Developmental Surveillance and Screening 

Question and Answer

D-PIP Practices


	Q.
Our practice is using the Ages and Stages Questionnaire (ASQ) as our screening tool. The ASQ has an 8-month screen and a 10-month screen, but no 9-month screen. Which tool should we use?

A.
According to the ASQ manual, page 64: The authors recommend administering BOTH, with special review of the results.



	Q.
Our billing data has a 2-week delay for running reports. Therefore, we will not have complete data for July until 2 weeks into August. If we turn July data in at the end of the month, it will be incomplete. What should we do?

A.
Report your complete July data when you have it. Therefore, your results will come in later than other practices, but we will still be able to compare the data consistently across practices.



	Q.
So far none of our carriers are paying for code 96110 (developmental testing; limited) when it is reported in addition to an evaluation and management (E/M) service. It is not financially feasible to pay $5 for a Bayley Screening form, spend 20-30 minutes administering it (nursing staff) and time interpreting it (MD or PNP) unless there is compensation. Do you have any suggestions for how we can receive payment for developmental screening?

A.
First of all, since the BINS is a directly administered objective testing instrument you should report code 96111 (developmental testing; extensive) instead of code 96110. Since code 96111 has higher relative value units (RVUs) than code 96110, you may have a better chance of being paid for the service. Instruments appropriately reported with code 96110 include the Ages & Stages Questionnaire (ASQ) and the Parents’ Evaluation of Developmental Status (PEDS).


As a general rule, it is a good idea to code for everything that you do, even if you are not initially paid by your carriers. Codes that appear routinely in carriers’ claims adjudication systems have a better chance of getting paid over time. It should also be noted that there might be a lag time between when a new or revised code appears and when it is paid by carriers.

From a coding perspective, we have the code we need to report developmental screening (96110).  Additionally, from a valuation perspective, we have the RVUs that the Academy recommended: 0.36 total RVUs. Most importantly, the Centers for Medicare and Medicaid Services (CMS) has published those RVUs on the 2006 Medicare Resource-Based Relative Value Scale (RBRVS). Therefore, from a coding and valuation perspective, the Academy (ie, the Committee on Coding and Nomenclature (COCN) and the Section on Developmental and Behavioral Pediatrics) has been successful in getting a system in place for other, non-Medicare payers to pay appropriately for this service.

Currently, several private payers (such as UnitedHealthcare) will bundle the developmental screening (CPT code 96110) with the office visit under the rationale that the screening is considered incidental to the office visit.  However, there are some carriers that are paying separately for developmental screening.  For example, Aetna has begun paying for both the office visit and developmental screening for claims with modifier 25 appended to the evaluation and management (E/M) code. Nationally, about half of the Blue Cross Blue Shield (BCBS) plans will pay for developmental screening.

As part of AAP private payer advocacy, letters have been developed to send to carriers. Click here for sample appeal letters to send to carriers advocating separate payment for developmental screening. 

Some AAP chapters have developed pediatric councils -to meet with regional carriers on pediatric issues. For example, chapters in Pennsylvania, Virginia, Massachusetts, New Jersey and Rhode Island Chapter through the pediatric council have met with carriers advocating separate payment for developmental screening.  Pediatricians should contact the AAP chapter regarding pediatric council activities. 

The AAP Private Payer Advocacy initiative was established to address access, coverage, and payment issues impacting pediatrics and pediatricians.  Resources for pediatricians can be accessed on the AAP Member Center, private payer advocacy page at: http://www.aap.org/moc/reimburse/ Note: an AAP ID number /password is required to access this site).


	Q.
Should we continue to bill a 96110 if we know the payors are not going to pay?
A.
As a general rule, it is a good idea to code for everything that you do, even if you are not initially paid by your carriers. Codes that appear routinely in carriers’ claims adjudication systems have a better chance of getting paid over time. It should also be noted that there might be a lag time between when a new or revised code appears and when it is paid by carriers.



	Q.
Should we mark on the data reporting forms the children who were already known delayed and therefore not screened (ie, should delayed children be included in the 30 consecutive visits)?
A.
For children who are delayed, surveillance should be done at all visits and screening is not needed once they are identified. Since our goal is to see if screening has increased, and since these children don't need screening, questions 2a, 3a, and 4a should pertain to non-delayed, non-identified children.



	Q.
Which patients do we need to identify at our location for follow-up at the end of the project? Is it just patients that were referred or is it all patients seen during the first month of the project?
A.
You should identify all patients that were referred during the project period. You can use the attached referral tracking form to assist you.



	Q.
How do you define the 9, 18, and 24/30 month visit (age of child or where it falls on the preventive care visit schedule)?
A.
The 9, 18, and 24/30 month visits are defined not by age, but by the appropriate preventive care visit. For example, a 13 month old coming in for his 9 month visit is reported as a 9 month visit.

	Q.
If children were not screened, but were referred based on surveillance, should these children be included in the data reporting form?
A.
The algorithm does not ever skip from surveillance over screening. So, all of the children who are of concern from surveillance get screened, then referred or scheduled for an early return visit.

	Q.
Sometimes children screen positive and referral is not indicated/appropriate (eg, routine behavior concern on the PEDS). I assume that these are still recorded as positive screens and the appropriateness of non-referral is not of interest in data collection?
A.
Your assumption is correct. If a child screens positive and is not referred, still record it as a positive screen. However, be careful with your scoring. Behavior alone should not cause a positive screen. If one answer on the screen is positive, that does not indicate a total positive screen in all cases. Be sure to check your scoring.

A.



*This Q&A will be updated as additional questions or issues arise.


