2-6) indicate whe'™ef soma lype of
appropnale (ollcw up occurred. Follow
up items include festing of child's
learring and behavior, selerral 1o
speasfisi. whelher a doctar ar olhet
health provides noled a concern, and
whether a doctor or ofher hea"i
provider gave advice 1a Ihe patent 1o
agdress his/har concem

Numesalor Number of respandents
1denlified as at high/oderate risk
who teceved follow-up.,
Depominalor Number of parenls
whose chitdren are idenufied as high
or modaraie rsk

1
i

Pioportion (dentified as
igh/mooeiale nsk thal receved
some form ol appropriate folfow up
leas! of item 20. (Risk specific
sconng aigonthm use for yuastion
20)

Polnts oblainad (0! each response:
High Risk 100 points if answered
“Yas~ lo 203, 20b. or 204,
Moderate Risk- 100 pointe i
snswered “Yas” ta 208 20b, 20c,

' 20d, or 20e.

Measure of Care 4: Assessment of well-belng of parent(s) and safety with/n the lamlly

ltems 212-b, 21 e, 22 a-e: Providels
talks wilh parent about cepressron.
sadnass. childnhood experiences.
{eeling safe at home. support and
stress |n (ife, firearms, parentng along
with olher demands

Numeraiolr Sum of the score for

each eligible, ndividua! survay
respongent. Indradral scores are
caleulated as the sum of the scores

for survey tems 21a-b. 17e, 22a-e
dived by the number of items
answeted

Dragminator All suney

tespondents. i

Average proporbon answenng “yes”
10 each survey item

Points oblained for each response
Yes' 100 pla.

No 0 pts

Measure of Care 5: Assessmeni of smoking and drug use in the lamily

Items 21 c-d: Providers asks parac
about smoking and drug use

Nomerafor Sum ol the scote lor
sach eligible, ndvidual survey
respondan Individual scores are
calcvlated as the sum of the scores
for items 2%1¢-21d dwided by wo
Dengminalor All survey
raspondents

Average proporion answeing “yes”
1o each survey item

Points oblamned for each response
Yas 100 pts.

No. O pls

Measure of Care 6: Famlily Centered Care (Communation and relalionship with providers)




Items 8a-d, 9a-I; Parent raports Ihas
prowvider(s) takes ume lo undersiand
unique qualiies and needs of child
and (amily, respects and bunds
confidence In parenl, asks aboul
responds to patent's feali.ys,
concerns and preferences a1td shafes
aboul resources (hal may help the
child, pasent and/or famuly.

Numeratot. Sum of the score for
each ebgible, individual survey
tespondent who reponted that their
child had seen a doctor or olher
heaith prowider in the last 12 mcsths,
Individual scores are calculated a3
the sum of the scores for 8a-0, Ga-
dwided by the number of ems
answered.

OCenomina‘ar All curvey respondents
who repail thal lner child has seen 3
doctor or olher health provider in the
{asl 12 months.

]

NMean score on a mull-fem scale
Points oblained for @ach response
Never O pis

Somatimes 33 pte

Usually 87 pls.

Always. 100 pis

Measure of Care 7: Hetpfulness a

as a parent

nd effect of anticipatory guidance

and counsoling on confidence

Item 10a-d, 11 a4d.: Family repori of
helplulnass of ~uidance. counse: ry
and educalion Reponed
increase/decrease in confidence in
cenain parenling actions because of
infarmation of counzeling obtained
from » dociol or olher haalih prowdet.

Numeralor Sum of fhe score fof
each eligible, ndividual survey
respondent wno reporied thatl theif
chiig had seen a doclor or other
health provider in the Lasl 12 months.
Indmidual scores are calcuialed as
Ihe sufm of Ihe scores for survey
dems 10a-¢, 11a-d divided by Lhe
number ol survey items answered.
Denominator: All survey respondents
who report thal their chig har seena
, docior of oiher heatth providert in the
} lssl 12 months

Mean score on 3@ muth-~dem scale ;
Points cbtained lor sach response

Nol ali Hefpful’ O pls

Somewnal Heiphy) 33 pis

Helpful- 67 prs

Vefy He,i‘ul 100 pts

We do not aiscuss Coded as

Misging

| teei a lot mote confident’ 100 pis.

I feel 8 latle more confident 67 gts |
| do not feel Mo of =55 configenL
33 pts

| I eel less configent 0 pls. .

AL



Mapping the Survey Questions to
Measure of Care Scores

The Promoting Healthy Development Survey (PHDS) contains 44 questions. This
section describes how to score spedific PHOS questions into measures of care.

Measure of Care PHDS Questions 1
Scored into the Measure of Cars |
1) GeRing needed anlkipalory guidance and parental Jag i
education lrom dottor or other health provider 0-8 months olg' 5 1-52
! | 10-18 monlhs old 8 1-6 2
| | 1948 months ¢ld 71-7 2 -
2) Health information 12a-d e |
3) Follow-up for children with an ndicaton of nsk for Scored for only those at !
development, behavioral or social problems. high/moderale nsk 20 a-e -
4) Assessment of well being of parent/ guardian ana 21 a-b, 21e
safely within the family | 223-¢ R
5) Assessment of smoking and drug use within the 21¢d
hamily —m R
i6) Family centered care i 8ad
- 9af
{7 Helplulness anu elfect of care provided 10 a-d
| 11ada

A



Preparing to Create Measure of Care Scores:
How to get from the Raw Survey Data to Scored Survey Data

Silep 1- Create a Data File
Creale a dala lile that quanufies the responses given by each respondent who uses the response codes
for the Promoting Haallhy Development Survey (PHDS).

{CW LINK HERE TO THE DATA DICTIONARY, in this folder)

{ Re-codinf) Response Optio.
Re-code the response choices in the data (.2 so thal they can be scored inta measures of care (See the
lable below for exact re-code guidahries). The recoded response op'ians will contain the »umber of
points thal each cesponse contrnbutes 1o the scormg of the quesuon and measure of care.

The table befow shows each ol lhe questions scored nto qualty measures and (e scores reti:ved for
each response choice




Questions

Response Choice

Cholce

Score for Each Response

)health provider

Measure of Care: Getting needed anticlpatory guidance and parental education from doclor or other

[ Scoring Version 1A Avarage proporion of parenls who saud that "yes™ the lopics wete discussed

3a-3g

5.1-52
6.1-6.2
7.1-7.2

1. Yes ang my questions were answered

2. Yes. but my queslions were * ol answered
complelely

3. No, but | wish we had discussed Ihat

4 No, bul ! already hag information about

this toplc and did nol need to discuss il any more

100 points
0D points
points
points

1

2=1
3=0
4=0

Scoring Version 1B: Non-inear sconng of the rems, giving credil far anhicipatory guidance and
parental educahon i the parent noted Lhat their nfa’maticn needs were mel.

! 3a-3p 1 Yes and my questions were answered % = 100 points T
{ 51-8.2 2. Yes, but my questions were nol answered 2=125polnts |

6.4-6.2 compilelely 3 =0 polnis i

7.4-7.2 3 No, bul | wish we had discusse= that 4 =75 points !
) 4 No. but  already had informaticn aboul §
| this Iopic and dixd not need 10 discuss it any more |
[Measure of Care: Family Centered Care |
f B T Never 1=0 !

5 2 Somelmes 2=33 !

! 3. Usually 3=67
i 4. Always ja=100
W\easure of Care: Helpfulness of care i
[ 10 1. Not at all helpful [i=0 !
| 2. Somewhat halpiu! 2=3
| 3 Helptul 3=67 i
! 4 Very helpful 4-100 !
| |

5 We did not discuss

!5 = Not scored

Measures of Care:

Health Information; Assesamant of well being of parent/guardian and safety In the
famify; Assessment of smoking and drug use in the family.

]
£

12 1. Yes 1 =100 1
20 2 No 2 |
21 ‘ :
22 ) ) ) e
{Measure of Cara: EHect of Care Provided 1
1 1 1eel 3 I3t mure confident 1= 100 points [
2 ) fee a htte more conhdent 2 = 67 polnts |
3 | g0 not feel more or less confident 13 = 33 pointa ]
4 | leel less confident 14 = 0 polnts ]



For example, if a person answered "Yes" to queshon 11a “In the Jast 12 months odid you receive
any information from your heafth plan about Safety Tips: How !0 maka your house and cer
fe for your chitd” then he or she would gel a scose of 100 points. However, i another person
nswers this 5ame question in the scvey as "No™ then he or she would get a score of O points
or that particular queshon.

+ For purposes of calculaling the measures of care, responses that are coded as missing
are not given a score and are nolincluded in the caleulation of the measure of care far
each respondam

s Foritems 10 a-c, if the response choice “We did not discuss” is marked, then the answes
lo the specific item 1S re-coded as missing and 1s nof included in the scoring of the
measure of care for each respondent.

« Quality scores are only calculated for thase respondents who answer at leasl half of the
items that are included in the measure of care thal are based on mulli-tem scales



How to Score the Measures of Care for Each Respondent

Each (ndividual teceives measures ol care scores thal are between 0-100 tor each of the sevem
measures of care The table below explains how each qua ity measure 18 cateulated for each

child/parent answering the survey.

Measure of Care

PHD Survey Questions

Scoring of Measure of Care

|

1_A. Anticlpatory guldance and
parental education from doctoy
or othar heaith provider (Version
A: Average Proportion of Parents
Who Said "Yes"™ the Topics Were
Discussed)

la-g
(7 dems)
0-9 months o8 5.1-5.2
(12 tems)
10-18 montns olg 6 1-6.2
(14 items)
1948 montns old 7 1-7 2

{14 tems)

|
|

Mean score on mull-ilem
scak

0-9 mont* .. Had lo answer al
teasl 9 qu. shicnis n Whis qualily
measure \n or.r (o be scored
10-18 months Hay 10 answer 3l
laasl 10 questions in this quailty
measun@ in Order 1o be scored,
19-48 meoths. Had 1o answer at
18asl V0 queshans in this quality
.measute in orset 1o be scored

1_B. Anticipatory guidance and
parental educatlon from doctor
or other heallth provider (Version
B: Non linear scoring of ltems,
giving credit for anticIpatory
guldance and parental education
if the parent noted that thelr
|informationatl needs were met)

—

3a.g

0-9 months old- 5 1-52
10-18 months olg € 1-6.2
1948 rmonths old 7 1-7 2

Mean score on mult-item
scale.

-9 months Had 10 answer al
leas! 9 quesuons in 1s Qquatily
measure in order 1o be scored
©10-18 months. Had 10 answer a1
leas! 10 queshons ~ this quabty
reasure 1n onder 1o LB scoreqg
18-48 monihs. Had lo answer 3l
feasl 10 questions in this qualdy
masbula 1n orer io be soored

2) Health information

12a-d

Avefage proporhon answenng |

x‘yes“ to lhe 4 questions

|Had 1o answer at least 2
| queshons in ths quahly
maasure in order o be
scored

3) Assessment and follow-up Tor
chlldren with an Indication for
risk of developmental,
behavioral, or social problems |

Scarrd Inr only those at
hightmoderate nsk 20 a-a

high/moderate nsk.
Proportion who received
soma son of follow up

High Risk Had lo answer
| @ither 162 of 16¢ or 164 or
| bott: 16b and 16e.
Moderate Risk Had ¢
ansvwer yes.

{

Only scored for children of

Riske specific scote used Lp |

F




I “ieasure of Care

PHD Survey Questions

Scaring of Measure of Care l

4) Assessment of weli-being of

the family

parent/guardian and safety within

21 &b, 21e
123-e

Average proporion answenng i
“yes" to each of the 8

Questions. ‘
Hagd to answer at least 4 tems |
in 1his quaity meacure \n order |
to be scosed. !

[5) Asseasmemt of smoking and
|drug use within the family

f

21cg

Average proportion answenng |
“yes” to each of the 2 |
quesiions. |
Had to answer both of he |
queshions in this quality [
messure n order 10 be scored |

’:E)—Famny centored care;

8 a4y
9af

Mezn score on a muil-
question scale.

Had to answer at leas( 5 .
Qqueshons In (his quality ,
measure it order 16 be scoTed |

7} EHect of care recelved

10ad
11 a-d

Mean score an a mulli-
queslion seale. i
Had to answer at least 4 |
questons in this qualrly
measure in ordec 1o be scored. |

Tha- Yes
11b- No
1hc- Yes
11d- No

11a- 100
J15-0
e 100
id-0

4

Example of Scoring.: Example of scoring measure of care # 2:
o Parent answers items In quality measure 2 in the following way:

v These responses are re-coded for the following values:

o Parent’s score for quallly messure 2=
100 + 0 + 100 + 0 = 200 = 50

N



Scoring the Measures of Care for Specific Groups of Parentz/Chilldren

Once parent/child level measure of care scares have bren crealed, then measures of cate for groups of
parents caa be scored

Throughout the rest of the document the term “unit of analysis” will be used. A “unr of analysis’ for the
PAGS means a group of parents/chadren Lhat you would {in€ 1o scole the measures of cair specific (o.

Examples ol what we mean by a “vnit of analysis” indude-

= Parents/children insured by Media:d

» Parents/children enrolled in a specific prograint (e g Fee-for-Seru.ce T amary Care Case
Management)

» Parents/chudren in a speci.s hea"t plan

~ Parents/c'wdren iesiding n a speci.c County

~ Parenis/children sarved by a specific medical group or chvi 2

For gach unit of analyss being maasured, the measure of care score for the unit of snalysis IS =

Sum of Each (ndividual Respondent's Quality Score
Number of Individuals with a Quality Score

In other words. the measure of care Is the average score {or all respondents for whom
the measure of care could te calculated.

For example. measure of care # 1 is "Gattng needed anticipalory guidance and
education from doctor or other health care provider”. This measure of care is only
scored for those parents who report that their child has been 1o see a doctor or othar
heaith care provider in the last 12 months. Therefore, the denomunator for the micnsure
of care score is nol the {olal number of respondents, rather it 1s the number of
respondents who teport that thew child had a visit and who answered



Exwnple of Scoring Measure of Care 82 For Health Plun Unit of Analysis:
Let’s suy (ot four parenis are the only members in a health plon,

The score for meusure of care # 2 for the health plan would then be equal 5o the sym of the Individual scures
or ull 4 purents for quality measure 2 Civided by the number of people (4):

| Parent I- 50
Parent 2. 100

: Parent 3- 0
Parent - 1

{70e boutrn plun score for measure of care ¥ 2 =
S0+ 100+04 100=250<=625
4 4

)
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MEMORANDUM
March 3, 2003

TO: Dicdre Chambers, MS
Oklzhoma State Departinent of Healtl
Children Firss

FROM: Shari Kinney, RN, MS, MPH 5" )
OSDH IRB Adminisirator

IRB #908 Oklahoma State Department of Health IRB ¢
FWA00000183

SUBJECT:  03-04 Provision of Child Development Knowivdlye tv Pur-nts by Primury
Care Providers

The OSDH Instutional Review Board has conducted an expedited review of Provision
of Chilu Developnient Knowledge 10 Parenis by Princary Core Providers. Thu informed
cunsent document and research proposal 15 hereby approved and you may begin subject
enroliment. [t ts the Board's judgment thal the rights and wellare of the individuals who
may be asked 10 panticipate in this study wil! be respected; thal the proposed research,
including the process of oblaiming informed cansent will be conducied in @ manner
consistent with the requirements of 45 CFR 46, as amended; and 1hat the potential
benefits to the subjecis and (o olhers warrant the risks subjects may chwose 10 incur.

As principal investiyuior of this project, i is vour responsibility to insure 1hat 351s sludy 1s
conducted as approved by e Board  Any madifications to the protocol or conscnt form
will require prior approval, which you may request in an amendiment letier or
memorandum (0 me.

Tlus zpproval is pranted for o pencd or onc 3. A periodsc progress report is feqii-d
by February 19. 2004, summarizing sludy reselis 10 date, o1 a suminiary of (he completed

study.

1{ you have qnestions ot need additional informatien. please contaet Shan Kinney., [IRB
Admimstrator at {405) 271-9444 ext. 5673% or by E-masl ot sharih @ health state vk s,

vherk you.
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Oklahoma State University
(nstitutional Review Board

Pratoco) Expires; 4/20/2004

Dale Nonday, Apni 21, 2093 IRB Appiz{ton No  HEQ3IBA

Proporal Tike  THE PROVISION OF CHILD DEVELOPMENT KNOV/LL. DGE 10 FAREEENTS BY THE
PRIMMARY CARE PROVICER

Pincipal

Inveximator(s)

Oigdre Chambers Palnca Sen

Rt 1 85x 4BH 2264 HES

Hydro CK 731048 Sultwoter, OK /4073

Raviswed ang
Processed 8% Exempl

Apptoval Slatue Recommendid by Revew::15) Approwvz

Deat Pl

Yaur (RB npplication referenced zbove has been approved for one caiendar yeat. Please make nala of
thy expiration date maicat.:f above. Itis the judgmenl of the 1eviewers thatIne nights ang weilare of
indrviduals who may be WsKed 16 pameipals i this siucy vall b respacied and that the research vail be
conducted in a3 manner cansistanl with the IRG requirements as puthned In section 45 CFR 48

As Pnncipal Investigator, il is your responsbility 1o do (he tollowing:

1 Conduct this shudy xacly as il has besn approved Any medificalidons 1o Iharesaarch prow ol
mus! be submitted with Lhe app/opiate signatures for IRB appiaval

2. Submil a raquest fos continualion it the study exténds beyand the approval pewdd ¢f ~me calendar
year. This contnualion must (ecaive IRB review and approval belora tha research waii contnee

J. Raport any advarse events to lhe IR8 Chax promplly. Adverse events ase those which are
unanlicipated and impecl fhe $ubjecls ducing Ihe course of tus research, and

4 Nolily Ihe IRB office i vefring when your cesearch project 1s compisle

Please note thal approved projecls are -ubject 1o monilonng by tha IRA. If you have questicns about the

IRD procedures of need any assustance from the Board, please contact Sharon Bacher. tha Execulive
Secretary to the IRB, .. 215 Wrtehu' st {phone 405-744.5700, wbacher@okslale.edy)

Carol Olson. Chair
Instituliona) Review 8-:aa
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Oklahoma State University
{natitutional Review Board
Protoco! Expires;  4/20/2004

Date  Trusday. [ume 19, 2003 '@ Apphcabon No  HED3G2

Piopgsal Teles  THE PROV!SION OF LD DEVELOPME . KNOWLLEDGE TO PAREEENTS BY THE
PRIMMARY CARE ORQOVIQOER

Pancipal

Nveshgala(s)

Diggre Cramees Pathels €24

Rt 1 Box 46H 2264 HES

*yoto OX 73048 Slilme er OK J2Q78

Reviewed 2nd
Processed as Exempl

Approval Sislus Recammended by Reviewe: (T Approved ModIfication

Cleasna nate (hal Lhe producdl explres oa the folloeas | 33le which 14 one year tem [he date af the agprova! ol 1ha ofiginel

protoco
Protoco! Expires:  4/20/2004

Signalure

Thurscay. Jure 19, 2003
Oute

Catg: n_ Cietlor of

Sleprsity Raseacn Comgiance

A@Drovals a/e vaild lo/ one RRngar year NETWhiLh ime a mauesl for ConbhuALion rmusi be suomited Any modii “aligns
10 {ha raxes sy project agpioved by the 1IAD Must S submitiad lor appigva) with the 2dvisors signatate 1 ¢ IRB ohiece

NUST be Aot 1250 wi' ~ 3 wien a prafect is comphele. Approved projeds 2ce subp et IQ monltping by e IRB  E xpo-. 'sd
and exdMBL proects may be reviewed by Ve full Inginuionzl Revew 80819
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