Talking Points on Developmental-Behavioral Screening

Current Detection Rates

· Early intervention is effective and saves society $17 for each $1 spent

· 70% - 80% of children with disabilities are not detected in primary care

· Only 2% - 4% of children between 0 – 5 are served in early intervention. The Centers for Disease Control holds the prevalence to be 8%: twice that for school age children. 

· Providers should be referring 1 out of 6 patients!

· Informal detection methods are the cause of under-detection (e.g., checklists, informal questions to parents, key items on the Denver, observation, etc.)

· The American Academy of Pediatrics and Medicaid EPSDT recommend validated screening at each well visit

Time and Expense

· Informal detection methods take time

· The Denver-II, a measure which over-detects and under-refers, takes 20 – 25 minutes and costs $40 or more in professional time

· Quality screens using information from parents take less time, cost between $1.50 and $19 in professional time. Office organization, commitment, and patient education materials are essential when using these tools. 

Reimbursement

· The Center for Medicaid and Medicare guaranteed reimbursement for the 96110 (broad-band screens) and 96111 procedure code (narrow-band screens and assessments) unbundled from the well visit via –25 modifier on the preventative services code. The average reimbursement rate is about $13.00 nationally.

· Only standardized and validated screens qualify for reimbursement. The Denver-II is not a validated screen.

· CPT codes may be needed (a list is below)
· States are required to implement the CMS policy by December 2004

· Private payors generally follow Medicaid policy and most now reimburse for 96110  

· Clinic coordinators should check billing/coding procedures per payer. Denied claims should be appealed

· The AAP has an office on billing and coding (Lwalsh@aap.org) and encourages providers to alert them if appeals are denied

Better Alternatives

· There are validated and standardized parent report screens that parents can generally complete on their own thus saving substantial professional time

· A table of accurate measures feasible for primary care is below including screens for older children. Information on all can be found at the AAP’s website on screening: www.dbpeds.org
· A second-stage screen, the Modified Checklist of Autism in Toddlers is recommended by the American Academy of Neurology and can be downloaded at www2.gsu.edu/~psydlr/Diana_L._Robins,_Ph.D..html  or completed online at www.pedstest.com
· Several screens for older children can also be downloaded at www.pedstest.com
Services

· There are numerous free but high quality services for helping children and families: 

· To find services for children 3 and older, see www.nectac.org or call the public schools department of special education
· For more information on autism and other disabilities, wall charts on critical milestones, information handouts for families, implementation assisstance, etc. See www.firstsigns.org and www.dbpeds.org
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1.  Ask parents to complete parent-report instruments while in waiting or exam rooms.

2.  To avoid incomplete, incorrect, or nonreturned parent report screens, ask parents if they would like to complete the measure or on their own or have someone go through it with them. Almost all poor readers will select the latter.

3.  Mail parent-report tests in advance of well visits so that physicians need only score and interpret during the visit. This is often improves the quality of parent report because families may have sufficient time to respond thoughtfully. Advance mailings are also helpful with families whose English is limited because they can usually find someone in the community to help translate items. 

4. Set up a return visit devoted to screening when developmental concerns are raised unexpectedly toward the end of an encounter. A similar alternative is to have office staff call families after an incomplete encounter and administer a screen over the telephone.

5. Train office staff to administer, score, and even interpret screening tests so that professional staff need only explain results to families and identify needed resources..

6. Pool a portion of practice profits to fund a developmental specialist or a nurse practitioner. Such a person can administer screening tests (and perhaps provide parent counseling, run parent training groups, assist with group well-child visits, offer diagnostic evaluations and referrals)

7. Recruit education majors or train volunteers to administer screening tests on a periodic basis (e.g., set a regular screening day in your office)

8. Maintain a current list of telephone numbers for local service providers (e.g., speech-language centers, school psychologists, mental health centers, private psychologists and psychiatrists, parent training classes, etc. ) The availability of brochures describing services may promote parental follow-through on referral suggestions. Giving families phone numbers when you make referrals, eliminates this as a barrier to seeking services. We keep a list of our most common referral resources glued to the wall of each exam room. 

9. Encourage professionals involved in hospital-based care (e.g., child-life workers) to screen patients and refer to them when appropriate

10. Collaborate with local service providers (e.g., day care centers, Head Starts, public health clinics, department of human services workers, etc.). to establish community-wide child-find programs that use valid, accurate screening instruments. 

12. Keep parent information sheets handy. My clinic keeps them in plastic binders (so that originals are not lost). When an issue arises, I retrieve the original handout, copy it, read it on the way back to the exam room (in order to refresh myself on the contents) and then go through the highlights with parents.

13. When using information handouts, go through them briefly with families and highlight the significant parts. Use of a highlighter pen (along with your oral description) should help parents (especially those with limited literacy) recall the more critical information.

14. Use screens as designed, adhering to standard wording, scoring, and decision-making. Violating test standardization decreases validity and increases the chance of underdetection. 

15. Experienced physicians and nurses often memorize test items and internalize norms. This may lead them to rely heavily on clinical judgment.  Since human reasoning is not infallible and judgment can drift over time, professionals should test their decisions at least periodically by comparing them to the results of standardized screening tests. This should help keep clinical skills honed and provide an appropriate model for less experienced professionals such as residents and medical students.
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Sources for Patient Education Materials
Barton Schmitt: The Pediatric Advisor, (Denver, Colorado: Clinical Reference Systems, Phone: 1-800-237-8401 Computerized handouts on over 1100 topics written by over 20 health care professionals, allows handouts to be individualized, updated yearly and includes Spanish versions of the top 250 topics. The software package costs $495 for a single user. Network packages are also available. (www.patenteducation.com also www.amazon.com)

Barton Schmitt, Instructions for Patient Education  (W.B.Saunders Co., Independence Square West, Philadelphia 19106, (phone: 1-800-545-2522). This text contains several hundred 1 - 2 page informational handouts. The cost is $42.95. Updates are provided in almost every issue of Contemporary Pediatrics.  (www.amazon.com)

William K. Frankenburg, Denver Developmental Activities (DDM, Inc., P.O. 6919, Denver, Colorado 80206-0919, phone: 303-355-4729). These informational handouts on developmental promotion come on tear-off pads arranged into 11 age groups and 4 areas: self-care/socialization, speech, fine motor, and gross motor. (http://www.denverii.com/DDA.html)
Carolyn Shroeder and Betty Gordon,  Assessment and Treatment of Childhood Problems. (Guilford Press, 72 Spring Street, New York NY 10012, phone: 1-800-365-7006).Written for professionals this book addresses how to help parents and children with stressful life events --new siblings, sibling rivalry, divorce and death. It also covers management of common problems such as toileting, sleep, sexual abuse, negative behavior, fears, habits and tics, etc. The appendices include a list of books for parents and children, tools for gathering information from parents and teachers are included, and descriptions of numerous tests. The cost is $45.00. (www.amazon.com)

Wyckoff and Unell, Discipline Without Shouting or Spanking. (Simon & Schuster, 1230 Avenue of the Americas, NY, NY 10020); (phone: 800-223-2336).This simple and inexpensive text is written at the 4th- to 5th- grade level and includes short 2- to 5- page chapters on behavioral problems. It costs $6.00 and not only gives guidance but very helpful examples. (www.amazon.com)

Edward Christopherson, Pediatric Compliance: A Guide for the Primary Care Physician (New York, Plenum Publishing Corporation, 1994, phone: 212-807-1047). This book contains numerous informational handouts and other suggestions for organizing general practices to address developmental and behavioral issues. The text, which costs $46.75 includes the Eyberg Child Behavior Inventory, the Connor’s Scale and others. (www.amazon.com)

Morris Green (ed) Bright Futures Guidelines. National Maternal Child Health Clearinghouse (703-821-8955). Covers health and psychosocial promotion in primary care, methods for facilitating discussion with families.(www.brightfutures.org)

The American Academy of Child and Adolescent Psychiatry has 51 handouts that can be downloaded without cost. The handouts are written in English, Spanish, and French, and address such topics as divorce, disaster recovery and how to chose a psychiatrist (www.aacap.org)

The American Academy of Pediatrics (fax: 1-847-228-5097). has parenting brochures that can be purchased in large quantities. These cover violence, television, single parenting, toileting, hospital stays, health and safety issues, etc. The AAP website also offers child-care books, videos, hand-held health records, waiting room magazines, etc. (www.aap.org)

The AAP’s Section on Developmental and Behavioral Pediatrics website (www.dbpeds.org) houses a number of freely downloadable handouts on disabilities, discipline, homework, etc. 

British Columbia Council for the Family (phone: 604-660-0675, can provide individual and bulk copies of books and brochures on such topics as adolescence, marriage, family cohesion, child development, etc. The site describes a parenting program, “Nobody’s Perfect” and its training manuals. There is also an online service called, “Parents’ Resource Almanac” with a http://family.starwave.come/resource/pra/c_1_1.html#3) list of books, periodicals, associations and research centers devoted to parenting topics (www.bccf.bc.ca/) 

Nemours Foundation has excellent articles for parents, adolescents and children on psychosocial and medical topics (www.kidshealth.org)
Child and Youth Health has a great website with especially indepth articles on bullying and numerous other psychosocial issues: http://www.cyh.sa.gov.au/ 

Tufts University has a site housing downloadable handouts in various Asian languages on health, child-rearing and disabilities (http://spiral.tufts.edu/topic.html)

The U.S. Department of Education website houses information for Spanish-speaking families on how to promote child development, help school age children, etc. (http://www.ed.gov/parents/academic/help/partnership.html)

California First Five has child-rearing guidance for Spanish speaking parents (http://www.ccfc.ca.gov/parentinfo.htm)

Helpful sources for age-paced newsletters are:

    Growing Child,  (Dunn & Hargitt, Inc. P.O. Box 620, Lafayette, Indiana 47902 phone: 1-800-927-7289) This is a monthly child-rearing newsletter, matched at the time of subscription to the age of the child (birth through 6 years of age). It costs $15 for the first year and $20 each year thereafter. http://www.growingchild.com/

    Your Child Now (phone: 1-800-777-0987) is a 4 page supplement bound into regular issues of Child magazine. Subscribers submit their child’s date of birth and the magazine sends inserts geared to the specific age of the child or children. Supplements cover development, appropriate toys, etc. An annual subscription of 10 issues to both Child and the supplements costs $12.97. http://www.child.com/index.jsp (the site also supports a listserv on parenting issues)
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Interpreting Screening Tests to Families and Encouraging Follow Through

1. Prepare parents for screening in a positive way. When making phone calls or sending reminder letters about upcoming well-visit appointments, explain in an encouraging manner that the visit represents an opportunity to view how children are coming along developmentally and behaviorally and to provide parents suggestions about addressing any difficulties children are experiencing. This should help families keep these critical appointments and better prepare them for screening. 

2. For parents with expressed concerns for which additional screening or referral is the best response, prepare them by affirming the value of their worries and their careful observations of their child (e.g., Your concerns are important and we need to look further at how your child is doing. This will help us decide whether additional help is needed.)
3. Inform parents about the purpose for each test prior to administering screening tools. This should help ensure that parents understand what is happening and better prepare them for the results.

4. Use euphemisms rather than diagnostic labels when interpreting screening tests. Phrases like "may be delayed", "may be behind other kids", "seems to be learning more slowly", "could be having difficulty learning" are all terms which do not connote a child in a wheelchair or one with multiple genetic anomalies. They are effective terms but not devastating ones. They seem to encourage families to seek additional evaluations without causing paralytic fear. 

5. Provide telephone numbers and descriptions of services. It is likely that families who have the necessary information to follow through are better able to do so. Descriptions of programs may enable families to visualize themselves participating and increase the chance they actually will. 

6. Write non-medical recommendations on a prescription pad or on letterhead. This is a powerful tool for affirming the importance of a recommendation and encourages families to treat this as seriously as other medical interventions. 

7. Offer ongoing support. Parents will often be faced with family members who have minimal investment in your recommendations for further evaluations and services. This may be because they were not present during the original encounter and only hear the recommendation second-hand. It may also be a result of observing the problem but rationalizing its meaning, (e.g., "his dad was just like that as a boy and he's doing fine now"... "It's just a phase, she'll grow out of it"). One way to approach this is to help the parent who accompanied the child anticipate and deal with resistance. Acknowledge their fears and  the likelihood that they will have a bout of wishful thinking (e.g., observing their child very carefully for signs that contradict delays). It is also helpful to invite parents to return with dissenting family members in tow so that you can re-explain your findings. Finally, you might  let parents know that if they get "cold feet" and decide not to go that you want to be informed, (e.g., "It's just as if I prescribed medicine and you decided not to give it to him, I'd want you to talk with me about it. Treat this prescription/recommendation in the same way. Don't be afraid to talk with me if you have reservations about following through.") 

8. Consider referrals to parent support groups or give parents the names and phone numbers of parents who successfully experienced the process of developmental/behavioral screening and diagnosis. This is particularly important for parents who are observably anxious or have numerous other life stressors. However, parents may not always reveal when they are distressed and it is probably best to have a uniform approach to offering parents on-going support.

9. Avoid giving screening results over the telephone. If this is not possible, alert parents that they may be confused and invite them to call back later if they have questions. This should reduce misinformation and resultant confusion and anxiety. Whether conveying results in person or over the phone, provide written information (e.g., a brochure about the referral source, a copy of the referral letter you write, etc.). This should help ensure that parents understand the results and implications. 

10. Find social workers to help with families who are likely to have multiple barriers to following through with recommendations (e.g., single parents with low incomes and multiple life stressors).

11. Provide accurate written and verbal information.  Communication about positive screening test results should clearly indicate that screens only tell whether a child is more likely to have a problems and that screens, while often correct, are not perfect: Children with true difficulties may not be identified and children who are coming along normally may fail a screen. Specifically, parents who raise significant concerns but whose children perform well on screening should benefit from being told that you will follow their children carefully and give them some suggestions about how to help in the interim (e.g., a parent education sheet on how to stimulate children’s language). In this way, you have prepared parents for the possibility that screens may over- as well as under-identify difficulties, and you will have capitalized on a “teachable moment” by giving parents guidance in how to promote their child’s development. 

12. Be sure to follow carefully those children who fail screens but are not found to have problems. Most are performing below average and have many psychosocial risk factors. They need developmental promotion but also referrals to at-risk services such as Head Start, quality day care, after-school tutoring, summer programs, and their parents may need training or social work services. 

13. When children pass screening tests, offer praise and reassurance that learning and development appear to be coming along well. Also ask parents if there is information on child-rearing or behavior that would help them. 
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ICD-9 CM Codes

	NERVOUS SYSTEM 

348.3 Unspecified encephalopathy

348.9 Unspec condition of brain

349.9        Unspec d/o of nervous system

742.1 Microcephaly

742.3       Congenital hydrocephalus

742.4       Other specified anomalies of the brain  (megalencephaly)

742.9      Unspecified anomaly of brain, spinal cord, & nervous system

MOTOR DISTURBANCES

315.4    Coordination d/o- (clumsiness syndrome, dyspraxia, specific motor dev d/o)

343 Infantile cerebral palsy

343.0 Diplegic

343.1 Hemiplegic

343.2 Quadriplegic

343.3 Monoplegic

343.4 Infantile hemiplegia

343.8 Other specified infantile cerebral palsy

343.9 Unspecified CP

781.2 Abnormal gait, ataxic, staggering, paraplegic

781.3 Dyspraxia/lack of coordination- muscular

728.9    Unspecified d/o of ligament, muscle      (hyper-,hypotonia

331.1 Benign essential tremor, familial tremor

781.1       Tremor, NOS

307.2 Tics

307.3 Stereotyped Repetitive Movements

307.20      Tic disorder, unspecified

307.21      Transient tic d/o- childhood

307.22      Chronic motor tic disorder

307.23     Tourette’s d/o

HYPERKINETIC SYNDROME OF CHILDHOOD (314)
314.00     Attn defic nonhyperact.

314.01     With hyperactivity

314.1
Hyperkinesis w/development. delay

314.9 Hyperkinetic synd NOS 

LEARNING DISORDERS

315.00
Reading d/o, unspecified

315.1
Specific arithmetical d/o

315.2
Other specific learning disorder

315.5
Mixed developmental d/o

315.8 Other specified delays

315.9 Unspecified delays

313.83     Academic underachievement

784.69 Other (acalculia, agnosia, apraxia, agraphia)-NOS


	COMMUNICATION DISTURBANCE

784.69     Other symbolic dysfunction (i.e. apraxia)

388.4     Abnl. auditory perception (CAPD)

335.23    Pseudobulbar palsy

DEVELOPMENTAL DELAY/DISORDER

783.42    Delayed milestones
315.8      Other spec. delays in dev.

315.9        Unspecified delays in dev.

782.0       Skin hypersensitivity

388.42     Hyperacusis

BEHAVIORAL DIAGNOSES

299.66
Mood swings

293.89    Organic affective disorder

300.00    Anxiety NOS

313.0      Overanxious disorder

313.1
Misery & unhappiness d/o

313.2 Sensitive, shyness&social  withdrawal disorder

313.21  Shyness d/o of childhood

313.23     Selective mutism

313.8 Other or mixed emotional 

313.81 Oppositional disorder

313.83      Academic underachiev. d/o

313.9       Unspecified emotional

307.50
Eating disorder, unspecified

309.0
Brief depressive reaction

309.1 Prolonged depressive reaction

309.2 Adj. Rxn. w/predominant 

disturbance of other emotions

309.21     Separation anxiety disorder

309.23     Spec. academic or work inhibition

309.24      Adjust react. w/ anxious mood

309.28      Adjustment reaction with mixed emotional features

309.29    Other

309.3     W/ predom disturb of conduct

309.8 Other specified adjustment reactions

309.9 Unspecified adjust. reaction

311.0 Depression-NOS

312.0 Undersocialized conduct d/o aggressive type (Aggressive outburst,anger rxn, bullying)

312.0 Conduct D/0-unaggressive (temper tantrums,stealing)
	312.1
Und.soc.con.d/o-unaggressive type 

312.2 Socialized conduct disorder 

312.3 DO of impulse con/not elsewhere 

312.34      Intermittent explosive d/o

312.4 Mixed disturb. of conduct& emotions

312.8 Other- not elsewhere classified

312.9       Disruptive behavior, NOS

OTHER

307.6 Enuresis

307.7 Encopresis

307.41 Transient d/o of initiating or maintaining sleep

307.45    Phase shift disruption of sleep-wake           cycle

307.46    Night terrors

307.47    Nightmares

783.22 Underweight

783.40 Unspecified lack of normal physiological development

783.41 Failure to thrive

783.42 Short stature

Disorders of sensory systems

389.0 Congenital deafness NOS

389.7          Deafness,sensorineural

369             Vision impairment/blind

V-codes

V62.89    Borderline intelligence

V79.3      Screening-developmental problems

V65.5
Suspect problem, not demonstrated




Commonly Used Diagnostic Codes 

Use generic terms to avoid future denials for treatment, such as:

783.4

Developmental Delay

309.23

Academic Inhibition (school problems)

315.4

Developmental Coordination Disorder

784.5

Other Speech Disturbance

309.3

Disturbance of Conduct

CPT codes (Procedure Codes for Screening)
96110

Developmental Screening

96111

Extended Developmental Screening*

96114

Neurobehavioral status exam**

99202-99205
E&M***, Office Procedural Codes, new patient

99212-99215
E&M***, Office Procedural Codes, return patient

99420

Administration and interpretation of health risk assessment****

*     Applies to narrow/follow-up measures such as autism screening 

**    Usually results in higher reimbursement and should be reserved for standardized developmental screening as opposed to checklists, informal observation, etc.

***   E&M indicates evaluation and management

**** Behavior screening

 Use the following (but check with payers first):

1. Attach the - 25 modifier to your preventive service code or E/M service code (to denote the office visit is a separate service from the screening.Then list 96110 times the number of screens given, e.g., X 3 if using PEDS+PEDS:DM+MCHAT. [Note that some States (e.g., North Carolina) does not allow an unbundled 96110 but has increased reimbursement substantially for the entire well-visit]. If billing a private payer, particularly Cigna, the -59 modifer is usually required instead of -25

2. Multiple units, with the modifier appended to the visit as described above, best describe the separate entity of performing multiple 96110s. For insurers not accepting units, the distinct procedural service of each test is best represented with - 59 modifier appended to each additional unit of 96110: 
Example: A level 3 office visit in which three developmental screening instruments were administered, scored and interpreted:
99213
96110
96110-59
96110-59 

Appeal all denied claims--sometimes State Medicaid Directors aren't aware of the federal ruling from 2005, in which the Centers for Medicare and Medicaid Services published a total relative value unit (RVU) of 0.36 for 96110, which amounts to a Medicare payment of $13.64. For Cigna and many other private payers, reimbursement is about $20.00. This RVU represents only malpractice expense and office expense --no physician work is included--meaning that screening is largely a staff function except for explaining results to families.

None of this can guarantee that a valid claim will be accepted, so the American Academy of Pediatrics (AAP) is willing to help with denied claims via their Coding Hotline: 800-433-9016, ext. 4022, or at aapcodinghotline@aap.org

96110 or 96111 procedure codes will usually not cover the Denver because it is not validated











































PAGE  
6

