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This document summarizes the evaluation of the measure as it progresses through NQF's Consensus
Development Process (CDP). The information submitted by measure developers/stewards is included
after the Brief Measure Information, Preliminary Analysis, and Pre-meeting Public and Member
Comments sections.
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Brief Measure Information

NQF #: 3332

Corresponding Measures:

Measure Title: Psychosocial Screening Using the Pediatric Symptom Checklist-Tool (PSC-Tool)

Measure Steward: Massachusetts General Hospital

sp.02. Brief Description of Measure: Percentage of children from 3.00 to 17.99 years of age seen for a
pediatric well child visit who have a Pediatric Symptom Checklist (PSC) Tool administered as a
component of that visit.

1b.01. Developer Rationale: Psychosocial problems in children are common and treatable with
prevalence estimates of about 12% of all children and adolescents (Gardner, Lucas, Kolko, & Campo,
2007; Kelleher et al., 1997; Murphy et al., 2016). Studies have shown that children with these problems
are often unrecognized by their pediatricians (~50% of cases) (Kelleher et al., 1997) and that only a
fraction of them receive treatment (Hacker et al., 2014b; Kelleher et al., 1997). Children with
psychosocial problems are more likely to have poorer health, academic, behavioral, and social outcomes
in both the short and long term (Murphy et al., 2015). Children who receive psychosocial screening as a
part of pediatric well child visits are more likely to receive outpatient mental health services (Hacker et
al., 2014a; Hacker et al., 2014b; Savageau et al., 2016) than are children who are not screened. As the
dates of the studies just cited attest, it is only within the last three years that strong evidence
documenting the relationship between psychosocial screening and increased mental health treatment
has become available.

A series of RCT studies by Kolko and his associates have shown that pediatric outpatients with a wide
range of problems who are found to be at risk when screened with the PSC and go on to receive
pediatric office based mental health interventions have significantly lower mental health symptom
scores and better functioning at immediate and longer term follow up than do similar outpatients
randomized to treatment as usual (Kolko et al., 2014; Kolko, Campo, Kelleher, & Cheng, 2010). For these
reasons, we believe that an increase in mental health treatment is the most appropriate (and a
measurable) benchmark for assessing the positive impact of routine psychosocial screening. The logic
model for screening in pediatrics is that more children will receive help, fewer children will develop
mental, emotional, and behavioral disorders (Guzman et al., 2015; Kieling et al., 2011), and more
children who received help will enjoy better life outcomes (Kellam et al., 2014).

Requiring screening for psychosocial problems as part of routine well child care in pediatrics is one of
the most frequently recommended ways to improve recognition and intervention for such problems



(Hacker et al., 2014a) and an increasing number of states (Massachusetts (Savageau et al., 2016)),
insurers (Medicaid/EPSDT (Mann, 2013)), standard setting organizations (American Academy of
Pediatrics (Foy, Kelleher, Laraque, & Health, 2010; Weitzman & Wegner, 2015)), blue ribbon panels
(President’s New Freedom Commission on Mental Health (Hogan, 2003) (Institute of Medicine
(O’Connell, Boat, & Warner, 2009)), and advocacy organizations such as the Kennedy Forum (Fortney et
al., 2015) and Mental Health America (http://www.mentalhealthamerica.net/positions/early-
identification) have now required, endorsed, or recommended the principle of including a psychosocial
screen as a part of every well child visit for children aged 3-17.

The PSC is probably the most frequently recommended and widely used tool for routine psychosocial
screening in pediatrics (Semansky, Koyanagi, & Vandivort-Warren, 2003), with the Strengths and
Difficulties Questionnaire (Goodman, Meltzer, & Bailey, 1998) and Child Behavior Checklist (Achenbach,
2009) instruments that are similar in many ways and also frequently mentioned and validated in this
context. Many of the endorsements noted above include these three and/or a few other instruments.
The reference list is included in the attached appendix.

sp.12. Numerator Statement: Number of patients with documentation that the PSC tool was
administered as part of the well child visit.

sp.14. Denominator Statement: Number of patients aged 3.00 to 17.99 seen for a pediatric well-child
visit.

sp.16. Denominator Exclusions: No exclusions.

Measure Type: Process
sp.28. Data Source: Claims
sp.07. Level of Analysis: Health Plan

IF Endorsement Maintenance — Original Endorsement Date: 2018-05-16
Most Recent Endorsement Date: 5/16/2018

IF this measure is included in a composite, NQF Compositet/title:

IF this measure is paired/grouped, NQF#/title:

sp.03. IF PAIRED/GROUPED, what is the reason this measure must be reported with other measures to
appropriately interpret results?

Preliminary Analysis: Maintenance of Endorsement Measure

To maintain NQF endorsement endorsed measures are evaluated periodically to ensure that the
measures still meets the NQF endorsement criteria (“maintenance”). The emphasis for maintaining
endorsement is focused on how effective the measure is for promoting improvements in quality.
Endorsed measures should have some experience from the field to inform the evaluation. The emphasis
for maintaining endorsement is noted for each criterion.


http://www.mentalhealthamerica.net/positions/early

Criteria 1: Importance to Measure and Report

1a. Evidence

Maintenance measures — less emphasis on evidence unless there is new information or change in
evidence since the prior evaluation.

1a. Evidence. The evidence requirements for a structure, process or intermediate outcome measure is
that it is based on a systematic review (SR) and grading of the body of empirical evidence where the
specific focus of the evidence matches what is being measured. For measures derived from patient
report, evidence also should demonstrate that the target population values the measured process or
structure and finds it meaningful.

The developer provides the following evidence for this measure:

e Systematic Review of the evidence specific to this measure? O Yes X No
e Quality, Quantity and Consistency of evidence provided? O Yes No
e Evidence graded? O Yes No

Summary of prior review in 2017

e Thisis a process measure utilizing claims data at the health plan level to assess the percentage
of children who have a PSC-Tool administered during a pediatric well child visit.

e During the previous review in 2017, the developer provided evidence of studies demonstrating
the feasibility and acceptability of the PSC-Tool as a clinical and research measure with diverse
populations and on a statewide scale.

e The logic model indicated that this process measure will increase the likelihood of identifying,
exploring, and dealing with psychosocial issues during a well-child visit.

e Several members of the Standing Committee expressed concern regarding lack of evidence but
ultimately agreed that there were a series of randomized controlled trials linking screening with
the PSC-Tool to improved outcomes for children who are identified to be at risk.

Changes to evidence from last review
O The developer attests that there have been no changes in the evidence since the measure was
last evaluated.
The developer provided updated evidence for this measure:
Updates:
The developer presents the following evidence to support this measure:
e The developer cited the American Academy of Pediatrics (AAP) Task Force on Mental Health’s
recommendation for routine psychosocial screening as a part of all well child visits (AAP, 2021).
e The developer highlighted the Bright Futures/AAP Recommendations for Preventive Pediatric
Health Care (Periodicity Schedule), which advocates for the inclusion of "psychosocial/
behavioral assessment" at every well child visit from birth to age 21.
e One hundred and twenty studies (citations are listed in Appendix 1) published in the past four
years that support the measure; either used the PSC as a measure or reviewed it along with
“other measures” (i.e., screening tools).
e The provided evidence identifies a conceptual model from screening to interventions to
outcomes/ intermediate outcome. Traditionally, NQF prefers endorses screening, intermediate
outcome and follow up when clinically indicated, rather than screening only measures.



Questions for the Committee:
* The evidence provided by the developer is updated, directionally the same, and stronger
compared to that for the previous NQF review.
Guidance from the Evidence Algorithm

Process measure with empirical evidence submitted but not systematically reviewed (Box 3) -
empirical evidence without systematic review/grading of evidence (Box 7) - evidence summarized
include all studies (box 8) - high certainty that benefits outweigh undesirable effects (box 9) >
Moderate

Preliminary rating for evidence: [0 High X Moderate [0 Low O Insufficient

1b. Gap in Care/Opportunity for Improvement and 1b. Disparities

Maintenance measures — increased emphasis on gap and variation

1b. Performance Gap. The performance gap requirements include demonstrating quality problems and
opportunity for improvement.

e The developer provided data from several studies demonstrating a wide variation in the rates of
mental health screening with formal, standardized tools as well as the possibility of
improvement and the potential benefits of doing so:

o Summary data from the Children’s Behavioral Health Initiative (CBHI) Behavioral Health
Screening Cumulative Quarterly Report. Measurement Period dates of service from
1/1/2008 to 3/31/2017. Data Source: Statewide data for all children.

e Therangein rates was from 14.2% to 71.9% with a statewide average of 62.8%
and a standard deviation of 12.4%. (95% Cl: 58.8% to 66.8%).

o Distribution of screening rates demonstrating the wide range of rates of screening
across states over nearly a decade.

e Therange in rates was from 8.21% to 85.65% with a median of 64.53%.

o Statewide data retrieved from chart reviews supplemented by administrative claims
data showing variation in screening rates by region.

e Therange in rates was from 1.5% to 88.9% with a standard deviation of 35.1%.
(95% Cl: 35.5% to 87.2%).

o Differences in screening rates from four Massachusetts General Hospital (MGH)
outpatient clinics.

e Therange in rates was from 9.4% to 91.7% with an average of 76.6% and a
standard deviation of 38.5%. (95% Cl: 38.8% to 100.0%).

Disparities

e The developer presents data from the CBHI BHSCQR which illustrates different screening rates
by age group with very young (<3) children [56.44%] and older (>17) youth [35.04%] less likely to
be screened than 3-17-year-olds [71.22%)].

e The developer presents data from a chart review study exploring screening by demographics in
a subsample of ~6000 visits from 2007, 2010 and 2012.

e The developer reports no significant disparities by race, ethnicity, or language.

e The developer noted that disparities by socioeconomic status cannot be meaningfully assessed
in this sample since by CBHI is a program only for children with Medicaid and SES is confounded
with insurance type.



Questions for the Committee:
* Isthere a gap in care that warrants a national performance measure?
Preliminary rating for opportunity for improvement: [] High X Moderate [ Low

O Insufficient

Committee Pre-evaluation Comments:

Criteria 1: Importance to Measure and Report (including 1a, 1b, 1c)

1a. Evidence to Support Measure Focus: For all measures (structure, process, outcome, patient-
reported structure/process), empirical data are required. How does the evidence relate to the specific
structure, process, or outcome being measured? Does it apply directly or is it tangential? How does
the structure, process, or outcome relate to desired outcomes? For maintenance measures —are you
aware of any new studies/information that changes the evidence base for this measure that has not
been cited in the submission? For measures derived from a patient report: Measures derived from a
patient report must demonstrate that the target population values the measured outcome, process,
or structure.

e This is a maintenance measure. The developers provided a large amount of new medical
evidence to support the use of this measure. This submission continues to support the use of
this measure.

e Moderate- Maintenance measure. Updated evidence stronger.

e Evidence to support this measure is moderate. Multiple studies are cited, and the position of the
American Academy of Pediatrics are cited. No systematic reviews have been done in this area.
Screening may lead to lead to prevention and early intervention, which is cost effective,
according to the measure documents. Data presented provides evidence that screening can be
done. The connection of this measure to improving referrals which improve outcomes for
children and families is not as strong. Additionally, 18% of well child care is provided by family
physicians, and | am not certain that the evidence includes other than pedestrian practices,
except where mandated.

e One hundred and twenty studies (citations are listed in Appendix 1) published in the past four
years that support the measure; either used the PSC as a measure or reviewed it along with
“other measures” (i.e., screening tools).

e Since a process measure the focus is on increasing the percentage of Psychosocial screening
during Well Child Visits to improve behavioral health. The evidence for this measure in well-
documented (difficult to review entire list with some many references). Evidence suggests
measure is increasingly being used and the NQF measure would provide valuable data to
improve pediatric care.

e While there is no systematic review of evidence nor is there a link between screening and
improved mental health outcomes, there is evidence from multiple RCTs on improvement in
intermediate outcomes and access to treatment with screening; multiple organizations endorse
screening; there is more evidence then presented when the measure was initially endorsed

e While there is a substantial link between screening for mental health disorders and providing
interventions, the focus of this measure is a singular instrument rather than the process of
screening. The authors themselves admit there are other validated tools for the same task.
Moreover, the focus on process, rather than outcomes tempers my enthusiasm for this
measure.



e Process measure examining rate of completion of a pediatric mental/behavioral health
screening tool at the time of a well-child visit. The evidence directly suggests that, when this
occurs, the patient is more likely to be referred for evaluation to the appropriate MH/BH
professional, appropriately diagnosed with a BH/MH disorder, AND to receive treatment.
Tangentially, the evidence implies that when these outcomes occur that better BH/MH
outcomes result. | know of no studies which need to be additionally considered at this time.

1b. Performance Gap: Was current performance data on the measure provided? How does it
demonstrate a gap in care (variability or overall less than optimal performance) to warrant a national
performance measure? Disparities: Was data on the measure by population subgroups provided? How
does it demonstrate disparities in the care?

e The developers provided longitudinal data since the initial submission to demonstrate persistent
gaps in performance. There was evidence of regional variation and some evidence of disparities
in measurement by subgroup.

e Moderate room for improvement especially with younger and older children. | was surprised to
see no significant gaps in screening rates by race.

e There are systems that have been strong at screening, many of which are large hospital or
academic centers. Since this measure was first reviewed in NQF - "there has been a geometric
increase in screening". Data from those screening supports more referrals to mental health
resources. Screening rates can be as low as 14% to as high as 70+%.

e The developer provided data from several studies demonstrating a wide variation in the rates of
mental health screening with formal, standardized tools as well as the possibility of
improvement and the potential benefits of doing so. Rate ranged from 14.2% to 71.9%
indicating a wide gap in performance.

e Currently appears to be used for Medicaid, although some references to other populations.
However, overall, it appears that the screening with PSC Tool is only completed less than half
the time, therefore a gap is present and sufficient for improvement in care. Also, some issues of
socioeconomic differences and language (non-English speaking) that may be addressed in
future.

e The developers present data indicating wide ranges of screening rates that demonstrate a gap in
care as well as disparities by age

e While there is a gap in care, the importance of this gap (screening by this specific instrument)
may not reflect a general lack of attention to alternative screening approaches. Disparities are
probable but the data are limited as discussed.

o A performance gap was clearly demonstrated by the data and appropriate statistics were
provided. There were gaps with age range discrepancies but no significant disparities by race,
ethnicity, or language.

Criteria 2: Scientific Acceptability of Measure Properties

2a. Reliability: Specifications and Testing

2b. Validity: Testing; Exclusions; Risk-Adjustment; Meaningful Differences; Comparability; Missing
Data




Reliability

2al. Specifications requires the measure, as specified, to produce consistent (reliable) and credible
(valid) results about the quality of care when implemented. For maintenance measures — no change in
emphasis — specifications should be evaluated the same as with new measures.

2a2. Reliability testing demonstrates if the measure data elements are repeatable, producing the same
results a high proportion of the time when assessed in the same population in the same time period
and/or that the measure score is precise enough to distinguish differences in performance across
providers. For maintenance measures — less emphasis if no new testing data provided.

Validity

2b2. Validity testing should demonstrate the measure data elements are correct and/or the measure
score correctly reflects the quality of care provided, adequately identifying differences in quality. For
maintenance measures — less emphasis if no new testing data provided.

2b2-2b6. Potential threats to validity should be assessed/addressed.

Complex measure evaluated by Scientific Methods Panel? I Yes No
Evaluators: NQF Staff

NQF Staff Evaluation Summary:
Reliability

e Reliability testing conducted at the Patient or Encounter level:
o Inter-rater reliability was assessed by comparing billing codes indicating that a screen
had been given with a review of the progress note to look for evidence of the screen
e 2021: Chart reviews used as the gold standard. Research assistants examined
the WCV progress note and supporting documents to see whether (1) the item
and subscale scores downloaded from the EDW were also found in the progress
note and (2) whether WCV that did not have item- and subscale-level data for
the WCV in the EDW download were also bereft of such data in the patient's
EHR.

o For both the 2017 (using billing codes) and 2021 (using EDW data) data, intercoder
agreement was over 90%. Developer states that these levels of agreement indicate an
acceptably high level of reliability and therefore both methods of assessing the
completion of a PSC screen as a part of a WCV appear to be reliable.

Validity

e Validity testing conducted at the Patient or Encounter level:

o The developer conducted empirical patient/encounter validity testing comparing the
gold standard assessment of the clinical record with reported performance in inter-rater
reliability (IRR) to multiple data sources. In the original 2017 submission, developers
conducted data element validity testing from three sources in four testing schematics. In
2021, developers gained expanded access to their one of the original data sets and
obtained a fourth data set to conduct gold standard patient/encounter (previously data
element) validity testing.



e Data source 1x: Medicaid claims data for WCV from 664 practices/providers
with at least 30 WCVs from 1/1/2016 - 12/31/2016 for children enrolled in the
state's largest Medicaid HMO, same patients in Data Source 1 which also
included all claims data.

e Testing and results using chart review as the gold standard for validity,
the 96110 code in claims data had a sensitivity of 86.2% and a specificity
of 100.0% and an overall rate of 91% intercoder agreement in coding
the presence of a behavioral health screen during a well child visit.
Kappa was .84.

e Data source 4 (new data for 2021 testing): Psychosocial screening and
demographic data were extracted from the Electronic Data Warehouse (EDW)
for all patients 5.5 to 17.99-years of age seen for WCV from 1/1/2018 -
12/31/2019 from 15 Massachusetts pediatric practice networks covering
approximately 100,000 children.

e Testing and results from two coders reviewed twenty charts selected at
random to assess whether the EDW record that a PSC given could be
verified in a chart review. Inter-coder reliability was 100%.

e Validity testing conducted at the Accountable level:

o The developer states face validity was conducted for the measure, however, the
information provided does not match NQF’s requirements for face validity. The
information should be classified as empirical validity testing at the accountable level

e Developers stated that 304 screening entities in data source 1x were
completed and positive screenings differed. The ICC for screening rates (the
proportion of total variance in screening rates accounted for by site variation)
was 0.38 (95% confidence interval [Cl]=0.25- 0.50). With a proportion 210.0%,
the observed between-site screening rate and a positive screening rate at 245
sites of 0.10 (95% CI=0.00-0.29) can be considered meaningful.

e The developer also evaluated positive screens and BH service utilization at six
months following screens. A positive but statistically non-significant
relationship between a site’s BH screening rate and the rate of subsequent BH
service use was found (Pearson’s r=0.08, p=0.17). For testing demonstrated
that sites that screened above 71.9% were significantly more likely to have BH
treatment rates of 6.0% or above when compared to sites with less than 71.9%
screening (88.3% vs. 79.4%, p<.05), suggesting a positive relationship between
BH screening rates and rates of subsequent BH service use at the site-level.

Questions for the Committee regarding reliability:

* Do you have any concerns that the measure can be consistently implemented (i.e., are measure
specifications adequate)?

Questions for the Committee regarding validity:

* Do you have any concerns regarding the validity of the measure (e.g., exclusions, risk-
adjustment approach, etc.)?

Preliminary rating for reliability: [0 High X Moderate [ Low [ Insufficient
Preliminary rating for validity: 1 High X Moderate [ Low [ Insufficient


https://CI=0.00-0.29
https://CI]=0.25-0.50

Committee Pre-evaluation Comments:

Criteria 2: Scientific Acceptability of Measure Properties (including all 2a, 2b, and 2c)

2al. Reliability-Specifications: Which data elements, if any, are not clearly defined? Which codes with
descriptors, if any, are not provided? Which steps, if any, in the logic or calculation algorithm or other
specifications (e.g., risk/case-mix adjustment, survey/sampling instructions) are not clear? What
concerns do you have about the likelihood that this measure can be consistently implemented?

e The data elements were clearly defined as was the calculation algorithm. The measure can be
consistently implemented.

e Evidence is evaluated based on claims data and reliability is evaluated based on chart review.
However, intercoder agreement was 90%.

e Data elements are clear and can be based on chart review or claims data, however, the latter
may provide an underestimate of screening. If done for all visits, all ages, all within a population
seeking pediatric well care should be equitably screened. Implementation in a busy practice
using paper tools will present work effort by office staff to administer, and document results in
electronic health records in searchable data elements. Creating digital methods to collect this
data will require investments in technology and transfer of data into electronic health record,
which can be an expense small practices may see as a challenge. Health literacy may create
challenges with either paper or electronic survey methods.

e Inter-rater reliability testing found that intercoder agreement was over 90%. Developer states
that these levels of agreement indicate an acceptably high level of reliability and therefore both
methods of assessing the completion of a PSC screen as a part of a WCV appear to be reliable

e Clearly these data are reliable in terms of data reporting. The screening is additional service
therefore an incentive for the provider. A question as to why missed completely by some sites?

e Measure appears clearly specified, uses claims data.

e The reliability appears to be adequate.

e Elements and calculations are clear. My only concerns regarding consistent implementation of
this measure are 1) whether ALL of the most commonly used screening tools will/should be
counted and 2) will the insurance/managed care claims data always differentiate between the
various instruments. Consistency of applying the screening tool will be provider-variable, with
multiple controlling factors in each practice office, such as volume, availability of personnel to
administer, etc.

2a2. Reliability - Testing: Do you have any concerns about the reliability of the measure?

e The reliability of the measure is moderate based on the data presented. The intercoder
reliability was high at 90% suggesting that the data is reproducible. | have no concerns.

e No.

e No concerns, given the performance in a state with mandatory screening, and large health
systems that have implemented screening as routine process in well childcare.

e No concerns about the reliability of the measure.

e With all the studies using the PSC Tool, | have little concern about the reliability of the measure.

e No concerns.

e Not my primary concern.

e My concerns regarding reliability of this measure are 1) whether ALL of the most commonly
used screening tools will/should be counted and 2) will the insurance/managed care claims data
always differentiate between the various instruments. Consistency of applying the screening
tool will be variable, with multiple controlling factors in each practice office.
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2b1. Validity -Testing: Do you have any concerns with the testing results?

e The developers used the gold standard at the patient or encounter level and face validity at the
accountable level. Both were found to be high. | did not have any concerns with the results of

the data.
e No concerns. Data source 4, inter-coder reliability was 100%.
e No.

e One study only includes 20 charts. The other study was much larger and showed a sensitivity of
86.2% and a specificity of 100.0% and an overall rate of 91% intercoder agreement in coding the
presence of a behavioral health screen during a well child visit. Kappa was .84.

e Although the validity of screening is supported by the data submitted, there are some
indications that the validity of the positive screens may need to be better understood with more
data collection over time. It seemed there is more to the story that once the screening is done,
then the positive screens need better follow up if the health care is to be improved.

e No concerns.

e Yes, | believe validity is quite concerning. The link to even behavioral service utilization, let alone
outcomes, is tenuous. | am much more concerned about the lack of a consistent tie to outcomes
(see evidence).

e No concerns with testing results.

2b2-3. Other Threats to Validity (Exclusions, Risk Adjustment)2b2. Exclusions: Are the exclusions
consistent with the evidence? Are any patients or patient groups inappropriately excluded from the
measure? 2b3. Risk Adjustment: If outcome (intermediate, health, or PRO-based) or resource use
performance measure: Is there a conceptual relationship between potential social risk factor variables
and the measure focus? How well do social risk factor variables that were available and analyzed align
with the conceptual description provided? Are all of the risk-adjustment variables present at the start
of care (if not, do you agree with the rationale provided)? Was the risk adjustment (case-mix
adjustment) appropriately developed and tested? Do analyses indicate acceptable results? Is an
appropriate risk-adjustment strategy included in the measure?

e The exclusions were appropriate and consistent with the evidence. There was no risk
adjustment.

e No.

e No concerns.

e No concerns.

e Risk adjustment does not appear to be an issue.

e While factors like SES may impact who eventually gets treatment, they should not impact who
gets screened.

e | need to delve further on the specs to answer this.

e No concerns about exclusions or risk adjustment.

2b4-7. Threats to Validity (Statistically Significant Differences, Multiple Data Sources, Missing Data)
2b4. Meaningful Differences: How do analyses indicate this measure identifies meaningful differences
about quality? 2b5. Comparability of performance scores: If multiple sets of specifications: Do
analyses indicate they produce comparable results? 2b6. Missing data/no response: Does missing data
constitute a threat to the validity of this measure?

e It appears that these analyses are able to measure meaningful differences about quality among
the various levels of analysis. They also performed chart reviews to confirm that the expected
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data was available in the note to confirm the validity of the data. The results are compatible.
There was no evidence that missing data was a threat to validity.

e Review should be classified as empirical validity testing at the accountable level, not face
validity.

e Health literacy or challenges with use of technology in practices with digital tools to capture may
produce missing data for individuals/families with high risk for which screening is beneficial

e Uses code 96110 to identify screening. Does not link screening results to treatment or
outcomes. No threats to validity.

e The significant differences in the sites may represent some underlying issues with the patients
who utilize the site. They could be threats to validity or not. The measure may be improved with
more insights into these issues.

e Results suggest that differences do indicate meaningful differences in quality

e | am not sure that differential rates of using this instrument signify important differences in
quality.

e Missing data (providers NOT billing for the screening or billing incorrectly/inappropriately) will
affect the numerator.

Criterion 3. Feasibility

Maintenance measures — no change in emphasis — implementation issues may be more prominent

3. Feasibility is the extent to which the specifications including measure logic, require data that are
readily available or could be captured without undue burden and can be implemented for performance
measurement.

e Data elements are abstracted from a record by someone other than person obtaining original
information (e.g., chart abstraction for quality measure or registry)

e Some data elements are in defined fields in electronic sources.

e No proprietary elements are used in implementing this measure. There are no fees, licenses or
other requirements needed to use any aspect of the measure or the instrument.

Questions for the Committee:

* Arethe required data elements routinely generated and used during care delivery?

* Arethe required data elements available in electronic form, e.g., EHR or other electronic
sources?

* |sthe data collection strategy ready to be put into operational use?

AV

Preliminary rating for feasibility: [J High X Moderate [ Low [ Insufficient

Committee Pre-evaluation Comments:

Criteria 3: Feasibility

3. Feasibility: Which of the required data elements are not routinely generated and used during care
delivery? Which of the required data elements are not available in electronic form (e.g., EHR or other
electronic sources)? What are your concerns about how the data collection strategy can be put into
operational use?
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e The data elements are based on claims data or other data routinely used during care delivery.
No concerns about feasibility. The developers provided examples of implementation of the
measure.

e (Claims data

e 1. How will busy practices input data collected on paper into the electronic health record
consistently? 2. Can smaller practices afford the digital options for data collection? Literacy as
listed in previous responses. In the course of a busy office visit, will a 17 questionnaire be at risk
to be "by-passed" due to time constraints of the visit?

e The measure is feasible. Requires abstraction which could increase resource needs to
implement measure.

e If PSC screening is done, it appears to be reported via claims.

e Data obtained from claims and in use already

e Certainly, the instrument can be integrated into practice, an EHR and an overall quality process.
But such data are not routinely captured.

e No concerns. If the provider screens and bills for the screen, then it will show up in the claims
data - if ALL CLAIMS data is requested and not just PAID CLAIMS.

Criterion 4: Usability and Use

Maintenance measures — increased emphasis — much greater focus on measure use and usefulness,
including both impact/improvement and unintended consequences

4a. Use (4al. Accountability and Transparency; 4a2. Feedback on measure)

4a. Use evaluate the extent to which audiences (e.g., consumers, purchasers, providers, policymakers)
use or could use performance results for both accountability and performance improvement activities.

4a.1. Accountability and Transparency. Performance results are used in at least one accountability
application within three years after initial endorsement and are publicly reported within six years after
initial endorsement (or the data on performance results are available). If not in use at the time of initial
endorsement, then a credible plan for implementation within the specified timeframes is provided.

Current uses of the measure

Publicly reported? Yes 0 No

Current use in an accountability program? Yes [0 No [J UNCLEAR
Accountability program details

e This measure is used for Professional Certification or Recognition Program: American Board of
Pediatrics MOC credit for all Affiliated Pediatric Practices (APP) network providers, Reliant
Medical Group (RMG) MOC project.

e This measure is used for Quality improvement with Benchmarking (external benchmarking to
multiple organizations).

e The Children’s' Behavioral Health Initiative (CBHI) requires that all pediatric providers in the
Commonwealth of Massachusetts who bill for a WCV must have used one of about twelve
approved measures to screen for psychosocial problems as a part of that WCV.

4a.2. Feedback on the measure by those being measured or others. Three criteria demonstrate
feedback: 1) those being measured have been given performance results or data, as well as assistance
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with interpreting the measure results and data; 2) those being measured, and other users have been
given an opportunity to provide feedback on the measure performance or implementation; 3) this
feedback has been considered when changes are incorporated into the measure

Feedback on the measure by those being measured or others

e Psychosocial screening reports which include item and subscale data, and interpretation of risk
scores are available to clinicians and patients instantaneously in the EHR.

Additional Feedback: N/A
Questions for the Committee:

* How have (or can) the performance results be used to further the goal of high-quality, efficient
healthcare?

* How has the measure been vetted in real-world settings by those being measured or others?

AV

Preliminary rating forUse: X Pass [J No Pass

4b. Usability (4al. Improvement; 4a2. Benefits of measure)

4b. Usability evaluates the extent to which audiences (e.g., consumers, purchasers, providers,
policymakers) use or could use performance results for both accountability and performance
improvement activities.

4b.1 Improvement. Progress toward achieving the goal of high-quality, efficient healthcare for
individuals or populations is demonstrated.

Improvement results

e The developer highlighted the increase in rates (39.98% from 12/31/07-12/31/2008 to 70.69%
from 1/1/2017-3/31/2017) of screening in the full sample of 3—17-year-olds over the first 9.25
years of CBHI.

e The developer noted that there is an increasing number of networks that have adopted routine
psychosocial screening as the standard of care.

e The developer also noted that the country of Peru has made routine psychosocial screening a
required part of its annual pediatric care for all adolescents and has specified the PSC as the
measure that must be used.

4b2. Benefits vs. harms. Benefits of the performance measure in facilitating progress toward achieving
high-quality, efficient healthcare for individuals or populations outweigh evidence of unintended
negative consequences to individuals or populations (if such evidence exists).

Unexpected findings (positive or negative) during implementation

o The developer notes the following unintended benefit of implementing this measure:

o Increasing widespread use of a simple but effective PRO tool that can be used for
screening, diagnosis, and the monitoring of treatment outcomes for psychosocial
problems (Massachusetts, California, and other states).

o Increased national use of the measure (PSC is being used in the SAMHSA National
System of Care Expansion Evaluation and in the state of California child mental health
outcomes assessment program), Mental Health America making the PSC and PSC-Y
available for free and to tens of thousands of youths or their parents.

o Increased use of the PSC as a mandatory tool in behavioral health networks as a way to
meet the QI goal of using standardized measures in outcomes-based care. The state of
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California's requirement that the PSC be administered at intake for mental health
services and then every six months and the Community Behavioral Health Association of
Maryland's similar requirement in its 72 member agencies are examples of this.

Potential harms
¢ No unintended negative consequences to individuals or populations.
Additional Feedback:
N/A
Questions for the Committee:

* How can the performance results be used to further the goal of high-quality, efficient
healthcare?

* Do the benefits of the measure outweigh any potential unintended consequences?

Preliminary rating for Usability and use: [XI High [l Moderate [0 Low [ Insufficient

Committee Pre-evaluation Comments:

Criteria 4: Usability and Use

4al. Use - Accountability and Transparency: How is the measure being publicly reported? Are the
performance results disclosed and available outside of the organizations or practices whose
performance is measured? For maintenance measures - which accountability applications is the
measure being used for? For new measures - if not in use at the time of initial endorsement, is a
credible plan for implementation provided?4a2. Use - Feedback on the measure: Have those being
measured been given performance results or data, as well as assistance with interpreting the measure
results and data? Have those being measured or other users been given an opportunity to provide
feedback on the measure performance or implementation? Has this feedback has been considered
when changes are incorporated into the measure?

e The datais in use for quality certifications. The results of the screening data is immediately
available for clinical care decisions.

e Pass

e Public reporting via required screening by some states. Data can be used for maintenance of
certification for American Board of Pediatrics. Use is easy, if time allows and parents/children
are willing, and time pre-visit allow. Scoring is easy, and threshold scores are provided for when
to consider intervention.

e PSCis being used in the SAMHSA National System of Care Expansion Evaluation and in the state
of California child mental health outcomes assessment program. Also being mandated by the
country of Peru.

e The PSC appears to be widely used and accepted as a standard (AAP and others) with revisions
as feedback is incorporated. The inclusion of the screening tool is easily evaluated by the claims
data. Use is Pass.

e Yes - The developer highlighted the increase in rates (39.98% from 12/31/07-12/31/2008 to
70.69% from 1/1/2017-3/31/2017) of screening in the full sample of 3—17-year-olds over the
first 9.25 years of CBHI.

e ltis being used, but not quite in the way this measure would be used as a stand-alone, i.e..,
Mass. uses as one of a number of approved measures and in a quality improvement mode.
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| agree with the developers answers to 4al and 4a2. Speaking for our very large, national MCD,
CHIP, and Exchange MCO, we do give performance results and data, as well as assistance with
interpreting the measure results, and give an opportunity to provide feedback on their measure
performance.

4b1. Usability — Improvement: How can the performance results be used to further the goal of high-
quality, efficient healthcare? If not in use for performance improvement at the time of initial
endorsement, is a credible rationale provided that describes how the performance results could be
used to further the goal of high-quality, efficient healthcare for individuals or populations? 4b2.
Usability — Benefits vs. harms: Describe any actual unintended consequences and note how you think
the benefits of the measure outweigh them.

There is evidence of performance improvement over time although a slight downturn during
COVID. There do not appear to be potential harms associated with this measure since using such
a screening tool can improve clinical outcomes.

Like with all screening tools, they are most effective when the individuals conducting the
screening have strong linkages to the referral resources that patients might require for follow up
care. Nationally, access to children's behavioral health services is still limited. Also, patients are
more likely to follow up with MH care when MH services are co-located and integrated into the
practice. Widespread adoption of integrated primary care and behavioral health models for
pediatrics is still not the norm. So, implementing the screening tool requires that pediatricians
have more specialized training and or supports to provide brief counseling and referral to care.
Usability is good, and the developer provides data on steady increased screening rates. Benefits
include early identification of those with needs that can be addresses early. Unintended
consequence that | do not see mentioned is potential for questionnaire fatigue.

The results could increase treatment for screening identified needs. No identified harms.

Since the measure provides accountability and transparency, its benefits outweigh the harms as
presented. It would be interesting to know the subscale changes over time as the pandemic
may be causing some greater issues in behavioral health.

No harms identified.

There really wasn't a substantive discussion of harms--e.g., does screening place added burden
on the health system by identifying many cases of little clinical impact; is screening itself a good
oris it the tie to improved outcomes? As in many areas of behavioral health, we have learned
that screening, without effective follow up, and clear demonstration of impact on outcomes,
may have many underestimated harms. | don't concur with the staff's evaluation of high.
Success with the measure will further quality care and increase the efficiency of the system by
ensuring that screening occurs routinely and as part of the larger well-child visit, killing two birds
with one stone. No unintended consequences.

Criterion 5: Related and Competing Measures

Related or competing measures

2801: Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics
1365: Child and Adolescent Major Depressive Disorder (MDD): Suicide Risk Assessment
0576: Follow-Up After Hospitalization for Mental lliness (FUH)

0108: Follow-Up Care for Children Prescribed ADHD Medication (ADD)

0711: Depression Remission at Six Months
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1885: Depression Response at Twelve Months- Progress Towards Remission
0712: Depression Assessment with PHQ-9/ PHQ-9M

1884: Depression Response at Six Months- Progress Towards Remission
0710: Depression Remission at Twelve Months

Harmonization

Out of the nine related measures identified, four do not overlap with the PSC (#0108, #0576,
#1365, and #2801).

The remaining five NQF-endorsed pediatric mental health measures relate to the PSC because
all involve depression and rely on the Patient Health Questionnaire (PHQ)-9.

The PSC does not compete with these five adolescent depression measures because the PSC
does not have the same target population and has a much broader focus.

All five of the currently endorsed measures that use the PHQ-9 apply only to adolescents already
diagnosed with depression; in contrast, the target population for the PSC is children as well as
adolescents and it includes 100% of both children and adolescents, not just the 5-10% of
adolescents who are depressed.

The developer indicated that there are two non-NQF endorsed instruments that are related to
the PSC, namely, the Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997) and the
Child Behavior Checklist (CBCL; Achenbach, 1991).

Committee Pre-evaluation Comments: Criterion 5:

Related and Competing Measures

5. Related and Competing: Are there any related and competing measures? If so, are any
specifications that are not harmonized? Are there any additional steps needed for the measures to be
harmonized?

There are several related or competing measures but there does not appear to be overlap that
needs further harmonization.

9 similar measures but most are for individuals already identified as having a BH diagnosis.

No need for harmonization of 5 overlapping measures. However, the use of the PSC and a
depression measure in those adolescents being evaluated and treated for depression may add
survey burden to these adolescents during visits.

Five NQF endorsed measures compete with this measure. This measure includes all children
(and adolescents). Competing measures have a narrower eligible population.

There are two non-NQF measures, but unclear how they are used for screening or other
measures. Also are the sub-scales similar?

No real overlap since other measures involve populations with an existing diagnosis

My major concern is the use of a single instrument of moderate complexity and burden. The
other measures are only tangentially related.

Not to my knowledge. It appears that all NQF-endorsed related measures are NOT regarding
routine BH/MH screening in "well children," not already identified with an issue.

Public and Member Comments
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Comments and Member Support/Non-Support Submitted as of: 01/12/22

e No NQF Members have submitted support/non-support choices as of this date.
e No Public or NQF Member comments submitted as of this date.

Staff Scientific Acceptability Evaluation

RELIABILITY: SPECIFICATIONS

1.

Are submitted specifications precise, unambiguous, and complete so that they can be consistently
implemented? Yes [ No

Submission document: “Measure_3332_MIF” document, items S.1-S.22

NOTE: NQF staff will conduct a separate, more technical, check of eCQM specifications, value sets,
logic, and feasibility, so no need to consider these in your evaluation.

Briefly summarize any concerns about the measure specifications.

RELIABILITY: TESTING

Submission document: “Measure_3332_MIFMIF” document for specifications, testing attachment
questions 1.1-1.4 and section 2a2

3.
4.

Reliability testing level [0 Measurescore X Dataelement [ Neither

Reliability testing was conducted with the data source and level of analysis indicated for this
measure X Yes [ No

If score-level and/or data element reliability testing was NOT conducted or if the methods used
were NOT appropriate, was empirical VALIDITY testing of patient-level data conducted?

I Yes [ No

Assess the method(s) used for reliability testing
Submission document: Testing attachment, section 2a2.2
Assess the results of reliability testing

Submission document: Testing attachment, section 2a2.3

Was the method described and appropriate for assessing the proportion of variability due to real
differences among measured entities? NOTE: If multiple methods used, at least one must be
appropriate.

Submission document: Testing attachment, section 2a2.2

Yes

I No

[ Not applicable (score-level testing was not performed)

Was the method described and appropriate for assessing the reliability of ALL critical data elements?

Submission document: Testing attachment, section 2a2.2

Yes

I No

1 Not applicable (data element testing was not performed)


https://S.1-S.22
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10. OVERALL RATING OF RELIABILITY (taking into account precision of specifications and all testing
results):
L1 High (NOTE: Can be HIGH only if score-level testing has been conducted)
Moderate (NOTE: Moderate is the highest eligible rating if score-level testing has not been
conducted)

1 Low (NOTE: Should rate LOW if you believe specifications are NOT precise, unambiguous, and
complete or if testing methods/results are not adequate)

(I Insufficient (NOTE: Should rate INSUFFICIENT if you believe you do not have the information

you need to make a rating decision)

11. Briefly explain rationale for the rating of OVERALL RATING OF RELIABILITY and any concerns you
may have with the approach to demonstrating reliability.

e The specifications are precise, unambiguous, and complete for consistent implementation (Box 1)
>>> Empirical reliability testing was conducted (Box 2) >>> Accountable level reliability testing
was not conducted (Box 4) >>> Empirical patient/encounter reliability testing was conducted (Box
8) >>> Method was appropriate (box 9) >>> Moderate

VALIDITY: ASSESSMENT OF THREATS TO VALIDITY
12. Please describe any concerns you have with measure exclusions.
Submission document: Testing attachment, section 2b2.

13. Please describe any concerns you have regarding the ability to identify meaningful differences in
performance.

Submission document: Testing attachment, section 2b4.

e The developer reports five methods for identifying meaningful differences in performance from
the submitted data sources, literature, and validity testing. No concerns were identified.

14. Please describe any concerns you have regarding comparability of results if multiple data sources
or methods are specified.
Submission document: Testing attachment, section 2b5.
e The developer reported testing from multiple sources to conduct testing. No specific concerns
were identified.

15. Please describe any concerns you have regarding missing data.
Submission document: Testing attachment, section 2b6.

e The developer states they did not assess missing data and state that “Missing data, in this case
PSC screening scores is not an issue since those patients who have WCV and are not assessed in
the measurement period remain in the denominator.”

16. Risk Adjustment
16a. Risk-adjustment method X None [ Statistical model [ Stratification
16b. If not risk-adjusted, is this supported by either a conceptual rationale or empirical analyses?
Yes [J No [] Not applicable
16c. Social risk adjustment: NA. The process measure is not risk adjusted.

16¢.1 Are social risk factors included in risk model? [J Yes [J No [J Notapplicable
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16c¢.2 Conceptual rationale for social risk factors included? [ Yes [ No

16c.3 Is there a conceptual relationship between potential social risk factor variables and the
measure focus? L1 Yes [ No
16d.Risk adjustment summary: NA. The process measure is not risk adjusted.

16d.1 All of the risk-adjustment variables present at the start of care? [ Yes ] No

16d.2 If factors not present at the start of care, do you agree with the rationale provided for
inclusion? [J Yes [ No

16d.3 Is the risk adjustment approach appropriately developed and assessed? [ 1 Yes [] No

16d.4 Do analyses indicate acceptable results (e.g., acceptable discrimination and calibration)
1 Yes [ No

16d.5.Appropriate risk-adjustment strategy included in the measure? [ Yes ] No

16e. Assess the risk-adjustment approach

For cost/resource use measures ONLY:
17. Are the specifications in alighment with the stated measure intent?

OYes [OSomewhat [ No (If “Somewhat” or “No”, please explain) NA. This is not a
cost/resource use measure.

Describe any concerns of threats to validity related to attribution, the costing approach, carve
outs, or truncation (approach to outliers): NA. This is not a cost/resource use measure.

VALIDITY: TESTING
18. Validity testing level: [1 Measure score  [1 Data element X Both
19. Method of establishing validity of the measure score:
O Face validity
X Empirical validity testing of the measure score
O N/A (score-level testing not conducted)
20. Assess the method(s) for establishing validity
Submission document: Testing attachment, section 2b2.2
21. Assess the results(s) for establishing validity
Submission document: Testing attachment, section 2b2.3

22. Was the method described and appropriate for assessing conceptually and theoretically sound
hypothesized relationships?

Submission document: Testing attachment, section 2b1.
Yes

I No

L] Not applicable (score-level testing was not performed)

23. Was the method described and appropriate for assessing the accuracy of ALL critical data
elements? NOTE that data element validation from the literature is acceptable.

Submission document: Testing attachment, section 2b1.

Yes
O No
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L] Not applicable (data element testing was not performed)

24. OVERALL RATING OF VALIDITY taking into account the results and scope of all testing and analysis
of potential threats.

1 High (NOTE: Can be HIGH only if score-level testing has been conducted)
Moderate (NOTE: Moderate is the highest eligible rating if score-level testing has NOT been

conducted)

[J Low (NOTE: Should rate LOW if you believe that there are threats to validity and/or relevant
threats to validity were not assessed OR if testing methods/results are not adequate)

(1 Insufficient (NOTE: For instrument-based measures and some composite measures, testing at
both the score level and the data element level is required; if not conducted, should rate as
INSUFFICIENT.)

25. Briefly explain rationale for rating of OVERALL RATING OF VALIDITY and any concerns you may
have with the developers’ approach to demonstrating validity.

e All threats to validity were adequately assessed (Box 1) >>> Empirical validity testing was
conducted using the measure as specified (Box 2) >>> Validity testing was conducted of the
accountable entities using multiple statistical methods (Box 5) >>> Conducted validity methods
were described and appropriate for assessing conceptual and theoretically hypothesized
relationships (Box 6) <<< Based on the validity results and the completeness of the
patient/encounter and accountable entity level testing (highest possible rate is high) (Box 7a) >>>
Moderate

FOR COMPOSITE MEASURES ONLY: Empirical analyses to support composite construction

26. What is the level of certainty or confidence that the empirical analysis demonstrates that the
component measures add value to the composite and that the aggregation and weighting rules
are consistent with the quality construct?

1 High

O Moderate
O Low

O Insufficient

X NA. This is not a composite measure.

27. Briefly explain rationale for rating of EMPIRICAL ANALYSES TO SUPPORT COMPOSITE
CONSTRUCTION

NA. This is not a composite measure.

ADDITIONAL RECOMMENDATIONS

28. If you have listed any concerns in this form, do you believe these concerns warrant further
discussion by the multi-stakeholder Standing Committee? If so, please list those concerns below.

No additional concerns were identified.



21

Developer Submission

1. Importance to Measure and Report

Extent to which the specific measure focus is evidence-based, important to making significant gains in healthcare
quality, and improving health outcomes for a specific high-priority (high-impact) aspect of healthcare where there
is variation in or overall less-than-optimal performance. Measures must be judged to meet all sub criteria to pass
this criterion and be evaluated against the remaining criteria

1ma.01. Indicate whether there is new evidence about the measure since the most recent maintenance
evaluation. If yes, please briefly summarize the new evidence, and ensure you have updated entries in the
Evidence section as needed.

[Response Begins]
Yes

2021 Submission:

Since our last NQF submission in 2017, there has been new evidence about the measure, both in the form of item
level data (which we have labeled Data Source 1x for a large subsample from our original Data Source 1) and an
entirely new sample (from a large network of pediatric practices serving predominantly commercially insured
outpatients who were screened exclusively with the PSC using a fully electronic system (Data Source 4).

In this and another pediatric network, routine psychosocial screening with the PSC was the basis of a Maintenance
of Certification program for pediatricians.

[Response Ends]

Please separate added or updated information from the most recent measure evaluation within each question
response in the Importance to Measure and Report: Evidence section. For example:

2021 Submission:
Updated evidence information here.

2018 Submission:
Evidence from the previous submission here.

Evidence

1a.01. Provide a logic model.

Briefly describe the steps between the healthcare structures and processes (e.g., interventions, or services) and the
patient’s health outcome(s). The relationships in the diagram should be easily understood by general, non-technical
audiences. Indicate the structure, process or outcome being measured.
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[Response Begins]

2017 Submission

Below, we list a logic model for the completion of the PSC tool as a required component of a pediatric WCV. This
process measure increases the likelihood that psychosocial issues have been identified, explored, and dealt with
during the WCV. There is now strong evidence that routine screening with the PSC Tool leads to a significant
increase in the number of children with problems who receive outpatient mental health treatment. There is also
moderate to strong evidence that children who are screened and receive services in this way show significant
reductions in symptoms and improved short- and long-term mental health and functional outcomes.

2021 Submission:

Step 1) Screen:

Screen all children ages 4-17 with the Pediatric Symptom Checklist at a well-child visit.

Step 2) Assess the Outcome and Prompt a Conversation:

The provider reviews the score on the PSC. If the child scored "At risk" the provider will discuss any concerns and
the option of additional information or services.

Step 3) Refer for Additional Services:

Parent and provider decide on next step: watchful waiting, counseling by pediatrician, referral to specialty mental
health provider, or other service.

Step 4) Receive Mental Health Services:

A higher percentage of children with psychosocial problems receive mental health services which in turn leads to
fewer psychiatric symptoms and better functioning at school, home, and with friends.

[Response Ends]

1a.02. Select the type of source for the systematic review of the body of evidence that supports the
performance measure.

A systematic review is a scientific investigation that focuses on a specific question and uses explicit, prespecified
scientific methods to identify, select, assess, and summarize the findings of similar but separate studies. It may
include a quantitative synthesis (meta-analysis), depending on the available data.

[Response Begins]

Other (specify)

2021 Submission:

Long-established clinical practice and expert opinion from the Task Force on Mental Health of the American
Academy of Pediatrics, as documented in an evidence review (AAP, 2010).

[Response Ends]

If the evidence is not based on a systematic review, skip to the end of the section, and do not complete the
repeatable question group below. If you wish to include more than one systematic review, add additional tables by
clicking “Add” after the final question in the group.

Evidence - Systematic Reviews Table (Repeatable)

Group 1 - Evidence - Systematic Reviews Table

1a.03. Provide the title, author, date, citation (including page number) and URL for the systematic review.

[Response Begins]
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N/A
[Response Ends]

1a.04. Quote the guideline or recommendation verbatim about the process, structure or intermediate outcome
being measured. If not a guideline, summarize the conclusions from the systematic review.

[Response Begins]
N/A
[Response Ends]

1a.05. Provide the grade assigned to the evidence associated with the recommendation and include the
definition of the grade.

[Response Begins]
N/A
[Response Ends]

1a.06. Provide all other grades and definitions from the evidence grading system.
[Response Begins]

N/A

[Response Ends]

1a.07. Provide the grade assigned to the recommendation, with definition of the grade.
[Response Begins]

N/A

[Response Ends]

1a.08. Provide all other grades and definitions from the recommendation grading system.
[Response Begins]

N/A

[Response Ends]

1a.09. Detail the quantity (how many studies) and quality (the type of studies) of the evidence.
[Response Begins]

N/A

[Response Ends]

1a.10. Provide the estimates of benefit, and consistency across studies.

[Response Begins]

N/A
[Response Ends]
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1a.11. Indicate what, if any, harms were identified in the study.

[Response Begins]
N/A
[Response Ends]

1a.12. Identify any new studies conducted since the systematic review and indicate whether the new studies
change the conclusions from the systematic review.

[Response Begins]
N/A
[Response Ends]

1a.13. If source of evidence is NOT from a clinical practice guideline, USPSTF, or systematic review, describe the
evidence on which you are basing the performance measure.

[Response Begins]

2021 Submission:

Although not the subject of a rigorous systematic review or official clinical practice guideline, screening for
psychosocial problems as a routine part of pediatric well child visits has been a recommended practice by the
American Academy of Pediatrics since the publication of Bright Futures two decades ago. In their
"Recommendations for Preventive Pediatric Health Care"
(https://downloads.aap.org/AAP/PDF/periodicity_schedule.pdf) Periodicity Schedule, the American Academy of
Pediatrics and Bright Futures specify the inclusion of "psychosocial/behavioral assessment" at every well child visit
from birth to age 21. These recommendations are based at least in part on "The Case for Routine Mental Health
Screening" that was made by the American Academy of Pediatrics Task Force on Mental Health (AAP 2010) with
these recommendations recently officially reaffirmed (AAP, 2021).

[Response Ends]

1a.14. Briefly synthesize the evidence that supports the measure.

[Response Begins]

2021 Submission

For school aged children (the age range of the PSC), the AAP's recommendation is to "Use validated instruments to
screen all school-aged children (5 years through adolescence) for symptoms of mental illness and impaired
psychosocial functioning at health maintenance visits; at any time of family disruption, poor school performance,
reported behavioral difficulties, recurrent somatic complaints, or involvement of a social service or juvenile justice
agency; and when child or family identifies psychosocial concerns." This recommendation was made by the AAP
(2010) on the basis of the following evidence:

"A number of mental health disorders, in addition to depression, are prevalent in children and adolescents, e.g.,
behavior or conduct problems and attention-deficit/hyperactivity disorder in 6.3% and 8.8%, respectively, of
children 6 to 17 years old; anxiety disorders in 16% of children 9 to 17 years old. There are no systematic reviews
of clinical outcomes related to isolated screening for these individual conditions or for general psychosocial
screening of children and adolescents. However, prevention and early intervention efforts targeted to children,
youth, and families have been shown to be cost-effective, reducing use of more costly services such as welfare
dependency and juvenile detention. Emotional and behavioral problems in young children may persist or worsen
and adversely affect early and later school performance, and children from poor families are generally at greater
risk. These findings suggest that early detection and intervention, particularly in low-income populations, may
prevent or ameliorate mental health problems in children and adolescents." (AAP 2010).


https://downloads.aap.org/AAP/PDF/periodicity_schedule.pdf
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As noted above, the AAP also endorses routine screening in its periodicity schedule for ‘Preventive pediatric health
care’ that recommends, “an assessment of emotional and behavioral health” at every well child visit. The citation
for this specific recommendation in the schedule ehart is a 2015 paper entitled ‘Promoting Optimal Development:
Screening for Behavioral and Emotional Problems’” Weitzman, et al, 2015). This paper was co-authored by the AAP
Section on Developmental and Behavioral Pediatrics, the AAP Committee on Psychosocial Aspects of Child and
Family Health, the AAP Council on Early Childhood, and the Society for Developmental and Behavioral

Pediatrics. The paper supports its recommendations by citing 69 references that review studies on the prevalence
of behavioral and emotional disorders, the continuing lack of treatment for them, factors affecting prevalence and
screening, and recommended screening measures. The PSC is one of just a handful of measures mentioned in this
paper for broadband screening of school aged children and adolescents. The AAP has also recently (Foy et al.,
2019) updated its 2009 Policy Statement on Mental Health Competencies for Pediatric Practice (Committee on
Psychosocial Aspects of Child Family Health & Task Force on Mental Health, 2009), continuing to stress the
importance of using mental health screening tools as one key mental health competency that pediatricians should
have.

In this section of the MIMS form we will briefly synthesize the evidence from papers published in the past four
years that support the measure and have made ‘the case for routine psychosocial screening’ in pediatrics even
stronger during that time. One of the most important pieces of evidence for any proposed measure is the
endorsement of relevant professional organizations and the American Academy of Pediatrics is arguably the most
important for a pediatric measure. The fact that in May of 2021,the AAP officially reaffirmed its 2015 position,
and continues to recommend an assessment of emotional and behavioral health as a part of every well child
visit for every child of every age (AAP, 2021), providing strong support for NQF’s continued endorsement of
psychosocial screening using the Pediatric Symptom Checklist Tool.

Another type of evidence includes empirical and review studies. Since our 2017 NQF endorsement proposal, 120
papers have been published that either used the PSC as a measure or reviewed it along with other measures. The
citations for these 120 papers are listed in Appendix 1 to this proposal, grouped under a half dozen general
categories that capture the papers’ main focus (e.g., “Screening with the PSC is now the standard of care in many
real-world settings” and “Additional PSC projects are demonstrating the feasibility and outcomes of screening,”
etc.). Appendix 2 adds the reference list for these, and all of the other studies cited in this 2021 re-endorsement
proposal including, for the convenience of the reader, all of the older papers that we referenced in our 2017 NQF
endorsement proposal.

To summarize this many papers in just a few pages, we will present the studies as they relate to the three points
listed in the AAP’s 2010 original ‘case for routine mental health screening’: “(a) Does use of a validated tool
accurately identify children with mental health problems or improve identification of children with psychosocial
problems? (b) Do the identification of problems and linkages to services improve outcomes? (c) What is the
feasibility of screening in a busy primary care practice?” We will summarize what recent PSC papers have said
about these questions in reverse alphabetical order, beginning with question “c” which asks about the feasibility of
screening in the real world.

Since the submission of our 2017 NQF proposal, more than a dozen newly published PSC papers have
demonstrated the feasibility of screening by documenting the fact that screening with the PSC is now the
standard of care in many real-world settings and/or that it has been evaluated in real world demonstration
projects.

The strongest evidence for the feasibility of PSC screening in the real world that was presented in our 2017 NQF
proposal was the Commonwealth of Massachusetts Children’s Behavioral Health Initiative (Kuhlthau et al.,

2011; Romano-Clarke et al., 2014). As our 2017 proposal noted, beginning in 2008, Massachusetts required that a
brief psychosocial screen be administered at every well child visit of every pediatric patient with Medicaid. A state
website (https://www.mass.gov/info-details/cbhi-data-reports) shows the number of screens for each quarter of
each year since the start of CBHI and in the past four years, more than a million screens have been administered
(with an estimated half million of them PSCs). The fact that the CBHI program is about to enter its 15" year and
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that it is still going strong is still the strongest evidence of the feasibility of such a program. Additional evidence of
feasibility is the fact that even though the rate of psychosocial screening (and of WCVs) dipped for a few months at
the beginning of the Covid-19 pandemic, it appears to have returned to its previous level. It is important to note
that the CBHI program continues despite the ending of the consent decree (Rosie D vs Romney; see Kuhlthau et al.,
2011) that led to the screening mandate in the first place.

Over the past four years, there have been more than a dozen new studies that have also provided evidence of the
feasibility of psychosocial screening. The studies are listed under the section entitled “I.A. Screening with the PSC is
now the standard of care in many real-world settings” in Appendix 1. Two of the most relevant of these studies
have been conducted as a part of routine care in pediatric networks in which the majority of patients are insured
with commercial rather than Medicaid insurance (in most previous studies it has been the opposite). Murphy and
colleagues (2021) documented the rollout of a fully electronic approach to screening in a network of 18 suburban
pediatric practices. The network had adopted screening with the PSC as a best practice for all WCVs with children
aged 5.5 to 17 years old. More than 75,000 patients were seen for well child visits over a two-year period and the
investigators reported that nearly 90% of the patients were actually screened in the first year and that even in the
second year, nearly 80% of all WCVs had completed screens.

Parenthetically, it may also be important to note that although the above paper reported only on screening
patients who were 5.5-17.9 years of age, an additional 30,000+ patients aged 0 to 5.5 years old were also
successfully screened with the Baby and Preschool versions of the PSC as a part of the same program. Arauz-
Boudreau and her colleagues (2020) described a similarly successful electronically based PSC screening program in
a single clinic that was subsequently implemented across a seven-clinic network. And Holcomb et al. (2021)
reported on how in the same system--with the PSC given at all WCV--the PSC internalizing scale could be used to
track problems and referrals for depression through repeat screenings over a one-year interval. Further evidence
of the feasibility of routine screening is the fact that in both of these large real-world programs, screening with the
PSC continues to be the standard of care even after several years.

Shellman and colleagues (2019) reported on the results of a three-year rollout of a protocol for using the PSC-17 as
a routine screen in 3,678 WCV in a single clinic affiliated with a large urban children’s hospital system in Texas. The
success of this program led to its adoption as the standard of care across the larger integrated delivery system of
52 affiliated pediatric primary care practices. Spencer and her colleagues (2020) have recently reported on the
relationship between PSC-17 scores and scores on a parent survey of social determinants of health, both of which
have been required components of WCVs in a hospital-based pediatric clinic for more than five years. McLaurin-
Jiang and associates (2020) presented data from a single site pediatric continuity clinic which has about 19,000
W(CVs per year and which has administered the PSC-17 and PSC-Y as the standard of care since 2011. This study
explored the impact of a program that taught pediatric residents about an integrated mental health approach,
finding that resident confidence and the use of secondary screens increased significantly.

Burke and colleagues (2021) reported that it was feasible to implement a screening and referral initiative using the
PSC-17-Y in the school-based health center of one New York City middle school. Of the 741 students screened,
more than one quarter were found to be at risk and more than eighty percent of them accepted a referral to either
a mental health or a pediatric clinician. Hansel and her associates (2017) showed that routine screening with the
PSC-17 was feasible in a demonstration project at two Federally Qualified Health Centers in rural Louisiana.

Honigfeld et al. (2017) reported on a Connecticut project involving more than 1,200 patients from seven suburban
pediatric practices whose parents filled out the PSC at their WCVs. The authors found that using an electronic
system that added a mental health history questionnaire and presented best practices and referral options to the
PSC increased the success of screening, including higher rates of follow-through for next level assessments. Young
and Takala (2018) explored the possibility of using two screens sequentially (either the PSC, the SDQ, or the CBCL),
using simulation modeling to show that administering two screens in sequence could lead to improved accuracy.

Jacobson et al. (2019) described the feasibility and correlates of having foster parents fill out the PSC-17 in a
sample that included all 6,492 children in out of home care in Washington state from 2010 to 2015, concluding
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that it could be useful as an outcome and tracking measure (as well as an intake measure) for that state in the
future. And although there have been no published studies, a website for the state of Minnesota documents the
fact that since 2003, the state of Minnesota has used the PSC as a required screen for all school aged children
entering or continuing in foster care each year (https://mn.gov/dhs/partners-and-providers/policies-
procedures/childrens-mental-health/screening/).

Section I. B in Appendix 1 lists a half dozen additional PSC projects that have shown the demenstrated-feasibility
and outcomes of screening in demonstration projects. Berger-Jenkins and colleagues (2019) reported on one such
demonstration that implemented psychosocial screening in a busy urban pediatric practice over an 18-month
period that ultimately screened more than 2000 children using the Baby and Preschool PSC as well as the parent
PSC-17 and a measure of social determinants of health. Screening rates reached 90% and most children who
screened positive were seen for follow up. Stadnick and colleagues (2020) reported on a mixed methods study that
explored the opinions of sixty pediatric primary care providers and leaders from three organizations about
providing integrated mental health care for children with autism. Mental health screening in primary care was one
of the most important strategies and the PSC was one of the most frequently used measures. Omkarappa and
colleagues (2021) used the PSC-Y to screen 480 students aged 12-16 from six high schools in India to provide a
high-risk sample that then documented the positive impact of a group cognitive-behavioral therapy for
internalizing behavior problems among children of parents with alcohol use disorders.

In another study based in India, Muppidathi (2017) and colleagues conducted a study of the prevalence of
problems found in 450 patients whose parents completed the PSC-17 in a hospital-based outpatient pediatric clinic
in India. The authors noted that the prevalence of risk scores on the PSC and the impact of sociodemographic
variables on PSC risk rates were comparable to those reported in US studies, leading the authors to conclude that
“the consistency and widespread acceptability of the PSC make it well suited for the next generation of pediatric
mental health services research, which can address whether earlier recognition and intervention for psychosocial
problems in pediatrics will lead to cost effective outcomes.” This statement could be viewed as one of the most
succinct summaries of the current status of research on psychosocial screening with the PSC...fully validated as
accurate and feasible in a wide range of real-world settings and ready to be used in more definitive studies of
population level outcomes.

One of the largest PSC screening programs (and strong evidence for the feasibility of routine psychosocial
screening) comes from Chile (Guzman et al., 2015). As noted in our 2017 NQF proposal, for more than twenty
years, the national Ministry of Education in Chile has used the PSC and one other measure (the Teacher
Observation of Classroom Adaptation or TOCA) to screen all students in what is now more than 2000 participating
schools each year. In this program, called Skills for Life (SFL), positively screened students are referred to in-school
preventive workshops and there is evidence that those who attend show significant improvements in both PSC and
TOCA scores and academic functioning (Guzman et al., 2015). According to a recent paper (Leiva et al., 2021) more
than 150,000 first and third grade students were screened in 2018, as were tens of thousands of other students
from the middle- and high school levels of the program. Since the program’s inception in 1999, SFL reports that
more than one million students have been screened, most of them with the PSC and most longitudinally from first
to third, or sixth through eighth grades.

Further evidence of feasibility based on large numbers can be seen at the start of Appendix 1 to this proposal,
which begins with a figure that graphically illustrates the number of PSC papers published each year from the first
in 1979 to the present (October 21, 2021). The figure is important because it illustrates the accelerating increase in
the number of PSC publications, growing from an average of about one publication per year for its first decade, to
three a year over its second decade, to twenty to thirty publications per year over the past decade and one half.
This continuing and growing use of the PSC can be viewed as additional evidence of its feasibility.

Supplementing these published accounts of real-world screening are anecdotal reports which, although not
academically confirmed, are important in portraying an even broader picture of real-world feasibility. When the


https://mn.gov/dhs/partners-and-providers/policies-procedures/childrens-mental-health/screening/
https://mn.gov/dhs/partners-and-providers/policies-procedures/childrens-mental-health/screening/

28

Covid-19 pandemic struck in 2020, all schools in Chile, as in most of the rest of the world, switched to remote
learning and, since it could be administered electronically over cell phones and computers (the TOCA cannot since
it is based on interviews with teachers), the PSC was the only screen administered by the SFL program in 2020 and
2021. Despite the many logistical difficulties caused by the pandemic, more than 70,000 PSCs were completed in
2020 and although the data are not yet available, program officials believe that even more completed PSC screens
were collected in 2021 (Simonson, 2021, personal communication). The government of Peru has recently officially
adopted the PSC as the primary screen for mental health in its national pediatric health program with more than
ten thousand PSC-Y forms already completed (Cabellero, personal communication).

In what may be the largest screening program in the US, a company called CHADIS provides pediatricians with
software that administers the PSC and other measures electronically before well child visits. A paper cited in our
previous NQF proposal (Murphy et al., 2016) was based on a national sample of more than 100,000 PSC-17s
administered by CHADIS over a decade ending in 2015. The rate of screening has increased geometrically since
that time, with more than 750,000 PSCs administered from the beginning of 2019 through mid-October 2021
(Sturner, personal communication). As noted earlier about the number of PSC papers, the accelerating increase in
PSC screens as well as the large number of them, provide important evidence of the feasibility of routine screening
with the PSC. Further evidence of the feasibility of PSC screening is the large number of PSC’s administered by
Mental Health America. As described in a 2018 paper (Murphy et al., 2018), MHA offers the PSC and a handful of
other brief screens on its website, providing free score reports to anyone who wants one and giving adolescents
and adults the opportunity to self-screen. Since the beginning of 2019, more than 500,000 PSC’s and PSC-Y’s have
been completed through the MHA website (Nguyen, personal communication).

It is also important to add that real-world screening programs using the PSC in pediatric practices appear to be
growing more common in recent years. Although there are no publications or precise data, we do know through
studies in progress that we ourselves are doing that the 14-practice Reliant Medical Group now screens all school-
aged children and adolescents with the PSC-17 (Dalal, personal communication) each year, as does the seven-site
Pentucket Medical Group (Maddox, personal communication), and networks of outpatient pediatric sites affiliated
with Boston Medical Center (Adams, personal communication), Children’s Hospital Boston (Woodberry, personal
communication), and Children’s Hospital of Philadelphia (Young, personal communication). We have also heard
that Duke, Mayo Clinic, Nationwide Children’s Hospital, and San Diego Children’s Hospital have implemented
electronic screening with the full age range of PSC forms in their networks. As one recent paper (Honigfeld et al.,
2017) observed, the increase in pediatric psychosocial screening has probably been aided by the fact that screens
like the PSC are reimbursable by Medicaid and many commercial insurers, and that electronic medical record
systems like Epic now have patient portals that make it relatively easy for pediatricians to send links requesting
that parents fill out a PSC or other Patient Reported Outcome Measures prior to WCV.

Returning to the AAP’s 2010 paper that made ‘the case for routine psychosocial screening’, the next question we
will address is “b”, whether “the identification of problems and linkages to services improve

outcomes”? Although, as we will discuss below, many of the papers cited in the previous section on feasibility
provide data on outcomes, as noted before, the most important program may still be the Massachusetts CBHI. We
will summarize its main findings about outcomes briefly before moving on to more recent studies.

As discussed in our 2017 proposal, in the mid 2010’s Hacker and her associates published a series of

studies (2014a; 2016; 2014b) based on data from the first few years of CBHI. Using sample sizes ranging from
hundreds of thousands (all of the WCV for all children with Medicaid in Massachusetts) to millions of cases (all of
the WCV from MA in 2008 and all of the WCV from California in the same year), these studies showed definitively
not only that the Massachusetts pediatric psychosocial screening program (in which most of the school aged
children had been screened with the PSC) was feasible (70%+ of WCVs had completed screens) but also that there
had been substantial increases in the number and percentages of children with problems who were identified
and who then went on to receive outpatient mental health services. In our view, these indicators are still the
most reasonable outcome measures we have for now and the huge sample sizes make it seem likely that the
findings will hold up in future studies.
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As noted above, papers using data from the CBHI continue to be published. In the time since our last NQF
proposal, Murphy and colleagues (2020) reviewed billing records for a more recent year of the CBHI program for
all 76,752 children in the state’s largest HMO and found significant differences in rates of screening and of rates of
positive screening between clinics as well as some evidence that in clinics with higher rates of screening, children
who had screened as at risk were more likely to receive outpatient mental health services. The study replicates the
findings about increased mental health services for positive screened children from the Hacker et al. studies as
well as providing first time ever data that shows significant differences by site on a site-by-site basis. Being able to
document significant difference by site is an important criterion for quality measures.

Our 2017 proposal also relied heavily on a series of studies by Kolko and his colleagues (2014; 2010; 2011) to make
the case for positive outcomes related to screening. Using methodologically rigorous RCT designs, these studies
had provided experimental evidence that children who had screened positive on the externalizing subscale of the
PSC were more likely to receive mental health services and more likely to show improved outcomes like lowered
scores on measures of behavior problems, hyperactivity, and internalizing problems. Over the past few years,
these researchers have published two additional experimental studies of a collaborative care approach to
treatment in pediatrics. One study (Kolko et al., 2020) showed significantly improved outcomes for ADHD,
oppositional defiant disorder, and quality of life and the other (Shaffer et al., 2017) showed decreased negative
parenting for children who had been screened at-risk on the PSC-17 externalizing scale who had received a brief
intervention.

Over the past four years, a number of the new studies of real-world programs that were discussed in the previous
section as evidence of feasibility have also reported improved outcomes for children identified with psychosocial
problems on the PSC. The study of 177 pediatric outpatients by Hansel and colleagues (2017) in two Louisiana
health centers reported that for children who screened positive on the PSC, those scores and parenting stress
scores decreased and parent satisfaction with care increased in the sample after a brief intervention. The Shellman
et al. (2019) study found that a PSC based universal psychosocial screening protocol was cost effective and
associated with higher rates of behavioral health treatment for positively screened children. Burke and
colleagues (2021) reported that most of the youth who screened positive on the PSC had enhanced access to and
connection with mental health services. Berger-Jenkins (2019) reported that among children who screened
positive on the PSC or a measure of social stressors, 80% followed up with their medical doctors and 50%
completed referrals to clinic social workers.

In another real-world PSC screening program, Holcomb et al. (2021) compared scores longitudinally over two
annual WCVs and found that children who screened positive on the PSC-INT scale were 9 times more likely to
receive subsequent BH services than were children who screened negative on the PSC-INT. In the paper by Arauz-
Boudreau and colleagues (2019) describing overall PSC scores in the same real-world sample, a review of progress
notes for a sample of the WCV visits showed that in about 90% of all cases there was written evidence that the
pediatrician had discussed the PSC score with the parent. Omkarappa (2021) reported that children of alcoholic
parents who screened positive on the PSC and who were randomly assigned to CBT showed significantly improved
scores on measures of depression, anxiety, and self-esteem than similar children who did not receive the
intervention.

Another group of studies, listed in Section C in Appendix 1, included the PSC as a measure in Ql studies in real-
world settings. Craig and colleagues (2018) implemented a small Ql project in an attempt to raise PSC-17 screening
rates in a pediatric resident clinic with a largely underserved patient population, where barriers to screening
included parents not having time to complete the form, residents not having time to review and document the
screenings, and inadequate referrals. After the QI implementation, screening completion rates increased from 22%
to 82%, documentation increased from 38% to 76%, and referrals for patients screened at-risk reached 100%. In
another study, Riobueno-Naylor and colleagues (2019) evaluated an electronic system that provided enhanced
psychosocial information (scores from the PSC-17 and the Burn Outcomes Questionnaire) to burn care clinicians
before appointments so that they could incorporate more of this kind of information into their outpatient care.
Both clinicians and parents rated the additional information as very valuable. May and colleagues (2018) outlined
an ambitious comprehensive model for providing more integrated care for children with Medicaid. Routine
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screening with the PSC-17 to identify children’s mental health problems is a key component of this plan.

Returning to the AAP’s 2010 ‘case for routine mental health screening’, the third question was whether “the use
of a validated tool accurately identifies children with mental health problems or improve[s] identification of
children with psychosocial problems? The majority of the 120 PSC studies done since 2017 provide information
that is relevant to this question. Because there are so many, we have broken them down further as they relate to
three general topics that are used to structure Appendix 1.

Studies of reliability and validity (see Appendix 1, Section I. D)

The first category covers studies of the reliability, validity, or factor structure of one of the PSC forms (e.g., the 17-
or 35-item versions, parent and youth report versions, translations into other languages) and other papers
explored related topics. For example, Chaffin and colleagues (2017) added items about functional impairment and
behavioral health services to the PSC-17P and reported that the combination form had improved classification
accuracy using the Child Behavior Checklist (CBCL) as the gold standard in a sample of 267 youth ages 6 through
16. Bergmann and colleagues (2020) found evidence for PSC-17Y’s validity in a sample of more than 19,000 11- to
17-year-olds who completed screenings via the Mental Health America website. Parker and colleagues (2019)
reported that both self-reported and foster parent-reported PSC-17s were valid in a sample of 2,389 youth aged 11
through 17 in the Washington state foster care system.

DiStefano and colleagues (2017) found support for the three-factor structure of the PSC-17 using a teacher-rated
version of the form in a sample of 836 preschool students in the U.S. Using the same preschool sample, Liu and
colleagues (2020) reported that the teacher-reported PSC-17 exhibited gender invariance and other features of
statistical validity. In another sample, Liu and colleagues (2020) also confirmed the factor structure of a teacher-
reported PSC-17 as well as its measurement invariance (across gender, ethnicity, and grade level) in a sample of
508 elementary school students. Likewise, Studts and colleagues (2017) tested four PSC-17P items for
measurement bias across child race, sex, and socioeconomic status in 900 preschool children in primary care and
found that three of the four items were free of bias. In another study, DiStefano and colleagues (2019) reported
that the positioning of PSC-17 items (i.e., grouped by subscale or mixed across subscales) had no effect on
screening results.

Oner and colleagues (2019) established the validity and reliability of the pictorial PSC in 799 Turkish 4- to 5-year-
olds. More recently, Ardig and colleagues (2020) showed that these findings extended to 6- through 16-year-olds
using a sample of 729 Turkish students. Chaurasiya and colleagues (2019) reported on the reliability and validity of
a Hindi version of the PSC-35Y in a sample of 300 elementary school students. Leiva and colleagues (2019)
confirmed the three-factor structure of a Spanish version of the PSC-17P in 5,177 Chilean first graders. Similarly,
Higuchi and associates (2021) confirmed the factor structure and reliability of the Japanese PSC-17Y in a sample of
217 students in 5™-6' grades and 84 students in 71-9%" grades.

The PSC as a proxy for mental health in studies of chronic iliness and other situations (see Appendix 1, Section
L.E)

Many of the PSC papers published in the past four years have relevance for the AAP 2010 paper's question about
the accuracy of the screen: “whether the use of a validated tool accurately identifies children with mental health
problems or improves identification of children with psychosocial problems.” Over the years, one of the most
common uses of the PSC has been as a proxy variable for mental health, allowing researchers to estimate the
prevalence of mental health problems in children with specific medical conditions or from specific populations.

In terms of medical conditions, over the past four years the PSC has been used to estimate the prevalence of
mental health problems in three studies in children with asthma (Lee et al., 2019; McGovern et al., 2019; Pesek et
al., 2021), two in burn injuries (Riobueno-Naylor et al., 2019; Riobueno-Naylor et al., 2021), two in cancer patients
or survivors (Groves et al., 2019; Michaud et al., 2020), one in celiac disease (Chellan et al., 2019), one in

diabetes (Semenkovich et al., 2019), two in epilepsy (Afzal et al., 2021; Choudhary et al., 2017), two in functional
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constipation (El-Sonbaty et al., 2019; Klages et al., 2017) , one in hematopoietic cell transplantation (Buchbinder et
al., 2019), one in hip preservation surgery (Richard et al., 2020), two in HIV (Joshi et al., 2017; Kefale et al., 2019),
one in menarche (lrannezhad & Soltanizadeh, 2021), one in pediatric hospitalizations (Doupnik et al., 2017), one in
restless legs syndrome (Stubbs & Walters, 2020), three in sleep difficulties (Basch et al., 2019; Kim et al., 2017; Lin
et al., 2021), three in thalassemia (Elzaree et al., 2018; Ghorbanpoor et al., 2020; Raman et al., 2019), two in
substance use disorders (Anyanwu et al., 2017; Shahzad et al., 2020), four in weight management (Gowey et al.,
2020; Ratcliff et al., 2018; Thomaseo Burton et al., 2020; Wylie-Rosett et al., 2018), and three in chronic conditions
in general (Hastuti et al., 2020; Im & Kim, 2021; Rukabyarwema et al., 2019). An additional nine studies have used
the PSC to explore the effects of the COVID-19 pandemic on psychosocial functioning (Bate et al., 2021; Bourne et
al., 2021; Hussong et al., 2021; Lund & Gabrielli, 2021; Mekori-Domachevsky et al., 2021; Oliva et al., 2021; Ozturk
& Ayaz-Alkaya, 2021; Riffat et al., 2021; Shah et al., 2021), and fourteen studies have used the PSC to learn more
about how hunger, poverty, victimization, or other adverse childhood experiences affect psychosocial

functioning (Burdzovic Andreas & O'Farrell, 2017; Choi et al., 2020; Fonseca et al., 2019; Gaete, 2021; Hawkins,
2020; Leiva et al., 2021; Lopez et al., 2018; Metwally et al., 2020; Nasir et al., 2019; Roby et al., 2021; Suku et al.,
2019; Vargas et al., 2019; Weigel & Armijos, 2018).

All three of the PSC subscale scores have been used as proxies or screens for diagnosis-related mental health
conditions in pediatric primary care settings. In addition to the already mentioned studies of the PSC Externalizing
scale by Kolko and his associates (Kolko et al., 2014; Kolko et al., 2010; Kolko et al., 2011; Kolko et al., 2020),
Jellinek and colleagues (2021) found that using the PSC-17P internalizing scale (whether or not in conjunction with
the PSC overall scale score) as a first-stage screener identified most adolescents who were screened at-risk on the
PHQ-9M, supporting the PSC's use as a depression screen as well as an overall screen. Spencer and

colleagues (2018) also found that the PSC attention subscale could accurately identify ADHD in a clinical population
and that the overall and other subscales could accurately distinguish between complex and simple presentations
of ADHD. The PSC has also been used to validate new screening measures, including a trauma screen (Sachser et
al., 2017) and an early childhood psychosocial screening tool (Fallucco et al., 2017).

In terms of special populations, Tolliver and colleagues (2020) used the PSC to assess the prevalence of mental
health problems in rural primary care, while Spencer and colleagues (2019) used the PSC as a proxy for overall
mental health problems to study referrals to embedded child psychiatry in an urban, Latino primary care
population. In an urban primary care setting, Mehus and colleagues (2019) found that parents whose children had
PSC risk expressed greater interest in accessing resources to address their children’s mental health. Using the PSC,
other studies have found that children’s mental health is associated with parental mental health (Huang et al.,
2018), including in military/veteran families (Zalta et al., 2018). In other studies, heightened prevalence of PSC
symptoms in a particular community has validated the need for interventions for that group, such as in the case of
a parenting intervention in North Carolina (Baugh et al., 2019) and a school-based trauma intervention for
immigrant youth (Mancini, 2020).

Although the following studies have already been cited with regard to their main focus, they can also be grouped
together as studies of screening in languages other than English in other countries or in immigrant populations in
the US. This global use of the PSC can be viewed as another indicator of feasibility. The PSC has been used in non
US settings such as Chile (Gaete, 2021; Leiva et al., 2021; Leiva et al., 2019; Lopez et al., 2018; Vargas et al., 2019),
Ecuador (Weigel & Armijos, 2018), Egypt (EI-Sonbaty et al., 2019; Elzaree et al., 2018; Metwally et al., 2020),
Ethiopia (Kefale et al., 2019), Ghana (Huang et al., 2018), India (Chaurasiya et al., 2019; Chellan et al.,

2019; Choudhary et al., 2017; Gupta et al., 2017; Raman et al., 2019; Shah et al., 2021), Indonesia (Riffat et al.,
2021), Iran (Ghorbanpoor et al., 2020; Irannezhad & Soltanizadeh, 2021), Nigeria (Anyanwu et al., 2017),

Pakistan (Shahzad et al., 2020), Rwanda (Rukabyarwema et al., 2019), Japan (Higuchi et al., 2021) and Turkey (Ardig
et al., 2020; Oner et al., 2019; Ozturk & Ayaz-Alkaya, 2021).

Literature reviews mentioning the PSC in papers related to pediatric screening (see Appendix 1, Section Il)

There were 11 reviews comparing measures that could be used for psychosocial screening in pediatric settings, of
which 10 ultimately recommended the PSC. Three of these studies exclusively recommended the PSC. Pourat and
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colleagues (2017) and Zima and colleagues (2019) both reported on a UCLA review of 15 child mental health
screeners in order to select a clinical outcome measure for California’s publicly funded outpatient mental health
programs. Their review used provider surveys, scientific literature reviews, a modified Delphi panel, and ratings
based on nine criteria, including effective care, scientific acceptability, usability, feasibility, and overall utility. The
PSC-35 “rose to the top based on acceptable scientific evidence and high Delphi panel ratings and was the only
measure that met all nine minimum criteria” (Zima et al., 2019, p. 385). In another review of 16 screening
measures to identify adolescent risk-taking behavior, Hiott and colleagues (2018) reported that “When viewed
through the Donabedian Framework of structure process and outcome, the Pediatric Symptom Checklist and its
derivatives are the screens of choice.”

Seven additional studies recommended both the PSC and other measures. Marlow and associates (2019) reviewed
tools for screening for mental health problems in children with developmental disorders in low- and middle-
income countries, and endorsed the PSC because it is freely available, has specificity and sensitivity above 70%,
and has been used in non-Western settings. Out of 10 child clinical outcome measures reviewed by Marti and
colleagues (2021), the PSC was one of the three measures recommended because its psychometric properties have
been tested across diverse populations. Caballero and colleagues (2017) recommend that primary care providers
consider using the PSC particularly to meet the mental health needs of Latino children in immigrant families,
noting that using the pictorial version of the PSC can be especially advantageous in low-resource, low literacy
settings, and that the PSC is also valid in Spanish for these families. Several other reviews supporting the use of the
PSC have emphasized its validity as a broadband screening tool, noting its “excellent” classification

accuracy (Cianchetti, 2020) and general psychometric support (Becker-Haimes et al., 2020; Jeffrey et al.,

2020; Trafalis et al., 2021).

The PSC has been referenced or recommended for clinical use by other review papers and commentaries because
it is a well-known, common, and valid measure for overall psychosocial screening purposes (Acra & Perez,

2017; Black & Rofey, 2018; Brino, 2020; Burt et al., 2018; D'Angelo et al., 2018; Forman-Hoffman & Viswanathan,
2018; Joshi & Apple, 2019; Simha & Brown, 2021). Based on all these studies, it seems clear that the evidence
supporting the use of the PSC as a psychosocial screen for routine use in pediatrics is now even stronger than it
was four years ago when the evidence was last reviewed by NQF.

Stepping back from the many supporting studies, we think it is important to acknowledge that there is still a lack of
large scale, population-based evidence for the impact of universal screening for overall psychosocial problems in
pediatric populations. This is probably the main reason that the US Preventive Services Task Force has yet to
endorse it. It is, however, important to note that this lack is not unique to this field. Quite the contrary, recent
papers commissioned by NIMH and NICHD (Gardner et al., 2021; King et al., 2021) have pointed out the fact that
the current limited evidence for universal screening in pediatrics applies to most medical—as well as to most
mental health—problems. And yet, the same papers reflect a continuing commitment to screening in general and
to screening for psychosocial problems in particular.

Evidence for this continuing commitment is a special issue of Pediatrics in July 2021 that was devoted solely to this
topic. The lead paper in this issue is by William Gardner and his associates and its title is probably the best simple
summary of the entire field. Using the USPSTF recommendations for universal screening for adolescent depression
as a case in point, the paper points out the “Potential for Population Health Effectiveness of Screening”, clearly
showing the continued relevance as well as the need for improvement in such screenings.

We wanted to conclude our proposal for NQF re-endorsement of psychosocial screening with the PSC tool by
attempting to put the issues in a broader context. As the Pediatrics special issue on screening makes clear, when it
comes to universal screening in pediatrics, there is much to learn. Since the diagnostic system for children’s
emotional disorders is at best too broad and non-specific, as well as too fragmented into hundreds of supposedly
discrete but actually overlapping diagnoses, most of the work to date on mental health screening has
recommended that the focus should be on assessing functioning in key areas of daily life (family, school, friends,
activities and mood) instead of screening based on formal diagnostic categories.
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Although we do not know the long-term benefits of screening, we do know clinically that helping children with
emotional needs probably enhances or eases ongoing deterioration of their self-esteem and reduces their
suffering. We also know that many if not most parents are eager for advice from their pediatricians and/or mental
health experts concerning their child’s emotional functioning and developmental issues. At this point, the PSC is
the instrument most widely used in the real world of clinical settings. It focuses on psychosocial functioning, can
interface with diagnostic criteria, recognizes emotional issues in an efficient manner, can quantify the severity of
problems found, and provides a platform for discussion between pediatrician and parent. These qualities, along
with the PSC’s statistical accuracy and widespread use in pediatrics, argue strongly for its continued endorsement
by NQF.

1a.15) Detail the process used to identify the evidence.
Literature review

1a.16) Provide the citation(s) for the evidence.
References

A list of all PSC related studies published since our 2017 NQF proposal is provided in Appendix 1 with studies
grouped in six categories according to their primary focus. A full list of the references cited in our 2017 proposal,
along with the PSC papers published since 2017 and all of the other papers cited in the current proposal is
available in Appendix 2.

[Response Ends]

1a.15. Detail the process used to identify the evidence.

[Response Begins]

2021 Submission

Literature review and expert option provided by AAP Task Force on Mental Health
[Response Ends]

1a.16. Provide the citation(s) for the evidence.

[Response Begins]
2021 Submission
American Academy of Pediatrics. The Case for Routine Mental Health Screening. Pediatrics. 2010, 125, s133-139.

American Academy of Pediatrics. AAP Publications Reaffirmed or Retired. Pediatrics.
2021;147(6):€2021051488. https://doi.org/10.1542/peds.2021-051488.

[Response Ends]

Performance Gap

1b.01. Briefly explain the rationale for this measure.

Explain how the measure will improve the quality of care and list the benefits or improvements in quality envisioned
by use of this measure.


https://doi.org/10.1542/peds.2021-051488
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[Response Begins]

Psychosocial problems in children are common and treatable with prevalence estimates of about 12% of all
children and adolescents (Gardner, Lucas, Kolko, & Campo, 2007; Kelleher et al., 1997; Murphy et al., 2016).
Studies have shown that children with these problems are often unrecognized by their pediatricians (~50% of
cases) (Kelleher et al., 1997) and that only a fraction of them receive treatment (Hacker et al., 2014b; Kelleher et
al., 1997). Children with psychosocial problems are more likely to have poorer health, academic, behavioral, and
social outcomes in both the short and long term (Murphy et al., 2015). Children who receive psychosocial
screening as a part of pediatric well child visits are more likely to receive outpatient mental health services (Hacker
et al., 2014a; Hacker et al., 2014b; Savageau et al., 2016) than are children who are not screened. As the dates of
the studies just cited attest, it is only within the last three years that strong evidence documenting the relationship
between psychosocial screening and increased mental health treatment has become available.

A series of RCT studies by Kolko and his associates have shown that pediatric outpatients with a wide range of
problems who are found to be at risk when screened with the PSC and go on to receive pediatric office based
mental health interventions have significantly lower mental health symptom scores and better functioning at
immediate and longer term follow up than do similar outpatients randomized to treatment as usual (Kolko et al.,
2014; Kolko, Campo, Kelleher, & Cheng, 2010). For these reasons, we believe that an increase in mental health
treatment is the most appropriate (and a measurable) benchmark for assessing the positive impact of routine
psychosocial screening. The logic model for screening in pediatrics is that more children will receive help, fewer
children will develop mental, emotional, and behavioral disorders (Guzman et al., 2015; Kieling et al., 2011), and
more children who received help will enjoy better life outcomes (Kellam et al., 2014).

Requiring screening for psychosocial problems as part of routine well child care in pediatrics is one of the most
frequently recommended ways to improve recognition and intervention for such problems (Hacker et al., 2014a)
and an increasing number of states (Massachusetts (Savageau et al., 2016)), insurers (Medicaid/EPSDT (Mann,
2013)), standard setting organizations (American Academy of Pediatrics (Foy, Kelleher, Laraque, & Health, 2010;
Weitzman & Wegner, 2015)), blue ribbon panels (President’s New Freedom Commission on Mental Health (Hogan,
2003) (Institute of Medicine (O’Connell, Boat, & Warner, 2009)), and advocacy organizations such as the Kennedy
Forum (Fortney et al., 2015) and Mental Health America (http://www.mentalhealthamerica.net/positions/early-
identification) have now required, endorsed, or recommended the principle of including a psychosocial screen as a
part of every well child visit for children aged 3-17.

The PSC is probably the most frequently recommended and widely used tool for routine psychosocial screening in
pediatrics (Semansky, Koyanagi, & Vandivort-Warren, 2003), with the Strengths and Difficulties Questionnaire
(Goodman, Meltzer, & Bailey, 1998) and Child Behavior Checklist (Achenbach, 2009) instruments that are similar in
many ways and also frequently mentioned and validated in this context. Many of the endorsements noted above
include these three and/or a few other instruments.

The reference list is included in the attached appendix.
[Response Ends]

1b.02. Provide performance scores on the measure as specified (current and over time) at the specified level of
analysis.

Include mean, std dev, min, max, interquartile range, and scores by decile. Describe the data source including
number of measured entities; number of patients; dates of data; if a sample, characteristics of the entities include.
This information also will be used to address the sub-criterion on improvement (4b) under Usability and Use.

[Response Begins]
1b.2. Provide performance scores on the measure as specified (current and over time) at the specified level of
analysis. (This is required for maintenance of endorsement. Include mean, std dev, min, max, interquartile range,


http://www.mentalhealthamerica.net/positions/early
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scores by decile. Describe the data source including number of measured entities; number of patients; dates of
data; if a sample, characteristics of the entities include). This information also will be used to address the sub-
criterion on improvement (4b1) under Usability and Use.

2017 Submission

Several studies based on data from the Massachusetts Medicaid (MassHealth) pediatric behavioral health
screening program and the Children’s Behavioral Health Initiative (CBHI), demonstrate the currently wide variation
in the rates of mental health screening with formal, standardized tools as well as the possibility of improvement
and the potential benefits of doing so.

2021 Submission
In this section, we begin with the material we presented in our 2017 NQF request for endorsement (unchanged, in
black font) with new material presented in red font.

Data source 1:_

Summary data from the CBHI Behavioral Health Screening Cumulative Quarterly Report; posted on BHSCQR
website

Measurement Period dates of service from 1/1/2008 to 3/31/2017

Data Source 1a: Statewide data for all children

Denominator/Well child visits for all children .5 -20 years of age: 4,721,790
Numerator (screens with visit): 2,965,923

Statewide average: 62.8%

Minimum: 14.2%

Maximum: 71.9%

Standard Deviation: 12.4%

95% Confidence interval: 58.8% to 66.8%

The CBHI BHSCQR also presents the same statewide Medicaid screening data broken down for each of the state’s
regions for each of the 37 calendar quarters from Q1 (January through March of 2008) to Q37 (January through
March of 2017) of CBHI. Table 1 (below) reports the rates of screening in the state’s six regions with data from the
four quarters in each year averaged for simpler presentation in this proposal. Because the BHSCQR website does
not break out the data by age group, the information in the table below is for the full sample of all ages, but the
trends should be large enough that that the patterns shown below should be quite similar to those for just the 3—
17-year-olds. As the table shows, the range in rates of screening vary widely, from a low of 21.55 in the Boston
region in 2008 to a high of 85.27 in the Western region in first quarter of 2017. The percentages of well child visits
with screens goes up substantially in all regions over the first few years of the initiative but after that the rank
ordering remains relatively consistent across regions. Western Massachusetts always has the highest rate of
screening, Metro West and Boston the lowest and Northeast, Southeast, and Central Massachusetts in the middle.



Table 1. Rates of Screening in different regions of Massachusetts from 2013-2017 by Region
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Region 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017*
Western 38.14% | 66.13% | 75.34% | 79.16% | 79.79% | 80.33% | 81.62% | 83.76% | 81.27% | 85.27%
Central 32.61% | 51.99% | 60.61% | 63.22% | 67.23% | 70.59% | 71.09% | 70.90% | 72.33% | 72.31%
Northeast | 32.70% | 56.36% | 60.93% | 60.31% | 55.35% | 65.08% | 67.16% | 68.43% | 71.46% | 67.38%
Metro 25.89% | 47.45% | 51.92% | 51.80% | 57.72% | 60.47% | 59.83% | 54.90% | 49.84% | 47.72%
West
Southeast | 36.88% | 61.89% | 70.57% | 75.94% | 78.18% | 80.19% | 80.66% | 77.87% | 75.91% | 73.95%
21.55% | 45.91% | 55.28% | 57.26% | 60.53% | 64.49% | 67.57% | 65.12% | 63.27% | 58.76%
Boston

Note. Rates of screening were calculated by the year from 2008-2016 and for the first quarter of 2017

*Data available only for the 1 quarter of 2017

Table 2 below presents the distribution of rates of screening in greater detail, taken from this time directly from
BHSCQR website for all 222 measurement points (37 quarters in all six regions), illustrating even more dramatically
the wide range of rates of screening across the state and over nearly a decade.

Table 2 The distribution of screening rates by decile broken down by quarters for each region from January 2008
through March 2017 (6 regions x 4 quarters x 9.25 years) for children of all ages
2021 Submission



% of Well-Child Visits with Screens (in Deciles) # of
Quarters
in Decile

0-9% 1
10-19% 5
20-29% 4
30-39% 8
40-49% 23
50-59% 40
60-69% 63
70-79% 58
80-89% 20
90-100% 0

* *

Total (Regions*Quarters*Years) 222
* *

Min: 8.21%
Max: 85.65%
Range: 77.44%
Median: 64.53%

*Cell intentionally left blank

Data Source 1b: Statewide data broken down by for children ages 3-17 years
Denominator /Well child visits for all children 3 -17 years of age: 2,361,475
Numerator (screens with visits): 1,681,764

Statewide average: 71.2%

Minimum: 39.98%

Maximum: 79.14%

Standard Deviation: 11.3%

95% Confidence Interval: 64.2% to 78.2%

We included data source 1b focusing just on the 3-17 year old children in the BHSCQR website data as this is the
age group that was screened with the PSC, and prior studies (Hacker et al., 2016; Savageau et al., 2016) have
shown that the PSC was the measure used for 67% of the children in the CBHI 3-17 year old age group. By
multiplying the total number of screens in this age group by 67%, we can estimate that approximately 1,126,782
PSC’s were administered over the first 9.25 years of CBHI.
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Table 3 (below) shows the Massachusetts statewide number of well child visits, number of screens, and percent of
visits with screens, for just the 3—17-year-old (PSC screened) children with Medicaid from January 2008 (start of
CBHI) to March of 2017. Data in this table are taken directly from the CBHI BHSCQR but with the four quarters of
each year aggregated together so that the totals for each year could be seen more clearly. As the table shows, the
rate of screening rose from approximately 39.98% for its first year (2008) to 65.72% for its second year to over 70%
for its third year, and then remaining in the 70% range in all of the six years since. Not shown in this table but
present in the data shown on the CBHI BHSCQR are the figures for the first quarter of 2008 (which show a base
rate of 17.8% during the first three months of the program). Although not posted on the CBHI BHSCQR but
reported by two different groups (Hacker et al., 2016; Savageau et al., 2016) with access to claims data for 2007 is
that the rate of formal screening during the year prior to the start of CBHI was less than 5%. A rate of formal
screening that started and then remained at less than 5% was also reported for the state of California (which had
no requirement for the use of formal screens) for 2008 and 2009 when the rate in Massachusetts had climbed to
about 65%.

Table 3. Statewide rates of formal psychosocial screening for 3—17-year-olds during WCV from 1/1/2007 to
3/31/2017

Year % Visits with
Screens

Denominator Numerator

(Total Visits) (Total with Screens)
12/31/07-12/31/2008 202,376 80,910 39.98%
1/1/2009-12/31/2009 219548 144276 65.72%
1/1/2010-12/31/2010 234823 171114 72.87%
1/1/2011-12/31/2011 243209 179305 73.72%
1/1/2012-12/31/2012 252357 190286 75.40%
1/1/2013-12/31/2013 265826 208549 78.45%
1/1/2014-12/31/2014 287690 228467 79.14%
1/1/2015-12/31/2015 290313 217282 74.84%
1/1/2016-12/31/2016 300307 215611 71.80%
1/1/2017-3/31/2017 65,026 45,964 70.69%
Total 2,361,475 1,681,764 71.22%
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*Cell intentionally left blank

2021 Submission
Data Source 1x: Site level data from CBHI for pediatric patients in NHP (a Medicaid HMO)

Measurement Period dates of service from 1/1/2016 to 12/31/2016

Denominator /Well child visits for all children aged 4.0 to 17.99: 76,021

Numerator (screen at WCV): 57,321

Average: 75.4%

Min: 0%

Max: 100%

Standard Deviation: 12.7%

This data source was actual claims data for a subsample of Data Source 1 described above, in this case of the WCV
of all 4-17 year old children from practices that submitted claims for at least 30 cases who were covered by NHP,

the largest Medicaid HMO in Massachusetts.

2017 Submission
Data Source 2: CBHI Cohort Data for chart review sample

Measurement Period dates of service in 2007, 2010, and 2012
Denominator /Well child visits for all children: 4,977
Numerator (screen at WCV): ~1700

Average: 51.7%

Min: 1.5%

Max: 88.9%

Standard Deviation: 35.1%

95% Confidence interval: 35.5% to 87.2%

This second data source is a ~ 6000 visits subsample of the CBHI statewide data retrieved from chart reviews
supplemented by administrative claims data.

Differences in rates of screening in three cohorts of about 2000 cases of pediatric outpatients (age 4-17 years)
seen before (2007) and after (2010, 2012) the start of CBHI. As shown in Table 4, consistent with the statewide
CBHI data, the Southeast and Western regions consistently demonstrated significantly higher rates of screening,
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the Northeast and Metro West demonstrated the lowest rates of screening, and Central Massachusetts and Boston
demonstrated screening rates in the middle.

Table 4. Rates of Formal Screening for each year for children ages 4-17

Formal Screen in 2007 Formal Screen in 2010 Formal Screen in 2012

Western 7 (4.8%) 22(11.9%) 163 (88.1%) 184 (84.8%)
(95 2% (15 2%

Northeast 12 (8.8%) 63(37.5%) 105 (62.5%) 111 (61.0%)
(91 2% (39 O%

Southeastern 197 3(1.5%) 52(23.0%) 174 (77.0%) 217 (88.9%)
(98.5%) (11.1%)

*Cell intentionally left blank
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2007: 'x?=13.33 p=.021 2010: >x?>=36.33 p<.001 2012:3x?=75.21 p<.001

Data Source 3: Medicaid screening data from four Massachusetts General Hospital outpatient clinics

Measurement Period dates of service from 7/1/2014 to 12/31/2016
Denominator /Well child visits for all children 4-17 years of age: 10,334
Numerator (screen at WCV): 7,915

Average: 76.6%

Min: 9.4%

Max: 91.7%

Standard Deviation: 38.5%

95% Confidence interval: 38.8% to 100.0%

One of the most important criteria for a quality measure is differences in performance across sites.
Although the data from the CBHI BHSCQR summarized above provide strong evidence that there are
consistent differences in screening rates for different regions of the state and different age groups, our
lack of access to the actual data made it impossible to explore differences between different pediatric
practices, one of the intended uses of this type of quality measurement. Since it was not possible for us to
obtain the actual data from the state of Massachusetts and since the sample from Data Source 2 was too
small to permit analyses by clinic, we turned to our own hospital system and were able to obtain billing
data for pediatric psychosocial screens for a relatively large sample of well child visits in four MGH-
affiliated outpatient pediatric clinics. Using the same CPT billing code for screening (96110) used by the
state and focusing only on children with Medicaid health insurance, we obtained data on 10,827 children
aged 4-17 who had at least one pediatric well child visit from July 2014 through December 2016 in one of
the four clinics.


https://3x2=75.21
https://2x2=36.33
https://1x2=13.33
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Differences in rates by clinic: As shown in Table 5 below, the differences in rates of mental health
screening at well-child visits were substantial and statistically significant between these four clinics. In
2016, for example, rates ranged from 0% to 88.1% (p < .001) to in the four clinics. Over the three years of
data, the rank orders of screening rates among the four clinics were relatively constant with Clinic A and B
as always the highest and C the lowest in each of the three years (not shown).

Table 5: Rates of screening in four MGH affiliated outpatient pediatric clinics in 2016

2016 (n=6,801 children):
January 1, 2016 — December 31 2016

p-value
over 4
Variable Level Overall* ClinicA ClinicB Clinic C ClinicD sites
Billed for
69.7% 86.1% 88.1% o 24.1%
:::en Yes (4743) (3422) (1215) 0.0%(0) | (106) <001

2021 Submission

Data Source 4: Data from a predominantly commercially insured sample of WCV with electronically
administered PSC's

Measurement Period dates of service from 5/1/2018 to 12/31/2019 (excluding pilot phase)
Denominator /Well child visits for all 5.5-17.99 year old children: 45,949

Numerator (screen at WCV): 39,202

Average: 85.3%

Min: 70.2%

Max: 97.4%

Standard Deviation: 12.7%

This data source was electronically administered PSC form data from a network of 15 practices for all 5.5-17.99
year old children seen for WCV in 2018 and 2019.

[Response Ends]


https://5.5-17.99
https://5.5-17.99

43

1b.03. If no or limited performance data on the measure as specified is reported above, then provide a summary
of data from the literature that indicates opportunity for improvement or overall less than optimal performance
on the specific focus of measurement. Include citations.

[Response Begins]
N/A
[Response Ends]

1b.04. Provide disparities data from the measure as specified (current and over time) by population group, e.g.,
by race/ethnicity, gender, age, insurance status, socioeconomic status, and/or disability.

Describe the data source including number of measured entities; number of patients; dates of data; if a sample,
characteristics of the entities included. Include mean, std dev, min, max, interquartile range, and scores by decile.
For measures that show high levels of performance, i.e., “topped out”, disparities data may demonstrate an
opportunity for improvement/gap in care for certain sub-populations. This information also will be used to address
the sub-criterion on improvement (4b) under Usability and Use.

[Response Begins]

Differences by age:

As presented below in Table 6 from Data Source 1, the CBHI BHSCQR shows significant differences in rates of
screening by age group with very young (< 3) children and older (> 17) youth less likely to be screened than 3-17-
year-olds. Even within the 3—17-year-old group there were differences in screening rates with younger (3—6-year-
olds) and older (13- to 17-year-olds) patients showing lower rates of screening than 7-12-year-olds (72.41% vs
67.32% vs 73.08%) respectively.

Table 6 (December 31, 2007 - March 31, 2017)

Age Total Visits Total Visits with Screens %Visits with Screens
<6 mos to 2 years 2,136,135 1,205,607 56.44%
<6 mos 882,434 336,179 38.10%
6 mos to 2yrs 1,253,701 869,428 69.35%
3yrsto 17 yrs 2,361,475 1,681,764 71.22%
3yrsto6yrs 776,570 562,311 72.41%
7 yrsto 12 yrs 911,693 666,266 73.08%
13yrsto17yrs 673,212 453,187 67.32%
18 yrsto20yrs 224,180 78,552 35.04%
Total 4,721,790 2,965,923 62.80%

Lack of disparities by race, ethnicity, and language:

Although none of the published papers on the CBHI sample (Hacker et al., 2014a; Hacker et al., 2014b; Savageau et
al., 2016) explore data on disparities by race, ethnicity, or language, the chart review study of a subsample of these
cases from Data Source 1 (Savageau et al., 2016; Savageau, Simons, Lucke, Jellinek, & Murphy, 2017) explored
screening by demographics in a subsample of ~ 6000 visits from 2007, 2007, and 2010. As shown in Table 7 below,
there were no significant disparities by race, ethnicity, or language. It may be important to note that disparities by
socioeconomic status cannot be meaningfully assessed in this sample since by CBHI is a program only for children
with Medicaid and SES is confounded with insurance type.

2021 Submission
Table 7. Lack of Significant Disparities of Children 4-17 years insured by MassHealth, FYs 2007*, 2010, and 2012



White
Race
Non-White
Non-
Ethnicity Hispanic
Hispanic
Primary English

Language  Non-English
*Cell intentionally left blank

[Response Ends]
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Had a Formal Screen in Had a Formal Screen in Had a Formal Screen in

2007
7 (2.9%)
20 (6.4%)

17 (4.4%)

10 (5.8%)
24 (3.8%)
10 (6.5%)

2010
374 (73.6%)
276 (77.7%)

321 (75.3%)

224 (79.4%)
676 (75.4%)
128 (71.1%)

2012
397 (73.7%)
290 (79.2%)

369 (78.7%)

246 (80.9%)
716 (76.8%)
149 (76.4%)

1b.05. If no or limited data on disparities from the measure as specified is reported above, then provide a

summary of data from the literature that addresses disparities in care on the specific focus of measurement.

Include citations. Not necessary if performance data provided in above.

[Response Begins]
N/A
[Response Ends]
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2. Scientific Acceptability of Measure Properties

Extent to which the measure, as specified, produces consistent (reliable) and credible (valid) results about the
quality of care when implemented. Measures must be judged to meet the sub criteria for both reliability and
validity to pass this criterion and be evaluated against the remaining criteria.

sp.01. Provide the measure title.

Measure titles should be concise yet convey who and what is being measured (see What Good Looks Like).

[Response Begins]
Psychosocial Screening Using the Pediatric Symptom Checklist-Tool (PSC-Tool)
[Response Ends]

sp.02. Provide a brief description of the measure.

Including type of score, measure focus, target population, timeframe, (e.g., Percentage of adult patients aged 18-
75 years receiving one or more HbAIc tests per year).

[Response Begins]

Percentage of children from 3.00 to 17.99 years of age seen for a pediatric well child visit who have a Pediatric
Symptom Checklist (PSC) Tool administered as a component of that visit.

[Response Ends]

sp.04. Check all the clinical condition/topic areas that apply to your measure, below.

Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer
options and request that you instead select one of the other answer options as they apply to your measure.

Please do not select:
e Surgery: General

[Response Begins]
Behavioral Health
[Response Ends]

sp.05. Check all the non-condition specific measure domain areas that apply to your measure, below.

[Response Begins]

Health and Functional Status
Screening

[Response Ends]

sp.06. Select one or more target population categories.

Select only those target populations which can be stratified in the reporting of the measure's result.

Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer
options and request that you instead select one of the other answer options as they apply to your measure.


http://www.qualityforum.org/WorkArea/linkit.aspx?LinkIdentifier=id&ItemID=73367

Please do not select:
e Populations at Risk: Populations at Risk

[Response Begins]
Children (Age < 18)
[Response Ends]

sp.07. Select the levels of analysis that apply to your measure.

Check ONLY the levels of analysis for which the measure is SPECIFIED and TESTED.

Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer
options and request that you instead select one of the other answer options as they apply to your measure.

Please do not select:
e  (linician: Clinician
e Population: Population

[Response Begins]

Facility

Health Plan

Population: Regional and State
[Response Ends]

sp.08. Indicate the care settings that apply to your measure.

Check ONLY the settings for which the measure is SPECIFIED and TESTED.
[Response Begins]

Outpatient Services

[Response Ends]

sp.09. Provide a URL link to a web page specific for this measure that contains current detailed specifications
including code lists, risk model details, and supplemental materials.

Do not enter a URL linking to a home page or to general information. If no URL is available, indicate “none
available".

[Response Begins]
https://www.massgeneral.org/pediatric-symptom-checklist/
[Response Ends]

sp.11. Attach the data dictionary, code table, or value sets (and risk model codes and coefficients when
applicable). Excel formats (.xIsx or .csv) are preferred.

Attach an excel or csv file; if this poses an issue, contact staff. Provide descriptors for any codes. Use one file with
multiple worksheets, if needed.

[Response Begins]

No data dictionary/code table — all information provided in the submission form

[Response Ends]
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sp.12. State the numerator.

Brief, narrative description of the measure focus or what is being measured about the target population, i.e., cases
from the target population with the target process, condition, event, or outcome).

DO NOT include the rationale for the measure.

[Response Begins]
Number of patients with documentation that the PSC tool was administered as part of the well child visit.
[Response Ends]

sp.13. Provide details needed to calculate the numerator.

All information required to identify and calculate the cases from the target population with the target process,
condition, event, or outcome such as definitions, time period for data collection, specific data collection
items/responses, code/value sets.

Note: lists of individual codes with descriptors that exceed 1 page should be provided in an Excel or csv file in
required format at sp.11.

[Response Begins]

Patients passing this quality measure are identified through a review of the medical record. In a chart review, the
presence of a PSC score or PDF scan of it in the progress note, or score shown in the visit template or flowsheet
documents the completion of the screen on the same day of the WCV. To receive credit, progress notes must
indicate the name of the specific measure and actual score (e.g., PSC given, score = not at risk).

2021 Submission

In pediatric settings in which the PSC is completed electronically (e.g., over the internet or on an iPad in the waiting
room), item- and subscale scores are filed and available in defined fields in the EHR (such as flowsheet or visit note
template) and the numerator is established by checking these fields for data on the date of the WCV.

There are four versions of the PSC in wide clinical use: the original 35 item form that is filled out by parents, a 17
item version of this, and 35 and 17 item versions of a youth report version. All four of these versions have the
same 17 items at their core and the same subscale scores. Credit for administering the screen is given if any of the
four have been used.

In Massachusetts (and possibly in other locations which require routine screening), providers who conduct well
child visits with patients covered by Medicaid are required to bill for each screen using CPT code 96110 or 96127
so that officials can ascertain whether a screen was given. Therefore, in the Massachusetts program, the presence
of CPT code 96110 or 96127 (in the billing data or in the EHR) can be used to identify patients in the numerator
with the denominator being all cases with a CPT code for a WCV for a given time period (e.g., calendar year) and
entity (e.g., specific provider, health center, health plan, etc.).

[Response Ends]

sp.14. State the denominator.

Brief, narrative description of the target population being measured.

[Response Begins]
Number of patients aged 3.00 to 17.99 seen for a pediatric well-child visit.
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[Response Ends]

sp.15. Provide details needed to calculate the denominator.

All information required to identify and calculate the target population/denominator such as definitions, time
period for data collection, specific data collection items/responses, code/value sets.

Note: lists of individual codes with descriptors that exceed 1 page should be provided in an Excel or csv file in
required format at sp.11.

[Response Begins]

Cases are identified from administrative data for site. Number of unique patients ages 3.00 to 17.99 seen for a
well-child visit (CPT 99381-99394) in a defined evaluation period, often a year.

[Response Ends]

sp.16. Describe the denominator exclusions.

Brief narrative description of exclusions from the target population.

[Response Begins]
No exclusions.
[Response Ends]

sp.17. Provide details needed to calculate the denominator exclusions.

All information required to identify and calculate exclusions from the denominator such as definitions, time period
for data collection, specific data collection items/responses, code/value sets — Note: lists of individual codes with
descriptors that exceed 1 page should be provided in an Excel or csv file in required format at sp.11.

[Response Begins]
N/A
[Response Ends]

sp.18. Provide all information required to stratify the measure results, if necessary.

Include the stratification variables, definitions, specific data collection items/responses, code/value sets, and the
risk-model covariates and coefficients for the clinically-adjusted version of the measure when appropriate. Note:
lists of individual codes with descriptors that exceed 1 page should be provided in an Excel or csv file in required

format in the Data Dictionary field.

[Response Begins]
N/A
[Response Ends]

sp.19. Select the risk adjustment type.
Select type. Provide specifications for risk stratification and/or risk models in the Scientific Acceptability section.

[Response Begins]
No risk adjustment or risk stratification
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[Response Ends]

sp.20. Select the most relevant type of score.

Attachment: If available, please provide a sample report.
[Response Begins]

Rate/proportion

[Response Ends]

sp.21. Select the appropriate interpretation of the measure score.

Classifies interpretation of score according to whether better quality or resource use is associated with a higher
score, a lower score, a score falling within a defined interval, or a passing score

[Response Begins]

Better quality = Higher score

[Response Ends]

sp.22. Diagram or describe the calculation of the measure score as an ordered sequence of steps.

Identify the target population; exclusions; cases meeting the target process, condition, event, or outcome; time
period of data, aggregating data; risk adjustment; etc.

[Response Begins]

Step 1. Count number of children aged 3-17 seen for a well child visit in state, region, clinic, or other group during
defined period (often, one year) using administrative data (CPT 99381-99394). N=total population. This is the
denominator.

Step 2. Assess whether PSC was administered as a part of WCV, for the eligible population, using the chart for
indicator status. Pass if documentation that screen was given on the day of the WCV is present.

Step 3. Compute numerator = count of patients with completed PSC.

Step 4. Calculate clinic or other entity rate as numerator/denominator. No risk adjustment.

[Response Ends]

sp.25. If measure is based on a sample, provide instructions for obtaining the sample and guidance on minimum
sample size.

[Response Begins]

This measure and its denominator are not based on samples. This PRO measure is based on a parent or child
completing the PSC (no proxy) and noting its presence/absence. Missing data (no administration of PSC) is
managed by the inclusion of patients without a completed PSC in the denominator.

[Response Ends]

sp.28. Select only the data sources for which the measure is specified.

[Response Begins]

Claims

Electronic Health Records
Paper Medical Records
[Response Ends]
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sp.29. Identify the specific data source or data collection instrument.

For example, provide the name of the database, clinical registry, collection instrument, etc., and describe how data
are collected.

[Response Begins]

2017 Submission

In medical record (paper or electronic):

If patient age => 3.0 & age =< 17.99; claim for well child visit (99382 or 99383 or 99385 or 99392 or 99393 or
99394), assess progress note, templated note, flowsheet, scanned in PSC, for evidence that screen was
administered.

2021 Submission

In systems like the state of Massachusetts where billing for the screen as well as screening itself is required, the
source for data about screening can be claims data.

In both our 2021 and 2017 submissions we stated that paper medical records were a possible source of measure
information for which evidence was available. Data source 2 was based on a review of ~4000 (in some
comparisons ~ 6000) paper medical records. Some information about the use of this sample to assess ethnicity and
regional differences in the statewide CBHI program is provided above in section 2a.08. As described in the
Savageau, et al 2016 paper, the reliability and validity of this method was established in the following way: “An
experienced medical record review (MRR) vendor conducted a retrospective MRR of the sample’s ~4000
children/adolescents. Three registered nurses used a chart abstraction tool developed by one of the researchers
and a panel of practicing physicians. Before implementation of the MRR, nurse abstractors had to pass Gold
Standard Testing and attain interrater reliability scores of 95% or higher. The abstraction tool was piloted in a large
community-based practice. From chart notes and documentation, nurse abstractors determined the presence of
standardized BH screening, screening results, and referrals. They also detailed the presence of non-MassHealth
approved screening tools and notations of informal screening/surveillance without a specific tool. Where both
formal and informal screens were conducted and abstracted, subsequent analyses prioritized results from the
formal screening. In addition, abstractors recorded charted notes and documentation on BH referrals (made at the
time of the WCV), patient demographics (i.e., age, sex, ethnicity, and primary language spoken at home),
interpreter use during the WCV, and use of a non-English BH screening tool.

[Response Ends]

sp.30. Provide the data collection instrument.

[Response Begins]
Available at measure-specific web page URL identified in sp.09
[Response Ends]

2ma.01. Indicate whether additional empirical reliability testing at the accountable entity level has been
conducted. If yes, please provide results in the following section, Scientific Acceptability: Reliability - Testing.
Include information on all testing conducted (prior testing as well as any new testing); use red font to indicate
updated testing.

[Response Begins]
Yes
[Response Ends]

2ma.02. Indicate whether additional empirical validity testing at the accountable entity level has been
conducted. If yes, please provide results in the following section, Scientific Acceptability: Validity - Testing.
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Include information on all testing conducted (prior testing as well as any new testing); use red font to indicate
updated testing.

[Response Begins]
Yes
[Response Ends]

2ma.03. For outcome, patient-reported outcome, resource use, cost, and some process measures, risk
adjustment/stratification may be conducted. Did you perform a risk adjustment or stratification analysis?

[Response Begins]
No
[Response Ends]

2ma.04. For maintenance measures in which risk adjustment/stratification has been performed, indicate
whether additional risk adjustment testing has been conducted since the most recent maintenance evaluation.
This may include updates to the risk adjustment analysis with additional clinical, demographic, and social risk
factors.

Please update the Scientific Acceptability: Validity - Other Threats to Validity section.

Note: This section must be updated even if social risk factors are not included in the risk adjustment strategy.

[Response Begins]
No additional risk adjustment analysis included
[Response Ends]

Measure testing must demonstrate adequate reliability and validity in order to be recommended for endorsement.
Testing may be conducted for data elements and/or the computed measure score. Testing information and results
should be entered in the appropriate fields in the Scientific Acceptability sections of the Measure Submission
Form.

e Measures must be tested for all the data sources and levels of analyses that are specified. If there is more than
one set of data specifications or more than one level of analysis, contact NQF staff about how to present all the
testing information in one form.

¢ All required sections must be completed.

* For composites with outcome and resource use measures, Questions 2b.23-2b.37 (Risk Adjustment) also must be
completed.

« If specified for multiple data sources/sets of specifications (e.g., claims and EHRs), Questions 2b.11-2b.13 also
must be completed.

¢ An appendix for supplemental materials may be submitted (see Question 1 in the Additional section), but there is
no guarantee it will be reviewed.

e Contact NQF staff with any questions. Check for resources at the Submitting Standards webpage.

¢ For information on the most updated guidance on how to address social risk factors variables and testing in this
form refer to the release notes for the 2021 Measure Evaluation Criteria and Guidance.

Note: The information provided in this form is intended to aid the Standing Committee and other stakeholders in
understanding to what degree the testing results for this measure meet NQF’s evaluation criteria for testing.

2a. Reliability testing demonstrates the measure data elements are repeatable, producing the same results a high
proportion of the time when assessed in the same population in the same time period and/or that the measure


https://www.qualityforum.org/Measuring_Performance/Submitting_Standards.aspx
https://www.qualityforum.org/WorkArea/linkit.aspx?LinkIdentifier=id&ItemID=88439
https://2b.11-2b.13
https://2b.23-2b.37
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score is precise. For instrument-based measures (including PRO-PMs) and composite performance measures,
reliability should be demonstrated for the computed performance score.

2b1. Validity testing demonstrates that the measure data elements are correct and/or the measure score correctly
reflects the quality of care provided, adequately identifying differences in quality. For instrument-based measures
(including PRO-PMs) and composite performance measures, validity should be demonstrated for the computed
performance score.

2b2. Exclusions are supported by the clinical evidence and are of sufficient frequency to warrant inclusion in the
specifications of the measure;

AND

If patient preference (e.g., informed decision-making) is a basis for exclusion, there must be evidence that the
exclusion impacts performance on the measure; in such cases, the measure must be specified so that the
information about patient preference and the effect on the measure is transparent (e.g., numerator category
computed separately, denominator exclusion category computed separately).

2b3. For outcome measures and other measures when indicated (e.g., resource use):

¢ an evidence-based risk-adjustment strategy (e.g., risk models, risk stratification) is specified; is based on patient
factors (including clinical and social risk factors) that influence the measured outcome and are present at start of
care; 14,15 and has demonstrated adequate discrimination and calibration

OR

* rationale/data support no risk adjustment/ stratification.

2b4. Data analysis of computed measure scores demonstrates that methods for scoring and analysis of the
specified measure allow for identification of statistically significant and practically/clinically meaningful 16
differences in performance;

OR

there is evidence of overall less-than-optimal performance.

2b5. If multiple data sources/methods are specified, there is demonstration they produce comparable results.
2b6. Analyses identify the extent and distribution of missing data (or nonresponse) and demonstrate that
performance results are not biased due to systematic missing data (or differences between responders and non-
responders) and how the specified handling of missing data minimizes bias.

2c. For composite performance measures, empirical analyses support the composite construction approach and
demonstrate that:

2cl. the component measures fit the quality construct and add value to the overall composite while achieving the
related objective of parsimony to the extent possible; and

2c2. the aggregation and weighting rules are consistent with the quality construct and rationale while achieving
the related objective of simplicity to the extent possible.

(if not conducted or results not adequate, justification must be submitted and accepted)

Definitions

Reliability testing applies to both the data elements and computed measure score. Examples of reliability testing
for data elements include but are not limited to inter-rater/abstractor or intra-rater/abstractor studies; internal
consistency for multi-item scales; test-retest for survey items. Reliability testing of the measure score addresses
precision of measurement (e.g., signal-to-noise).

Validity testing applies to both the data elements and computed measure score. Validity testing of data elements
typically analyzes agreement with another authoritative source of the same information. Examples of validity
testing of the measure score include, but are not limited to: testing hypotheses that the measures scores indicate
quality of care, e.g., measure scores are different for groups known to have differences in quality assessed by
another valid quality measure or method; correlation of measure scores with another valid indicator of quality for
the specific topic; or relationship to conceptually related measures (e.g., scores on process measures to scores on
outcome measures). Face validity of the measure score as a quality indicator may be adequate if accomplished
through a systematic and transparent process, by identified experts, and explicitly addresses whether performance
scores resulting from the measure as specified can be used to distinguish good from poor quality. The degree of
consensus and any areas of disagreement must be provided/discussed.

Examples of evidence that an exclusion distorts measure results include, but are not limited to frequency of
occurrence, variability of exclusions across providers, and sensitivity analyses with and without the exclusion.
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Patient preference is not a clinical exception to eligibility and can be influenced by provider interventions.

Risk factors that influence outcomes should not be specified as exclusions.

With large enough sample sizes, small differences that are statistically significant may or may not be practically or
clinically meaningful. The substantive question may be, for example, whether a statistically significant difference of
one percentage point in the percentage of patients who received smoking cessation counseling (e.g., 74 percent v.
75 percent) is clinically meaningful; or whether a statistically significant difference of $25 in cost for an episode of
care (e.g., $5,000 v.$5,025) is practically meaningful. Measures with overall less-than-optimal performance may
not demonstrate much variability across providers.

Please separate added or updated information from the most recent measure evaluation within each question
response in the Importance to Scientific Acceptability sections. For example:

2021 Submission:
Updated testing information here.

2018 Submission:
Testing from the previous submission here.

Reliability

2a.01. Select only the data sources for which the measure is tested.

[Response Begins]

Claims

Electronic Health Data
Electronic Health Records
[Response Ends]

2a.02. If an existing dataset was used, identify the specific dataset.

The dataset used for testing must be consistent with the measure specifications for target population and
healthcare entities being measured; e.g., Medicare Part A claims, Medicaid claims, other commercial insurance,
nursing home MDS, home health OASIS, clinical registry).

[Response Begins]

2021 Submission

Psychosocial screening continues to be a required component of well-child visits (WCVs) for all children and
adolescents with Medicaid in a statewide program in Massachusetts called the Children’s Behavioral Health
Initiative (CBHI). The PSC-Tool is the measure used to screen the majority (67%) of children aged 5.5 to 17.99 years
of age in that state (Savageau, et al, 2015). As of the end of September 2020 (the last quarter posted), when this
program had almost completed its 13th year, more than 4.5 million screens had been administered, with just over
half of them (2.5 M) with 3—17-year-olds and therefore an estimated 1.7 million of them being PSC's. It may also be
important to note that although the website shows that the number of WCV and screens dropped considerably
during the second quarter of 2020 due to the COVID-19 pandemic, by the next quarter (the most recent available)
both rates had rebounded to near their pre-pandemic levels. Anecdotal data from clinicians suggests that by the
end of 2020 and in the first half of 2021, rates of WCV and screening had remained at or near their previous levels.

In any case, we had based our 2017 NQF submission on three subsamples from the CBHI data set with data from
2008 to the end of the first quarter of 2017 and did not update it with the more recent data in our current NQF
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submission. Instead, for this new, (Fall 2021) submission, we were able to obtain actual claims data for a
subsample of the cases in our original Data Source #1, so we have added a description of this subsample as Data
Source 1x in the sections below. This data set allowed us to explore differences at the site level in rates of
psychosocial screening using claims data.

Psychosocial screening with the PSC-Tool is also a required component of WCV's in a number of

different networks of outpatient pediatric practices in Massachusetts, providing researchers with first time ever
data on the results of screening exclusively with the PSC, as well as in practices that serve primarily commercially
insured children. Since we were able to gain full access to all of the screening data over two years from one of
these networks, we have added it as Data Source 4. This data set allowed us to assess differences across sites in a
15-site network and to test reliability and validity of data on PSC administration, that was collected, scored, and
stored in defined fields in patients' EHR's.

The descriptions of Data Sources 1, 2, and 3, appear in black font below, unchanged from what we wrote in our
2017 NQF submission. Descriptions of Data Sources 1x and 4 are new with this submission and appear in red font.

2017 Submission
Data Source 1:

Summary Data from CBHI pediatric behavioral health screening website

MassHealth posts a running summary of administrative claims data (Behavioral Health Screening Cumulative
Quarterly Report; BHSCQR) for all well child visits for children with Medicaid in Massachusetts since the start of
CBHI in January 2008 on a publicly accessible website (https://www.mass.gov/info-details/cbhi-data-
reports#tbehavioral-health-(bh)-screening-cumulative-quarterly-report-). The CBHI BHSCQR summarizes the
number of WCV and the number and percentage of these visits with behavioral health screens and several other
variables over the course of the initiative. Data are presented for the state as a whole and also broken down by
age group and region of the state.

2021 Submission

For the calculations in our 2017 submission, we were limited to the state's published data going up to the end of
the first quarter of 2017. Although the state website now shows data until the end of 2020, we have not updated
the data we presented in 2017, except as noted below.

Data Sources 1, 1x, 2, and 3 are all from the state of Massachusetts CBHI program and all of the data sources rely
on the same administrative claims data. In our 2017 NQF submission Measure Testing Form, we reported on the
reliability and validity of this data in Data Source 3 only but as representing all CBHI data sources, comparing
results based on claims data to chart review and inter-coder reliability as the gold standards. The material that we
presented in the MTF in 2017 can be found in the descriptions of Data Source 3 below in black font.

Data Source 1x:

Over the three years since our previous NQF submission, we were able to gain access to the actual administrative
claims data and demographic information for a subset of the data reported in Data Source 1 (not just the summary
data that we had previously reported on). Neighborhood Health Plan (now called Allways Health) is the largest
Medicaid HMO in Massachusetts. We received de-identified data from all of the billing entities with NHP claims in
the state over 5 years so that we could assess differences in rates of screening, positive screening, and mental
health treatment by site as well as gender and age. In a recent paper (Murphy et al., 2020), we analyzed data on all
72,842 WCVs from the 304 sites with at least 30 claims in a single year (2016).


https://www.mass.gov/info-details/cbhi-data
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2017 Submission

Data Source 2:

In samples drawn from the total MassHealth claims database, 2000 visits per year of patients in 3 cohorts (years
2007, 2010, & 2012), chart reviews by nurses who were experienced medical record reviewers to obtain more
detailed information about demographics, pediatric visits, claims, and mental health outcomes. The data we
present was a secondary analysis of existing data by researchers from the University of Massachusetts Medical
School of information they had collected and analyzed for a state contracted evaluation of the CBHI program.

Data Source 3:

3 years of WCV and BH screening data for a data set of 10,334 4-17-year-old children with Medicaid from four
Massachusetts General Hospital-affiliated outpatient clinics.

Although data sources 1 and 2 had provided information on many WCV and screening variables and permitted
analysis by region and age group, they did not include data on a clinic-by-clinic basis. To obtain an initial estimate
of whether it was possible to identify differential rates of BH screening at the clinic level we turned to our own
hospital system where we were able to obtain IRB approval to obtain billing data for psychosocial screens for a
relatively large sample of well-child visits in four MGH affiliated outpatient pediatric clinics from 7/1/2014-
12/31/2016. Using the same CPT billing code for screening (96110) used by the state and focusing only on children
with Medicaid health insurance, we obtained WCV, BH screening, and demographic data on 35,608 visits. Because
of data inconsistencies due to the hospital’s switch to Epic in 2016, in this proposal we focused on the 6,801 cases
screened in only 2016.

2021 Submission

Data source 4:

The denominator was all children ages 5.5 to 17.99 years old who were seen for a WCV in the 15 pediatric practice
networks between January 1, 2018, and December 31, 2019. For each of the patients, specific fields in the practice
network's Electronic Data Warehouse (EDW), which are allocated for PSC item level data and computed total and
subscale scores, were searched for evidence that a PSC was completed in conjunction with that visit. Investigators
were also able to access some demographic data on each patient. With IRB approval, we received a limited use
dataset of all variables and cases and published the results in a recent paper (Murphy et al., 2020b).

[Response Ends]

2a.03. Provide the dates of the data used in testing.

Use the following format: “MM-DD-YYYY - MIM-DD-YYYY”

[Response Begins]

2017 Submission

Data source 1: Medicaid claims data for all 6-month to 20-year-old patients (and, alternatively, for just the 3-17-
year-old patients) seen for well child visits in the state of Massachusetts from 1/1/2008-3/31/2017

2021 Submission
Data source 1x: Medicaid claims data for WCV from 1/1/2016 - 12/31/2016 for children enrolled in the state's
largest Medicaid HMO, a subset of Data Source 1.

2017 Submission
Data source 2: Random samples of 2000 visits per cohort drawn from Data source 1 from 3 cohorts: 7/1/2006-
12/31/2009; 7/1/2009-12/31/2010; 7/1/2011-12/31/2012

Data source 3: Billing and demographic data extracted from Partners Healthcare System data warehouse for claims
for WCV and BH screens and demographic data for all 4—17-year-old patients from four MGH-affiliated outpatient
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pediatric clinics from 7/1/2014-12/31/2016

2021 Submission

Data source 4: Psychosocial screening and demographic data were extracted from the EDW for all patients 5.5 to
17.99-years of age seen for WCV from 1/1/2018 - 12/31/2019.

[Response Ends]

2a.04. Select the levels of analysis for which the measure is tested.

Testing must be provided for all the levels specified and intended for measure implementation, e.g., individual
clinician, hospital, health plan.

Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer
options and request that you instead select one of the other answer options as they apply to your measure.

Please do not select:
e (linician: Clinician
e  Population: Population

[Response Begins]

Facility

Health Plan

Population: Regional and State
[Response Ends]

2a.05. List the measured entities included in the testing and analysis (by level of analysis and data source).

Identify the number and descriptive characteristics of measured entities included in the analysis (e.g., size, location,
type); if a sample was used, describe how entities were selected for inclusion in the sample.

[Response Begins]

2017 Submission

Data source 1: The base sample is claims data from the entire state of Massachusetts for whom WCV claims for
youth 6 months to 20 years of age were submitted. These data include all clinics and practices in the state. The
CBHI website also breaks the data out according to the six regions of the state and six age groups (<6-months, 6-
month to 2- years-old, 3- to 6-years-old, 7- to 12-years-old, 13- to 17-years-old, and 18- to 20-years-old).

2021 Submission

Data source 1x: This was a subsample of Data Source 1 but in this case, actual claims data for all WCV for
members of the state's largest Medicaid HMO (Neighborhood Health Plan). The measured entities were all 664
practices/providers who submitted claims for WCV. The analytic sample was the 304 clinicians or practices which
billed for at least 30 WCV in 2016.

2017 Submission

Data source 2: This 6,000 case sample was drawn from Data Source 1, with stratified random samples of 2000
cases per cohort for the 2007, 2010, and 2012 cohorts, with 500 cases each for 4 age groups (6 months to 2 years,
3 to 5 years; 6-11 years, and 12-20).

Data source 3: Billing and demographic data extracted from Partners Healthcare System data warehouse for claims
for WCV and BH screens and demographic data for all 4-17 year old patients from four MGH-affiliated outpatient
pediatric clinics from 7/1/2014-12/31/2016.
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2021 Submission
We tested reliability and validity of the CPT billing codes in the claims data using chart reviews in a randomly
selected subsample of cases from the three facilities combined.

Data source 4: The measured entities were a group of 15 independently owned outpatient pediatric practices
from eastern Massachusetts. Called the Affiliated Pediatric Practices (APP) because of their affiliation with the
Massachusetts General Hospital/Brigham Hospital network, these practices care for about 100,000 children, about
80% of whom have commercial health insurance (about 20% have Medicaid). The PSC is the required psychosocial
screen at all WCV, and all data are collected electronically via iPads in the waiting room or over the internet, with
item level data filed in specific fields of the EMR. Reliability and validity of the EHR coding were established
through chart review of a randomly selected subsample of all cases.

[Response Ends]

2a.06. Identify the number and descriptive characteristics of patients included in the analysis (e.g., age, sex,
race, diagnosis), separated by level of analysis and data source; if a sample was used, describe how patients
were selected for inclusion in the sample.

If there is a minimum case count used for testing, that minimum must be reflected in the specifications.

[Response Begins]
Data source 1:_

Summary data from the CBHI Behavioral Health Screening Cumulative Quarterly Report; posted on BHSCQR
website

Measurement Period dates of service from 1/1/2008 to 3/31/2017

Statewide data for all claims for all well child visits for all Medicaid insured children ages .5 -20 years of age:
N=4,721,790

Numerator (screens with visit): 2,965,923
Statewide average: 62.8%

Minimum: 14.2%

Maximum: 71.9%

Standard Deviation: 12.4%

95% Confidence interval: 58.8% to 66.8%

The CBHI BHSCQR also presents the same statewide Medicaid screening data broken down for each of the state’s
regions for each of the 37 calendar quarters from Q1 (January through March of 2008) to Q37 (January through
March of 2017) of CBHI. Table 1 (below) reports the rates of screening in the state’s six regions with data from the
four quarters in each year averaged for simpler presentation in this proposal. Because the BHSCQR website does
not break out the data by age group, the information in the table below is for the full sample of all ages, but the
trends should be large enough that that the patterns shown below should be quite similar to those for just the 3—
17-year-olds. As the table shows, the range in rates of screening vary widely, from a low of 21.55 in the Boston
region in 2008 to a high of 85.27 in the Western region in first quarter of 2017. The percentages of well child visits
with screens goes up substantially in all regions over the first few years of the initiative but after that the rank
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ordering remains relatively consistent across regions. Western Massachusetts always has the highest rate of
screening, Metro West and Boston the lowest and Northeast, Southeast, and Central Massachusetts in the middle.

Table 1. Rates of Screening in different regions of Massachusetts from 2013-2017 by Region
Region 2008 | 2009 2010 2011 | 2012 2013 2014 2015 2016 2017
*
Wester 38.14 | 66.13 | 7534 | 79.16 | 79.79 | 80.33 | 81.62 | 83.76 | 81.27 | 85.27
n % % % % % % % % % | %
32.61 | 5199 | 60.61 | 63.22 | 67.23 | 70.59 | 71.09 | 70.90 | 72.33 | 72.31
Central % % % % % % % % % | %
Northe 32.70 | 56.36 | 60.93 | 60.31 | 55.35 | 65.08 | 67.16 | 68.43 | 71.46 | 67.38
ast % % % % % % % % % | %
Metro 25.89 | 47.45 | 5192 | 51.80 | 57.72 | 60.47 | 59.83 | 54.90 | 49.84 | 47.72
West % % % % % % % % % | %
Southea | 36.88 | 61.89 | 70.57 | 7594 | 78.18 | 80.19 | 80.66 | 77.87 | 75.91 | 73.95
st % % % % % % % % % | %
2155 | 4591 | 55.28 | 57.26 | 60.53 | 64.49 | 67.57 | 65.12 | 63.27 | 58.76
Boston % % % % % % % % % | %

Note. Rates of screening were calculated by the year from 2008-2016 and for the first quarter of 2017

*Data available only for the 1%t quarter of 2017

Table 2 below presents the distribution of rates of screening in greater detail, taken from this time directly from
BHSCQR website for all 222 measurement points (37 quarters in all six regions), illustrating even more dramatically

the wide range of rates of screening across the state and over nearly a decade.



Table 2 The distribution of screening rates by decile broken down by quarters for each region from January 2008
through March 2017 (6 regions x 4 quarters x 9.25 years) for children of all ages

0-9% 1
10-19% 5
20-29% 4
30-39% 8
40-49% 23
50-59% 40
60-69% 63
70-79% 58
80-89% 20
90-100%

Total (Regions*Quarters*Years) 222
Min: 8.21%
Max: 85.65%
Range: 77.44%
Median: 64.53%

Data Source 1b: Statewide data broken down by for children ages 3-17 years

Denominator /Well child visits for all children 3 -17 years of age: 2,361,475
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Numerator (screens with visits): 1,681,764

Statewide average: 71.2%

Minimum: 39.98%

Maximum: 79.14%

Standard Deviation: 11.3%

95% Confidence Interval: 64.2% to 78.2%

We included data source 1b focusing just on the 3-17 year old children in the BHSCQR website data as this is the
age group that was screened with the PSC, and prior studies (Hacker et al., 2016; Savageau et al., 2016) have
shown that the PSC was the measure used for 67% of the children in the CBHI 3-17 year old age group. By

multiplying the total number of screens in this age group by 67%, we can estimate that approximately 1,126,782
PSC’s were administered over the first 9.25 years of CBHI.

Table 3 (below) shows the Massachusetts statewide number of well child visits, number of screens, and percent of
visits with screens, for just the 3—17-year-old (PSC screened) children with Medicaid from January 2008 (start of
CBHI) to March of 2017. Data in this table are taken directly from the CBHI BHSCQR but with the four quarters of
each year aggregated together so that the totals for each year could be seen more clearly. As the table shows, the
rate of screening rose from approximately 39.98% for its first year (2008) to 65.72% for its second year to over 70%
for its third year, and then remaining in the 70% range in all of the six years since. Not shown in this table but
present in the data shown on the CBHI BHSCQR are the figures for the first quarter of 2008 (which show a base
rate of 17.8% during the first three months of the program). Although not posted on the CBHI BHSCQRbut
reported by two different groups (Hacker et al., 2016; Savageau et al., 2016) with access to claims data for 2007 is
that the rate of formal screening during the year prior to the start of CBHI was less than 5%. A rate of formal
screening that started and then remained at less than 5% was also reported for the state of California (which had
no requirement for the use of formal screens) for 2008 and 2009 when the rate in Massachusetts had climbed to
about 65%.

Table 3. Statewide rates of formal psychosocial screening for 3—17-year-olds during WCV from 1/1/2007 to
3/31/2017
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Numerator
Denominator

(Total with % Visits with
Year (Total Visits) Screens) Screens
12/31/07-12/31/2008 202,376 80,910 39.98%
1/1/2009-12/31/2009 219548 144276 65.72%
1/1/2010-12/31/2010 234823 171114 72.87%
1/1/2011-12/31/2011 243209 179305 73.72%
1/1/2012-12/31/2012 252357 190286 75.40%
1/1/2013-12/31/2013 265826 208549 78.45%
1/1/2014-12/31/2014 287690 228467 79.14%
1/1/2015-12/31/2015 290313 217282 74.84%
1/1/2016-12/31/2016 300307 215611 71.80%
1/1/2017-3/31/2017 65,026 45,964 70.69%
Total 2,361,475 1,681,764 71.22%

*Cell intentionally left blank

2021 Submission
Data Source 1x

One of the most important criteria for a quality measure is the ability to identify differences in performance across
sites. Because we did not have access to actual claims from CBHI in Data Sources 1 and 2 at the time of our 2017
submission, we could not assess site differences in screening in a large sample. Instead, we turned to our own
hospital system and were able to obtain billing data for pediatric psychosocial screens for a relatively large sample
of well-child visits for only four outpatient pediatric clinics as described below with regard to Data Source 3.

Several years later, we were finally able to get access to individual encounter data from the largest Medicaid HMO
in Massachusetts, a subsample of the CBHI data described as Data Source 1.

The study sample (Murphy et al., 2020b) included 76,022 WCVs from 664 sites in 2016. For statistical reasons, we
focused our analysis on the 304 sites that completed at least 30 WCVs in that year. This included most of the cases
(N=72,842 WCVs). A mean of 240 WCVs (median = 125), with a range of 30-1,880 WCVs, were completed per site.
Overall screening rates ranged from 0.0-100.0%, with a mean site screening rate of 75.4%. A majority of sites
(n=197; 73.9%) had a screening rate above 70.0%. A majority (76.1%) of patients were below the age of 13.00 and
51.0% were male (Table 1). The ICC for screening rates or the proportion of total variance in screening rates
accounted for by site variation in the 304 sites was 0.38 (95% confidence interval [CI]=0.25- 0.50). Given that this
proportion is 210.0%, the observed between-site screening rate differences can be considered meaningful (Fleiss &
Jack 1979; Zou & Donner, 2004). The percent of cases that screened positive was 7.5% overall, with a range of 0-
100%. The ICC for positive screening rates in the 245 sites that also had screening results available was 0.10 (95%
Cl=0.00-0.29). The proportion of total variance in screening rates accounted for by site variation was 10.0%, just
within the lower bound of what is considered a meaningful between-site variation.

Relationship Between Site-Level BH Screening and BH Service Use

To explore the relationship between site-level overall screening, positive screening, and BH service utilization rates
in the six months following the BH screen, we first ran a correlation between site-level BH screening rates and


https://CI=0.00-0.29
https://CI]=0.25-0.50

62

rates of subsequent BH service use. A positive but statistically non-significant relationship between a site’s BH
screening rate and the rate of subsequent BH service use was found (Pearson’s r=0.08, p=0.17). However, when
overall site screening rates were dichotomized to contrast sites falling below (n=108 sites) with those falling above
(n=196 sites) the mean screening rate of 71.9%, (as determined by CBHI) and when subsequent BH service use was
dichotomized as falling below (n=45 sites) or above (n=259 sites) 6.0% (the mean rate of BH treatment in CBHI),
sites that screened above 71.9% were significantly more likely to have BH treatment rates of 6.0% or above when
compared to sites with less than 71.9% screening (88.3% vs. 79.4%; [ 2=4.34; df=1, p<.05), suggesting a positive
relationship between BH screening rates and rates of subsequent BH service use at the site-level (Table 2).
Statewide data on all 4-17 year old children enrolled in NHP in 2016

Denominator / WCVs for all of these children aged 4-17 years = 72,842

Numerator (visits with screens): 55,759 with completed screens (76.5%)

Average across sites in 2016: 71.2%

Standard Deviation: 31.3%

Minimum for a practice: 0%

Maximum for a practice: 100%

ICC: 0.38

95% Confidence Interval for ICC: 0.25-0.50

2017 Submission

Data Source 2: CBHI Cohort Data for chart review sample

Measurement Period dates of service in 2007, 2010, and 2012

Denominator /Well child visits for all children: 4,977

Numerator (screen at WCV): ~1700

Average: 51.7%

Min: 1.5%

Max: 88.9%

Standard Deviation: 35.1%

95% Confidence interval: 35.5% to 87.2%

This second data source is a ~ 6000 visits subsample of the CBHI statewide data retrieved from chart reviews
supplemented by administrative claims data.

Differences in rates of screening in three cohorts of about 2000 cases of pediatric outpatients (age 4-17 years)
seen before (2007) and after (2010, 2012) the start of CBHI. As shown in Table 4, consistent with the statewide
CBHI data, the Southeast and Western regions consistently demonstrated significantly higher rates of screening,


https://0.25-0.50
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the Northeast and Metro West demonstrated the lowest rates of screening, and Central Massachusetts and Boston
demonstrated screening rates in the middle.

Table 4. Rates of Formal Screening for each year for children ages 4-17_

Formal Screen in 2007 Formal Screen in 2010 Formal Screen in 2012

Western 7(4.8%) 22(11.9%) 163 (88.1%) 184 (84.8%)
(95 2% (15 2%

Northeast 12 (8.8%) 63(37.5%) 105 (62.5%) 111 (61.0%)
(91 2% (39 o%

Southeastern 197 3(1.5%) 52(23.0%) 174 (77.0%) 217 (88.9%)
(98.5%) (11.1%)

*Cell intentionally left blank



2007: 1x?=13.33 p=.021 2010: >x?=36.33 p<.001 2012:3x?=75.21 p<.001

Data Source 3: Medicaid screening data from four Massachusetts General Hospital outpatient clinics
Measurement Period dates of service from 7/1/2014 to 12/31/2016

Denominator /Well child visits for all children 4-17 years of age: 10,334

Numerator (screen at WCV): 7,915

Average: 76.6%

Min: 9.4%

Max: 91.7%

Standard Deviation: 38.5%

95% Confidence interval: 38.8% to 100.0%

One of the most important criteria for a quality measure is differences in performance across sites.
Although the data from the CBHI BHSCQR summarized above provide strong evidence that there are

consistent differences in screening rates for different regions of the state and different age groups, our
lack of access to the actual data made it impossible to explore differences between different pediatric
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practices, one of the intended uses of this type of quality measurement. Since it was not possible for us to
obtain the actual data from the state of Massachusetts and since the sample from Data Source 2 was too

small to permit analyses by clinic, we turned to our own hospital system and were able to obtain billing

data for pediatric psychosocial screens for a relatively large sample of well child visits in four MGH-

affiliated outpatient pediatric clinics. Using the same CPT billing code for screening (96110) used by the

state and focusing only on children with Medicaid health insurance, we obtained data on 10,827 children
aged 4-17 who had at least one pediatric well child visit from July 2014 through December 2016 in one of


https://3x2=75.21
https://2x2=36.33
https://1x2=13.33

the four clinics.
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Differences in rates by clinic: As shown in Table 5 below, the differences in rates of mental health
screening at well-child visits were substantial and statistically significant between these four clinics. In
2016, for example, rates ranged from 0% to 88.1% (p < .001) to in the four clinics. Over the three years of
data, the rank orders of screening rates among the four clinics were relatively constant with Clinic A and B

as always the highest and C the lowest in each of the three years (not shown).

Table 5: Rates of screening in four MGH affiliated outpatient pediatric clinics in 2016

2016 (n=6,801 children):
January 1, 2016 — December 31 2016

p-value
over 4
Variable Level Overall* ClinicA ClinicB Clinic C ClinicD sites
Billed for
69.7% 86.1% 88.1% o 24.1%
:::"een Yes (4743) (3422) (1215) 0.0%(0) | (106) <001

2021 Submission
Data Source 4

Data for children ages 5.5-17.99 years

Denominator of children who had well-child visits

In Phase 1 (pre-Ql implementation; Jan 1, 2018 - April 31, 2018): 9,212
In Phase 2 (Ql implementation; May 1, 2018-December, 2018): 26,025

In Phase 3 (post-Ql implementation; 2019): 40,880

Numerator (visits with screens):

Overall screening rate across 18 practices

In Phase 1: 26.1% (range for the 18 practices: 14.2% - 52.4%)
In Phase 2: 89.3% (range for the 18 practices: 70.2%-96.0%)

In Phase 3: 77.9% (range for the 18 practices: 52.4%-84.8%)

Denominator of children who had a well-child visit in either Phase 2 or 3: 45,949

Numerator (visits with screens): 39,202 (out of the 45,949 visits in either or both years) or 85.3%


https://5.5-17.99
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Denominator of children who had a well-child visit in both Phase 2 & 3: 20,956
Numerator (visits with screens): 16,223 (out of the 20,956 in both years) or 77.4%

The study sample (Murphy et al., 2020a) included all 76,117 children aged 5.5 to 17.99 years who were seen for
WCV over a two-year period in a network of 15 pediatric practices. The analytic sample was 20,956 patients with
PSC screens in both years. With a total of 77.4% of all patients completing a PSC screen, this study demonstrated
the feasibility of screening: 1) with the PSC specifically (in the CBHI samples, about 1/3 of screens used were other
measures); 2) using a fully electronic system (completed by parents online from home or on iPads in the waiting
room, which then scored and displayed in the EHR instantaneously); and 3) in a predominantly commercially-
insured sample. Rates of screening and risk differed significantly by insurance type, sex, age, and practice, although
in the ICC analyses, the differences in rates of screening and risk across 15 sites did not reach statistical
significance.

[Response Ends]

2a.07. If there are differences in the data or sample used for different aspects of testing (e.g., reliability, validity,
exclusions, risk adjustment), identify how the data or sample are different for each aspect of testing.

[Response Begins]

2021 Submission

In our 2017 submission, Data Sources 1-3 were all based on administrative claims data and reliability and validity
were tested using those data compared to chart review. The Massachusetts statewide CBHI program requires all
children seen for WCV to have a psychosocial screen administered and (for accountability purposes) for providers
to bill for that screen using CPT code 96110 . Providers are also required to use a CPT modifier code to indicate
whether the screen is positive or negative. In our 2017 submission, the validity of using the presence or absence of
CPT code 96110 to verify the presence of a PSC was checked using a chart review as the gold standard. Having
research assistants review the WCV progress notes in the EHR's of 45 cases established the validity of using CPT
code 96110 as the measure of whether a PSC had been given. Reliability for this type of coding was established by
having two different research assistants code a subsample of these cases independently.

In our 2021 submission, we did not re-do the billing code review since validity had already been established for
Data Sources 1-3 using this method. However, since Data Source 4 involved a different kind of data, we conducted
another chart review using it as the gold standard for our calculations. First of all, since Data Source 4 was based
on a pediatric sample that was primarily commercially insured and in which providers are not required to bill for
their screens, billing could not be used as an accurate reflection of whether screening had been a part of a WCV. In
the network we studied for Data Source 4, the standard was to administer all screens electronically using iPads
from the waiting room or over the internet from home with item level data automatically and instantaneously
scored and stored in the network's enterprise data warehouse (EDW). Data Source 4 was established by
downloading the data found in the PSC item and subscale fields for all patients with WCV in the sample. To
establish the validity of this PSC data, a review of the WCV progress note was again used as the gold standard.
Random samples of all cases were reviewed to establish validity by ascertaining whether the data from the EDW
that was provided to researchers was confirmed in the chart review. Reliability was established by having two
coders blindly and independently rate a subsample of these cases.

[Response Ends]

2a.08. List the social risk factors that were available and analyzed.

For example, patient-reported data (e.g., income, education, language), proxy variables when social risk data are
not collected from each patient (e.g., census tract), or patient community characteristics (e.g., percent vacant
housing, crime rate) which do not have to be a proxy for patient-level data.
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[Response Begins]

2021 Submission

Data Source 2: Researchers who had published a study (Savageau et al., 2016) based on chart reviews of ~6,000
WCVs to evaluate psychosocial screening among Medicaid-insured children in Massachusetts were able to reopen
their datasets to assess the impact of several social risk factors on psychosocial screening (Savageau et al., 2017).
In their 2016 paper, the researchers reported on a major increase in the use of formal screening tools (with state
approved measures like the Pediatric Symptom Checklist) from 2007 (<5%) to 2010 and 2012 (>70%). Using the
reopened data sets, these patterns were found to be very similar for children from all racial, ethnic, and language
groups. Rates of positive screening did not differ according to race or ethnicity but were slightly but significantly
lower for children from non-English speaking families after the start of the screening program. The impact of these
risk factors on subsequent service use was negligible: for children who screened positive, rates of BH service use in
the six months after the screen did not differ significantly for any of the above three groups.

[Response Ends]

Note: If accuracy/correctness (validity) of data elements was empirically tested, separate reliability testing of data
elements is not required — in 2a.07 check patient or encounter-level data; in 2a.08 enter “see validity testing
section of data elements”; and enter “N/A” for 2a.09 and 2a.10.

Reliability Testing

2a.09. Select the level of reliability testing conducted.

Choose one or both levels.

[Response Begins]

Patient or Encounter-Level (e.g., inter-abstractor reliability; data element reliability must address ALL critical data
elements)

[Response Ends]

2a.10. For each level of reliability testing checked above, describe the method of reliability testing and what it
tests.

Describe the steps—do not just name a method; what type of error does it test; what statistical analysis was used.

[Response Begins]

2017 Submission

Although not relevant to the PSC as a process measure, it may be important to note that the reliability and validity
of the PSC as a tool have been established over the years in many studies (Bergmann et al., 2018; Lavigne, Meyers,
& Feldan, 2016; Pourat et al., 2017). The reliability/validity of using the CPT code in administrative data to signify
the completion of an actual PSC screen has not been reported in a published paper

2021 Submission

but was described in our 2017 NQF submission. In our 2017 NQF submission, validity was established by
comparing billing codes indicating that a screen had been given with a review of the progress note for the WCV to
look for evidence of the screen. Inter-coder reliability was assessed by comparing the chart review results of two
raters who examined the progress note blindly with regard to each other’s coding. What follows is the description
of this reliability coding that was presented in section 2a2.3 of the Measure Testing Form of that submission.

"As noted above, we assessed the inter-rater reliability of this medical record coding by having a second research
assistant code 30 of the 90 charts (10 from each clinic) selected at random. For the 96110-by-chart-review coding,
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the ratings of the two RA’s agreed on the presence or absence of a screen in 28/30 (93%) of the charts and kappa
was .86. In the same 30-case subsample, the second coder also found evidence of a well child visit on all of the
dates billed (100% agreement with billing codes and with the first coder). The two coders agreed on the name of
the specific screen used in 94% of the cases."

In our 2021 submission, we again used chart reviews as the gold standard. This time, research assistants examined
the WCV progress note and supporting documents to see whether (1) the item and subscale scores downloaded
from the EDW were also found in the progress note and (2) whether WCV that did not have item- and subscale-
level data for the WCV in the EDW download were also bereft of such data in the patient's EHR.

[Response Ends]

2a.11. For each level of reliability testing checked above, what were the statistical results from reliability
testing?

For example, provide the percent agreement and kappa for the critical data elements, or distribution of reliability
statistics from a signal-to-noise analysis. For score-level reliability testing, when using a signal-to-noise analysis,
more than just one overall statistic should be reported (i.e., to demonstrate variation in reliability across providers).
If a particular method yields only one statistic, this should be explained. In addition, reporting of results stratified by
sample size is preferred (pg. 18, NQF Measure Evaluation Criteria).

[Response Begins]

2021 Submission

In our 2017 submission, using chart review as the gold standard for validity, the 96110 code in claims data had a
sensitivity of 86.2% and a specificity of 100.0% and an overall rate of 91% intercoder agreement in coding the
presence of a behavioral health screen during a well child visit. Kappa was .84.

In our 2021 submission, two coders reviewed twenty charts selected at random to assess whether the EDW record
that a PSC given could be verified in a chart review. Inter-coder reliability was 100%.
[Response Ends]

2a.12. Interpret the results, in terms of how they demonstrate reliability.

(In other words, what do the results mean and what are the norms for the test conducted?)

[Response Begins]

2021 Submission

For both the 2017 (using billing codes) and 2021 (using EDW data) NQF submissions, intercoder agreement was
over 90%. Levels of agreement this high are considered to indicate an acceptably high level of reliability and
therefore both methods of assessing the completion of a PSC screen as a part of a WCV appear to be reliable.
[Response Ends]

Validity Testing

2b.01. Select the level of validity testing that was conducted.

[Response Begins]
Patient or Encounter-Level (data element validity must address ALL critical data elements)


https://www.qualityforum.org/WorkArea/linkit.aspx?LinkIdentifier=id&ItemID=88439
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Systematic assessment of face validity of performance measure score as an indicator of quality or resource use
(i.e., is an accurate reflection of performance on quality or resource use and can distinguish good from poor
performance)

[Response Ends]

2b.02. For each level of testing checked above, describe the method of validity testing and what it tests.

Describe the steps—do not just name a method; what was tested, e.g., accuracy of data elements compared to
authoritative source, relationship to another measure as expected; what statistical analysis was used.

[Response Begins]
2021 Submission
I. Encounter level data

Data Source 3: Because the validity of using the CPT code in billing data to indicate that a PSC had been completed
had never been assessed, in our 2017 NQF submission we conducted a cross-validation analysis in the one sample
for which we had access to individual case data, to assess whether the billing data was a valid indicator of whether
a psychosocial screen was administered at a patient’s well-child visit. To do this, the presence and/or absence of a
CPT billing code (96110) associated with each patient’s well child visit in 2016 was collected, and then each
patient’s chart information in the electronic medical record was evaluated to ascertain the presence or absence of
a psychosocial screen by either the mention of a behavioral health screen in the progress notes or a copy of the
PSC in the patient’s chart on the same date of the well-child visit associated with the presence or absence of the
96110 code. What follows is what we submitted in section 2a2.2 of the Measure Testing Form. In the paragraph
that follows we have substituted the word 'validity' for the word 'reliability’ to distinguish more clearly and
consistently between the two.

Reliability and validity of the PSC as a process measure
2021 Submission [Data Source 1; 2017]

2017 Submission

To test the validity of the coding of the administration of a PSC tool, we performed chart reviews to ascertain
whether the CPT code (96110) used to bill for screening corresponded with evidence in the progress note for the
WCV that a PSC or other approved screen had actually been given. Using the presence/absence of evidence of PSC
administration in the visit note as the gold standard, we calculated the sensitivity, specificity, and kappa of the CPT
code charge for the screen. In order to test the validity of other critical data elements, we also coded: 1) whether
there was a progress note or other evidence of an encounter in the chart documenting that a WCV had occurred
on the date it was billed and 2) whether the code used for the WCV was correct based on the age of the child. In
addition, as already described above, we evaluated the inter-rater reliability of all of these assessments by having a
second-rater code (blind to first reviewer’s coding) one third of the cases on all three variables.

2a2.3. For each level of testing checked above, what were the statistical results from validity testing? (e.g.,
percent agreement and kappa for the critical data elements; distribution of validity statistics from a signal-to-noise
analysis)

Validity testing for CPT billing codes compared to chart review as gold standard

From the dataset of all WCV with 4-17-year-old children covered by Medicaid from the four MGH-affiliated
outpatient pediatric clinics for calendar year 2016, we were able to access complete EMR data from three clinics
resulting in a sample of 6,462 children. For each of these, the dataset included the presence or absence of the CPT
billing code used for psychosocial screening (96110) on the same day as the well child visit, age and several other
demographic and billing variables. In each clinic, 30 WCV were selected and a research assistant opened the
electronic medical record for each patient, checking to see whether the progress note for the visit documented
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that a CBHI approved psychosocial screen had been given, either by the mention of a behavioral health screen and
a score, or by finding a PDF of the PSC or another screen in the patient’s chart. In each clinic, we coded the first 15
and the last 15 WCV of 2016. Cases marked as restricted access (highly confidential) were skipped and replaced
with the next case that matched the selection criteria.

Out of the 90-case sample, 52 (57.8%) of the cases had a 96110-billing code on the date of their well-child visit in
2016 and 38 (42.2%) of the cases did not have a 96110 code. Using documentation of a screen in the chart as the
gold standard, there were 59 cases in which we found documentation of a screen in the chart. The 96110 coding
correctly identified 52 of these patients (88.1%) as having had a screen and of the 31 patients with no screen in
their charts, all 31 (100.0%) were correctly identified as not screened (no 96110 code). Kappa was .84.

The Kappa statistic has the following interpretation:
0.00=Poor; 0.01-0.20=Slight; 0.21 — 0.40=Fair; 0.41 — 0.60=Moderate;
0.61 — 0.80= Substantial; 0.81 — 0.99=Almost perfect agreement

Therefore, in this sample, using a billing code to establish the presence of a psychosocial screen during a WCV was
found to have a very high level of validity.

We also checked for other key data elements using the same method. The first coder also assessed whether there
was documentation in the chart that a WCV had occurred on the date billed and found that this coding was
perfect: all 90 cases (100%) had documentation that a WCV had been completed on the date that it was billed.
Since there are 10 different CPT codes for WCV depending on the age of the child, we also checked 30 cases to
compare the age of the child with the specific WCV CPT code used and found that the age appropriate WCV CPT
code had been used in 100% of the cases.

To evaluate previous reports (Romano-Clarke et al., 2014; Savageau et al., 2017; Savageau et al., 2016) that about
40% of all screens done in CBHI (and 2/3 to % of the screens for 4-17-year-olds) were PSC’s, we checked the name
of the screen listed in the visit note. In the 90 case chart review sample, the first coder found that of the 59 cases
in which there was documentation of a screen, 54 (92%) reported that the PSC was the screen that had been given,
3 (5.1%) mentioned another CBHI approved screen (the Parents Evaluation of Developmental Status (PEDS)) and 2
(3.4%) did not give the name of the screen. Since the PEDS can be used for children from 6 months to 8 years of
age, the choice of the screen in these three cases was appropriate and since the PSC has been well-validated for
children who are 4-17 years old and since the coder found that all charts that mentioned a specific screen were of
children who were within this age range, this coding also showed that the choice of instruments was age
appropriate in 100% of cases.

2a2.4 What is your interpretation of the results in terms of demonstrating validity (what do the results mean and
what are the norms for the test conducted?)

2017 Submission

This coding showed that that the presence of the PSC or other brief BH screen during WCV could be validly coded
from the presence of the CPT 96110 code in administrative claims data. This approach to coding was also validated
by the finding that 100% of the WCV that were billed for were documented by EMR notes from the same day and
that the age codes for the WCV were congruent with the age of each child. ...The presence of the PSC as the
named screen in 92% of these cases confirmed previous reports (Romano-Clarke et al., 2014, Savageau et al.,
2016) that the great majority of the screens used with 4—17-year old’s in the CBHI were PSC's.

2021 Submission

Data Source 4: This data set used encounter-level data to document the presence of in the EHR of data from an
electronically completed PSC-Tool as a part of each patient's WCV. Validity of the electronic coding was defined as
finding item level data in the WCV progress note for cases coded as having had a completed psychosocial screen
and also NOT having a scanned screen or a physician's report of a screen in the WCV progress note or in the
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documents section of the EHR for cases in which the EDW data did not show item level data for the PSC. Research
staff reviewed random samples of WCV in which the EDW had found or not found data from the PSC. This method
tested the validity of the electronic version of the PSC as a process measure.

Eighty cases (60 EDW negative and 20 EDW positive) were randomly selected for chart review. In 15 of the sixty
EDW negative cases, evidence of a PSC screen was found in the progress note or in a scanned form, despite its
absence from the EDW. In all 20 of the cases in which the EDW had provided PSC data, the coders found PSC data
in the patient's progress note. Thus, overall sensitivity of the EDW coding was 60%, the specificity was 75%, and
overall agreement between EDW data and chart review was 81.3% (65/80).

Il. Systematic assessment of face validity of performance measure score as an indicator of quality or resource
use

In one of the new sources of data we were able to explore one hypothesized validator of pediatric psychosocial
screening as an indicator of quality: whether practices that had higher rates of psychosocial screening had
significantly higher rates of mental health service use. In Data Source 1x we began by showing that using intra-class
correlation, the rates of screening and positive screening differed significantly among the 304 screening entities.

The ICC for screening rates (the proportion of total variance in screening rates accounted for by site variation) was
0.38 (95% confidence interval [CI]=0.25- 0.50). Given that this proportion is 210.0%, the observed between-site
screening rate differences can be considered meaningful. The percent of cases that screened positive was 7.5%
overall, with a range of 0-100%. The ICC for positive screening rates in the 245 sites that also had screening results
available was 0.10 (95% CI=0.00-0.29). The proportion of total variance in screening rates accounted for by site
variation was 10.0%, just within the lower bound of what is considered a meaningful between-site variation
(Murphy et al 2020b).

We next explored the relationship between site-level overall screening, positive screening, and BH service
utilization rates in the six months following the BH screen. We ran a correlation between site-level BH screening
rates and rates of subsequent BH service use. A positive but statistically non-significant relationship between a
site’s BH screening rate and the rate of subsequent BH service use was found (Pearson’s r=0.08, p=0.17). However,
when overall site screening rates were dichotomized to contrast sites falling below (n=108 sites) with those falling
above (n=196 sites) the mean screening rate of 71.9%, (as determined by CBHI) and when subsequent BH service
use was dichotomized as falling below (n=45 sites) or above (n=259 sites) 6.0% (the mean rate of BH treatment in
CBHI), sites that screened above 71.9% were significantly more likely to have BH treatment rates of 6.0% or above
when compared to sites with less than 71.9% screening (88.3% vs. 79.4%; [ 2=4.34; df=1, p<.05), suggesting a
positive relationship between BH screening rates and rates of subsequent BH service use at the site-level (Table 2).

It may be important to note at this point that the relationship between increases in psychosocial screening and
increase in outpatient mental health services as the key validator of the value of routine screening has been
established much more strongly in a recent study with a much larger sample (N=~10,000,000). Hacker and
colleagues (2016) used the Medicaid claims data from Massachusetts described in our Data Source 1 to compare
changes in mental health service use over the first 18 months of the CBHI program in that state with any possible
changes in mental health services for children seen for WCV in California over the same period of time when rates
of psychosocial screening did not change. The authors concluded that, "The goal of BH screening is to identify
previously unidentified children with BH issues and provide earlier treatment options. The short-term outcomes of
the Massachusetts policy suggest that screening at preventive care visits led to more BH-related outpatient visits
among vulnerable children." Although our results in the Data Source 1x study failed to reach statistical significance
with regard to the relationship between screening and increased service use, the fact that they were in the
predicted direction in our Data Source 1x and that they were significant in the larger Hacker et al, sample, provides
face validity for the claim that implementing routine psychosocial screening in pediatrics is associated with
improved outcomes: a larger percent of vulnerable children receiving outpatient mental health services.

For each level of testing checked above, describe the method of validity testing and what it tests.


https://CI=0.00-0.29
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Describe the steps—do not just name a method; what was tested, e.g., accuracy of data elements compared to
authoritative source, relationship to another measure as expected; what statistical analysis was used.

2021 Submission

For the encounter level data described above, the accuracy of the billing code data and the EDW data were
compared to chart reviews using reliability and validity statistics. For system level data, the validity of psychosocial
screening as an indicator of quality was established by showing that outpatient behavioral health service use
increased in the state that adopted routine screening but not in a state that did not increase screening.

[Response Ends]

2b.03. Provide the statistical results from validity testing.

Examples may include correlations or t-test results.

[Response Begins]

2021 Submission

In the claims data analyses, the sensitivity of the coding vs chart review was 86% and the specificity was 100% with
an overall level of agreement of 91%. In the EDW analyses, the sensitivity of the electronic PSC coding vs chart
review was 48.8% and the specificity was 100% with 73.8% overall agreement.

[Response Ends]

2b.04. Provide your interpretation of the results in terms of demonstrating validity. (i.e., what do the results
mean and what are the norms for the test conducted?)

[Response Begins]
2017 Submission
Although based on a very small sample, the validity of the 96110-coding appeared to be high.

2021 Submission

The validity of the electronic form coding was only moderate. Data Source 4 probably underestimates the
accuracy of electronic coding since the pediatricians in the APP network had been screening routinely with paper
forms for several years prior to adopting electronic screening and the chart review showed that a number of the
clinicians still used paper forms for the parent- or youth-reported PSC 35 which had not been programmed for
electronic data entry. In any case, the average of 74.4% SN + SP represents an acceptable level of validity for a
network that had just adopted electronic administration of the PSC. Going forward, even in a system used to
screening with paper forms, it should be relatively easy to emphasize more strongly the need to enter paper-based
scores by hand or to accept only electronically completed forms during the in-service training for pediatricians. It
seems likely that this would lead to greater screening accuracy.

[Response Ends]

2b.05. Describe the method for determining if statistically significant and clinically/practically meaningful
differences in performance measure scores among the measured entities can be identified.

Describe the steps—do not just name a method; what statistical analysis was used? Do not just repeat the
information provided in Importance to Measure and Report: Gap in Care/Disparities.

[Response Begins]

2021 Submission

Statewide screening data from Massachusetts between 2008-2017 had shown large and persistent differences in
rates of screening by region and age group. And when intra-class correlation analysis (ICC) was used to investigate
clinic-level differences in screening rates within a large, statewide sample of pediatric primary care practices (Data
Source 3), statistically significant differences in rates of screening and rates of positive screening were found. The



73

clinical significance of positive screening was evident in Hacker's (2014b) study of the CBHI in Massachusetts, in
which children without a BH history who screened positive were almost four times more likely to receive BH
services and even children who did have BH histories were more than twice as likely to get subsequent BH services.
Even in a relatively homogeneous, relatively small sample of patients in a network of 15 pediatric practices serving
primarily commercially insured children, higher rates of psychosocial screening were significantly associated with
higher rates of subsequent mental health service utilization.

[Response Ends]

2b.06. Describe the statistical results from testing the ability to identify statistically significant and/or
clinically/practically meaningful differences in performance measure scores across measured entities.

Examples may include number and percentage of entities with scores that were statistically significantly different
from mean or some benchmark, different from expected; how was meaningful difference defined.

[Response Begins]

In the comparisons between Massachusetts regions, one of the six had surpassed the 80% benchmark sought by
the state, two others were in the low to mid 70% range which was close to the mark. Two other regions were in
the high 40% range, illustrating the large differences and large room for improvement in some regions. In the small
sample of MGH clinics there was one clinic that was not screening at all and another that was screening at a very
low rate.

The study (Hacker et al, 2016) that found significant differences in rates of screening with formal measures in
pediatrics in Medicaid samples in California vs those in Massachusetts provides strong empirical evidence of the
relationship between statistically and clinically meaningful differences in rates of screening and their relationship
to increased behavioral health service use in a statewide comparison.

2021 Submission

Hacker et al 2016 summarized their methods:

"We calculated monthly population utilization rates and adjusted for managed care enrollment, eligibility status
(such as foster care and poverty), race, and Hispanic ethnicity as described above. The numerator for rates was the
presence of a claim for service in the calendar month for one of the diagnostic or procedure codes listed above. The
denominator for rates was all youths eligible to receive services (in other words, they were currently insured by
Medicaid) and of screen able age in the same calendar month. That is, we did not remove youths from the
denominator in subsequent study months when they received BH screening in prior study months. We further
adjusted the population utilization rates for seasonality using the Census Bureau algorithm (proc X-11 in SAS)
(22,23). Interrupted Time-Series Analysis We fit segmented regression models (24-26) for each of the BH utilization
rates in the 24 months prior to mandatory screening and 18 months post mandate. The segmented regression
models included terms for the change in intercept (immediate-level change), secular trend (overall slope), and
change in trend (increase versus decrease in slope postimplementation). We then constructed difference-
indifferences models comparing Massachusetts with California to determine whether there were significant
changes in outcomes related to the policy."

Later in this paper they summarized their results:

"Figure 2 shows the monthly rate of any BH-related outpatient service utilization. The adjusted rate was about 35
per 1,000 youths per month in the two years prior to the mandate, with a slightly increasing secular trend (.8 per
1,000, p=.03). After the phase-in period for screening, rates of outpatient use increased dramatically in the fall of
2008, to about 50 per 1,000 youths per month. More specifically, it began to rise during the phase-in period and
then remained stable thereafter. The trend in utilization increased at about 4.5 per 1,000 youths per month
(p,.001). No increase was seen in California. Estimates for policy (immediate change), time (secular trend), and time
after the mandate (post mandate trend) resulting from the regression models are shown in Table 2.
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And as noted above, ICC analyses in a statewide sample of 304 sites showed statistically significant differences
across sites in rates of screening and positive screening, with some comparisons of rates of service utilization
showing significantly higher rates of BH service use in sites that had higher rates of screening..

[Response Ends]

2b.07. Provide your interpretation of the results in terms of demonstrating the ability to identify statistically
significant and/or clinically/practically meaningful differences in performance across measured entities.

In other words, what do the results mean in terms of statistical and meaningful differences?

[Response Begins]

2021 Submission

Statistically and clinically significant differences in rates of screening and in outpatient mental health service use in
relation to increased screening were consistently found in large samples like those mentioned in 2b.05 and 2b.06.
Although they were not consistently found in smaller samples, it seems reasonable to conclude for now that the
findings from the larger samples provide the most accurate picture, namely that large scale psychosocial screening
programs are associated with increases in outpatient mental health services. This conclusion is supported by the
recently reaffirmed recommendation for routine psychosocial screening as a part of all WCV by the American
Academy of Pediatrics Task Force on Mental Health (AAP, 2020).

[Response Ends]

2b.08. Describe the method of testing conducted to identify the extent and distribution of missing data (or non-
response) and demonstrate that performance results are not biased due to systematic missing data (or
differences between responders and non-responders). Include how the specified handling of missing data
minimizes bias.

Describe the steps—do not just name a method; what statistical analysis was used.

[Response Begins]

Missing data, in this case PSC screening scores is not an issue since those patients who have WCV and are not
assessed in the measurement period remain in the denominator.

[Response Ends]

2b.09. Provide the overall frequency of missing data, the distribution of missing data across providers, and the
results from testing related to missing data.

For example, provide results of sensitivity analysis of the effect of various rules for missing data/non-response. If no
empirical sensitivity analysis was conducted, identify the approaches for handling missing data that were
considered and benefits and drawbacks of each).

[Response Begins]

Patients who are seen and not assessed with the PSC during the assessment period are included in the
denominator of patients with eligible WCVs.

[Response Ends]

2b.10. Provide your interpretation of the results, in terms of demonstrating that performance results are not
biased due to systematic missing data (or differences between responders and non-responders), and how the
specified handling of missing data minimizes bias.
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In other words, what do the results mean in terms of supporting the selected approach for missing data and what
are the norms for the test conducted; if no empirical analysis was conducted, justify the selected approach for
missing data.

[Response Begins]
Missing data is not an issue for this measure as constructed.
[Response Ends]

Note: This item is directed to measures that are risk-adjusted (with or without social risk factors) OR to measures
with more than one set of specifications/instructions (e.g., one set of specifications for how to identify and
compute the measure from medical record abstraction and a different set of specifications for claims or eCQMs). It
does not apply to measures that use more than one source of data in one set of specifications/instructions (e.g.,
claims data to identify the denominator and medical record abstraction for the numerator). Comparability is not
required when comparing performance scores with and without social risk factors in the risk adjustment model.
However, if comparability is not demonstrated for measures with more than one set of specifications/instructions,
the different specifications (e.g., for medical records vs. claims) should be submitted as separate measures.

2b.11. Indicate whether there is more than one set of specifications for this measure.

[Response Begins]
No, there is only one set of specifications for this measure
[Response Ends]

2b.12. Describe the method of testing conducted to compare performance scores for the same entities across
the different data sources/specifications.

Describe the steps—do not just name a method. Indicate what statistical analysis was used.

[Response Begins]

[Response Ends]

2b.13. Provide the statistical results from testing comparability of performance scores for the same entities
when using different data sources/specifications.

Examples may include correlation, and/or rank order.

[Response Begins]
[Response Ends]
2b.14. Provide your interpretation of the results in terms of the differences in performance measure scores for

the same entities across the different data sources/specifications.

In other words, what do the results mean and what are the norms for the test conducted.

[Response Begins]
[Response Ends]

2b.15. Indicate whether the measure uses exclusions.
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[Response Begins]
N/A or no exclusions
[Response Ends]

2b.16. Describe the method of testing exclusions and what was tested.

Describe the steps—do not just name a method; what was tested, e.g., whether exclusions affect overall
performance scores; what statistical analysis was used?

[Response Begins]
N/A
[Response Ends]

2b.17. Provide the statistical results from testing exclusions.

Include overall number and percentage of individuals excluded, frequency distribution of exclusions across
measured entities, and impact on performance measure scores.

[Response Begins]
N/A
[Response Ends]

2b.18. Provide your interpretation of the results, in terms of demonstrating that exclusions are needed to
prevent unfair distortion of performance results.

In other words, the value outweighs the burden of increased data collection and analysis. Note: If patient
preference is an exclusion, the measure must be specified so that the effect on the performance score is
transparent, e.g., scores with and without exclusion.

[Response Begins]
N/A
[Response Ends]

2b.19. Check all methods used to address risk factors.

[Response Begins]
No risk adjustment or stratification
[Response Ends]

2b.20. If using statistical risk models, provide detailed risk model specifications, including the risk model
method, risk factors, risk factor data sources, coefficients, equations, codes with descriptors, and definitions.

[Response Begins]
N/A
[Response Ends]

2b.21. If an outcome or resource use measure is not risk-adjusted or stratified, provide rationale and analyses to
demonstrate that controlling for differences in patient characteristics (i.e., case mix) is not needed to achieve
fair comparisons across measured entities.
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[Response Begins]
N/A
[Response Ends]

2b.22. Select all applicable resources and methods used to develop the conceptual model of how social risk
impacts this outcome.

[Response Begins]
Published literature
Internal data analysis
[Response Ends]

2b.23. Describe the conceptual and statistical methods and criteria used to test and select patient-level risk
factors (e.g., clinical factors, social risk factors) used in the statistical risk model or for stratification by risk.

Please be sure to address the following: potential factors identified in the literature and/or expert panel; regression
analysis; statistical significance of p<0.10 or other statistical tests; correlation of x or higher. Patient factors should
be present at the start of care, if applicable. Also discuss any “ordering” of risk factor inclusion; note whether social
risk factors are added after all clinical factors. Discuss any considerations regarding data sources (e.g., availability,
specificity).

[Response Begins]
N/A
[Response Ends]

2b.24. Detail the statistical results of the analyses used to test and select risk factors for inclusion in or exclusion
from the risk model/stratification.

[Response Begins]
N/A
[Response Ends]

2b.25. Describe the analyses and interpretation resulting in the decision to select or not select social risk factors.

Examples may include prevalence of the factor across measured entities, availability of the data source, empirical
association with the outcome, contribution of unique variation in the outcome, or assessment of between-unit
effects and within-unit effects. Also describe the impact of adjusting for risk (or making no adjustment) on providers
at high or low extremes of risk.

[Response Begins]
N/A
[Response Ends]

2b.26. Describe the method of testing/analysis used to develop and validate the adequacy of the statistical
model or stratification approach (describe the steps—do not just name a method; what statistical analysis was
used). Provide the statistical results from testing the approach to control for differences in patient
characteristics (i.e., case mix) below. If stratified ONLY, enter “N/A” for questions about the statistical risk
model discrimination and calibration statistics.



Validation testing should be conducted in a data set that is separate from the one used to develop the model.

[Response Begins]
N/A
[Response Ends]

2b.27. Provide risk model discrimination statistics.

For example, provide c-statistics or R-squared values.

[Response Begins]
N/A
[Response Ends]

2b.28. Provide the statistical risk model calibration statistics (e.g., Hosmer-Lemeshow statistic).
[Response Begins]

N/A

[Response Ends]

2b.29. Provide the risk decile plots or calibration curves used in calibrating the statistical risk model.

The preferred file format is .png, but most image formats are acceptable.

[Response Begins]
N/A
[Response Ends]

2b.30. Provide the results of the risk stratification analysis.
[Response Begins]

N/A
[Response Ends]

2b.31. Provide your interpretation of the results, in terms of demonstrating adequacy of controlling for
differences in patient characteristics (i.e., case mix).

In other words, what do the results mean and what are the norms for the test conducted?

[Response Begins]
N/A
[Response Ends]
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2b.32. Describe any additional testing conducted to justify the risk adjustment approach used in specifying the

measure.

Not required but would provide additional support of adequacy of the risk model, e.g., testing of risk model in
another data set; sensitivity analysis for missing data; other methods that were assessed.



[Response Begins]
N/A
[Response Ends]
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3. Feasibility

Extent to which the specifications including measure logic, require data that are readily available or could be
captured without undue burden and can be implemented for performance measurement.

3.01. Check all methods below that are used to generate the data elements needed to compute the measure
score.

[Response Begins]

Abstracted from a record by someone other than person obtaining original information (e.g., chart abstraction for
quality measure or registry)

[Response Ends]

3.02. Detail to what extent the specified data elements are available electronically in defined fields.

In other words, indicate whether data elements that are needed to compute the performance measure score are in
defined, computer-readable fields.

[Response Begins]

Some data elements are in defined fields in electronic sources

[Response Ends]

3.03. If ALL the data elements needed to compute the performance measure score are not from electronic
sources, specify a credible, near-term path to electronic capture, OR provide a rationale for using data elements
not from electronic sources.

[Response Begins]

2021 Submission

In medical systems that do not utilize electronic data elements for PSC score capture, progress notes in electronic
or paper medical records can be reviewed for evidence that a screen was administered. Paper or stand-alone
electronic records of screens can be compared to daily logs of completed WCV to provide evidence of percent of
cases that were screened. It is not uncommon for simpler approaches like these to be implemented initially in
order to get patients and providers used to screening. Once the culture of a practice has evolved to expect routine
screening, a switch to a more automated electronic system can be implemented.

[Response Ends]

3.04. Describe any efforts to develop an eCQM.

[Response Begins]
None as of this writing.
[Response Ends]

3.06. Describe difficulties (as a result of testing and/or operational use of the measure) regarding data
collection, availability of data, missing data, timing and frequency of data collection, sampling, patient
confidentiality, time and cost of data collection, other feasibility/implementation issues.

[Response Begins]
2021 Submission
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Although our Data Source 4 and studies in progress in two other pediatric practice networks have provided very
strong evidence that electronic approaches to screening are feasible at network scale for almost 90% of all WCV in
the first year and still almost 80% in the second, our validity assessment for this method of screening showed only
moderate accuracy. Although all PSC's found in the EDW were also found in the charts, the converse was not
always true. We found that it was not uncommon for providers to administer paper versions of the PSC (e.g., for
non-English speaking parents, the PSC was administered but in a language that had not been programmed for
electronic administration) and since these forms would have to be hand entered into the template if they were to
show up in the EDW, they often were not, and thus were not counted when only the EDW data download was
reviewed.

This was not an insurmountable problem, since provisions can be made to increase the number of PSC forms in
other common languages that are made available electronically and/or to train medical assistants to hand enter
the items for PSC's completed in other languages (as is already done in several large clinics).

Viewed as a work in progress, current data on the relative accuracy of electronic PSC administration as well as
anecdotal evidence of the adoption of routine screening with the PSC in at least a dozen large pediatric networks
around the US (and in other countries) provide strong evidence that routine psychosocial screening in pediatrics
continues to become more and more common.

[Response Ends]

Consider implications for both individuals providing data (patients, service recipients, respondents) and those
whose performance is being measured.

3.07. Detail any fees, licensing, or other requirements to use any aspect of the measure as specified (e.g.,
value/code set, risk model, programming code, algorithm),

Attach the fee schedule here, if applicable.

[Response Begins]

No proprietary elements are used in implementing this measure. There are no fees, licenses or other requirements
needed to use any aspect of the measure or the instrument.

[Response Ends]
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4. Usability and Use

Extent to which potential audiences (e.g., consumers, purchasers, providers, policy makers) are using or could use
performance results for both accountability and performance improvement to achieve the goal of high-quality,
efficient healthcare for individuals or populations.

Extent to which intended audiences (e.g., consumers, purchasers, providers, policy makers) can understand the
results of the measure and are likely to find them useful for decision making.

NQF-endorsed measures are expected to be used in at least one accountability application within 3 years and
publicly reported within 6 years of initial endorsement, in addition to demonstrating performance improvement.

4a.01.
Check all current uses. For each current use checked, please provide:

Name of program and sponsor

URL

Purpose

Geographic area and number and percentage of accountable entities and patients included

Level of measurement and setting

[Response Begins]

2017 Submission

Payment Program

Professional Certification or Recognition Program

Quality Improvement with Benchmarking (external benchmarking to multiple organizations)

2021 Submission

The Affiliated Pediatric Practices (APP) network offered all of its 50+ providers the chance to receive American
Board of Pediatrics MOC credit for participating in a Ql project in which each clinician assessed her/his rate of
screening with the PSC successively over a three month period and tried to improve it.

In the Reliant Medical Group (RMG), another multi-practice network in Massachusetts, eighteen pediatricians
participated in a similar ABP MOC project with the PSC, this time using it as a first stage screen for depression in
adolescents.

In both the APP and RMG MOC projects, higher and higher benchmarks for rates of screening were set for each
subsequent month of the project.

In the Commonwealth of Massachusetts, the Childrens' Behavioral Health Initiative (CBHI) requires that all
pediatric providers who bill for a WCV must have used one of about twelve approved measures to screen for
psychosocial problems as a part of that WCV. Providers are also required to bill for administering the screen using
a CPT code and to indicate whether the screen was positive or negative by using a CPT modifier code. If these
conditions are met, the provider (or more commonly, the practice) receives a payment over and above the
reimbursement for the WCV. In Data Source 4, participating providers received small incentive payments if they
meet benchmark goals for an assortment of Ql goals each quarter, including percentage of WCV with completed
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screens.

[Response Ends]

4a.02. Check all planned uses.

[Response Begins]

Professional Certification or Recognition Program

Quality Improvement with Benchmarking (external benchmarking to multiple organizations)
Quality Improvement (internal to the specific organization)

Measure Currently in Use

[Response Ends]

4a.03. If not currently publicly reported OR used in at least one other accountability application (e.g., payment
program, certification, licensing), explain why the measure is not in use.

For example, do policies or actions of the developer/steward or accountable entities restrict access to performance
results or block implementation?

[Response Begins]
N/A
[Response Ends]

4a.04. If not currently publicly reported OR used in at least one other accountability application, provide a
credible plan for implementation within the expected timeframes: used in any accountability application within
3 years, and publicly reported within 6 years of initial endorsement.

A credible plan includes the specific program, purpose, intended audience, and timeline for implementing the
measure within the specified timeframes. A plan for accountability applications addresses mechanisms for data
aggregation and reporting.

[Response Begins]
N/A
[Response Ends]

4a.05. Describe how performance results, data, and assistance with interpretation have been provided to those
being measured or other users during development or implementation.

Detail how many and which types of measured entities and/or others were included. If only a sample of measured
entities were included, describe the full population and how the sample was selected.

[Response Begins]

2021 Submission

In the first years of the CBHI program, the performance results based on screening rates for psychosocial and
medical problems or interventions for each clinic in the state were used as the basis for an in-person QI review by
the Massachusetts state Medicaid program. Results for rates of psychosocial screening and dozens of other quality
measures are still calculated bi-annually and sent to administrators at each site. In the early years of the program,
all of the state's Medicaid HMO's were also required to report on their rates of psychosocial screening.

According to the PCC Plan Provider Handbook (http://www.mass.gov/eohhs/docs/masshealth/provider-


http://www.mass.gov/eohhs/docs/masshealth/provider
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services/forms/pcc-handbook.pdf) “The PCC Profile Report provides information on selected clinical measures,
such as pediatric behavioral health, well-child care, and women’s cancer screening, that may be used to improve
health care delivery and, ultimately, the health outcomes of PCC Plan members. Most of the profile measures
display rates of performance for a PCC’s practice as well as rates for each service location, if applicable, and for the
PCC Plan as a whole. Prior rates for PCC practices and the PCC Plan are also presented to show trended rates for
these clinical indicators. Summary data are provided to help with the identification of barriers to care.” (page 24).
For sites with at least 180 PCC Plan members... a Regional Network Managers (RNMs) ... visits in order to review
with the PCC the PCC Profile Report, the PCC Reminder Report, and the PCC Care Monitoring Registries. By
reviewing the reports and discussing how rates reflect the PCC practice’s performance, RNMs assist practices to
identify areas for improvement and to develop action plans to improve performance and the delivery of high-
quality health care to members”. (page 23).

In the networks that have adopted an electronic approach to psychosocial screening (Murphy et al 2020a, Murphy
et al, 2016), reports which include item and subscale data, and interpretation of risk scores are now available to
pediatricians instantaneously, as soon as the PSC is completed. This means that the assessment of each patient's
psychosocial functioning can easily be incorporated into the pediatrician's overall evaluation, planning, and
recommendations (Arauz Boudreau et al, 2019). In many if not most cases, results of PSC screening will also be
shared with the parent who completed it.

[Response Ends]

4a.06. Describe the process for providing measure results, including when/how often results were provided,
what data were provided, what educational/explanatory efforts were made, etc.

[Response Begins]

2021 Submission

As noted above, in sites that implement psychosocial screening using electronic methods, results are available for
clinicians and patients instantaneously in the EHR. Since calculating the PSC total score requires only simple
addition of the weighted item scores, even clinicians who administer the PSC in paper and pencil format can
ascertain whether the screen is positive or negative takes in just a matter of seconds and since the cut off scores
for risk are fixed (e.g., 28+ for the PSC 35), it is easy for clinicians to arrive at the assessment of overall psychosocial
risk quickly and easily after scoring the form by hand at the start of a WCV. When practices implement routine
psychosocial screening, they often begin with in-service trainings that familiarize clinicians with the process of
screening and the meaning of screening results (Murphy, et al, 2020a).

[Response Ends]

4a.07. Summarize the feedback on measure performance and implementation from the measured entities and
others. Describe how feedback was obtained.

[Response Begins]

2021 Submission

Although specific feedback has not been requested from sites that have implemented routine psychosocial
screening with the PSC, anecdotal evidence suggests that an increasing number of pediatric practices and networks
have implemented screening. Although the PSC is available to all without cost, most sites that implement
screening write to us requesting formal permission to do so and we have received such requests from hundreds of
sites (several each week for many years). Some support for this interpretation is provided by the fact that the
number of papers published on the PSC has continued to grow, year over year, for example with more than 100
papers published since our 2017 NQF endorsement request.

[Response Ends]

4a.08. Summarize the feedback obtained from those being measured.
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[Response Begins]
Based on the above, the feedback has been overwhelmingly positive.
[Response Ends]

4a.09. Summarize the feedback obtained from other users.

[Response Begins]
Not known
[Response Ends]

4a.10. Describe how the feedback described has been considered when developing or revising the measure
specifications or implementation, including whether the measure was modified and why or why not.

[Response Begins]
Not known
[Response Ends]

4b.01. You may refer to data provided in Importance to Measure and Report: Gap in Care/Disparities, but do not
repeat here. Discuss any progress on improvement (trends in performance results, number and percentage of
people receiving high-quality healthcare; Geographic area and number and percentage of accountable entities
and patients included). If no improvement was demonstrated, provide an explanation. If not in use for
performance improvement at the time of initial endorsement, provide a credible rationale that describes how
the performance results could be used to further the goal of high-quality, efficient healthcare for individuals or
populations.

[Response Begins]

2021 Submission

Table 3 (section 1b.2) shows the increase in rates of screening in the full sample of 3—17-year-olds over the first
9.25 years of CBHI. Table 1 shows that these increases were present in all regions of the state. Rates of screening
for all ages increased dramatically, 14-fold, from the period pre-CBHI.

Progress on improvement in psychosocial screening with the PSC-Tool over the past few years is evident in the
increasing number of networks that have adopted routine psychosocial screening as the standard of care. One
example of this is the shift from our previous NQF submission which focused on data based primarily on children
with Medicaid in a state which made screening a requirement for them, to our new focus on Data Source 4 which
describes a fully electronic system that has made it possible to administer, score, and store screens for
commercially insured children without regard to billing for the screens. Now more than halfway through its fourth
year and administering more than 30,000 PSC's a year, the system described in Data Source 4 has demonstrated
the feasibility of screening for large general, commercially insured pediatric populations in real world settings. As
noted above, we are working on data from two other large networks which now screen routinely with the PSC at
all WCV and although we have not seen any data from them yet, we have heard that nearly one dozen other large
outpatient pediatric networks have implemented such systems. The country of Peru has made routine
psychosocial screening a required part of its annual pediatric care for all of the adolescents in that country and has
specified the PSC as the measure that must be used. Plans are underway to mandate screening for younger
children as well.

[Response Ends]

4h.02. Explain any unexpected findings (positive or negative) during implementation of this measure, including
unintended impacts on patients.
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[Response Begins]
There have been no reports of unintended negative consequences to individuals or populations.
[Response Ends]

4b.03. Explain any unexpected benefits realized from implementation of this measure.

[Response Begins]

2017 Submission

Benefits include:

-Increasing widespread use of a simple but effective PRO tool that can be used for screening, diagnosis, and the
monitoring of treatment outcomes for psychosocial problems (Massachusetts, California, and other states).
-Increased national use of the measure (PSC is being used in the SAMHSA National System of Care Expansion
Evaluation and in the state of California child mental health outcomes assessment program), Mental Health
America making the PSC and PSC-Y available for free and to tens of thousands of youth or their parents.

2021 Submission

With the increasing number of networks requiring PSC screening in pediatric settings, the technology for electronic
administration has improved (there are now a great many software systems ranging from simple overlays to full
featured EHR's) that make it relatively easy to electronically screen patients routinely ,at less expense, and this, in
turn has probably led to an increase in the use of the PSC as a mandatory tool in behavioral health networks as a
way to meet the QI goal of using standardized measures in outcomes based care. The state of California's
requirement that the PSC be administered at intake for mental health services and then every six months and the
Community Behavioral Health Association of Maryland's similar requirement in its 72 member agencies are
examples of this.

[Response Ends]
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5. Comparison to Related or Competing Measures

If a measure meets the above criteria and there are endorsed or new related measures (either the same measure
focus or the same target population) or competing measures (both the same measure focus and the same target
population), the measures are compared to address harmonization and/or selection of the best measure.

If you are updating a maintenance measure submission for the first time in MIMS, please note that the previous
related and competing data appearing in question 5.03 may need to be entered in to 5.01 and 5.02 if the measures
are NQF endorsed. Please review and update questions 5.01, 5.02, and 5.03 accordingly.

5.01. Search and select all NQF-endorsed related measures (conceptually, either same measure focus or target
population).

(Can search and select measures.)

[Response Begins]

2801: Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics
1365: Child and Adolescent Major Depressive Disorder (MDD): Suicide Risk Assessment
0576: Follow-Up After Hospitalization for Mental lliness (FUH)

0108: Follow-Up Care for Children Prescribed ADHD Medication (ADD)

0711: Depression Remission at Six Months

1885: Depression Response at Twelve Months- Progress Towards Remission

0712: Depression Assessment with PHQ-9/ PHQ-9M

1884: Depression Response at Six Months- Progress Towards Remission

0710: Depression Remission at Twelve Months

[Response Ends]

5.02. Search and select all NQF-endorsed competing measures (conceptually, the measures have both the same
measure focus or target population).

(Can search and select measures.)
[Response Begins]
[Response Ends]

5.03. If there are related or competing measures to this measure, but they are not NQF-endorsed, please
indicate the measure title and steward.

[Response Begins]

2021 Submission

Before discussing two non-NQF endorsed measures, we thought it was important to begin with some context.
Outside of the PSC (NQF#3332), a review of all NQF measures found only nine other NQF-endorsed measures that
related to pediatric mental health. Four of these did not overlap with the PSC at all: 108: Follow-up care for
children prescribed ADHD medication; 576: Follow-up after hospitalization for mental illness; 1365: Suicide risk
assessment; and 2801: Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics.

The remaining five NQF-endorsed pediatric mental health measures do relate to the PSC because all involve
depression, which is one the several areas relevant to PSC screening. The five measures are: 0710: Depression
Remission at Twelve Months; 0711: Depression Remission at Six Months; 0712: Depression Assessment with the
PHQ-9/PHQ-9M; 1884: Depression Response at Six Months-Progress Towards Remission; 1885: Depression
Response at Twelve Months- Progress Towards Remission.

The five NQF-endorsed adolescent depression measures all rely on the PHQ-9. This questionnaire screens for
depression only and has been validated for use only with adolescents (not younger children). The PSC does not
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compete with these five adolescent depression measures because the PSC does not have the same target
population and does have a much broader focus. All five of the currently endorsed measures that use the PHQ-9
apply only to adolescents already diagnosed with depression. The reason for using the PHQ-9 is to have a
benchmark measure of whether, on re-screening, the adolescents initially diagnosed with depression have
responded or remitted over six or twelve months. In contrast, the target population for the PSC is children as well
as adolescents and it includes 100% of both children and adolescents, not just the 5-10% of adolescents who are
depressed.

Another use of the PHQ-9 which was more closely related to the PSC is no longer endorsed by NQF but is still
endorsed by other standard-setting agencies like the American Academy of Pediatrics, HEDIS, and the CHIPRA Core
Set is NQF measure #418/418e, Preventive Care and Screening: Screening for Clinical Depression and Follow-Up
Plan. Minnesota Community Measurement is the steward for these related measures.

As mentioned above, in addition to the PHQ-9, there are two non-NQF endorsed instruments that are related to
the PSC and that should be discussed as possible competing measures: the Strengths and Difficulties Questionnaire
(SDQ; Goodman, 1997) and the Child Behavior Checklist (CBCL; Achenbach, 1991). Robert Goodman is the author
of the SDQ, and Thomas Achenbach is the steward of the CBCL. Both of these measures are frequently used in
research and in mental health (but not pediatric) clinical settings. Before reviewing them below, it may be
important to note that there are also several other measures that have been endorsed as mental health screens
for younger children. But these do not compete with the PSC because, for the most part, they are used to screen
children aged five or younger.

[Response Ends]

5.04. If this measure conceptually addresses EITHER the same measure focus OR the same target population as
NQF-endorsed measure(s), indicate whether the measure specifications are harmonized to the extent possible.

[Response Begins]
No
[Response Ends]

5.05. If the measure specifications are not completely harmonized, identify the differences, rationale, and
impact on interpretability and data collection burden.

[Response Begins]
N/A No endorsed competing measures to harmonize.
[Response Ends]

5.06. Describe why this measure is superior to competing measures (e.g., a more valid or efficient way to
measure quality). Alternatively, justify endorsing an additional measure.

Provide analyses when possible.

[Response Begins]

2021 Submission

In our 2017 NQF proposal, we gave the following reasons that routine screening in pediatrics with the PSC is
superior to routine screening with the PHQ-9:

2017 Submission

The age range for the PHQ-9 (NQF 712) has recently been expanded to include youth 12 to 17 years of age with a
diagnosis of depression. The currently submitted measure, the PSC, screens for a broader band of problems (other
emotional problems like anxiety as well as other types of problems like attention and behavior) and a larger age
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range (3-17) than the PHQ-9. Along with the PHQ-9, the PSC is actually one of the specific tools mentioned by the
US Preventive Services Task Force as a screen for depression in youth (Forman-Hoffman et al., 2016). Although
studies have shown that the PSC identifies about 80% of the youth with depression who are found with the PHQ-9,
only about half of the youth with serious psychosocial problems on the PSC are identified with the PHQ-9
(Richardson et al., 2010).The PSC is a representative of a broader class of screening tools (brief broadband
psychosocial screens) that are required for use in conjunction with pediatric well child visits in the Massachusetts
EPSDT program. Other similar broadband tools are the Strengths and Difficulties Questionnaires and the Child
Behavior Checklist. The Massachusetts EPSDT CBHI program provides a short (now 13) list of approved tools (both
broad and narrow band) and allows the pediatrician to use the one deemed most appropriate for each case. In a
review of nearly 6000 medical charts, Savageau and her associates found that about 40% of all screens were PSC’s
compared to only about 1% that were PHQ-9’s (Savageau et al., 2016; Savageau et al., 2017, May) suggesting that
the PSC is at least in the past ten years more widely used by pediatricians in Massachusetts.

The reference list is included in the attached appendix.

2021 Submission

As noted above, there are two other potentially competing (but not NQF endorsed) measures. Like the PSC, both
the CBCL and SDQ have been validated for use in identifying children and adolescents of school age (e.g., ages 4-
17) who may have mental health risk. All three questionnaires include a core set of items that assess problems
that are rated by a parent, a teacher, or the youth him/herself. Although the CBCL and SDQ could, theoretically, be
used as routine screens in pediatrics, neither is widely used for this purpose. As an example, the SDQ --but not the
CBCL—is currently endorsed by CBHI for use in psychosocial screening in pediatrics for children and adolescents
with Medicaid in Massachusetts. The CBCL, although probably the most frequently used mental health instrument
for children and adolescents in the world, with 120+ items and a 20+ minute administration time, is too long and
time-consuming to meet the need for mental health screening in pediatrics. Although initially included as an
endorsed measure for CBHI, the CBCL lost its CBHI endorsement after a year or two. The SDQ, although brief
enough to use in pediatrics, is more complicated to administer and score (two different forms for primary vs
secondary school age groups and more subscales to calculate and interpret). Although it is still a CBHI endorsed
measure, as noted above, a review of six thousand charts from this initiative reported 0% use of the SDQ
compared to about 40% use of the PSC and PSC-Y. The fact that the SDQ has recently joined the CBCL in requiring
payment for each administration has also made its use in pediatrics even less likely (all PSCs and translations can
be downloaded at no cost).

[Response Ends]

Appendix

Supplemental materials may be provided in an appendix.: Available in attached file
Attachment: 3332_Full NQF Appendix_11-2-21 posted 11-2-21.docx

NQF #3332 Psychosocial Screening Using the PSC-Tool
Appendices
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Lucke, Savageau, Simons, Jellinek, Murphy (2017). Assessing Differences in Mental Health Screening
by Region Before and After Implementation of an Innovative Statewide Program for Children
with Medicaid. Poster presentation at Massachusetts General Hospital Clinical Research Day,
Boston, Massachusetts; October 5, 2017.

CONTROL ID: 2779015

TITLE: Assessing Differences in Mental Health Screening by Region Before and After Implementation of
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United States.

4. Department of Psychiatry, Harvard Medical School, Boston, MA, United States.

KEYWORDS: Screening.

ABSTRACT BODY:

Introduction: Massachusetts implemented the Children’s Behavioral Health Initiative (CBHI) which
contains mandates for routine pediatric behavioral health (BH) screening as well as outpatient services
for children in need. Several studies have documented substantial increases in both screening and
outpatient BH services over the eight years of the program consistently across race, ethnicity, and
language. Because prior CBHI research had already documented a lack of racial/ethnic disparities in
rates of screening and rates of positive screening, the current study explored potential differences in
rates of screening and rates of positive screening among children residing in different geographic
regions of Massachusetts.

Methods: We assessed differences in rates of screening and of positive screening for children (4-17
years) in three cohorts of about 2000 cases of pediatric outpatients seen before (2007) and after (2010,
2012) the start of CBHI. Data were from chart reviews supplemented by administrative claims data.
Results: The current study confirmed previously published reports of a major increase in the use of
formal screening tools from 2007 (<5%) to 2010 and 2012 (>70%). Although there were increases in
rates of screening in all regions from 2007 to 2010 and 2012, there were consistent significant
differences in these rates. The Western and Southeastern regions demonstrated the highest rates of
screening in both 2010 and 2012 (~77-89%) while the Northeast and Metro West regions demonstrated
the lowest rates of screening (~61-68%). There were also consistent significant differences in rates of
positive screenings in both 2010 and 2012, with the Central and Boston regions having the lowest rates
of positive screens (~4-8%) and the Northeast and Metro West regions having the highest rates of
positive screens (~23-33%).

Conclusion: The current study demonstrated that previously reported increases in formal screening with
the advent of the CBHI applied to children and adolescents regardless of geographic region in
Massachusetts. Although all geographic regions showed increases in formal screening after CBHI, there
were nevertheless significant and persistent differences in rates of screening and positive screens by
region. Interestingly, the Northeast and Metro West regions demonstrated significantly lower rates of



screening but significantly higher rates of positive screens among those who were screened. Further
work to assess whether these differences in screening are associated with differences in service
utilization and health outcomes is warranted.
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Medicaid. Paper presented at Pediatric Academic Society, San Francisco, CA; May 7, 2017.

CONTROL ID: 2696718

TITLE: Assessing Disparities in Mental Health Screening and Services Before and After Implementation of
an Innovative Statewide Program for Children with Medicaid

ROLE TYPE: Abstract
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TITLE: Assessing Disparities in Mental Health Screening and Services Before and After Implementation of
an Innovative Statewide Program for Children with Medicaid

Background: Massachusetts recently implemented the Children’s Behavioral Health Initiative (CBHI)
which contains mandates for routine behavioral health (BH) screening in pediatrics as well as outpatient
services for children in need. Although several studies have documented substantial increases in both
screening and outpatient BH services over the 8 years of the program, until now no studies have
assessed these patterns for children from minority vs. non-minority groups.

Design/Methods: We assessed the presence of racial, ethnic, and language disparities in rates of
screening, positive screening, and receipt of subsequent BH services for children (4-17 years) who
screened positive in three cohorts of about 2000 cases of pediatric outpatients seen before (2007) and
after (2010, 2012) the start of CBHI. Data were from chart reviews supplemented by administrative data.
Results: There was a major increase in the use of formal screening tools (with state approved measures
like the Pediatric Symptom Checklist) from 2007 (<5%) to 2010 and 2012 (>70%). These patterns were
very similar for children from all racial, ethnic, and language groups. Rates of positive screening did not
differ according to race or ethnicity but were significantly lower for children from non-English speaking
families after the start of CBHI. For children who screened positive, rates of BH service use in the six
months after the screen did not differ significantly for any of the minority vs. non-minority groups.
Conclusion(s): The current study demonstrated that previously reported increases in formal screening
with the advent of the CBHI applied to children from all three minority groups. Although there did
appear to be some disparities for children from non-English speaking families, the fact that rates of
positive screening and of service utilization after positive screening did not differ significantly for
children from racial or ethnic minority groups suggested a predominant lack of disparities in CBHI. These
positive findings were to some extent counterbalanced by the finding that only about 25% of positively
screened children (minority and non-minority) received BH services in the six months after screening.
This in turn suggested a persisting unmet need for services and the need for further research identifying
possible barriers to service.
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Pediatric Symptom Checklist (PSC-35)—Parent Report

95

Emotional and physical health go together in children. Because parents are often the first to notice a problem
with their child’s behavior, emotions, or learning, you may help your child get the best care possible by
answering these questions. Please mark under the heading that best fits your child.

OO NOOUL B WN B

. Complains of aches/pains

. Spends more time alone

. Tires easily, has little energy
. Fidgety, unable to sit still

. Has trouble with a teacher

. Less interested in school

. Acts as if driven by a motor
. Daydreams too much

. Distracted easily

. Is afraid of new situations

. Feels sad, unhappy

. Is irritable, angry

. Feels hopeless

. Has trouble concentrating

. Less interest in friends

. Fights with others

. Absent from school

. School grades dropping

. Is down on him or herself

. Visits doctor with doctor finding nothing wrong
. Has trouble sleeping

. Worries a lot

. Wants to be with you more than before

. Feels he or she is bad

. Takes unnecessary risks

. Gets hurt frequently

. Seems to be having less fun

. Acts younger than children his or her age
. Does not listen to rules

. Does not show feelings

. Does not understand other people’s feelings

NATIONAL QUALITY FORUM

OO NOOTUL B WN B

Never

(0)

(1)

Sometimes Often

(2)

PAGE 95
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32. Teases others 32
33. Blames others for his or her troubles 33
34. Takes things that do not belong to him or her 34
35. Refuses to share 35
Total score

Does your child have any emotional or behavioral problems for which she/he needs help? () No () Yes
Are there any services that you would like your child to receive for these problems? ()No () Yes
If yes, what services?

NATIONAL QUALITY FORUM PAGE 96
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Pediatric Symptom Checklist (PSC-17)—Parent Report

Please mark under the heading that best describes your child:

Never Sometimes Often
(0) (1) (2)
1. Feels sad, unhappy 1 . - -
2. Feels hopeless 2 - -
3. Is down on self 3 - -
4. Worries a lot 4 - - -
5. Seems to be having less fun 5 - -
6. Fidgety, unable to sit still 6 - -
7. Daydreams too much 7 - -
8. Distracted easily 8 - -
9. Has trouble concentrating 9 - -
10. Acts as if driven by a motor 10 - -
11. Fights with other children 11 - -
12. Does not listen to rules 12 - -
13. Does not understand other people’s feelings 13 - _
14. Teases others 14 - -
15. Blames others for his/her troubles 15 - .
16. Refuses to share 16 - -
17. Takes things that do not belong to him or her 17 . _

Does your child have any emotional or behavioral problems for which she/he needs help? () No () Yes

NATIONAL QUALITY FORUM PAGE 97



Please mark under the heading that best fits you:

OO NOOULL B WN B

Pediatric Symptom Checklist (PSC-35)—Youth Report

. Complain of aches or pains
. Spend more time alone

. Tire easily, little energy

. Fidgety, unable to sit still

. Have trouble with teacher
. Less interested in school

. Act as if driven by motor

. Daydream too much

. Distract easily

10. Are afraid of new situations

. Feel sad, unhappy
. Are irritable, angry
. Feel hopeless

14. Have trouble concentrating

. Less interested in friends
. Fight with other children
. Absent from school

. School grades dropping

. Down on yourself

. Visit doctor with doctor finding nothing wrong

. Have trouble sleeping
. Worry a lot
. Want to be with parent more than before

24. Feel that you are bad

. Take unnecessary risks

26. Get hurt frequently

. Seem to be having less fun
. Act younger than children your age
. Do not listen to rules

30. Do not show feelings

. Do not understand other people’s feelings
. Tease others
. Blame others for his or her troubles

34. Take things that do not belong to him or her

. Refuse to share

NATIONAL QUALITY FORUM

OO NOOULLBA WN R

W WWWWWNNNNNNNNNNRRRPRRRRRPRPR R
ODR WNPOOOMNOUDEWNROWOVLONODULDWNPRO

Sometimes

(1)

98

PAGE 98



Please mark under the heading that best fits you:

OO NOOULL B WN B

PR R R PR PR
NOoO U WNREO

Pediatric Symptom Checklist (PSC-17)—Youth Report

. Fidgety, unable to sit still
. Feel sad, unhappy

. Daydream too much

. Refuse to share

. Do not understand other people’s feelings
. Feel hopeless

. Have trouble concentrating
. Fight with other children

. Down on yourself

. Blame others for your troubles

. Seem to be having less fun

. Do not listen to rules

. Act as if driven by a motor

. Tease others

. Worry a lot

. Take things that do not belong to you
. Distract easily

NATIONAL QUALITY FORUM

OCoONOOULLPE WN R

PP RRPRPRP R PR
NOUuhdWNREO

Sometimes

99

Often
(2)

PAGE 99
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1. Reference list for PSC papers since 2017 NQF submission

Figure 1: PSC Papers Over Time (1986-October 2021)
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I. Empirical studies of PSC in Pediatric Mental Health Screening

o A. Screening with the PSC is now the standard of care in many real-world settings

Arauz-Boudreau, A., Riobueno-Naylor, A., Haile, H., Holcomb, J.H., Lucke, C.M., Joseph, B., Jellinek, M.S.,
Murphy, J.M. (2019). How an electronic medical record system facilitates and demonstrates effective
psychosocial screening in pediatric primary care. Clinical Pediatrics, 59(2). 154-162. doi:
10.1177/0009922819892038

Burke, R. E., Hoffman, N. D., Guy, L., Bailey, J., & Silver, E. J. Screening, Monitoring, and Referral to Treatment
for Young Adolescents at an Urban School-Based Health Center. Journal of School Health,
https://doi.org/https://doi.org/10.1111/josh.13089

Hansel T, Rohrer G, Osofsky J, Osofsky H, Arthur E & Barker C. (2017). Integration of Mental and Behavioral
Health in Pediatric Health Care Clinics. Journal of Public Health Management & Practice, 23 Suppl 6
Supplement, Gulf Region Health Outreach Program, $19-S24. doi:10.1097/PHH.0000000000000649

Holcomb, J. M., Arauz Boudreau, A., Riobueno-Naylor, A., Haile, H., Lucke, C., Bergmann, P., Joseph, B. Jellinek,
M., Murphy, J. M. (2020). Beyond initial screening: One-year follow-up of adolescents with internalizing
problems on the Pediatric Symptom Checklist. Journal of Developmental and Behavioral Pediatrics."
Honigfeld, L., Macary, S. J., & Grasso, D. J. (2017). A Clinical Care Algorithmic Toolkit for Promoting Screening
and Next-Level Assessment of Pediatric Depression and Anxiety in Primary Care. Journal of Pediatric Health
Care, 31(3), e15-e23.

Jacobson, J. H., Pullmann, M. D., Parker, E. M., & Kerns, S. E. (2019). Measurement Based Care in Child
Welfare-Involved Children and Youth: Reliability and Validity of the PSC-17. Child Psychiatry & Human
Development, 50(2), 332-345.

Leiva, L., Antivilo-Bruna, A., Torres-Cortés, B., Pefia, F., & Scquicciarini, A. M. (2021). Relationship between
adverse childhood experiences and mental health: Implications for a nationwide school mental health
program. Current Psychology. https://doi.org/10.1007/s12144-021-02342-x

Mclaurin-liang, S., Cohen, G.M., Brown, C.L., Edwards, P., & Albertini, L. W. (2020). Integrated mental health
training relates to pediatric residents’ confidence with child mental health disorders. Academic Psychiatry, 44.
299-304.

Murphy, J. M., Nguyen, T., Lucke, C., Chiang, C., Plasencia, N., & Jellinek, M. (2018). Adolescent Self-Screening
for Mental Health Problems; Demonstration of an Internet-Based Approach. Acad Pediatr, 18(1), 59-65.
https://doi.org/10.1016/j.acap.2017.08.013

Murphy, J. M., Riobueno-Naylor, A., Haile, H., Holcomb, J. M., Dutta, A., Kandru, R., Shui, A. M., Lee, H., &
Jellinek, M. (2020). Behavioral Health Screening and Service Use in a Statewide Sample of Medicaid-Eligible
Pediatric Outpatients. Science Repository. https://doi.org/10.31487/j.PDR.2020.03.04

Murphy, J. M., Stepanian, S., Riobueno-Naylor, A., Holcomb, J. M., Haile, H., Dutta, A., Giuliano, C. P.,
Bernstein, S. C., Joseph, B., & Shui, A. M. (2021). Implementation of an electronic approach to psychosocial
screening in a network of pediatric practices. Academic Pediatrics, 21(4), 702-709.

Shellman, A. B., Meinert, A. C., & Curtis, D. F. (2019). Physician Utilization of a Universal Psychosocial Screening
Protocol in Pediatric Primary Care. Clinical Pediatrics, 58(9), 957—969.
https://doi.org/10.1177/0009922819845878

Spencer, A.E., Baul, T.D., Sikov, J., Adams, W.G., Tripodis, Y., Buonocore, O., Jellinek. M., Murphy, J.M., & Garg,
A. (2020). The relationship between social risks and the mental health of school-age children in primary care.
Academic Pediatrics, 20(2). 208-215. doi: 10.1016/j.acap.2019.11.006

Young, N. D., & Takala, C. R. (2018). Sequential Screening to Improve Behavioral Health Needs Detection in
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Additional Information

1. Provide any supplemental materials, if needed, as an appendix. All supplemental materials (such as data collection
instrument or methodology reports) should be collated one file with a table of contents or bookmarks. If material
pertains to a specific criterion, that should be indicated.

[Response Begins]
Available in attached file
[Response Ends]

Attachment: 3332_Full NQF Appendix_11-2-21_posted 11-2-21.docx
2. List the workgroup/panel members' names and organizations.

Describe the members' role in measure development.

[Response Begins]
N/A
[Response Ends]

3. Indicate the year the measure was first released.

[Response Begins]
1984
[Response Ends]

4. Indicate the month and year of the most recent revision.

[Response Begins]
January 2020
[Response Ends]

5. Indicate the frequency of review, or an update schedule, for this measure.

[Response Begins]
continuous/ongoing
[Response Ends]

6. Indicate the next scheduled update or review of this measure.

[Response Begins]
Continuous/ongoing
[Response Ends]

7. Provide a copyright statement, if applicable. Otherwise, indicate “N/A”.

[Response Begins]
©1988, M.S. Jellinek and J.M. Murphy, Massachusetts General Hospital
[Response Ends]
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8. State any disclaimers, if applicable. Otherwise, indicate “N/A”.

[Response Begins]
None
[Response Ends]

9. Provide any additional information or comments, if applicable. Otherwise, indicate “N/A”.

[Response Begins]
N/A
[Response Ends]
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