Evidence-based Practice Center Technical Brief Protocol

Project Title: Pediatric Quality Measures Program 3.0:
An Evidence Map of Measures for Vision, Hearing, and
Developmental Screening and Followup

|. Background and Objectives for the Technical Brief

Medicaid and the Children’s Health Insurance Program (CHIP) provide healthcare coverage,
access to comprehensive benefits, and medically necessary services to over 38 million low-
income children across the United States.! To improve health care quality and outcomes for
children, the Pediatric Quality Measures Program (PQMP) was established under the 2009
Children’s Health Insurance Program Reauthorization Act (CHIPRA), in partnership with the
Agency for Healthcare Research and Quality (AHRQ) and the Centers for Medicare & Medicaid
Services (CMS).? In the first phase of the program, PQMP 1.0 developed a portfolio of evidence-
based pediatric quality measures, which were endorsed nationally.> In the second phase, PQMP
2.0 focused on pediatric measure usability, feasibility, and implementation.* The PQMP 1.0 and
2.0 initiatives were successful in developing and implementing pediatric quality measures, while
also identifying challenges with usability and feasibility in real-world settings.>

For PQMP 3.0, federal and state agencies, health plans, and clinical groups have identified
vision, hearing, and developmental screening and followup as areas for pediatric measure
development to improve the care of children enrolled in Medicaid and CHIP. The critical
decisional dilemma involves identification and development of a parsimonious set of valid and
feasible quality measures that can be used to support strategies for improving screening and
followup for vision, hearing, and developmental problems in children. The Quality Measures
Development Framework outlines the importance of reviewing evidence and identifying gaps in
the lifecycle of developing measures.® This technical brief will support this crucial step of
mapping existing evidence as part of the lifecycle of pediatric measure development for vision,
hearing, and developmental screening and followup.

Children in the United States only receive 40% of needed preventive care.” Early screening
for vision, hearing, and developmental delay leads to early identification of problems and timely
interventions which can prevent long-term health problems if there is appropriate followup with
linkage to treatment.® 19 Despite multiple quality improvement efforts, there are challenges to
developing and implementing measures for vision, hearing, and developmental screening in
children. These challenges include the age-specific time frames for screening and the gaps in
evidence specific to measurement of preventive care delivery in children. When comparing
children to adults, the differences in evaluating and implementing quality measures stem from
the unique pediatric considerations of developmental change, dependency, differential
epidemiology, demographics, and limited financing for child health services.® !> 12

The goal of this technical brief is to create a map of the evidence on measures for pediatric
vision, hearing, and developmental screening and followup that can help to guide the PQMP,
with an emphasis on the applicability to children enrolled in Medicaid and CHIP. Given the gaps
identified by CMS and Medicaid state agencies in these areas, it is critical to understand: 1) the
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current state of evidence on existing screening and followup measures for vision, hearing, and
developmental problems in children, 2) barriers to development and implementation of these
screening and followup measures, and 3) research and evidence gaps for these measures. This
evidence review will identify gaps and future research considerations to inform AHRQ, CMS,
and Medicaid agencies of the need for refinement, harmonization, or development of measures
for pediatric vision, hearing, and developmental screening and followup.

Il. Guiding Questions

The technical brief will answer the following Guiding Questions:

1. What quality measures have been developed in the following areas for children? If no quality
measures have been developed for children, what equivalent quality measures have been
developed for adults that could be adapted for use in children?

* Vision screening

» Vision screening followup

* Hearing screening

* Hearing screening followup

* Developmental screening

* Developmental screening followup

a. What is known about the reliability, validity, usability, and feasibility of screening and
followup measures for vision, hearing, and development in children?

2. What studies have assessed whether specific clinical tools or implementation practices for
such quality measures of screening in children are associated with differences in the targeted
quality metrics or related patient outcomes (i.e., related to vision, hearing, or development)?

a. Have any of these studies shown improvements in quality of care, improvements in health
outcomes, or decreased disparities (by race/ethnicity, sex, insurance type, or socioeconomic
status) in quality of care or health outcomes?

b. How has the use of screening and followup measures for vision, hearing, and development
in children differed by states or at other levels (e.g., targeted population, type of payor/health
plan, type of institution/system/hospital, or type of clinician)

c. If no such studies of children are available, what studies have assessed whether specific
equivalent clinical tools or implementation practices for quality measures of screening in
adults are associated with differences in the targeted quality metrics or related patient
outcomes?

d. If such research evidence is not available for children or adults, are there guidelines or
frameworks to suggest whether specific clinical tools or implementation practices for quality
measures of screening are associated with differences in the targeted quality metrics or
related patient outcomes?

3. What is known about barriers to development and implementation of screening and followup
measures for vision, hearing, and development in children?

a. Are there broader or more generalizable barriers related to the development and

implementation of screening measures or followup measures?

4. What are the evidence gaps and future research needs related to screening and followup for
problems in vision, hearing, and development in children?



lll. Methods

1. Data Collection

A. Discussion with Key Informants

We will identify Key Informants with experience and expertise across the spectrum of
domains associated with pediatric quality measures for: vision screening and followup; hearing
screening and followup; and developmental screening and followup. We will include Key
Informants representing experts in the development and evaluation of quality measures for
screening in children, experts in application and use of such quality measures, state Medicaid
program directors, societies of healthcare professionals, and other stakeholders such as health
systems, governmental agencies, nongovernmental organizations interested in pediatric quality
of care, as well as patient advocates.

We will send information about the project to the Key Informants to facilitate efficient
discussion. We will conduct virtual meetings with the Key Informants to solicit their input on our
approach to addressing the Guiding Questions about quality measures for vision, hearing, and
developmental screening in children as well as related tools and implementation practices.
Specifically, we will cover the questions listed below during the Key Informant meetings:

1. Do you have any questions or concerns about the clarity of the Guiding Questions?

2. What are the most commonly used types of screening tests or interventions for which we

should look for quality measures?

3. What are the most prominent guidelines or frameworks that influence pediatric screening
for vision, hearing, and developmental problems, aside from guidelines from the
American Academy of Pediatrics (AAP)!*-16 and the United States Preventive Services
Task Force (USPSTF)?!0: 1516

4. What are the best sources for finding evidence about how measures of the quality of
pediatric screening for vision, hearing, and developmental problems differ across states
or at other levels, such as by targeted population, type of payor/health plan, type of
institution/system/hospital or type of clinician?

Additionally, Key Informants will be engaged individually after the meetings, as appropriate.

We will prepare a summary of the Key Informants’ comments to share with the
representatives from AHRQ and CMS and with the authors of the technical brief. The feedback
on the clarity of the Guiding Questions will help to guide how we approach and present the
evidence to ensure that the questions are appropriately addressed in our final report. The
feedback will also inform the choice of sources to be included in scanning the gray literature, for
example, if Medicaid directors are aware of white papers related to this topic. Also, we will use
the feedback to help identify guidelines or frameworks that suggest an association between
specific screening tools or implementation practices and the targeted quality metrics or related
outcomes in children.

B. Published Literature Search

We will search PubMed, Embase, CINAHL, Cochrane Central Register of Controlled Trials,
and the American Psychological Association’s (APA) PsychINFO from 2009 to present, based
on the year that the PQMP program was established. We will also hand search the included
studies of previous relevant reviews and consult with our Key Informants and internal advisors to
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ensure that we capture a comprehensive set of studies. A preliminary search strategy is presented
in Appendix A.

C. Grey Literature Search

Targeted gray literature searching will be conducted using search terms similar to those
employed for the published literature search using LexisNexis and other websites to identify
reports from governmental and non-governmental sources including: CMS, AHRQ, State Health
Departments, Centers for Disease Control and Prevention (CDC) - Early Hearing Detection and
Intervention Group, National Committee for Quality Assurance (NCQA), National Quality
Forum (NQF), Battelle Partnership for Quality Measurement, Accreditation Association for
Ambulatory Health Care, Kaiser Permanente, Academy Health, AAP, American Academy of
Family Physicians (AAFP), National Institute for Children’s Health Quality, Child and
Adolescent Health Measurement Initiative’s (CAHMI) Data Resource Center for Child and
Adolescent Health, Maternal Child Health Bureau of the Health Resources and Services
Administration, Utilization Review Accreditation Commission, Joint Committee on Infant
Hearing, American Academy of Audiology, American Association for Pediatric Ophthalmology
and Strabismus, National Improvement Partnership Network, and Mathematica. We will also
search for relevant on-going research by using clinicaltrials.gov and by querying advisors as well
as the Key Informants.

2. Data Organization and Presentation:

A. Information Management

We anticipate finding a large amount of published literature on this topic. We will first screen
systematic reviews identified by our search strategies. We will define eligibility criteria, using
refined Population, Intervention, Comparisons, Outcomes, Timing, and Setting criteria (see
Table 1) individualized to the Guiding Questions.

Defining Eligibility Criteria (PICOTS)

Population: We will include children and adolescents less than or equal to 18 years of age,
without signs or symptoms of delay or disorders. Our pediatric population will be defined by
those age groups in the AAP/Bright Futures recommendations for preventive pediatric healthcare
which specify ages for vision, hearing, and developmental screening (see Appendix B). Vision
screening is recommended at specific ages in early childhood (at 3 and 4 years), middle
childhood (at 5, 6, 8 and 10 years), and adolescence (at 12 and 15 years). Hearing screening is
recommended at the newborn period and at specific ages in early childhood (at 4 years), middle
childhood (at 7 and 9 years), and adolescence (once during each age range of 11-14 years, 15-17
years, and 18-21 years). Developmental screening is recommended in infancy (at 9 months) and
early childhood (at 18 and 30 months), with screening for autism spectrum disorder in early
childhood (at 18 and 24 months).

Interventions: We plan to include studies with measurement of screening and followup
interventions for vision, hearing, or developmental problems. We are defining developmental
screening as screening for developmental disabilities. We did not include screening for
behavioral, emotional, and social needs in our definition of developmental screening because this
would exponentially increase the scope of this review and not be feasible within the time
limitations and resource constraints of this task order. We plan to exclude studies of screening
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tools that do not cover vision, hearing, or developmental problems. For Guiding Question 2, we
will include studies evaluating whether specific clinical tools or implementation practices for
quality measures of screening in children are associated with differences in the targeted quality
metrics or related patient outcomes (i.e., related to vision, hearing, or development)?

Comparisons: We plan to include studies that have comparisons of different interventions or
measures, or pre-post comparisons of a single intervention or measure implemented over time.
For Guiding Question 1, we will also seek to identify studies that report on relevant quality
measures without having a comparison group.

Outcomes: We will look for studies that report on the following outcomes of interest: quality
measures and the reliability, validity, usability, or feasibility of the measures (for Guiding
Question 1); health care process measures and clinical outcome assessments that can be used as
quality indicators for measures such as identification and treatment of vision, hearing, or
developmental problems, or clinical measures of vision, hearing, or development, or
developmental and educational outcomes (for Guiding Question 2); disparities in quality of care
or health outcomes by race, ethnicity, sex, insurance type, or socioeconomic status (for Guiding
Question 2a); differences in outcomes by state or level such as targeted population, type of
payor/health plan, type of institution or system or hospital, or type of clinician (for Guiding
Question 2b); guidelines and frameworks that suggest associations between specific screening
tools or implementation practices and the targeted quality metrics or related outcomes in children
(for Guiding Question 2d); reported barriers to development and implementation of the measures
of interest (for Guiding Question 3); and reported evidence gaps and future research needs (for
Guiding Question 4).

Timing: We will include studies published in 2009 or later, based on the year that the PQMP
program was established.

Setting: We will exclude studies conducted outside of the United States, because they would
be less relevant to the charge of the PQMP.

Study design: We are interested in including evidence from original studies with any design
that helps to address a Guiding Question, but we will start by searching for relevant systematic
reviews because the volume of studies on this topic is so large. We will exclude editorials,
letters, commentaries, non-systematic reviews, and studies not written in English.

We plan to summarize recent good quality systematic reviews that address the Guiding
Questions. For relevant systematic reviews, we will assess their quality and extract information
that applies to the Guiding Questions. We will use the criteria developed by the USPSTF
Methods Workgroup!” for assessing the quality of systematic reviews:

e Good - Recent relevant review with comprehensive sources and search strategies; explicit
and relevant selection criteria; standard appraisal of included studies; and valid
conclusions.

e Fair - Recent relevant review that is not clearly biased but lacks comprehensive sources
and search strategies.

e Poor - Outdated, irrelevant, or biased review without systematic search for studies,
explicit selection criteria, or standard appraisal of studies.

We will conduct a primary literature search to capture studies published after the included
systematic review search dates, and capture studies addressing populations, interventions, or
outcomes not included in the relevant recent systematic reviews.

For primary studies not covered in the systematic reviews, we will assess the risk of study
bias in the following manner. When assessing randomized controlled trials (RCTs), we will use



the seven items in the Cochrane Collaboration’s tool that cover the domains of selection bias,
performance bias, detection bias, attrition bias, reporting bias, and other bias.'®* When assessing
non-randomized studies, we will use specific items in the ROBINS-I tool (Risk Of Bias In Non-
randomised Studies — of Interventions) that assess bias due to confounding, bias in selection of
participants into the study, bias in classification of interventions, bias due to deviations from
intended interventions, bias due to missing data, bias in measurement of outcomes, and bias in
selection of the reported results.!® The risk of bias assessments will focus on the main outcome
of interest in each study.

We will use DistillerSR for title/abstract screening and full text screening. We will create
customized data extraction forms within DistillerSR to capture information from the included
systematic reviews and primary studies. We will upload all extracted data from the included
systematic reviews and primary articles to the Systematic Review Data Repository (SRDR+).

B. Data Presentation

We will create a table of data for each of the three screening topics (vision, hearing, and
developmental screening and followup). The tables will identify: study characteristics (e.g.,
study inclusion years, topic area [vision, hearing, or developmental screening], and eligibility
criteria); the quality measures developed; whether the quality measures are associated with
change-related metrics or related patient outcomes or decreased disparities by race/ethnicity,
insurance type, or socioeconomic status; metrics for reliability, validity, usability, and feasibility;
and barriers to development or implementation.

We will use the extracted information to identify differences in screening and followup
measures by state and other levels such as target population, type of payor, type of institution
(e.g., daycare, pre-school, and school settings), or type of clinician. We will also use this
information to identify the gaps in screening and followup measures in children and will
supplement these gaps with what is known about equivalent issues in an adult population. If
there is no information for pediatric or adult populations, we will look for guidelines or
frameworks that should be considered when developing or implementing a quality measure in
this area. Frameworks suggesting an association of implementation practices with quality metric
outcomes will be identified and described.

We will work with a data visualization expert to create graphical displays of the collected
data. For example, for Guiding Question 2, various vision screening tools and implementation
practices for vision screening could be compared with respect to their reported level of benefit or
impact on different types of outcomes. Bubbles of different sizes could be used to relay the
number of studies reflecting certain outcomes, or different shading could reflect the type of
population (children or adults) or setting. The visual mapping of the evidence will enhance
understanding of trends, tendencies, or patterns in data.
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Table 1: Populations, Interventions, Comparison, Outcomes, Timing, Setting, and Study Design

PICOTS Inclusion Exclusion
Population Guiding Questions 1-5: ¢ Non-human subjects
e Children and adolescents (< 18 years old) without signs or symptoms of delay or disorders
e See Appendix B for the age groups in the American Academy of Pediatrics recommendations for
preventive pediatric healthcare
Guiding Questions 1 and 2¢
e  Adults 18 years and older
Intervention Guiding Questions: all e Behavioral, social, and
e  Screening and followup for: emotional screening
e Vision
e Hearing
o Developmental disability
Guiding Question 2
e Specific clinical tools or practices for implementing measurement of screening and followup for
vision, hearing, and developmental disability
Comparison Guiding Questions: all e None
e Comparisons between different approaches to screening and followup
e  Pre-post comparisons
Outcomes Guiding Questions 1 e Studies that do not evaluate
e Quality measures” one of the listed outcomes
Guiding Question 2:
e Quality indicators and quality measures™
e Health outcomes (e.g., identification and treatment of vision impairment)
e  Program evaluation
e Health care process measures
e Health disparities
o Developmental and educational outcomes (e.g., school readiness, academic achievement)
Guiding Question 3:
e Barriers to development and implementation
e  Program evaluation
e Process measures
Guiding Question 4:
e Gaps and future research needs
Subgroup assessment for: race/ethnicity, sex, insurance type/status, SES; targeted population, type of
payor/health plan, type of institution/system/hospital, type of clinician
Timing e  We will include studies published in 2009 or later, based on the year that the Pediatric Quality e  Studies published prior to 2009
Measurement Program was established
Setting e Studies based in the United States e  Studies conducted outside of
¢ Any level where intervention was delivered: state, population, payor/health plan, institution, the United States
school/system/hospital, or provider
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Study design

Any study design plus systematic reviews

No original data, specifically
editorials, letters,
commentaries, or non-
systematic reviews)

Not written in English

*We will include quality measures as defined by the authors of the included studies for vision screening and followup, hearing
screening and follow up, and developmental screening and followup.
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Appendix A: Preliminary search strategy in PubMed.

#

String

Returns

1

Adolescent[mh] OR childimh] OR infantfmh] OR Infant[tiab] OR infants[tiab] OR newborn][tiab]
OR newborns][tiab] OR neonate[tiab] OR neonates[tiab] OR child[tiab] OR children[tiab] OR
adolescent[tiab] OR adolescents[tiab] OR adolescents[tiab] OR teen][tiab] OR teens[tiab] OR
teenager[tiab] OR teenagers[tiab] OR teenaged|tiab] OR youth[tiab] OR youths[tiab] OR
“school-age’[tiab] OR “school aged’[tiab] OR pediatric[tiab] OR paediatric[tiab] OR toddler[tiab]
OR boyftiab] OR boys[tiab] OR girl[tiab] OR girls[tiab] OR childhood[tiab] OR neonatal[tiab]

4,794,622

“Outcome Assessment, Health Care"[mh] OR “Quality of health care’[mh] OR “Quality
Indicators, Health Care”’[mh] OR “Quality improvement’[mh] OR “Program evaluation’[mh] OR
"quality measure"[tiab] OR "quality measures"[tiab] OR “process measure”[tiab] OR “process
measures”[tiab] OR “quality improvement”’[tiab] OR “quality improvements”[tiab] OR “health
equity’[mh] OR “health equity”[tiab] OR quality[tiab] OR use[tiab] OR implementation[tiab] OR
disparity[tiab] OR disparities[tiab]

11,533,244

"Vision Screening"[mh] OR “visual acuity’[mh] OR (Vision[tiab] AND (screening[tiab] OR
screens[tiab] OR screen[tiab] OR assessment[tiab] OR assessments[tiab] OR evaluation[tiab]
OR evaluations[tiab])) OR photoscreening]tiab] OR “vision tests”[mh] OR “vision test’[tiab] OR
“vision tests”[tiab]

139,320

"Hearing Tests"[mh] OR “hearing screening’[tiab] OR “hearing screenings”[tiab] OR “hearing
screen’[tiab] OR “hearing screens’[tiab] OR “hearing assessment”’[tiab] OR “hearing
assessments”[tiab] OR “hearing defect’[tiab] OR “hearing evaluation”[tiab] OR “hearing
evaluations”[tiab] OR “hearing defects”[tiab] OR “hearing disorder’[tiab] OR “hearing
disorders”[tiab] OR “Automated auditory brainstem response”[tiab] OR AABR[tiab] OR
“Otoacoustic emissions”[tiab] OR OAE[tiab] OR ((audiologicltiab] OR audiological[tiab]) AND
(screen[tiab] OR screening[tiab] OR screens][tiab] OR test[tiab] OR tests[tiab]))

59,190

“developmental screen”[tiab] OR “developmental screens”[tiab] OR “developmental
screening’[tiab] OR “development screen’[tiab] OR “development screens”[tiab] OR
“development screening”[tiab] OR “speech screen”[tiab] OR “speech screening”’[tiab] OR
“‘language screen”[tiab] OR “language screening”’[tiab] OR “developmental evaluation”[tiab] OR
“developmental evaluations”[tiab] OR “speech evaluation”[tiab] OR “speech evaluations”[tiab]
OR “language evaluation”[tiab] OR “language evaluations”[tiab] OR “developmental
surveillance’[tiab] OR “language surveillance”[tiab] OR “mass screening’[mh]

148,116

1AND 2 AND 3

22,838

limited to systematic reviews and date limited to 2009 and later

179

(N |O

1AND 2 AND 4

13,125

limited to systematic reviews and date limited to 2009 and later

93

10

1 AND 2 AND 5

48,067

11

limited to systematic reviews and date limited to 2009 and later

488

A-1




Appendix B. American Academy of Pediatrics Bright Futures Recommendations for Preventive Pediatric Healthcare
(https://downloads.aap.org/AAP/PDF/periodicity_schedule.pdf)

Screening test

Infancy
(Newborn to 9 months)

Early Childhood
(12 months to 4 years)

Middle Childhood
(5 years to 10 years)

Adolescence
(11 years to 21 years)

Vision Screening

Perform risk assessment with
appropriate action to follow if
positive (at newborn, 3-5 days,
and 1, 2, 4, 6, and 9 months)

Perform VISION ACUITY SCREEN
(at 3 and 4 years)

Perform risk assessment with
appropriate action to follow if
positive (at 12, 15, 18, 24, and 30
months) Instrument-based
screening may be used to assess
risk at ages 12 and 24 months, and
at well visits 3 through 5 years of
age.

Perform VISION SCREEN (at
5, 6, 8, and 10 years)

Perform risk assessment with
appropriate action to follow if
positive (at 7 and 9 years)

Perform VISION SCREEN (at
12 and 15 years)

Perform risk assessment with
appropriate action to follow if
positive (at 11, 13, 14, 16, 17,
18, 19, 20, 21 years)

Hearing Screening

Perform HEARING SCREEN at
newborn. Confirm initial screen
was completed, verify results and
follow up, as appropriate (at 3-5
day, 1 and 2 months

Perform risk assessment with
appropriate action to follow if
positive (at 4, 6, and 9 months)

Perform HEARING SCREEN (at
4 years)

Perform risk assessment with
appropriate action to follow if
positive (at 12, 15, 18, 24, 30
months and 3 years)

Perform HEARING SCREEN
(at 7 years and 9 years)

Perform risk assessment with
appropriate action to follow if
positive (at 5, 6, 8, and 10
years)

Perform HEARING SCREEN
(once during each age range
of 11-14 years, 15-17 years,
18-21 years) Screen with
audiometry including 6,000
and 8,000 Hz high frequencies
once between 11 and 14
years.

Developmental
Screening

Perform DEVELOPMENTAL
SCREEN (at 9 months)

Perform DEVELOPMENTAL
SCREEN (at 18 and 30 months)

Autism Spectrum
Disorder Screening

Perform AUTISM SCREEN (at 18
and 24 months)
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