
DSF Expert Work Group Roster  

 Name Experience 

 
 
 
Co-Chair(s)    
 
 

Marian Earls, MD, FAAP QuIIN Steering Committee Member; helped to lead the PreSIP QuIIN 
QI project; actively involved on DSF projects including leadership for 
ABCD 1, 2, 3. 
 

John Duby, MD, FAAP President-elect of the Society for Developmental and Behavioral 
Pediatrics (SDBP); also active in DS/BF Projects.  
 

 
Pediatricians (DS/BF 
Leaders) 
 
 

Paul Lipkin, MD, FAAP Involved in DPIP – Implementing Developmental Screening and 
Referrals 
 

Michelle Macias, MD, FAAP Involved in DPIP – Implementing Developmental Screening and 
Referrals. Coding Champion: involved in coding projects related to 
DB pediatrics. Current President of SDBP. 
 

Jack Swanson, MD, FAAP Bright Futures Steering Committee 
 

Edward S. Curry, MD, FAAP Bright Futures Steering Committee 
 

William Stratbucker, MD, 
FAAP 

Involved with PreSIP and other DS projects at AAP 

Mark M. Butterly, MD, FAAP Pediatric Residency Program Director.  See recommendation from 
Chicago Pediatric Consortium and submitted abstracts. 
 

NAPNAP 
 

Mary Margaret Gottesman, 
PhD, RN, CPNP 

Bright Futures Steering Committee 

State of Illinois 
 

Julie B. Doetsch, MA Manager, Child Health Section 
Bureau of Maternal and Child Health Promotion 
 

Physician Assistants 
 

Kristy L. Luciano, PA-C 
 

See joint recommendation by American Academy of Physician 
Assistants and the Society of Physician Assistants in Pediatrics. 
 

Family 
 

Leslie Carroll, MUP Bright Futures Steering Committee 
 

Julie Beckett AAP Parent Advisory Group; Katie Beckett Waiver 
 

 Name Experience 

Oregon PIP 
 

Colleen Reuland 
 

Proposed by Dr. Earls. Consulted with the ABCD projects early on, 
and was one of the developers of the PHDS. Instrumental in 
developing the CHIPRA CQM ABCD measure.   Very knowledgeable 
about primary care implementation and measurement. 
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Minnesota ABCD 
 

Glenace Edwall 
 

Proposed by Dr. Earls. Lead on the Minnesota ABCD project; 
collaborated with MN AAP Chapter; knowledgeable about 
implementation in primary care and particularly including social-
emotional development. 
 

Child/ 
Adolescent Psychiatrist 

Mary Margaret Gleason, MD 
 
 

Proposed by Dr. Earls.  Particular expertise in early child social-
emotional development. 

Early Intervention 
 

Deborah E. Carroll, Ph.D. 
 

Early Intervention Branch Head 

Head Start 
 

Kimberly K. Stice, MA 
 

Manager, Head Start Integrated Initiatives 
Head Start National Center on Health 
AAP 
 

CAHMI 
 

Christina Bethell, PhD, MPH, 
MBA 

Director, The Child and Adolescent Health Measurement Initiative 

Neurologist 
 

David L. Coulter, MD Referred by AAP Section on Neurology 

Therapies (OT/PT/Speech) 
 

Amy Houtrow, MD, MPH  

Family Medicine - AAFP 
 

Andrew Morris, MD NCAFP Referral – 
Faculty - Henderson Family Medicine Residency Program 
 

 



 

CHIPRA PMCoE 
Developmental Screening & 
Follow-up (DSF) 
Expert Work Group Meeting 

 Wednesday, February 6, 2013  
   
  8:00 AM – 4:00 PM CST 

Location: American Academy of Pediatrics 
141 Northwest Point Blvd 
Elk Grove Village, IL 60009 

 Dial in #:  1-877-273-4202 
 Passcode #:  4680256 # 

 
 
Hosted by the PMCoE DSF Leadership Team: Northwestern University, American Academy of Pediatrics 
 
Co-Chairs: John Duby, Marian Earls 
 
Meeting Materials: 

1. Orientation & Overview – PowerPoint presentation 
2. Developmental Screening & Follow-up Overview – PowerPoint presentation 
3. Literature Review Materials 

a. Existing DSF Measures Table 
b. DSF Guidelines Review 
c. Gaps in Care Summary 
d. Gaps in Measurement Summary 

4. Guideline: AAP/Bright Futures Recommendations for Preventive Pediatric Health Care 
5. Draft Measurement Set – worksheets, workflow for eMeasure 
6. Administrative Claims Overview Materials 

a. PMCoE Developmental Screening Primer 
b. CPT 2013 Psych Codes Revisions 
c. HCPCS Level II Modifiers 
d. HCPCS Application 
e. HCPCS Decision Tree 

 

Agenda 
 

I. Opening/Welcome [8:00-9:00] 
Welcome on behalf of AAP 
Welcome on behalf of PMCoE 
Introductions 

 
II. Orientation & Overview [9:00-9:20] 

PMCoE Grant 
PCPI Process 
Measure Development Goals 

1. Public reporting purposes 
2. E-measure capability 
3. Equity and disparities elements 

 

 
Fan Tait/Jon Klein 
Ramesh Sachdeva 
All 
 
Donna Woods 
 

 
5 minutes 
5 minutes 

50 minutes 
 

20 minutes 
 
 



III. Developmental Screening Overview [9:20-9:50] 
History and experience of DSF measures 
Overview of literature and gaps 
Q&A 

 
Break [9:50-10:00] 
 
IV. Administrative Claims Overview [10:00-10:45] 

 
V. Facilitated Discussion [10:45-12:15]   
            Developmental Screening 
 
VI. Working Lunch Break [12:15-12:45] 
 
VII. Developmental Follow-up Overview [12:45-1:45] 

National measures 
Current challenges 
Continuum of follow-up care 
 

VIII. Facilitated Discussion [1:45-3:15] 
                Developmental Follow-up 
 
IX. Closing Remarks [3:15-4:00] 
               Thank you 
               Next Steps 
               Next Meeting:  
               Teleconference on Friday, March 1st,  
               12:30-2:30pm CST 

John Duby/Marian Earls 
 
 
 
 
 
 
Linda Walsh 
 
All 
 
 
All 
 
John Duby/Marian Earls 
 
 
 
 
All 
 
 
John Duby/Marian Earls 
 

30 minutes 
 
 
 
 
 
 

45 minutes 
 

1 ½ hours 
 
 

30 minutes 
 

1 hour 
 
 
 
 

1 ½ hours 
 

     
45 minutes     

   

Notes 

 We will have a working lunch to facilitate movement of the meeting.  A short lunch break is allotted for distribution of 
boxed lunches, but the meeting will continue during the meal. 
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Developmental Screening & Follow-Up 

Available Information on Impact and Gaps/Variations in Care 

Impact of Topic                                            

  

Prevalence:  

 A study conducted by the CDC and HRSA found that 1 in 6 children in the U.S. between the ages 

of 3 and 17 had a developmental disability in 2006-2008. In addition, the prevalence of learning 

disabilities in the U.S. was 7.66 percent, the prevalence of ADHD was 6.69 percent, the 

prevalence of autism was 0.47 percent, and the prevalence of other developmental delays was 

3.65 percent (CDC, 2011). A different study by Rosenberg et al. also found that a significantly 

greater proportion of children had delays at 24 months than at 9 months (2008). 

 

 In addition, the prevalence of parent-reported developmental disabilities was shown to have 

increased 17.1 percent from 1997 to 2008 (CDC, 2011). ADHD and Autism had the largest 

increases in prevalence with Autism showing a nearly fourfold change from 1997 to 2008 (Boyle 

et al., 2011). 

Morbidity: 

 Between 12 and 18 percent of US children may have a developmental and behavioral problem 

but fewer than two percent of children with developmental delays, from birth to two years of 

age, will receive the necessary early intervention services (NCINQ, 2011). In addition, up to 70 

percent of these delays may not be diagnosed until the children enter school which means by 

the time kindergarten begins, these children have already fallen behind their peers (Smart Start, 

2011). 

Costs: 

 Developmental delays and disabilities incur additional costs of providing health care, 

educational support, and ongoing services. In addition, indirect costs such as lost potential 

income for affected individuals and educational, medical, and community resources are 

expended to support an individual who has a developmental delay (Sices, 2007).  

 

 In 2003, using data from multiple surveys and reports, RTI International and the CDC estimated 

the direct and indirect economic costs associated with four developmental disabilities in the 

United States. Findings indicate that estimated lifetime costs in 2003 dollars are expected to 

total $51.2 billion for persons born in 2000 with mental retardation, $11.5 billion for persons 

with cerebral palsy, $2.1 billion for persons with hearing loss, and $2.5 billion for persons with 

vision impairment. Per-person cost estimates were also developed for the four developmental 

disabilities and average lifetime costs per person were estimated at $1,014,000 for persons with 

mental retardation, $921,000 for persons with cerebral palsy, $417,000 for persons with hearing 
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loss, and $566,000 for persons with vision impairment. Consequently, indirect costs accounted 

for between 63 and 81 percent of total costs associated with each disability (CDC, 2004).  

 

 Assuming a combination of developmental screening tools and an equal distribution of children 

in the practice population at ages 1, 2, and 3, Dobrez et al. calculated steady-state costs per 

child in 2001 for developmental screening assuming greater visit frequency for the younger 

children and 100 percent compliance. In one model, the Ages and Stages screen, Family 

Psychosocial Screening, and cost of consultation were included, resulting in a cost of $167.20 

per 0-3 year old child. In the second example, Family Psychosocial Screening, Early Language 

Milestone Scale, Bayley Infant Neurodevelopmental Screen, and the cost of consulting were 

included, resulting in a cost per-child of $234.96. Lastly, a per-child cost was calculated for the 

screens and services in the second example along with the CES-D (Mother), BABES, and another 

consultation which resulted in a total cost of $275.02 (Dobrez et al., 2001).  

 

 A child who is identified as having a developmental delay by the time school starts and 

participated in early intervention programs is more likely to graduate high school, maintain a 

job, live independently, and avoid delinquency and violent costs. This represents a saved cost of 

between $30,000 and $100,000 per child (NCINQ, 2011).  

Disparities: 

 As mentioned in the aforementioned study by the CDC and HRSA, males had twice the 

prevalence of any developmental disorder than females and had a higher prevalence of ADHD, 

autism, learning disability, stuttering/stammering, and other developmental disorders. 

Similarly, Hispanic children had lower prevalence of ADHD and learning disabilities as compared 

to non-Hispanic white and non-Hispanic black children; however, non-Hispanic black children 

had higher prevalence of stuttering/stammering than non-Hispanic white children. Children 

insured by Medicaid had almost a two-fold higher prevalence of any developmental disorder 

compared to those with private insurance and children from families below the federal poverty 

level had a higher prevalence of developmental disabilities (CDC, 2011). 

 

 In the cross-sectional study by Tang et al., the authors found that greater proportions of infants 

with low and high birth weights had high concerns for developmental delay as opposed to 

infants of average birth weight. In addition, a greater proportion of infants who had 

developmental concerns had problems in the neonatal period and had mothers whose primary 

language was not English, did not have a high school degree, and who had government health 

insurance (Tang et al., 2012). 
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Gaps in Care

 

Disparities: 

 After controlling for insurance status and poverty, Rosenberg et al. found that white children 

were more than twice as likely as black children to receive services to help with special needs 

(2008). In addition, Jimenez et al. found that among children referred to Early Intervention 

services, African American children were less likely to be evaluated than non-Hispanic white 

children (2012).  

 

 Using data from the 2007 National Survey of Children’s Health (NSCH), Bethell et al. found in 

multilevel regression that children were more likely to be screened by a parent-completed 

developmental tool if they were younger than 12 months as compared to children 36 to 71 

months, if they were black, non-Hispanic as compared to white children, or were Hispanic 

children whose primary language was Spanish (Bethell et al., 2011).  

 

 Bethell et al. also found that after controlling for child’s age, gender, race/ethnicity, primary 

household income, type of health insurance, and developmental risk and special-needs status 

that the odds that a child aged 1 to 5 years had an Early Intervention plan or an Individual Family 

Service Plan were 2.41 times greater if the child was screened by a health care provider using a 

parent-completed development tool (Bethell et al., 2011). 

 

 Recent U.S. Department of Education data show a relative decrease in the proportion of black 

children receiving EI services, from 18 percent in 1998 to 13 percent in 2007. This highlights a 

possible disparity in access to services (Feinberg et al., 2012). Similarly, Feinberg et al. found 

that while there was no significant racial differences in receipt of EI services at 9 months of age, 

by 24 months of age, black children were almost 5 times less likely to receive EI services than 

white children and this was most prominent among children who qualified for EI based on 

developmental delay rather than an established medical condition (Feinberg et al., 2012). 

 

 Another study found that 23 percent of low-income children enrolled in Medicaid receive the 

recommended preventive and developmental services considered a basic threshold for quality 

of care. In addition, as of 2007, 28 states were engaged in lawsuits due to failure to properly 

deliver Early Intervention Periodic Screening, Diagnosis and Treatment (EPSDT) services (NCINQ, 

2011). 

Screening rates: 

 A study conducted by Radecki et al. found that while pediatricians’ use of standardized 

screening tools increased significantly from 2002-2009, in 2009, only 47 percent of physicians 

questioned in the study self-reported always/almost always using  at least one screening tool to 

identify children at risk for developmental delay. Further, in 2009, 60.5 percent of pediatricians 
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reported using clinical assessment without a formal tool to identify children at risk for 

developmental delay (Radecki et al., 2011).  

 

 Drawing on data from the AAP’s Enhancing Developmentally Oriented Primary Care (EDOPC) 

project from 2005-2007 where the EDOPC conducted 336 trainings at 164 sites in Illinois, Allen 

et al. found that at baseline, only 25 percent of sites were doing any sort of routine 

developmental screening at the first year visit and they were only doing so in 4 to 32 percent of 

patients. Similarly, at the 2-year visit at baseline, only 12 percent of sites were routinely 

performing any screening for developmental delay and they were only doing so in 27 to 45 

percent of children (Allen et al., 2010). 

 

 Only about 20 percent of physicians use developmental screening tests despite supporting 

evidence for standardized developmental screening tools. For example, one study found that 

pediatricians failed to identify and refer 60 to 80 percent of children with developmental delays 

in a timely manner and another study found that 68 percent of children with delays were not 

detected by pediatricians (NCINQ, 2011).  

 

 A national survey reported that parents of children between the ages of 10 to 35 months were 

asked whether their child has ever received a “developmental assessment,” defined as a formal 

or informal assessment or screening done by a health care provider with or without the use of a 

validated screening tool, and that more than 40 percent of parents responded that their child 

had never received a developmental assessment (Sices, 2007). 

 

 A study focused on improving the delivery of EPSDT well-child care in a pediatric practice found 

that 51 percent of patients in the practice were not up-to-date for well-child check-up visits and 

many children had multiple missed opportunities for services at acute visits (Patterson et al., 

2012). 

Follow-up care: 

 Rosenberg et al. found that only 10.1 percent of children who were classified as having delays at 

24 months received Early Intervention services (2008). In addition, in 2009, almost 340,000 

infants and toddlers received EI services (3 percent of U.S. children birth to three years of age). 

This percentage has almost doubled over the past ten years (Feinberg et al., 2012). 

 

 Feinberg et al. used data from the Early Child Longitudinal Study which draws from a nationally 

representative sample of the nearly 4 million U.S. children born in 2001 and found that among 

children eligible to receive EI services at 9 months, only 9 percent received services. Similarly, of 

the children eligible to receive EI services at 24 months, 12 percent received services (Feinberg 

et al., 2012). 
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Variations in Care

 

Developmental Screening: 

 A cross-sectional study conducted by Sices et al. screened 60 parent-child pairs using both PEDS 

and ASQ and found discordant results in 1 out of 3 children with differences in ratings of 

language/communication skill varying the most between the two screens. This suggests that 

while PEDS and ASQ are geared toward identifying a similar group of children at risk of 

developmental delay, the two screens are actually identifying two different groups of children 

(Sices et al., 2009). This could be due to different formatting of the screeners or the tools may 

function differently in different populations. 

 

 A national study by Bethell et al. found that 20 percent of children aged 10 to 76 months were 

reported by their parents to have been screened for development, social, or behavioral delays 

using standardized parent-completed tools. Publicly insured children had a statistically 

significantly higher frequency of parents reporting screening compared to privately insured 

children and among publicly insured children, African American children had the highest 

screening rates and Asian children had the lowest (Bethell et al., 2011). 

Developmental Follow-up: 

 In a cross-sectional study by Tang et al., high risk infants who were seen at neonatal follow-up 

for at least two visits before their third birthday were studied in regards to developmental 

follow-up and referrals. The authors found that between 34 to 37 percent of high risk infants 

who failed a developmental screen were not referred to either Early Intervention or other 

therapies. The authors hypothesized that this might be due to the fact the providers take a 

“wait-and-see” approach in referring developmentally delayed children older than 12 months. 

Further, a study cited in the report notes that the mean time between identification of a 

developmental delay and Early Intervention referral is greater than 5 months (Tang et al., 2012). 

 

 Tang et al. found that privately insured children were not referred to state or private programs 

at the same rate as publically insured children as Early Intervention referrals were positively 

associated with public insurance (Tang et al., 2012). 

 

 In a qualitative study focusing on barriers to evaluation for Early Intervention (EI) services, 

Jimenez et al. found that parents who reported that their child was not evaluated by EI were 

more likely to report that their pediatrician did not explain what EI was or how to obtain 

services. In addition, the study noted that parents often thought of themselves as experts on 

their child’s development and felt that they should decide whether their child pursued EI 

services or felt that they should wait to see if developmental problems resolved themselves 

before seeking EI services.  Further, time constraints, issues contacting EI, and not 

understanding the referral process all interfered with the child being evaluated (Jimenez et al, 



Last Updated: 12/18/2012 
 

2012). This indicates that despite the promotion of EI services by various policies, many children 

who are referred to EI are never evaluated.   

 

 In a study conducted by the AAP, 61 percent of children who failed a developmental screen 

were not referred for further evaluation. In addition, in contrast to screening rates, referral 

rates did not increase between July 2006 and March 2007, in fact they were noticeably lower in 

the later months of the project. Subgroup analysis found that among practices using the PEDS, 

less than one in three children with a failing result was referred to any source (King et al., 2012). 

Further, 6 of the 17 participating practices successfully tracked their patient referrals and found 

that a large number of families never followed through with their recommended referrals and 

that many families did not understand the reason for their referral (King et al., 2012).   
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Measure Topic I: Developmental Screening 

 

1. Measure: Rates of screening using standardized screening tools for potential delays in social and 

emotional development (Source: CHIPRA Initial Core Measure, IL-HFS) 

 

Measure Description (numerator/denominator statements): 

Numerator Statement: Number of children screened for social and emotional development with a 

standardized, documented tool or set of tools as part of a well-child or other visit to their primary care 

provider (report three rates – one for each age category listed in the denominator). 

Denominator Statement: Children aged 0-12 months, 12-24 months, or 24-36 months, who had a well-

child or other primary care visit during the measurement year who were enrollees in Medicaid or CHIP. 

Measure Use (improvement, public reporting, etc.): Improvement 

Data Source (admin, hybrid, etc.): Hybrid  

Data Requirements (administrative, manual, e-measure): Administrative and manual 

Is this measure functioning as intended?: 

If not, what are the barriers to effective use?: The fact that the measure is hybrid makes it difficult to 

report. In conversations with Julie and Gwen from the IL-HFS, they informed us that it was too 

cumbersome to perform medical record review and that they had received a waiver to adapt the 

measure so that they only needed to specify it using administrative claims. Similarly, the 2011 Annual 

CHIPRA report indicated that only 2 states reported this measure in FFY2010. States that did not report 

the measure indicated it was because the data were not available or there were “other” reasons that 

they were not using the measure. It may be due to the difficulty of collecting data for a hybrid measure 

that includes medical chart review. Further, the measure is specified using the CPT code 96110 which is 

defined as “Developmental screening, with interpretation and report, per standardized instrument 

form.” As the code does not differentiate between validated and non-validated tools, the measure does 

not capture how many children are diagnosed using a validated tool or which tools are used most 

frequently.  

What aspects of the measure are beneficial?:  This measure captures children at all three ages 

recommended for developmental screening by Bright Futures and the AMA. In addition, the tool used 

during the screen must also be standardized and documented.  

Who is not captured by the measure?:  (1) Children in states that do not have the resources to conduct 

manual chart review. (2) Children whose physicians did not bill an administrative code when conducting 
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screening. (3) How many children are diagnosed using a validated tool and which tools are used most 

frequently for diagnosis. 

 

2. Measure: Standardized developmental and behavioral screening: proportion of children whose health 

care provider administered a parent-completed standardized developmental and behavioral screening 

tool (Source: NQMC/CAHMI) 

 
Measure Description (numerator/denominator statements):  

Numerator Statement: Children whose parents responded “Yes” to the question “In the last 12 months, 

did your child’s doctor or other health care provider have you fill out a questionnaire about specific 

concerns or observations you may have about your child’s development, communication or social 

behaviors?” as well as to two age-specific questions regarding the child’s speech development and 

interactions. 

Denominator Statement: Children age 3 months to 48 months who received a well-child visit in the last 

12 months and whose parents responded to all three “Standardized Developmental and Behavioral 

Screening” items on the Promoting Healthy Development Survey (PHDS). 

Measure Use (improvement, public reporting, etc.): Improvement, Public Reporting 

Data Source (admin, hybrid, etc.): Patient/Individual Survey 

Data Requirements (administrative, manual, e-measure): Manual 

Is this measure functioning as intended?: 

If not, what are the barriers to effective use?: In order for a child to be included in this measure, the 

parent must be given the PHDS, must fill out a PHDS, and the parent must remember and respond 

correctly to the three reported questions. Children may be excluded entirely if their parent either does 

not receive the survey or does not complete the survey. In addition, response bias is introduced as the 

parent must remember back and report on the previous visit. If a parent responds incorrectly to one of 

the three questions, the child will be categorized incorrectly.  

What aspects of the measure are beneficial?:  The measure relies on the PHDS which includes age-

specific questions that can be tailored to each individual child. This improves the likelihood of a child 

being categorized correctly as questions will be specific to the age of the child. 

Who is not captured by the measure?:  (1) Children whose parents do not receive a PHDS, (2) Children 

whose parents receive but do not fill out a PHDS, (3) Children whose parents receive a PHDS but 

respond incorrectly to the three questions (i.e. if they respond “No” to one of the three questions, the 

child will not be included in the numerator even if the child should be there).  
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3. Measure: Developmental screening by 2 years of age (Source: NCQA via NQF) 

 

Measure Description (numerator/denominator statements): 

Numerator Statement: Children who had documentation in the medical record of a developmental 

screening (screening for risk of developmental, behavioral, and social delays) between 12 and 24 

months of age. Screening must be conducted using a standardized tool. 

Denominator Statement: Children with a visit who turned two years of age between January 1 and 

December 31 of the measurement year. 

Measure Use (improvement, public reporting, etc.): Improvement 

Data Source (admin, hybrid, etc.): Hybrid but specified primarily as medical record due to inability of 

administrative codes to identify standardized tool consistently. 

Data Requirements (administrative, manual, e-measure): Manual 

Is this measure functioning as intended?: 

If not, what are the barriers to effective use?: This measure was originally specified as a hybrid or 

administrative measure but due to the inability of administrative codes to identify the use of a 

standardized tool consistently, HEDIS 2012, indicates that it is currently specified as medical record only. 

In order for a child to be counted in the numerator, a note indicating the date on which a test was 

performed, the standardized tool used, and evidence of a screening result or score must be present in 

the medical record. However, documentation in medical records is not always ideal and children who do 

not have one of these three items present may be excluded. There may also be some human error in 

calculating the measure if medical record documentation is not consistent between physicians and/or 

practices. This measure also does not capture whether developmental screening occurred at a 9 month 

visit as recommended by Bright Futures.  

What aspects of the measure are beneficial?:  The screening tool must be a standardized tool which 

decreases the likelihood that children will be incorrectly and unpredictably included or excluded from 

the measure numerator.  

Who is not captured by the measure?:  (1) If specified as hybrid, children with incorrect administrative 

documentation, (2) children with incorrect medical record documentation, (3) children who had a 

developmental screen at 9 months of age but not between 12 and 24 months of age. 

 

 

 

 

 



Gaps in Measurement                  Version Date: January 9, 2013  

 

 
Measure Topic II: Developmental Follow Up 

 

1. Measure: Follow-up for children at risk for delays: proportion of children who were determined to be 

at significant risk for development, behavioral, or social delays who received some level of follow-up care 

(Source: NQMC/CAHMI) 

 
Measure Description (numerator/denominator statements): 

Numerator Statement: Children whose parents responded positively to the items indicating the risk-

appropriate follow-up care was provided. The items include the child’s doctor or health provider noting 

a concern that should be watched carefully, testing child’s learning development and behavior, referring 

child to another doctor or health provider, referring child for testing of learning, development, and 

behavior, or referring child for speech-language or hearing testing. 

Denominator Statement: Children ages 3 months to 48 months who received a well-child visit in the last 

12 months, who were identified as significant risk (high/moderate) for developmental, behavioral, and 

social delays (based on the Parents Evaluation of Developmental Status [Peds] items in the Promoting 

Healthy Development  Survey [PHDS]), and whose parents answered at least half of the items asking 

about follow-up care received.  

Measure Use (improvement, public reporting, etc.): Improvement 

Data Source (admin, hybrid, etc.): Patient/Individual Survey 

Data Requirements (administrative, manual, e-measure): Manual 

Is this measure functioning as intended?: 

If not, what are the barriers to effective use?: This measure requires that the parents receive and 

complete the PHDs (at least half of the items about follow-up care). Thus, if a parent does not receive 

the survey or does not fill out at least half of the requisite items, the child will be omitted from the 

measure completely. In addition, the parent must remember the previous well-child visit and what type 

of follow-up care was provided. If a parent responds incorrectly to one of the questions, a child may be 

included in the numerator who should not be or a child may be omitted from the numerator when 

appropriate follow-up care was provided. Similarly, if a parent is responding to the survey, they may not 

want to report  

What aspects of the measure are beneficial?:  The measure captures children between the ages of 3 and 

48 months and includes many different aspects of follow-up allowing for variability between physician 

referrals. The measure also relies on the referring physician’s notes which are easily accessible. 

Who is not captured by the measure?:  (1) Children whose parents do not receive the survey, (2) 

children whose parents do not respond to the survey, (3) children whose parents respond incorrectly to 
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one of the key questions and are placed either in the numerator or are excluded  from the numerator 

incorrectly.  

 

 

 





DRAFT Measure #1:  Consistent Performance of 
Developmental Screening 

Developmental Screening and Follow-up (DSF) Measure Set 

Measure Description 

Percentage of patients who have received consistent developmental screening and assessment by 

a pediatrician or other healthcare professional using a standardized developmental screening 

instrument that relies on parental input by age 3 

Measure Components 

 

Numerator 

Statement 
Patients who have received 

 

 A developmental screen before age 12 months, 

AND 

 A developmental screen between ages 12 and 24 months, 

AND 

 A developmental screen between the ages of 24 and 36 months, 

 

using a standardized developmental screening instrument that relies on parental 

input. 

 

Definitions:  
1
Standardized developmental screening instruments that rely on parental input 

include the Parents’ Evaluation of Developmental Status (PEDS) and the Ages and Stages 

Questionnaire (ASQ) tools            

Denominator 

Statement 
All patients who attended at least one well-visit appointment within each of the following 

timeframes: 0-12 months, 12-24 months, and 24-36 months. 

Denominator 

Exceptions 
This measure has no exceptions 

Supporting  

Guideline &  

Other References 

The following clinical recommendation statements are quoted verbatim from the 

referenced clinical guidelines and represent the evidence base for the measure:  

 

More to be added after measure is finalized. 

 

Screening tests can identify children with developmental delay with reasonable accuracy.  

Research has shown that parental questioning is a valid means of screening for 

developmental delays, and that standardized instruments have sensitivity and specificity 

similar to that of screens that require direct elicitation of a child’s skills.  (Hamilton, 

2006) 

PEDS questionnaire has a sensitivity of 74% to 79% and a specificity of 70% to 80% 

across ages 0 to 8 years in the detection of developmental delays and behavioral 



problems.  It maintains its psychometric properties across various levels of parental 

education, socioeconomic status, and child-rearing experience.  The sensitivity and 

specificity for all ages combined was 75% and 74% respectively. (Hamilton, 2006) 

 

The ASQ has a specificity ranging from 81% (16 months) to 92% (36 months) and 86% 

overall.  There was a trend toward higher specificity when screening older children.  

Sensitivity was lower, averaging 72%. The instrument maintains its validity when 

screening high-risk children: when specifically used to evaluate infants born prematurely, 

the ASQ had 90% sensitivity, 77% specificity.  (Hamilton, 2006) 

 

Measure Importance 

Relationship to 

desired outcome 

Many children with developmental delays are not being identified as early as possible. Screening 

tests can identify children with developmental delay and such children may benefit from early 

intervention.  Research shows that early intervention treatment services can significantly improve a 

child’s development through services and therapies provided from birth through 3 years of age. 

Opportunity for 

Improvement 

There is a need for consistent developmental screening with use of evidence-based validated 

instruments in the diagnostic process.  A national survey of pediatricians and family physicians 

found that 53% reported using no standardized instrument in their assessment of children for 

developmental delays.
1
 

IOM Domains of 

Health Care 

Quality 

Addressed  

 Effective 

 Timely 

 Equitable 

 Safe 
 Efficient  

 

Harmonization 

with Existing 

Measures 

The PMCoE measure development team attempts to harmonize measures with other existing 

measures to the extent feasible.  

Measure Designation  

Measure purpose  Quality improvement 

 Accountability 

Type of measure  Process 

Level of Measurement  Practice/Plan level 

Care setting  Any inpatient or outpatient care 

Data source  Administrative claims data, Electronic health 

record (EHR) data 

 

 

                                                 
1
 Sices L, Feudtner C, McLaughlin J, Drotar D, Williams M. How do primary care physicians identify young 

children with developmental delays? A National Survey. Pediatrics 2003;24:409-427 



DRAFT Measure #2:  Follow-up with Patient Family 
after Developmental Screening  

Developmental Screening and Follow-up (DSF) Measure Set 

Measure Description 

Percentage of patients aged 6 months to 36 months whose family received a follow-up discussion 

of developmental screening results within [specify timeframe] of receiving the results  

 

Measure Components 

 

Numerator 

Statement 
Patients whose family received a follow-up discussion of the developmental 

screening results by a clinician within [specify timeframe] of the receiving the 

results 

 

Definitions:  

Follow-up discussion: 

 
             

Denominator 

Statement 
All patients aged 6 months to 36 months who received a developmental screen using a 

validated screening tool 

Denominator 

Exceptions 
This measure has no exceptions 

Supporting  

Guideline &  

Other References 

The following clinical recommendation statements are quoted verbatim from the 

referenced clinical guidelines and represent the evidence base for the measure:  

 

To be added. 

 

Measure Importance 

Relationship to 

desired outcome 

Discussing both positive and negative results with family members and documenting them in the 

medical chart indicates that a physician has taken the time to interpret the screening tool results and 

relay these results and any follow-up information to a child’s family.  

Opportunity for 

Improvement 

Patients whose families receive feedback from physicians on developmental screening results, 

whether positive or negative, have been shown to significantly benefit, particularly if there is any 

action the families can do to become more educated on development milestones. 

IOM Domains of 

Health Care 

Quality 

Addressed  

 Effective 

 Timely 

 Equitable 

 Safe 

 Efficient  

 



Harmonization 

with Existing 

Measures 

The PMCoE measure development team attempts to harmonize measures with other existing 

measures to the extent feasible.  

Measure Designation  

Measure purpose  Quality improvement 

 Accountability 

Type of measure  Process 

Level of Measurement  Practice/Plan Level  

Care setting  Any inpatient or outpatient care 

Data source  Electronic health record (EHR) data 

 

 



DRAFT Measure #3:  Follow-up Referral after Positive 
Developmental Screen 

Developmental Screening and Follow-up (DSF) Measure Set 

Measure Description 

Percentage of patients aged 6 to 36 months who were referred for follow-up care within [specify 

timeframe] of receiving a positive developmental screening result 

Measure Components 

 

Numerator 

Statement 
Patients who received a referral for follow-up care by the screening clinician 

within [specify timeframe]of receiving a positive developmental screening result 

 

 

Definitions:  
1 

A positive developmental screening result refers to a result from a validated 

developmental screening tool that indicates the patient tests positive for risk of a 

developmental delay 

 
2
Referral for follow up care refers to any type of therapy, intervention, or 

education to mitigate developmental delays and can be within the medical home or 

outside of the medical home.  Some referral types include:  

 Children’s Developmental Services Agency (CDSA), Part C 

 Care Coordination 4 Children (CC4C) 

o Note: This is specific to North Carolina. Is it comparable in other 

states? 

 Physical Therapy 

 Occupational Therapy 

 Medical Home Provider Internal 

 Specialty Provider External 

 Early Head Start 

 Network Care Manager 

 Parenting Support 
             

Denominator 

Statement 
All patients aged 6 months to 36 months who received a positive developmental screening 

result 

Denominator 

Exceptions 
This measure has no exceptions 

Supporting  

Guideline &  

Other References 

The following clinical recommendation statements are quoted verbatim from the 

referenced clinical guidelines and represent the evidence base for the measure:  

 



To be added 

 

 

 

 

 

 

 

 

 

 

 
 

 

Measure Importance 

Relationship to 

desired outcome 

A developmental delay can profoundly impact a child’s ability to function in many settings. 

Therefore, it is important to ensure that children who have a positive result on a developmental 

screen are referred to follow-up services so that they can receive the care they need. 

Opportunity for 

Improvement 

This measure will capture children at risk of developmental delay and who were referred to a 

follow-up service which is currently not being measured. 

IOM Domains of 

Health Care 

Quality 

Addressed  

 Effective 

 Timely 

 Equitable 

 Safe 

 Efficient  

 

Harmonization 

with Existing 

Measures 

The PMCoE measure development team attempts to harmonize measures with other existing 

measures to the extent feasible.  

Measure Designation  

Measure purpose  Quality improvement 

 Accountability 

Type of measure  Process 

Level of Measurement  Practice/Plan Level  

Care setting  Any inpatient or outpatient care 

Data source  Electronic health record (EHR) data 

 

 



DRAFT Measure #4:  Developmental Follow-up 
Referral Tracking 

Developmental Screening and Follow-up (DSF) Measure Set 

Measure Description 

Percentage of patients aged 6 to 36 months diagnosed with a developmental delay whose 

provider received feedback from the follow-up care physician within [specify timeframe] of 

receiving a referral for follow-up care 

 

Measure Components 

 

Numerator 

Statement 
Patients whose provider received feedback from the follow-up care physician 

within [specify timeframe] of making the referral for follow-up care  

 

Definitions:  
1
Feedback from follow-up care physician refers to correspondence between the 

two physicians by way of phone, fax, paper documentation transmitted through 

mail or other permissible means of transferring patient information 

 
2
Referral for follow up care refers to any type of therapy, intervention, or 

education to mitigate developmental delays and can be within the medical home or 

outside of the medical home.  Some referral types include:  

 Children’s Developmental Services Agency (CDSA), Part C 

 Care Coordination 4 Children (CC4C) 

o Note: This is specific to North Carolina. Is it comparable in other 

states? 

 Physical Therapy 

 Occupational Therapy 

 Medical Home Provider Internal 

 Specialty Provider External 

 Early Head Start 

 Network Care Manager 

 Parenting Support             

Denominator 

Statement 
All patients aged 6 months to 36 months who received a positive developmental screening 

result and a referral for follow-up care 

Denominator 

Exceptions 
**For Consideration** 

 Patients who were referred for follow-up services but did not continue care in the 

medical home where diagnosed 

 Patients who do not attend any visit for follow-up services 

Supporting  

Guideline &  

Other References 

The following clinical recommendation statements are quoted verbatim from the 

referenced clinical guidelines and represent the evidence base for the measure:  



 

 

 

To be added 

 

 

 

 

 

 

 

 
 

 

Measure Importance 

Relationship to 

desired outcome 

Given the importance of medical homes, it is important for pediatricians to know about the follow-

up services their patients are receiving.  

Opportunity for 

Improvement 

This measure will capture feedback from referral sources and measure how frequently physicians 

receive feedback about their pediatric patients’ developmental follow-up using electronic medical 

records data. 

IOM Domains of 

Health Care 

Quality 

Addressed  

 Effective 

 Timely 

 Equitable 

 Safe 

 Efficient  

 

Harmonization 

with Existing 

Measures 

The PMCoE measure development team attempts to harmonize measures with other existing 

measures to the extent feasible.  

Measure Designation  

Measure purpose  Quality improvement 

 Accountability 

Type of measure  Process 

Level of Measurement  Practice/Plan Level  

Care setting  Any inpatient or outpatient care 

Data source  Electronic health record (EHR) data 
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PMCoE Developmental Screening Primer 

February 6, 2013 
 

 

Reporting & Valuation of Code 96110 

 

Developmental screening can only be separately reported when a standardized instrument form 

is utilized. 

 

96110 Developmental screening, with interpretation and report, per standardized instrument form 

 

This code descriptor was revised in 2012 (effective January 1, 2012) as follows: 

 

 The term “developmental testing; limited” was revised to “developmental screening” 

 “Per standardized instrument report” was added to: 

1. Require use of standardized instruments in order to report the code 

2. Allow reporting of more than one developmental screening per single patient 

encounter 

 

There have not been any additional revisions to code 96110 since 2012; therefore, these 

reporting guidelines continue for 2013. 

 

The use of standardized developmental screening instruments (eg, PEDS, Ages and Stages, 

Vanderbilt ADHD rating scales, Pediatric Symptom Checklist (PSC-17) is reported using CPT code 

96110, which is typically reported when performed in the context of preventive medicine 

evaluation and management (E/M) services (ie, well child care visits). However, code 96110 may 

also be reported when screening is performed with other E/M services such as acute illness or 

follow-up office visits (eg, 99213). 

 

On the 2013 Medicare Fee Schedule Resource-Based Relative Value Scale (RBRVS), the Centers 

for Medicare and Medicaid Services (CMS) published a total relative value unit (RVU) of 0.27 for 

96110, which amounts to a Medicare payment of $9.19 (0.27 x $34.0230 [Medicare 2013 

conversion factor as of 1/1/2013]). Because an office nurse or other trained non-physician 

personnel typically performs the service, this relative value reflects only the practice expense of 

the office staff and nurses, the cost of the materials, and professional liability -- there is no 

physician work value published on the Medicare physician fee schedule for this code. 

 

On the less common occasion where a physician performs this service, it may still be reported 

with code 96110 but the time and effort to perform the screening itself should not count toward 

the key components (history, physical exam, and medical decision making) or time when 

selecting an E/M code for a significant, separately identifiable service performed during the 

same patient encounter. When a developmental screen is performed along with any E/M service 
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(eg, preventive medicine or office outpatient), both the 96110 and the and E/M service should 

be reported and modifier 25 (significant, separately identifiable evaluation and management 

service by the same physician on the same day of the procedure or other service) should be 

appended to the E/M code to show the E/M service was distinct and necessary at the same visit 

or modifier 59 (distinct procedural service) should be appended to the developmental screening 

code, showing that developmental screening services were separate and necessary at the same 

visit. 

 

The frequency of reporting 96110 is dependent on the clinical situation. The AAP Bright Futures 

“Recommendations for Preventive Pediatric Health Care” schedule recommends 

developmental/behavioral assessment at each preventive medicine visit, and the AAP 

“Developmental Surveillance and Screening of Infants and Young Children” policy statement 

recommends that physicians use validated developmental screening tools to improve detection 

of problems at the earliest possible age to allow further developmental assessment and 

appropriate early intervention services. 

 

Thus, the use of developmental screens seems to enhance the task of developmental 

assessment typically done in the preventive medicine setting. The exact frequency of testing 

therefore depends on the clinical setting and the provider’s judgment as to when it is medically 

necessary. When physicians ask questions about development as part of the general informal 

developmental survey or history, this is not a "test" as such, and is not separately reportable. 

 

 

96110 Vignettes 

 

At a follow-up visit for bilateral otitis media, the pediatrician notes the patient missed her 12 

month well-child visit. He requests and the child’s father complete the Ages and Stages 

Questionnaire (ASQ.) The father endorses no concerns in any developmental domain. The 

pediatrician reviews the father’s completed ASQ and asks him if his daughter is using single words 

to convey her wants and is using words to label common objects. The father assures him that she is 

doing this and, in fact, other non-family adults have commented on her clear articulation. No 

concerns at all are reported and this is consistent with what the pediatrician has observed in the 

office visits. He tells the father they will continue to monitor for any evidence the child is not 

acquiring skills at an expected rate. All this is noted in a few sentences in the chart note. 

 

CPT        ICD-9-CM 

99392-25* Preventive medicine service;  V20.2 Routine infant or child health 

  established patient, age 1-4  check 

  (appended with modifier 25) 

 

96110  Developmental screening   V20.2 Routine infant or child health 

        check 
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*NOTE: Some payers may require alternate reporting wherein the modifier 59 is appended to the 

developmental screening code. 

 

At a 24-month well child check, the mother describes her toddler as "wild,” completes the PEDS 

(Parent Evaluation of Developmental Status), and responds positively to the question “Do you have 

concerns about your child’s language skills?” The nurse scores the PEDS and places the answer 

sheet on the front of the chart with a red arrow sticker next to it. When the pediatrician examines 

the child, he is alerted to ask the mother about her observations of the child’s language ability. He 

then confirms the delay in language, and makes a referral to a local speech pathologist. 

 

CPT        ICD-9-CM 

99392-25* Preventive medicine service;  V20.2 Routine infant or child health 

  check established patient, age 1-4 

  (appended with modifier 25) 

 

96110  Developmental screening   V20.2 Routine infant or child health 

        check 

        315.31 Expressive language disorder 

 

*NOTE: Some payers may require alternate reporting wherein the modifier 59 is appended to the 

developmental screening code. 

 

If the pediatrician spent significant extra time evaluating the language problem, then an E/M 

service office/outpatient code from the 99201-99215 series may be reported using a modifier 

25, linked to the appropriate ICD-9-CM code(s) as appropriate (eg, 315.31, Expressive language 

disorder; 315.32, Mixed receptive-expressive language disorder; 315.39, Other developmental 

speech or language disorder). 

 

At a five-year health maintenance visit, a father discusses his daughter’s difficulty “getting along 

with other little girls.” “Doctor, she wants friends, but she doesn’t know how to make — much less 

keep — a friend.” Further questioning indicates the little girl is already reading and writing 

postcards to relatives, but has not learned how to ride her small bicycle, is awkward when she runs 

and she avoids the climbing apparatus at the playground. Her father wondered if her weaker gross 

motor skills affected her ability to play successfully with other children. She seems very happy to sit 

and look at books about butterflies — her all consuming interest! The child’s physical exam 

consistently fell in the range of ‘normal for age’ in previously health maintenance visits. The 

pediatrician asks her nurse to administer the Australian Scale for Asperger’s Syndrome and the 

father’s responses yield 16/24 items with an abnormal score being >3. The pediatrician reviews the 

form, writes a brief summary, and discusses her observations with the father. A referral is made to 

a local physical therapist who has a playground activities group and to a local psychologist who 

has expertise in diagnosing autism spectrum disorders. 

 

CPT       ICD-9-CM 
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99393-25* Preventive medicine service; V20.2 Routine infant or child health  

  established patient, age 5-11 check 

  (appended with modifier 25) 

 

96110  Developmental screening  V20.2 Routine infant or child health check 

315.4 Developmental coordination disorder 

313.9 Unspecified emotional disturbance of 

childhood 

 

*NOTE: Some payers may require alternate reporting wherein the modifier 59 is appended to the 

developmental screening code. 

 

A seven year old boy with previously diagnosed ADHD is being seen for a health maintenance visit. 

At the end of the visit his mother asks if she can discuss her son’s medication. She hands you a 

Vanderbilt ADHD rating scale completed two weeks ago by his classroom teacher: “Bobby’s teacher 

says she keeps a stack of blank forms so she can give her students’ doctors her impressions. She 

downloaded it off the internet. You give this to your medical assistant to score while you obtain 

more interim history from Bobby’s mother. After reviewing the scored teacher Vanderbilt form and 

discussing the results with Bobby’s mother, you both decide to increase his stimulant medication. A 

follow-up appointment is scheduled for four weeks. 

 

CPT        ICD-9-CM 

99393-25* Preventive medicine service;  V20.2 Routine infant or child health 

  established patient, age 5-11  check 

  (appended with modifier 25) 

 

99213  Office or other outpatient service,  314.01 Attention deficit/hyperactivity 

        disorder, established patient, combined 

        type 15 minutes “typical time” 

 

96110  Developmental screening   V20.2 Routine infant or child health 

        check 

314.01 Attention deficit/hyperactivity 

disorder, combined type 

 

*NOTE: Some payers may require alternate reporting wherein the modifier 59 is appended to the 

developmental screening code. 
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Developmental Screening Documentation 

 

Each administered developmental screening standardized instrument is accompanied by an 

interpretation and report (eg, a score or designation as normal or abnormal). This is often 

included in the test itself, but these elements may alternatively be documented in the progress 

report of the visit. Physicians are encouraged to document any interventions based on abnormal 

findings generated by the tests. 

 

Following are examples of appropriate documentation for some standardized instrument forms: 

 

PEDS (Parents’ Evaluation of Developmental Status) 

 

This questionnaire is designed to identify any parent/primary caretaker’s concerns about a birth 

through eight-year child’s developmental attainment and behavioral/mental health concerns. 

There are eight specific domain queries and one asking, “please list any concerns about your 

child’s learning, development and behavior” and a final “please list any other concerns.” The 

parent answers are scored into the risk categories of high, moderate, or low. The report form is 

included with the questionnaire. 

 

ASQ (AGES AND STAGES Questionnaire) 

 

This parent report instrument, covering ages 1 month through 60 months, includes objective 

information as the adult notes whether the child performs the skill identified. There are six 

questions in each of five domains: Communication, Gross Motor, Fine Motor, Problem Solving 

and Personal-Social. All questions are scored on a point system, with summary scores indicating 

the need for further evaluation. The ASQ also has a non-specific comprehensive section where 

general concerns are addressed. No score is provided for these answers, but the instrument 

developers note any “Yes” responses should prompt a referral. 

 

 

Examples of Developmental Screening Standardized Instrument Forms 

 

Ages and Stages Questionnaire-Second Edition (ASQ) and Ages and States Questionnaire: Social-

Emotional (ASQ:SE) (Brookes Publishing: Jane Squires, PhD and Diane Bricker, PhD, et. al) 

 

Australian Scale for Asperger’s Syndrome (ASAS) (Michelle Garnett, Master’s Clinical Psychology 

and Anthony Attwood, PhD) 

 

Behavior Assessment Scale for Children-Second Edition (BASC-II) (American Guidance Service: 

Cecil Reynolds and Randy Kanphaus) 

 

Behavioral Rating Inventory of Executive Functioning (BRIEF) (Psychological Assessment 

Resources, Inc.: Gerald Gioia, PhD, Kimberly Espy, PhD, and Peter Isquith, PhD) 
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Modified Checklist for Autism in Toddlers (M-CHAT) (Robins, Fein, & Barton, 1999) 

 

Parents’ Evaluation of Developmental Status (PEDS) (Ellsworth and Vandermeer Press, LLC: 

Frances Page Glascoe, PhD) 

 

Pediatric Symptom Checklist: A Primary Care Screening Tool to Identify Psychosocial Problems 

(PSC) (http:psc.partners.org: Michael Jellinek, MD, and J. Michael Murphy, PhD) 

 

Vanderbilt Rating Scales (Mark L. Wolraich, MD) 

 

 

A Note on 2013 Revisions to CPT Psychiatry Codes 

 

Until 2013, pediatricians reported code 90862 (pharmacologic management, including 

prescription, use, and review of medication with no more than minimal medical psychotherapy) 

when refilling controlled substance presecriptions typically utilized in the treatment of 

conditions such as ADHD. However, there were revisions to the psychiatry CPT codes for 2013 

that affect this reporting guideline. 

 

Starting in 2013, a complex revision of the CPT codes for psychiatry services (please see 

Attachment 1) includes establishment of new code 90863 for pharmacologic management with 

concurrent deletion of code 90862. 

 

90863 Pharmacologic management, including prescription and review of medication, when 

performed with psychotherapy services 

 

With this change, physicians or other qualified health care professionals who may report E/M 

service codes will no longer separately report pharmacologic management. Instead, E/M codes 

99201–99255, 99281–99285, 99304–99337, or 99341–99350 should be reported with the 

pharmacologic management taken into consideration when determining the level of service 

provided. When appropriate, psychotherapy add-on codes 90833, 90836, or 90838 may be 

reported in addition to an E/M code for separate time spent providing psychotherapy services at 

the same encounter. Code 90863 is to be used by providers who cannot report E/M services and 

only as an add-on code with 90832, 90834, and 90837 (psychotherapy without an E/M service). 
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A Note on Consultations vs Referrals 

 

A consultation is a rendering of advice or professional opinion, followed by a report of findings 

to the requesting physician (ie, primary care pediatrician). A consultation visit results in the 

patient returning to the primary care physician who initiated the care. Diagnostic testing can be 

provided and billed in a consultation. 

 

The following chart summarizes the difference between a consult and a referral: 

 

 CONSULT REFERRAL 

Request "Please see patient for a consult." 

"Consulting services requested." 

Must be in writing 

"Patient has been referred by..." 

Problem Suspected or known diagnosis 

Consulting physician unsure of 

condition or assumption of 

management 

Identified problem 

Treatment Undetermined or possibly known Known 

Requesting 

Physician 

Decides which physician will 

administer care 

Uncertain at time of consult 

Oversees and manages care 

Report Written report to requesting 

physician 

Written report to requesting 

physician is not necessary 

CPT Codes Office or other outpatient 

consultation codes (99241-99245) 

New or established patient office or 

other outpatient visit codes (99201-

99215) 
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HCPCS Level II Modifier: Potential Solution for Tracking Follow-Up on Positive Screens? 

 

Healthcare Common Procedure Coding System (HCPCS) Level II is a standardized coding system 

that is used primarily to identify products, supplies, and services not included in the CPT coding 

nomenclature, such as ambulance services and durable medical equipment, prosthetics, 

orthotics, and supplies. They are established by CMS's Alpha-Numeric Editorial Panel (consisting 

of CMS, the Health Insurance Association of America, and the Blue Cross and Blue Shield 

Association). 

Because Medicare and other insurers cover a variety of services, supplies, and equipment that 

are not identified by CPT codes, the Level II HCPCS codes were established for submitting claims 

for these items. The development and use of Level II of the HCPCS began in the 1980s. Level II 

codes are also referred to as alpha-numeric codes because they consist of a single alphabetical 

letter followed by 4 numeric digits, while CPT codes are identified using 5 numeric digits. 

Both the CPT nomenclature and the HCPCS Level II nomenclature are included as the standard 

procedural code set under HIPAA. This means that covered entities must recognize HCPCS Level 

II codes under HIPAA. 

 

Also similar to the CPT nomenclature, the HCPCS Level II nomenclature includes modifiers. 

Modifiers are used to supplement information or adjust the code description to provide 

additional details concerning a procedure or service provided by a physician. 

 

A possible solution to tracking the follow-up on positive developmental screens might be to 

utilize a current HCPCS Level II modifier or, alternatively, develop a new HCPCS Level II modifier 

specifically for this purpose. 

 

Current HCPCS Level II Modifiers That Might Be Utilized: 

HA Child/adolescent program 

HE Mental health program 

HI Integrated mental health and mental retardation/developmental disabilities program 

HK Specialized mental health programs for high-risk populations 

HT Multi-disciplinary team 

SE State and/or federally funded programs/services 

SM Second surgical opinion 

TL Early intervention/individualized family service plan (IFSP) 

TS Follow-up service 

U1-UD Medicaid Level of Care, 1 through 13, as defined by each State 

 

Please see Attachment 2 for a complete listing of all HCPCS Level II modifiers. 

 

Process To Develop A New HCPCS Level II Modifier: 

Please see Attachments 3 & 4 for the HCPCS application and decision tree. 
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Subspecialty Corner: CPT 2013 Psychiatry Codes (Online Exclusive)

November 2012

Those who provide and assign codes for psychiatry services may need to make a few adjustments related
to Current Procedural Terminology (CPT®) 2013. The codes for psychiatry services have undergone big 
changes—a new code structure, some new terminology, and updated guidelines. Following is an overview
of the major changes and reporting guidelines.

The guidelines preceding the codes for reporting psychiatry services begin by defining the scope of these 
services. The general description provided in the new guidelines includes the following:

Psychiatry services include diagnostic services, psychotherapy, and other services to an individual, a 
family, or a group.

Services are provided in all settings of care, and psychiatry service codes are reported without regard to 
setting. 

Services may be provided by a physician or other qualified health care professional.

Some psychiatry services may be reported with evaluation and management (E/M) services (99201–
99255, 99281–99285, 99304–99337, or 99341–99350) or other services when performed.

E/M services (99201–99285, 99304–99337, or 99341–99350) may be reported for treatment of 
psychiatric conditions, rather than using psychiatry service codes, when appropriate.

Two important characteristics of certain psychiatry services are further defined. 

1. Interactive complexity—specific communication factors that complicate the delivery of a psychiatric procedure. 
Psychiatric procedures may be reported "with interactive complexity" when at least one of the following is present

a) The need to manage maladaptive communication such as high anxiety, high reactivity, repeated questions, or 
disagreement among participants that complicates delivery of care

b) Caregiver emotions or behaviors that interfere with the caregiver's understanding and ability to assist in the 
implementation of the treatment plan

c) Evidence or disclosure of a sentinel event and mandated report to third party (eg, abuse or neglect with report 
to state agency) with initiation of discussion of the sentinel event or report with patient and other visit participants

d) Use of play equipment, other physical devices, interpreter, or translator to communicate with the patient to 
overcome barriers to therapeutic or diagnostic interaction between the physician or other qualified health care 
professional and a patient who

– Is not fluent in the same language as the physician or other qualified health care professional 

– Has not developed, or has lost, the expressive language communication skills to explain his or her symptoms an
response to treatment, or the receptive communication skills to understand the physician or other qualified health
care professional if he or she were to use typical language for communication

2. Patient in crisis—a patient in high distress presenting with typically life-threatening or complex problems 
requiring immediate attention. Psychotherapy for crisis is an urgent assessment and history of a crisis state, a 
mental status examination, and a disposition. Treatment includes psychotherapy, mobilization of resources to 

Page 1 of 4AAP's Pediatric Coding Newsletter Online | Print

1/22/2013http://coding.aap.org/popup.aspx?aID=11860&print=yes



defuse the crisis and restore safety, and implementation of psychotherapeutic interventions to minimize the 
potential for psychologic trauma.

Other guidelines and instructions are specific to the use of certain codes. A review of the deleted, new, 
and revised codes may help with understanding of these. As a reminder, the symbols used are as follows
a bullet symbol ( ) indicates a new code; a plus symbol ( ) indicates an add-on code, used only in 
conjunction with other specified codes; and a triangle symbol ( ) indicates a revised code.

Deleted codes include those currently reported for psychiatric diagnostic interview examinations (90801–
90802) and individual psychotherapy (90804–90829).

Interactive Complexity
New add-on code 90785 is reported in conjunction with new codes for psychiatric diagnostic evaluations,
psychotherapy with or without an associated E/M service by the same physician, and group psychotherap
when at least one of the criteria for reporting interactive complexity is met. This code is not reported in 
addition to codes for psychotherapy for crisis or with an E/M service not provided in conjunction with a 
psychotherapy service. Interactive complexity is not a factor for E/M code selection (99201–99255, 
99281–99285, 99304–99337, 99341–99350), except as it directly affects key components of history
physical examination, and medical decision-making.

Psychiatric Diagnostic Evaluation
Codes 90791 and 90792 are used to report psychiatric diagnostic evaluations including assessments and
reassessments once per day. These services may take place with family members or other informants 
under certain circumstances but are still reported as services provided to the patient. They do not include
psychotherapeutic services. Psychotherapy codes including services for crisis may not be reported on the 
same day. Also do not report 90791 or 90792 in conjunction with E/M services (99201–99337,
99341–99350, 99366–99368, and 99401–99444). Report code 90785 for interactive complexity, 
when applicable. 

Psychotherapy Services
Codes for psychotherapy services are time-based with separate codes for those provided with or without 
an E/M service by the same provider on the same date to the same patient. Use face-to-face time with 
the patient or family member when selecting the level of psychotherapy service. The patient must be 
present for all or some of the service. For family psychotherapy without the patient present, use code 
90846. Codes for reporting psychotherapy services without an associated E/M service are

Codes 90833, 90836, and 90838 are psychotherapy add-on codes reported in conjunction with the cod
for an associated E/M service (99201–99255, 99304–99337, or 99341–99350). The E/M service 
must be significant and separately identifiable from the associated psychotherapy service. Time is not a 

90785 Interactive complexity (List separately in addition to the code for primary procedure)

90791 Psychiatric diagnostic evaluation

90792 Psychiatric diagnostic evaluation with medical services

90832 Psychotherapy, 30 minutes with patient and/or family member

90834 Psychotherapy, 45 minutes with patient and/or family member

90837 Psychotherapy, 60 minutes with patient and/or family member
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factor in choosing the level of E/M service when psychotherapy is provided on the same date, and
prolonged E/M services may not be reported in conjunction with psychotherapy codes 90833, 90836,
and 90838. Choose the level of E/M service based on the 3 key components of history, physical 
examination, and medical decision-making, and then choose the level of psychotherapy service provided 
based only on the amount of time devoted directly to those psychotherapy services.

When pharmacologic management is provided in addition to psychotherapy services by a physician or
other qualified health care professional who can report E/M services, report the appropriate E/M service 
code (99201–99255, 99281–99285, 99304–99337, 99341–99350) and the appropriate
psychotherapy service (90833, 90836, 90838). Time spent in pharmacologic management is not 
counted toward time spent in psychotherapy. Code 90862 has been deleted for 2013 and a new code, 
90863, may be reported in conjunction with codes 90832, 90834, and 90837 when pharmacologic 
management is reported in addition to psychotherapy by health care professionals who cannot report E/M
services.

Interactive complexity code 90785 may be reported in conjunction with codes 90832–90838 when 
applicable. Interactive complexity should be reflected in the documentation of the psychotherapy service 
and does not directly affect the level of service for any associated E/M service. In reporting psychotherap
services, choose the code closest to the actual time (ie, 16–37 minutes for 90832 and 90833, 38–52 
minutes for 90834 and 90836, and 53 or more minutes for 90837 and 90838). Do not report
psychotherapy of less than 16 minutes' duration 

Psychotherapy for Crisis
Psychotherapy for crisis includes psychotherapy, mobilization of resources to defuse the crisis and restore
safety, and implementation of psychotherapeutic interventions to minimize the potential for psychologic 
trauma. Interactive complexity (90785), psychiatric diagnostic evaluation (90791–90792), and other 
psychiatry services are not separately reported.

Codes 90839 and 90840 are based on the physician or other qualified health care professional's total 
face-to-face time with the patient or family providing psychotherapy for crisis, even if the time spent on
that date is not continuous. Time reported as psychotherapy for crisis state must be only that in which th
physician or other qualified health care professional is fully devoted to the patient and therefore cannot 
provide services to any other patient during the same period. The patient must be present for all or some
of the service. 

Code 90839 is used to report the first 30 to 74 minutes of psychotherapy for crisis on a given date. It 

90833 Psychotherapy, 30 minutes with patient and/or family member when performed with an Evaluation 
and Management service (List separately in addition to the code for primary procedure)

90836 Psychotherapy, 45 minutes with patient and/or family member when performed with an Evaluation 
and Management service (List separately in addition to the code for primary procedure) 

90838 Psychotherapy, 60 minutes with patient and/or family member when performed with an Evaluation 
and Management service (List separately in addition to the code for primary procedure)

90863 Pharmacologic management, including prescription and review of medication, when performed with 
psychotherapy services (List separately in addition to the code for primary procedure)

90839 Psychotherapy for crisis, first 60 minutes

90840     each additional 30 minutes (List separately in addition to code for primary service) 
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HCPCS LEVEL II CODE MODIFICATION REQUEST PROCESS  

RE: The 2014 HCPCS Update  
 

The Healthcare Common Procedure Coding System (HCPCS) Level II contains alpha-

numeric codes used to identify items (and sometimes, services) that are  not included in the 

HCPCS Level I (American Medical Association's CPT) code set.  

 

As a preliminary step in the process for recommending a modification to the HCPCS Level 

II coding system, it may be helpful for you to contact 3
rd

 party payers for Medicare, 

Medicaid and private insurers to determine if, in their determination, existing HCPCS codes 

identify the item.   

 

You may submit a recommendation to establish, revise or discontinue a code, using the 

attached, standard format. Please prepare a cover letter outlining your code request and a 

brief summary of why the code modification is needed. In addition to providing the 

information according to the format, please include descriptive material, which you think 

would be helpful in furthering our understanding of the medical benefits of the item for 

which a coding modification is being recommended. Submit the original request with 

supporting documentation and, to expedite distribution and review, please also include 35 

complete copies of your recommendation information packet. At this time, we are not able 

to accommodate electronic requests, and all originals requests and copies must be submitted 

on paper.   

 

In order to ensure timely review of your materials, it is necessary to limit your 

recommendations to no more than 40 pages.  PLEASE INCLUDE BOTH QUESTIONS 

AND ANSWERS ON YOUR APPLICATION Applications exceeding 40 pages will not 

be accepted and must be trimmed to no more than 40 pages and resubmitted by the applicant 

by the application deadline.  Applicants making a claim of significant therapeutic distinction 

to distinguish a product from an existing code category may find a need to exceed the 40-

page limit in order to submit relevant substantiating clinical information.  In these cases 

only, the applicant may provide one reference copy of each article in addition to 35 copies of 

the application.  Each side of a page, including brochures, booklets and any other inclusions, 

counts as page in calculating the 40 page limit.  The completed, signed and dated format, 

FDA (approval letter or explanation of exemption), supporting documentation, product 

brochures and/or booklets should be bundled securely to ensure that all the information 

submitted is distributed intact to all reviewers.  Please note that FDA approval for drug 

coding applications may be submitted after the initial application but no later than March 

31
st
.  Please do not use bulky materials, such as 3-ring binders, to fasten recommendation 

materials, as this may result in difficulties distributing materials to reviewers.  To ensure that 

applications are not overlooked, separate applications should be submitted in different 

packages.   

 

We do not require or ask for samples.  However, many applicants ask if they may send 

product samples, video tapes or compact discs as a supplement to their application.  If it is 

practical and feasible for an applicant to submit a sample with their application, they may 

voluntarily do so, however, it becomes the property of CMS to keep or dispose of as the 



agency sees fit.  If the applicant chooses to send samples, video tapes, or compact discs, 

please send no more than 3. 

 

When the recommendation is received, it is distributed to all reviewers. All timely and 

complete recommendations are placed on HCPCS Meeting Agendas and reviewed at 

regularly scheduled meetings by a panel whose membership includes representatives of 

Medicaid, Medicare, Private Insurers and the Veteran’s Administration health care system.   

 

All external recommendations, (e.g. requests not generated internally) will be placed on a 

Public Meeting Agenda together with the preliminary HCPCS coding decision.  The HCPCS 

Public Meetings provide an open forum for interested parties to make oral presentations or 

to submit written comments in response to published preliminary coding decisions.  A 

Federal Register notice will be published to announce dates, times and the location of the 

public meetings.  We will also post on CMS’ official HCPCS website at 

www.cms.gov/medhcpcsgeninfo the dates, times, agendas, preliminary coding 

recommendations, registration information and guidelines for participation in HCPCS Public 

Meetings.  Although the Public Meetings are not decision-making meetings, they provide an 

opportunity for applicants and the general public to react to preliminary coding decisions 

and share additional information with decision makers, prior to final decisions. 

 

All applicants will be notified, in writing, of the final decision on their application by mid-

November 2013, and all modifications to the HCPCS codes set will be incorporated into the 

2014 HCPCS Level II Annual update.  The Update will be published on the official HCPCS 

worldwide website at www.cms.gov/medhcpcsgeninfo  by mid November, 2013. 

 

To be considered for inclusion in the year 2014 HCPCS update, completed recommendation 

packets must be received no later than close of business (COB) Thursday, January 3, 2013. 

The HCPCS coding review process is an ongoing, continuous process. Requests may be 

submitted at anytime throughout the year 2012, and up to January 3, 2013. Early 

submissions are strongly encouraged. Requests that are complete are reviewed and 

processed on a first come, first served basis.  At CMS’ discretion, incomplete 

recommendations may be returned or held until required information, as notified, is 

provided and the request is completed. Only complete code requests are entered into the 

review cycle. Applications for products/services that are not yet available on the U.S. market 

will be considered incomplete.  Recommendations received or completed on or after 

COB January 4, 2013 and those requiring additional review will be considered for 

inclusion in a later HCPCS update.  Applications exceeding the 40-page limit are not 

acceptable with the single exception as noted on page 1 of these instructions and in 

question 7c of this application. 

 

For additional information regarding the HCPCS coding process or the application process, 

you may: 1) review documents on website at www.cms.gov/medhcpcsgeninfo ; 2) submit an 

inquiry to HCPCS@cms.hhs.gov; or 3) contact CMS HCPCS staff; Cynthia Hake at (410) 

786-3404 or Jennifer Carver at (410) 786-6610. 

 

 

http://www.cms.gov/medhcpcsgeninfo
http://www.cms.gov/medhcpcsgeninfo
mailto:HCPCS@cms.hhs.gov


 

Healthcare Common Procedure Coding System (HCPCS)  

 

Alpha-Numeric Coding Recommendation Format for the 2014 Update  

 

Instructions:  

 

1. Please sign and date each recommendation. Be certain to provide the name, complete 

address and direct telephone number of the person to be contacted regarding this 

recommendation. We use this information to contact applicants regarding upcoming 

meetings, questions regarding applications, and to make notifications of the status of 

applications.  Please be sure that your system can receive emails from cms.hhs.gov. 

 

2. Please provide documentation of the item's current classification by the Food and Drug 

Administration (FDA). Include a copy of the cover page from the initial FDA application 

and a copy of the FDA's determination, notification/approval letter. If the 

drug/biological/product/service has been subject to an assessment by any other 

agency or recognized medical body, provide a copy of the results of that 

assessment. Note: Documentation of FDA approval of a drug or biological may 

be submitted after the coding application but no later than March 31
st, 

provided all 

other requested information is complete and submitted by the deadline. 

 

3. Please note: All requested information must be supplied before your 

recommendation for modifications to the HCPCS coding system can be considered. 

The following questions may be transferred to a word processor/computer to allow space 

to respond fully and completely. All questions must be answered. "N/A" is not an 

acceptable response. If the question does not appear to apply, provide a detailed 

explanation as to why it doesn't apply. Incomplete submittals will not be accepted.  

 

4. Submit Coding Recommendations to:  

 

Cynthia Hake, CMS HCPCS Workgroup Chair 

Centers for Medicare and Medicaid Services  

C5-08-27  

7500 Security Blvd  

Baltimore, Maryland 21244-1850  
 

 

 

 

 

 

 

 
 



Alpha-Numeric HCPCS Coding Recommendation Format 
 

INFORMATION SUPPORTING CODING MODIFICATION RECOMMENDATION  

 

1. For the purpose of publication on our request list and public meeting agenda on the 

HCPCS website, please provide a brief summary of your request (not to exceed 300 

words).  In this summary, please specify your request to modify the HCPCS code set: 

(e.g. number of new codes requested, recommended language; revise a code (provide old 

language and recommended language), discontinue a code).  Include the name of the 

product, description, function, and the reason why existing codes do not adequately 

describe your product.  For drugs, include the indications for use, action, dosage and 

route of administration, and how supplied.  Text that exceeds the 300-word limit may be 

truncated and not appear on our published summary, therefore, it is important to provide 

a concise summary within the 300-word limit.  CMS may edit your summary prior to 

publication. 

 

 

2. Identify the Item (product or drug/biological) for which a Level II HCPCS Code is 

being requested. 

 

A) Trade or Brand Name:  

B) General Product Name or Generic Drug Name (active ingredient):  

C) FDA classification:  

 

3. Please check one HCPCS category from the following list, which most accurately 

describes the item identified in question #1:  

 

__ A) Medical/Surgical Supplies  

__ B) Dialysis Supplies and Equipment  

__ C) Ostomy/Urological Supplies  

__ D) Surgical Dressing  

__ E) Prosthetic 

__ F) Orthotic  

__ G) Enteral/Parenteral Nutrition  

__ H) Durable Medical Equipment  

__ I) Blood/Blood Products  

__ J) Drug/Biological  

__ K) Radiopharmaceutical  

__ L) Vision  

__ M) Hearing  

__ N) Other (please indicate/provide category)_________________________________  

 

4a.) Is the item durable, if so, explain how it can withstand repeated use?  

Specify whether the entire item or only certain components of the item can withstand 

repeated use:   



4b.) If the entire item can withstand repeated use, then please specify the length of the 

time that the item can withstand repeated use. 

4c.) If only certain components of the device can withstand repeated use, then please 

identify the individual components and the length of the time that the individual 

components can withstand repeated use.   

4d.) Please provide detailed information on the warranty of the device such as the parts 

included under the warranty, the length of the warranty and the parts excluded from the 

warranty.  In addition, please specify if the device includes any disposable components 

and the expected life or the replacement frequency recommended for the disposable 

components.   

 

5. Describe the item fully in general terminology. What is it? What does it do? How is it 

used? Describe the patient population for whom the product is clinically indicated. 

Descriptive booklets, brochures, package inserts, as well as copies of published peer-

reviewed articles on the item may be included in the information packet submitted for 

review, but they do not replace the requirement to fully respond to this question and fully 

describe the item.  

For drugs and biologicals, include: A) indications for use, B) action, C) dosage and route 

of administration, D) package insert and, E) how supplied.   

 

6. Describe how the item/product is primarily and customarily used to serve a medical 

purpose. 

 

7A) Identify similar products and their manufacturers.  

(If a drug - list other drugs by trade name marketed under the same active ingredient 

category/generic name.)  

7B) Identify significant differences between this item and other products listed above. 

(Include differences in item cost; material; product design; how it is used; different 

mechanism of operation, differences in function/treatment provided to a patient; clinical 

indication; and clinical outcome.)   

7C) Complete item 7C only if you are making a claim of significant therapeutic 

distinction). Claims of significant therapeutic distinction when compared to the use of 

other, similar items, must be described in detail.  Articulate the clinical theory behind the 

claim, including differences in the product or its operation as it compares to currently 

coded products.  Specify how the product results in a significantly improved medical 

outcome or significantly superior clinical outcome.  (Please refer to the HCPCS decision 

tree for additional information.)  Provide the best available information related to your 

claim.  Include copies of all articles that result from your systematic analysis of the 

available literature.  Information submitted should be as complete as possible. 

Unfavorable articles should be provided with any appropriate rebuttal or explanation.   If 

the articles submitted cause you to exceed the overall 40-page limit, then submit one 

reference copy of each article and 35 copies of the application. 

 

8. Answer each of the questions A), B), and C) below: 

A) List any 3
rd

 party payers that pay for this product  

B)  List any codes that are currently being billed to those payers for this product. 



C) Explain why existing code categories are inadequate to describe the item. 

 

9. A) Is this product prescribed by a health care professional?  

    B) If yes - who prescribes the product and in what setting(s) is the product prescribed? 

 

10. A) Is the item useful in the absence of an illness or injury? 

      B) Explain:  

 

11a.) Provide the date that the item/product was cleared for marketing by the FDA. If the 

product is exempt from FDA review and classification, please explain the basis 

for the exemption. 

b.) Attach copy of the FDA approval letter including the 510(k) summary for those items 

that are approved using the 510(k) process. Also, if an item is cleared using the 

510(k) process, identify the HCPCS codes, if applicable, that describe the 

predicate products listed in the 510(k) submission and explain why these codes do 

not adequately describe the item that is the subject of the HCPCS 

recommendation.  In other words, if an item is listed as being substantially 

equivalent to another item(s) in an application for FDA marketing clearance, why 

is it not equivalent or comparable for coding purposes?  

c.) For drugs and biologicals only: In order for an application for a code for a 

drug/biological can be considered timely and complete: FDA approval 

documentation may be submitted after the code application, but no later than 

March 31, 2013, provided all other application materials are complete and 

submitted by the deadline of January 3, 2013, and provided the application for 

marketing approval has been submitted to the FDA by September 30, 2012.  

Applicants awaiting FDA clearance for drugs or biologicals at the January 3
rd

 

submission deadline must submit with the application documentation evidencing 

submission for FDA approval, along with the date the application was submitted 

to the FDA.   

 

12A) When was the item/product marketed in the United States?  

Note For drugs and biologicals, the date of first sale is required.   

12B) For all items that are not drugs and not biologics, the applicant must submit 3 

months of marketing experience following the FDA approval date. 

For the 3 months prior to submitting this coding recommendation, what is the total 

number of units sold in the U.S. and the total dollar amount in sales (Medicare, Medicaid 

and private insurance)?  Do not estimate or provide projections - the information 

provided must represent actual volume of sales for the product for the period of time 

indicated. Note: For drugs and biologicals, information regarding the number of units 

sold is not required.  

 

13. Identify the percent of use of the item across the following settings.  For 

drugs/biologicals, provide the percentage of use for the setting in which this 

product is or would be administered. 

   

Physician's Office: _______  



Freestanding Ambulatory Care Clinics: _______  

Patient's Home by patient: _______  

Patient's Home by Health Care Provider: _______  

Nursing Home/Skilled Nursing Facility: ________  

Hospital Inpatient Facilities: ________  

Hospital Outpatient Facility: ________  

Other- (identify): _________ 

TOTAL VOLUME OF USE ACROSS ALL SETTINGS SHOULD EQUAL 100% 

 

14. What is the Manufacturer’s Suggested Retail Price (MSRP) or list price of the item?  

This question must be answered for all items, except drugs/biologicals.   

 

HCPCS Coding Recommendation submitted by:  

* Please provide a complete mailing address and direct dial phone number. We use this 

information to contact applicants regarding upcoming meetings, questions regarding 

applications, and to make notifications of the status of applications. 

 

Name:  

Name of Corporation/Organization:  

Mailing Address (street):  

City, State, Zip 

Telephone Number and extension:  

FAX Number:  

E-Mail Address:  

 

I attest that the information provided in this HCPCS coding recommendation is accurate 

and correct to the best of my knowledge.  

 

 

____________________________ _________________________Date:_____________  

Signature of Applicant 

 

 

 

Is applicant the manufacturer? Y/N  If not, the manufacturer must sign the following 

attestation: 

 

 

 

I attest that the information describing the product is accurate.  

 

____________________________ _________________________Date:_____________  

Signature of Manufacturer  

 

 



According to the Paperwork Reduction Act of 1995, no persons are required to respond 

to a collection of information unless it displays a valid OMB control number.  The valid 

OMB control number for this information collection is 0938-1042.  The time required to 

complete this information collection is estimated to average 11 hours per response, 

including the time to review instructions, search existing data resources, gather the data 

needed, and complete and review the information collection.  If you have comments 

concerning the accuracy of the time estimate(s) or suggestions for improving this form, 

please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, 

Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.   
 



Was the application
timely and complete?

Is HCPCS Level II the appropriate code
jurisdiction?
· not capital equipment
· not exclusively in an inpatient setting
· not appropriate for a different code set
(CPT, CDT, ICD…)

Is the product/item primarily medical in
nature (used by health care providers for

diagnostic or therapeutic purpose)?

Is there FDA approval if
regulated by FDA?  (FDA

approval for drugs accepted up to
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TIER 1:  Does the item that is the subject of
the request belong in HCPCS Level II?

TIER 2:  Which HCPCS Level II
code should be used?

If complete but rec’d after
the deadline, process in

next cycle; if incomplete by
deadline, applicant must

resubmit next cycle

No

*

                                                 
*Subject to national program operating need  
**For drugs, volume and marketing criteria are waived, and “yes” is assumed for the purpose of following the decision tree 



Definitions and Clarifications 
 
Tier 1: 
 

HCPCS 2 is the appropriate code jurisdiction:  Item is not within the jurisdiction of CPT, CDT, ICD or DRG coding. 
 
Primarily Medical in nature:  Item is primarily and customarily used to serve a medical purpose and is not useful in the absence of a medical condition or 
injury.   
 
FDA approved if regulated:  See the online Medicare Benefit Policy Manual #100.2, Chapter 15 – Covered Medical and Other Health Service, Section 
50.4.1 – Approved Use of Drug.  Does not apply if regulated items are not yet approved.  Note: FDA approval for drugs accepted up to 90 days after the 
application deadline. 
 
National Programmatic Need:  At least one insurance sector, public (Medicare or Medicaid) or private (commercial insurers) identified a program 
operating need to separately identify the item and that need is common across the sector, (i.e., nationally, as opposed to one or a handful of individual 
insurers or states).  Does not apply if item identification is statutorily required. 
 

Tier 2: 
 

Existing or similar code:  Describes a similar function to previously coded products 
 
Volume and marketing criteria:  There must be sufficient claims activity or volume (3% of affected population), as evidenced by 3 months of marketing 
activity for non-drug products, so that the adding of a new or modified code enhances the efficiency of the system and justifies the administrative burden 
of adding or modifying a code and establishing policy and system edits.   
Note: Marketing data requirements waived for drugs only.   
 
Performs a different function:  Does something completely different to the patient.  Examples: suction for a different purpose; static vs. dynamic; swing vs. 
stance. 
 
Operates differently:  Performs the same or similar function to other items, using a different mechanism.  Examples:  mechanical vs. electronic; automatic 
vs. manual regulating; extrinsic vs. intrinsic lubrication. 
 
Significant Therapeutic Distinction:  Improved medical benefit when compared with the use of other, similar items, e.g., significantly improved medical 
outcome or significantly superior clinical outcome.   Requests for modifications to the HCPCS Level II code set based on such claims are reviewed on a 
case-by-case basis, taking into consideration clinical information provided by the applicant and other commentators that supports or refutes the claim(s) 
made by the applicant.  In submitting a request, an applicant should provide the best available information supporting his or her claim.  Greater weight will 
be given to more methodologically rigorous and scientifically reliable evidence.  Note that process indicators (such as improved compliance, convenience 
and personal preference) are considered significant distinctions only to the extent that they result in demonstrably improved clinical outcomes.    

 
 
 
 
Revised:  October 16, 2006 
 



The recommendations in this publication do not indicate an exclusive course of treatment or serve as a standard of medical care. 
Variations, taking into account individual circumstances, may be appropriate. 

Reprinted from AAP Pediatric Coding Newsletter Online at http://coding.aap.org

should be used only once per date even if the time spent by the physician or other health care 
professional is not continuous on that date. Psychotherapy for crisis of less than 30 minutes' total duratio
on a given date should be reported with 90832 or 90833 (when provided with E/M services). Code
90840 is used to report any additional blocks of time of up to 30 minutes each beyond the first 74 
minutes.

Other Psychotherapeutic Procedures
Psychoanalysis (90845), family psychotherapy (90846–90847), multiple family group psychotherapy 
(90849), and group psychotherapy (90853) are unchanged in 2013. However, code 90857, interactive 
group psychotherapy, has been deleted. Report interactive group psychotherapy for the specified patient 
with codes 90853 and 90785.

The parenthetic instructions for reporting therapeutic repetitive transcranial magnetic stimulation (TMS) 
treatment (90867–90869) have been revised to exclude separate reporting of needle electromyography
(95860–95870) and central motor evoked potential study in the upper and lower limbs (95939). A new
instruction also directs to code 0310T for transcranial magnetic stimulation motor-function mapping for 
therapeutic planning other than for repetitive TMS.

Codes 90875 and 90876 have been revised to delete time ranges and insert single time designations as
follows:

Learn More
While this article has provided an overview of changes to the psychiatry service codes in 2013, it is 
advisable for those who provide or assign codes for these services to review all code changes and begin 
making preparations for them effective January 1, 2013. 

90875 Individual psychophysiological therapy incorporating biofeedback training by any modality (face-to-
face with the patient), with psychotherapy (eg, insight oriented, behavior modifying or supportive
psychotherapy); approximately 20-30 minutes 

90876 approximately 45-50 minutes 
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DRAFT Measure #1:  Follow-up with Patient Family after 

Developmental Screening  

Developmental Screening Follow-up (DSF) Measure Set 

Measure Description 

Percentage of patients aged 6 months to 36 months whose family received a follow-up discussion 

of developmental screening results on the same day of the screening visit 

 

Measure Components  

 

Numerator 

Statement 

Patients whose family received a discussion of the developmental screen by a 

primary care clinician on the same day of the screening visit 

 

Definitions:  

 
1 

Follow-up discussion is defined as a communication from clinician to patient 

family in which the clinician reports the screening scores, explains the screening 

results, and outlines next steps (which may include referrals) and expectations. 

             

Denominator 

Statement 

All patients aged 6 months to 36 months who received a developmental screen 

using a standardized developmental screening tool that was administered either by 

the primary care clinician or if conducted elsewhere, appears in the patient’s 

medical chart. 

 

Definitions:  

 
2
 A standardized developmental screening instrument is defined as an instrument 

that meets the following criteria:     

 Developmental domains: The following domains must be included in the 

standardized developmental screening tool: motor, language, cognitive, 

and social-emotional 

 Reliability:  Reliability scores of approximately 0.70 or above. 

 Validity: Validity scores for the tool must be approximately 0.70 or above. 

Measures of validity must be conducted on a significant number of 

children and using an appropriate standardized developmental or social-

emotional assessment instrument(s) 

 Sensitivity/Specificity: Sensitivity and specificity scores of  approximately 

0.70 or above 

Some tools that meet these criteria include: 

 Ages and Stages Questionnaire (ASQ), 2 months – 5 years 

 Battelle Developmental Inventory Screening Tool (BDI-ST),  birth – 95 

months 
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 Bayley Infant Neuro-developmental Screen (BINS), 3 months – 2 years 

 Brigance Screens-II, birth – 90 months 

 Child Development Inventory (CDI), 18 months–6 years 

 Child Development Review-Parent Questionnaire (CDR-PQ), 18 months – 

5 years 

 Infant Development Inventory, birth – 18 months 

 Parents’ Evaluation of Developmental Status (PEDS), birth – 8 years 

 

Non-recommended tools are those that do not meet the above criteria. It is 

important to note that standardized tools specifically focused on one domain of 

development [e.g. child’s socio-emotional development (ASQ-SE) or autism (M-

CHAT)] are not included in the list above as this measure is anchored to 

recommendations focused on global developmental screening using tools that 

focus on identifying risk for developmental, behavioral and social delays. 

 

Denominator 

Exceptions 

This measure has no exceptions 

Evidence The following clinical recommendation statements are quoted verbatim from 

the referenced policy statement and represent the evidence base for the 

measure:  

If the results are normal, the child health professional should inform the parents 

and continue with other aspects of the preventive visit. If there was concern prior 

to the screen or the screening result was concerning, additional surveillance or 

evaluations should be scheduled.
1
 

 

In addition: 

An implementation study of standardized developmental screening found that 

when providers were instructed to score and respond to survey results with the 

parent at the visit during which the screen was interpreted, providers’ confidence 

in their ability to screen and identify developmental delays increased. Similarly, 

discussing screening results with parents not only allowed providers to better refer 

children to follow up services, it also provided an opportunity for parents to 

discuss general developmental concerns that might not have been identified with 

the screening tool.
2 

Taking the time to discuss both positive and negative 

screening results with family members and documenting them in the medical chart 

indicates that the provider has interpreted and discussed the screening results and 

provided the family with time to ask clarifying questions or voice any additional 

concerns. 

 



 

Measure Importance 

Relationship to 

desired 

outcome 

Discussing both positive and negative results with family members and 

documenting them in the medical chart indicates that a clinician has taken the time 

to interpret the screening tool results and relay these results and any follow-up 

information to a child’s family.  

Opportunity 

for 

Improvement 

Patients whose families receive feedback from clinicians on developmental 

screening results, whether positive or negative, have been shown to significantly 

benefit, particularly if there is any action the families can do to become more 

educated on development milestones. 

IOM Domains 

of Health Care 

Quality 

Addressed  

 Effective 

 Timely 

 Equitable 

 Safe 

 Efficient  

 

Harmonization 

with Existing 

Measures 

The PMCoE measure development team attempts to harmonize measures with 

other existing measures to the extent feasible.  

Measure Designation 

Measure purpose  Quality improvement 

 Accountability 

Type of measure  Process 

Level of 

Measurement 
 Practice/Plan Level  

Care setting  Any inpatient or outpatient care 

Data source  Electronic health record (EHR) data 

 Paper Medical Record 

1. Council on Children with Disabilities Section on Developmental Behavioral Pediatrics, Bright 

Futures Steering Committee, Medical Home Initiatives for Children with Special Needs Project 

Advisory Committee. (2006). Identifying infants and young children with developmental 

disorders in the medical home: an algorithm for developmental surveillance and screening. 

Pediatrics, 118(1), 405-420. 

2. Schonwald, A., Huntington, N., Chan, E., Risko, W. Bridgemohan, C. (2009). Routine 

developmental screening implemented in urban primary care settings: more evidence of 

feasibility and effectiveness. Pediatrics, 123(2),660-668.  



 

DRAFT Measure #2:  Follow-up Referral after Positive 
Developmental Screen 

Developmental Screening Follow-up (DSF) Measure Set 

Measure Description 

Percentage of patients aged 6 to 36 months who were referred for follow-up care within 7 

calendar days of receiving a positive developmental screening result 

Measure Components 

 

Numerator 

Statement 
Patients who received a referral for follow-up care

1
 by the screening clinician 

within 7 calendar days of receiving a positive developmental screening result
2
 

 

 

Definitions:  
1
Referral for follow up care is defined as the formal event by which the clinician 

providers a referral to the patient family (and does not include any further steps in 

the process like securing the appointment, confirming the appointment attendance, 

etc.) and refers for further evaluation or to any type of therapy, intervention, or 

education to mitigate developmental delays. A referral can be within the medical 

home or outside of the medical home. A referral can also include a form of 

watchful waiting by which the clinician offers practice-based intervention(s) and 

schedules a follow-up visit within 3 months. Some referral types are listed below 

but the list is not exhaustive: Part C, Early Intervention Program 

 Referral for Follow-up Testing 

 Home Visiting for 0-5 

 Physical Therapist 

 Occupational Therapist 

 Speech/Language Pathologist 

 Medical Home Clinician Internal 

 Specialty Clinician External 

 Early Head Start 

 Network Care Manager 

 Family-to-family Support 

 Hearing and Vision Specialists 

 Mental Health Specialist 

 
2 

A positive developmental screening result refers to a result from a validated 

developmental screening tool that indicates the patient tests positive for risk of a 

developmental delay 

             

Denominator 

Statement 
All patients aged 6 months to 36 months who received a positive developmental 

screening result or an indication from the family that there is a developmental 



 

concern 

Denominator 

Exceptions 
Patients who have already received or are receiving therapy, intervention, or 

education that would also be applicable for developmental delay follow-up care. 

Evidence 
The following clinical recommendation statements are quoted verbatim from 

the referenced policy statement and represent the evidence base for the 

measure:  

If screening results are concerning, the child should be scheduled for 

developmental and medical evaluations. They should be scheduled as quickly as 

possible and professionals should coordinate activities and share findings.
1
 

In addition: 

It has been reported that physicians fail to identify and refer 60 to 90% of children 

with developmental delays in a timely manner.
2 

Similarly, among children 

classified as having delays at 9 months, only 9% received follow-up services and 

among children classified as having delays at 24 months, only 10-12% had 

received services.
3
 Likewise, a study by Tang et al. found that 34-37% of high risk 

infants who failed a developmental screen were not referred to either Early 

Intervention or other therapies. A study cited in the report notes that the mean time 

between identification of a developmental delay and Early Intervention referral is 

greater than 5 months.
4
 Furthermore, in a qualitative study focusing on barriers to 

evaluation for Early Intervention services, Jimenez et al. found that parents who 

reported that their child was not evaluated for developmental delay were more 

likely to report that their pediatrician did not explain what EI was or how to obtain 

services.
5
  

 

An implantation study of the American Academy of Pediatrics (AAP) 

recommendations for developmental screening and referrals found that not only 

were referral rates among children with failed screens low (27%-100%), but  

practices tended to deviate from the recommendation that children with failed 

screens be simultaneously scheduled for developmental/medical evaluations and 

referred for early-intervention services. Providers tended to stratify their referrals 

by perceived severity of symptoms, age of child, and type of delay and 

occasionally failed to refer a child despite a failed screen.
6 

As a developmental 

delay can profoundly impact a child’s ability to function in multiple settings, it is 

imperative that children who fail screens are referred to follow up services as soon 

as possible.  

 

 

Measure Importance 

Relationship to 

desired outcome 

A developmental delay can profoundly impact a child’s ability to function in many settings. 

Therefore, it is important to ensure that children who have a positive result on a developmental 

screen are referred to follow-up services so that they can receive the care they need. 

Opportunity for 

Improvement 

This measure will capture children at risk of developmental delay and who were referred to a 

follow-up service which is currently not being measured. 



 

IOM Domains of 

Health Care 

Quality 

Addressed  

 Effective 

 Timely 

 Equitable 
 Safe 

 Efficient  

 

Harmonization 

with Existing 

Measures 

The PMCoE measure development team attempts to harmonize measures with other existing 

measures to the extent feasible.  

Measure Designation  

Measure purpose  Quality improvement 

 Accountability 

Type of measure  Process 

Level of Measurement  Practice/Plan Level  

Care setting  Any inpatient or outpatient care 

Data source  Electronic health record (EHR) data 

 Paper Medical Record 

1. Council on Children with Disabilities Section on Developmental Behavioral Pediatrics, Bright Futures 

Steering Committee, Medical Home Initiatives for Children with Special Needs Project Advisory 

Committee. (2006). Identifying infants and young children with developmental disorders in the medical 

home: an algorithm for developmental surveillance and screening. Pediatrics, 118(1), 405-420. 

2. National Collaborative for Innovation in Quality Measurement Center of Excellence (NCINQ). (2011). 

Developmental screening in children. Developed for NCINQ for use in the AHRQ PQMP Consortium.  

3. Feinberg, E., Silverstein, M., Donahue, S., Bliss, R. (2012). The impact of race on participation in Part 

C early intervention services. Journal of Developmental & Behavioral Pediatrics, 32(4), 284-291. 

4. Tang, B.G., Feldman, H.M., Huffman, L.C., Kagawa, K.J., Gould, J.B. (2012). Missed opportunities in 

the referral of high-risk infants to early intervention. Pediatrics, 129(6), 1027-1034. 

5. Jimenez, M.E., Barg, F.K., Guevara, J.P., Gerdes, M., Fiks, A.G. (2012). Barriers to evaluation for 

early intervention services: parent and early intervention employee perspectives. Academic Pediatrics, 

12(6), 551-557. 

6. King, T.M., Tandon, S.D., Macias, M.M., Healy, J.A., Duncan, P.M., Swigonski, N.L., Skipper, S.M., 

Lipkin, P.H. (2010). Implementing developmental screening and referrals: lessons learned from a national 

project. Pediatrics, 125(2), 350-360.  



 

DRAFT Measure #3:  Follow-up Referral Tracking 

Developmental Screening Follow-up (DSF) Measure Set 

Measure Description 

Percentage of patients aged 6 to 36 months whose primary care clinician received feedback from 

a referral to a follow-up care clinician within 6 months of the date that referral for follow-up care 

was made 

 

Measure Components 

 

Numerator 

Statement 
Patients whose primary care clinician received feedback from a referral to a 

follow-up care clinician
1
 within 6 months of the date that referral for follow-up 

care
2
 was made

 

 

Definitions:  
1
Feedback from follow-up care clinician refers to correspondence between the two 

clinicians by way of phone, fax, paper documentation transmitted through mail, or 

other permissible means of transferring patient information regarding the result of 

the patient’s visit for follow-up services 

 
2
Referral for follow up care is defined as the formal event by which the clinician 

provides a referral to the patient family (which does not include any further steps 

in the process like securing the appointment, confirming appointment attendance, 

etc.) and refers for further evaluation or to any type of therapy, intervention, or 

education to mitigate developmental delays and can be within the medical home or 

outside of the medical home.  Some referral types are listed as examples below but 

the list is not exhaustive: 

 Part C Early Intervention Program 

 Referral for Follow up Testing 

 Home Visiting for 0-5 

 Physical Therapist 

 Occupational Therapist 

 Speech/Language Pathologist 

 Medical Home Clinician Internal 

 Specialty Clinician External 

 Early Head Start 

 Network Care Manager 

 Family-to-family Support  
 Hearing and Vision Specialists 

 Mental Health Specialist 

        

Notes: 

1. Proper referral by the physician should include a parent consent form 



 

authorizing the use or disclosure of health information between healthcare 

providers. This authorization should prevent any limitation of the follow-

up care clinician in being able to effectively provide feedback on the 

patient. 

Denominator 

Statement 
All patients aged 6 months to 36 months who received a referral for developmental delay 

follow-up care or evaluation 

Denominator 

Exceptions 
Patients who were referred for follow-up services but did not continue care in the medical 

home where diagnosed 

Evidence 
The following clinical recommendation statements are quoted verbatim from the 

referenced policy statement and represent the evidence base for the measure:  

If a child is found to have a developmental delay (disease etiology does not need to be 

defined), the child should be identified by the medical home for appropriate chronic-

condition management and regular monitoring and entered into the practice’s children and 

youth with special health care needs registry. Children should also be referred to 

community-based family support services such as respite care, parent-to-parent programs, 

and advocacy organizations.
1
 

 

In addition: 

A study aiming to assess the degree to which a national sample of pediatric practices 

could implement the American Academy of Pediatrics (AAP) recommendations for 

developmental screening and referrals found that while difficult to implement, referral 

tracking was feasible with a few workflow modifications. In addition, practices that 

successfully tracked referral found that many families do not follow through with 

referrals, families often do not understand where they are being referred or the reason for 

referral, tracking of referrals leads to better communication with local referral resources, 

and tracking led some practices to conclude that more children are being identified and 

linked to services as feedback on eligibility status of the referred children informs 

practices about their screening success.
2 
 

 

The definition of a medical home put forth by the AAP requires the maintenance of a 

central, accessible, and comprehensive record containing all pertinent information about 

the child. Furthermore, medical care may be provided in various locations but regardless 

of the venue in which care is provided, a designated physician must ensure that the 

services are in fact provided.
3
 As a developmental delay can impact a child’s ability to 

function in many settings, it is important that children who fail screens are referred 

promptly to follow up services and in order for a provider to comply with the AAP’s 

medical home guidelines, referrals must be tracked. 
 

 

Measure Importance 

Relationship to 

desired outcome 

Given the importance of medical homes, it is important for pediatricians to know about the follow-

up services their patients are receiving.  

Opportunity for 

Improvement 

This measure will capture feedback from referral sources and measure how frequently clinicians 

receive feedback about their pediatric patients’ developmental follow-up using electronic medical 

records data. 

IOM Domains of  Effective  



 

Health Care 

Quality 

Addressed  

 Timely 

 Equitable 

 Safe 
 Efficient  

Harmonization 

with Existing 

Measures 

The PMCoE measure development team attempts to harmonize measures with other existing 

measures to the extent feasible.  

Measure Designation  

Measure purpose  Quality improvement 

 Accountability 

Type of measure  Process 

Level of Measurement  Practice/Plan Level  

Care setting  Any inpatient or outpatient care 

Data source  Electronic health record (EHR) data 

 Paper Medical Record 

1. Council on Children with Disabilities Section on Developmental Behavioral Pediatrics, Bright Futures 

Steering Committee, Medical Home Initiatives for Children with Special Needs Project Advisory 

Committee. (2006). Identifying infants and young children with developmental disorders in the medical 

home: an algorithm for developmental surveillance and screening. Pediatrics, 118(1), 405-420. 

2. King, T.M., Tandon, S.D., Macias, M.M., Healy, J.A., Duncan, P.M., Swigonski, N.L., Skipper, S.M., 

Lipkon, P.H. (2010). Implementing developmental screening and referrals: lessons learned from a 

national project. Pediatrics, 125(2), 350-360. 

3. Medical Home Initiatives for Children with Special Needs Project Advisory Committee.2008 

(reaffirmed). The medical home. Pediatrics, 122(2).  
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