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State Medicaid programs are interested in strategies to increase rates of adolescents being screened
for depression and better linking them to treatment. These strategies help to improve quality of care and
control costs associated with undiagnosed and untreated depression. This case study highlights how
Minnesota and Oregon have implemented quality measures or incentives for adolescent depression
screening and follow-up treatment to improve performance of Medicaid providers and health plans in
this crucial service area.
A significant number of children and youth experience mental health issues; many of these children
are enrolled in Medicaid. According to research, half of all lifetime cases of mental illness begin by
age 141 and depression is the second most prevalent behavioral health disorder among Medicaid
enrolled children.2 Rates of adolescent depression have also increased nationally over the past several
years.3 Early identification, diagnosis, and treatment of mental health conditions can be an important
step in helping to reduce future health problems and is critical to the health outcomes of children and
youth.4 Mental illnesses can also have an impact on the physical health of children and adults. The
connection between physical and behavioral health is also reflected in recent state efforts to integrate
behavioral and physical health in service delivery systems.5 Efforts to increase screening and treatment
of depression in adolescents can also have an impact on costs related to undiagnosed or untreated
mental illnesses in adults. According to a recent Medicaid and CHIP Payment and Access Commission
(MACPAC) report, almost half of all Medicaid spending is for services, not just mental health services,
for Medicaid enrollees who have a behavioral health diagnosis.6
Early identification of depression is critical to an adolescent’s development. A large number of national
child health and preventive service guidelines support and recommend annual depression screening
in adolescents, including The Bright Futures Guidelines.7 These guidelines are a comprehensive set
of recommended health screenings and preventive services for children, developed by the American
Academy of Pediatrics and supported by the Health Resources and Services Administration.8 The Bright
Futures Guidelines specifically recommend that adolescents receive depression screenings at well-child
visits starting at age 12 through age 21.9 The Guidelines also provide a list of recommended screening
tools10 for providers to use when screening for depression in adolescents during a well-child visit.
Once an adolescent has been screened for depression and identified as being at risk for the condition,
the next step in the system of care is to refer that individual to a provider for follow-up care and any
necessary treatment.11 An adolescent’s system of care will track individuals who were referred to
treatment and determine that they receive the recommended follow-up care. This task can be difficult as
it requires states to use a system-wide mechanism to track referral follow-ups.12 This case study features
Minnesota and Oregon, which are using innovative measures at the provider and health plan level to
track rates of adolescent depression screening and to measure and incentivize follow-up treatment for
those who screen positive for adolescent depression.
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Minnesota: Adolescent Depression Screening
Statewide Clinical Quality Measure
In 2008, the Minnesota Health Reform law tasked the Minnesota Department of Health with establishing a statewide system of clinical quality
measures for providers. The goal of this quality system was to create a
standardized approach to measuring quality across coverage types and
demographics. As a result, the Minnesota Statewide Quality Reporting
and Measurement System became the sole authority in the state to
establish quality reporting requirements for all providers in the state. All
physician practices and health centers in Minnesota, including those
who serve Medicaid enrollees, are required to participate in the Statewide Quality Reporting and Measurement System. The work to create
statewide clinical measures was done in partnership with MN Community Measurement, a non-profit that creates measures and publishes
health care data in Minnesota with the goal of improving quality of health care. To oversee development
of the statewide measures, Minnesota relied on MN Community Measurement’s Measurement and Reporting Committee,13 or MARC, which includes providers, health plans, and a consumer representative.
This committee makes recommendations on measure development, approves measures and reporting
policies and analyzes data collection issues.
The Statewide Quality Reporting and Measurement System developed a measure to determine the rate
of adolescents being screened for depression in a clinical setting. The development of the adolescent
depression screening measure consists of establishing which individuals are included in the measure.
In this case, Minnesota looks at adolescents between the ages of 12 and 17 who receive a well visit.
The measure identifies the number of these patients who were screened using one of 11 mental health
or depression screening tools (see text box) and who had their score on this tool documented in their
medical records.14

The depression screening tools that Minnesota has designated as valid for the purposes of the adolescent
depression screening measure are:
•
•
•
•
•
•
•
•
•
•
•
•

Patient Health Questionnaire – 9 item version (PHQ-9)
PHQ-9M Modified for Teens and Adolescents
Kutcher Depression Scale (KADS)
Beck Depression Inventory II (BDI-II)
Beck Depression Inventory Fast Screen (BDI-FS)
Child Depression Inventory (CDI)
Child Depression Inventory II (CDI-2)
Patient Health Questionnaire – 2 item version (PHQ-2)
Pediatric Symptom Checklist – 17 item version (PSC-17) - parent version
Pediatric Symptom Checklist – 35 item (PSC-35) - parent version
Pediatric Symptom Checklist – 35 item Youth Self-Report (PSC Y-SR)
Global Appraisal of Individual Needs screens for mental health and substance abuse (GAIN-SS)
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To ensure accuracy, the measure excludes adolescents who already have a diagnosis of depression,
bipolar disorder, a personality disorder, schizophrenia, or a specified intellectual disability. Provider specialties eligible to submit data on this measure include family and internal medicine and pediatric/adolescent providers.
To support providers in meeting the measurement reporting requirements, MN Community Measurement provides informational webinars and data submission guides, and hosts a monthly technical assistance call. In addition, the Minnesota Department of Health Early and Periodic Screening, Diagnostic
and Treatment (EPSDT) staff provide training to clinics and providers around the state and information
about mental health screening and referral resources.
After a pilot in 2013 to test the data collection process and validate the data, the Statewide Quality Reporting and Measurement Systems launched the statewide measure and collected data from providers
for the 2014 measurement year in January of 2015. Minnesota posts the data for all of their clinical
quality measures publically and by individual practices.15 The results of the first year of data showed that
“of the nearly 109,000 12-to 17-year-olds that had well child exams in 2014, only 45 percent (43,300
patients) were screened for mental health and/or depression conditions. Of those screened, 9.7 percent
(4,300 patients) had results that indicated they may have a mental health condition.”16 The statewide
rate of screening for this measure in 2016 went up to 70 percent, a 25 percent improvement over 2015.17
While the Minnesota measure includes adolescents with different sources of insurance coverage, the
2016 adolescent depression screening rate is an encouraging sign that adolescents are increasingly
receiving well-care visits. The national screening rates for adolescents in Medicaid for a well-care visit
is 44 percent.18
The measure is also being used to help determine quality in specific aspects of the Medicaid delivery
system. The Minnesota Health Homes program currently utilizes the adolescent and pediatric depression screening measure for performance measurement and evaluation of certified health care homes
in the state.19 Minnesota also publically posts measure results for individual clinics on their website to
encourage improvement.20
In Minnesota, by having one statewide committee designated to develop and establish quality measures
and reporting requirements for providers, the state is better able to streamline data reporting requests
which can improve reporting rates for providers. The public posting of quality data for the various measures also incentivizes providers to participate and to improve their performance.
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Oregon: Coordinated Care Organization Incentive
Metric for Depression Screening and Follow-Up

The Oregon Health Authority (OHA), which administers the
state’s Medicaid program, uses quality health metrics to
demonstrate and track how Coordinated Care Organizations
(CCOs) are improving care, making quality care accessible,
eliminating health disparities, and curbing the rising cost of
care. As directed by the state Legislature, these measures
are developed and scored annually by a designated Metrics
and Scoring Committee.21 Based on their annual performance
of these incentive measures, funds from a quality pool are
then awarded to eligible CCOs.22

OHA has included an incentive metric on depression screening and follow up for adults since 2013;
however, beginning in 2015, OHA adjusted the metric to include adolescents aged 12 and older.23 This
change was influenced by the growing prevalence of both depression and drug and alcohol misuse in
adolescents in Oregon, and the short and long-term impact of undetected and untreated mental and
substance use issues for this population.
Oregon uses the Depression Screening and Follow-Up incentive metric, a standardized quality outcome
metric that uses Electronic Health Records to measure whether a screen was conducted and follow-up
was provided.24, 25 Providers must administer, score, and interpret an age-appropriate standardized
screening tool, and if positive, document a follow-up plan on the date of the positive screen. For those
identified at risk, a follow up plan must include the proposed outline of treatment to be conducted and
one of more of the following: “an additional evaluation, a suicide risk assessment, a referral to a practitioner who is qualified to diagnose and treat depression, pharmacological intervention, or other intervention or follow up for the diagnosis or treatment of depression.”26
Use of the adolescent depression metric has highlighted both successes and areas for improvement
in the system of care. Including adolescents in this metric has assisted in the identification of patients
that would have otherwise not been noted to be experiencing depression. In addition, through the identification of a need and provision of care for more adolescents, it has brought to light the challenges of
meaningful follow up in the context of the adolescent settings and resources.27 Due to unique health
care needs and barriers to care, adolescents are often less likely to connect with appropriate care resources.28
To address this issue, OHA, in coordination with the Oregon Pediatric Improvement Partnership (OPIP)
and CCOs, has looked at potential partnership opportunities with school-based health centers and other entities to address teen barriers to accessing services. This metric has also highlighted challenges
of transitioning from pediatric to adult care as well as the unique aspects of adolescent health. CCOs
have learned that adolescent depression screening is not adult depression screening for adolescents;
adolescents require different screening methods and follow-up. Therefore, the most recent version of
the CCO incentive metric includes new depression screening mechanisms and follow up options that
can be tailored for the adolescent population (the Patient Health Questionnaire (PHQ-9) and Pediatric
Symptom Checklist (PSC-17)).29
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With the benefits already clear to OHA, this CCO incentive metric has been included in the approved
list of CCO incentive metrics every year since 2015, resulting in improved CCO performance statewide.
Statewide depression screening and follow up for those individuals aged 12 and older increased by 34
percent, 13 COOs illustrated overall improvement on the measure scores, and 15 CCOs achieved the
2015 benchmark measure score (25 percent) or their improvement targets.30 Due to these improvements, in 2017 the benchmark was increased to 52.9 percent.31

Recommendations

States interested in promoting the identification of adolescent depression and follow-up care can
consider the following steps:
•
•
•
•
•

Tailor existing adult measures to include younger ages and screening tools for adolescents
Publish practice-level performance to encourage reporting and improvements
Establish a measure advisory board that regularly reviews measures and monitors issues with
data reporting
Review potential partnership opportunities to improve follow up for adolescents (such as schoolbased health centers, hospital-based adolescent out-patient programs, or other entities involved
in adolescent health care)
Create explicit processes to transition the adolescent into being the primary patient, including
messaging on rights related to confidential care

To help states learn more about state-specific Medicaid or CHIP performance improvement projects,
measures, or incentives promoting children’s preventive services, NASHP has created a 50-state chart
and map set on child and adolescent preventive services including behavioral health screenings; weight
assessment; lead screening; immunizations; preventive oral health services; and well visits. View the
resources here.
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