
Mental Health Collaborative
TECHNICAL ASSISTANCE CALL

OCTOBER 28, 2015



Benefits of Screening and Early 
Identification of Mental Health 
in Children

STEVEN KAIRYS, MD, MPH
RAYMOND F HANBURY, PHD, ABPP



• 9.5-14.2% of children birth to 5 have S-E problems 
interfering with functioning

• 21% of children and adolescents in the U.S. meet 
diagnostic criteria for MH disorder with impaired 
functioning

• 16% of children and adolescents in the U.S. have 
impaired MH functioning and do not meet criteria 
for a disorder

• 13% of school-aged, 10% of preschool children with 
normal functioning have parents with “concerns”

• 50% of adults in U.S. with MH disorders had 
symptoms by the age of 14 years

Epidemiology of Pediatric Mental Health Conditions



Neurodevelopmental Disorders
◦ Autism Spectrum Disorder*

◦ Attention Deficit Hyperactivity Disorder*
Depressive and Bipolar Disorders

◦ Major Depressive Disorder*

◦ Persistent Depressive Disorder (Dysthymia)
◦ Bipolar Disorder
◦ Disruptive Mood Dysregulation Disorder

Anxiety Disorders
◦ Selective Mutism, Specific Phobia, Separation Anxiety*, 

Social Anxiety*, Panic Disorder, Agoraphobia, 
Generalized Anxiety
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Categories of Child/Adolescent Mental 
Health Disorders



Disruptive, Impulse Control, and Conduct Disorders
◦ Oppositional Defiant Disorder*

◦ Intermittent Explosive Disorder

◦ Conduct Disorder*

Trauma and Stressor-Related Disorders
◦ Reactive Attachment Disorder

◦ Disinhibited Social Engagement Disorder

◦ Posttraumatic Stress Disorder

Feeding and Eating Disorders
◦ Anorexia Nervosa

◦ Bulimia Nervosa

◦ Binge-Eating Disorder
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Categories of Child/Adolescent Mental 
Health Disorders



“By 2020-2030, it is estimated that up to 40% of patient 
visits to pediatricians will involve long-term chronic 
disease management of physical and 
psychological/behavioral conditions.”

“In 2020 pediatricians have a wider array of skills 
including more in-depth knowledge of, and comfort 
treating, behavioral, developmental, and mental health 
concerns. Medical education includes mental health 
interventions, which are now an established aspect of 
pediatric care.”

-AAP Task Force on the Vision of Pediatrics 2020

Impact on Primary Care



Barriers to Enhancing MH Care in Primary Care Settings
• Ambivalence / variability

• Discomfort

• Time constraints

• Poor payment

• Variable access to MH specialty resources

• Administrative barriers to MH services

• Limited information exchange with MH specialists

• Children and families’reluctance to seek MH specialty care

Impact on Primary Care



Strategies:  What Works for Primary Care

• System-Based Practice

• Patient Care

• Medical Knowledge

• Practice-Based Learning & Improvement

• Interpersonal & Communication Skills

• Professionalism

The Future of Pediatrics: 
MH Competencies for Pediatric Primary Care (policy statement)

Committee on Psychosocial Aspects of Child and Family Health and Task Force on Mental Health. The Future of 
Pediatrics:  Mental Health Competencies for Pediatric Primary Care. Pediatrics, July 2009; 124:410-421.



• Encourage families to consider emotional 
development prior to visit (by using 
questionnaires, DVDs, newsletters, community 
events, parent groups etc.)

• Develop or promote a mental health section on 
your Web site (include questions, facts, 
resources etc.)

Promotion Opportunities Within the 
Clinical Setting
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• Posters 

• Books/pamphlets (low-literacy, multi-lingual)

• DVD (“I am Your Child” or maternal depression 
awareness)

• Waiting room questionnaires

• Volunteers to role-model positive interaction or 
group-talks in waiting room

• Parenting groups

• Parent support resources

Promotion in the Waiting Room
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• Ensure the mental health of parent and child are 
addressed at each visit

• Use open-ended questions as well as screens

• Adapt Bright Futures Guidelines

• Use screening protocols

• Have other staff to engage in education

• Connect families with resources (child care, parenting 
groups, etc.) 

• Link into Patient Centered Medical Home (PCMH) and 
Quality Improvement (QI) efforts

Ways to Evaluate & Support Relationships
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Integrating Behavioral Health 
into Pediatric Primary Care for 
Young Children and Families



Social Emotional Development

 Inter-relatedness of 
domains

 Intimately tied to 
caregivers mental health

Core tasks:

◦ Attachment

◦ Behavior

◦ Competence



Early Childhood Mental Health

The social, emotional and 
behavioral well-being of 
young children and their 
families

The developing capacity to 
experience, regulate, 
express emotion

Form close, secure 
relationships

Explore the environment 
and learn



Opportunities for Partnership
Well-child visits 

recommended during first 
three years of life:

◦ 2-3 days, by 1st month, 

◦ 2 months, 4 months, 

◦ 6 months, 9 months, 

◦ 1 year, 15 months, 18 
months, 

◦ 2 years, 

◦ 3 years



Lessons Learned

Co-location of services leads to better integration

Make comprehensive screening routine pediatric 
practice

◦ Mental Health for parents

◦ Substance Abuse for parents

◦ Developmental Screening tools for infants and toddlers



Screening



Surveillance and Screening

One does not replace the other

Begin by attending to parent concerns:

 “Do you have any specific concerns about your 
child’s development, emotional functioning, learning 
or behavior?”

Screening at regular intervals improves detection 
of behavioral and mental health issues.
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The Importance of Standardized Screening

Not all cases will be identified via routine interview, or 
“eye-balling” patient/ family . . .
 Most clinicians eyeball the child and ask a couple of 

questions.  

 May be fine for physical delays, but is not a good way 
to identify children with mild cognitive/developmental 
disabilities, communication problems, emotional and 
behavioral problems, or delays in social development.

 70-80% of children with developmental problems will 
be missed if a standardized approach is not applied.  
Alternatively, if a structured, standardized instrument is 
used, 70-80% will be identified.
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The Importance of Standardized Screening (cont.)

 Parents Often Underestimate Symptoms:

 Children may withhold complaints because of 
concerns they are abnormal, or to protect parents 
who are upset

 Parents may not think professionals are interested 
or assume “normal reactions to abnormal event”

 Stigma related to mental illness
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Social Emotional Screening for 
Babies, Toddlers, and Preschoolers

SWYC - Survey on the Wellbeing of Young Children: 

 Comprehensive surveillance or first-level                       
screening instrument for routine use 
in regular well child care

 Covers developmental milestones and 
social/emotional development

 Combines what is traditionally “developmental” with 
traditionally “behavioral” screening

 Freely-available, takes 10-15 minutes to complete, 
for ages 2 months – 5 years

Tufts University School of Medicine, http://www.theswyc.org/
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Meridian-Cooper Collaborative Program

Meridian Intake Line: 1-800-649-2778

Cooper Intake Line: 1-856-757-7719

Case Manager helps arrange evaluation

Assessment and Evaluation occur at no cost for 
family (sliding scale for services)
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 We are beyond a one-child-at-a-time approach.

 Mental illness is a public health issue.

 It takes a village…. 

Data Makes the Case



Accessing MH services:

 Families face challenges in finding resources to help 
them cope;

 Silos lead families to seek services from multiple 
systems, often unsuccessfully; 

 Workforce shortage and wait lists lead to lag time in 
getting a child services and support; and

 A full array of effective services are rarely available 
and are often targeted at the child and not at the 
whole family.

Impact on Families



 Insufficient #s of child MH specialists, especially, child 
psychiatrists and providers of services to young children 

 Little support for prevention or services to children with 
emerging or mild/moderate conditions

 Administrative barriers in insurance plans limit access to 
existing providers

 Many forces leading families to seek help for MH 
problems in primary care

 Pediatric workforce faces many challenges

Workforce Issues



At the individual family level:

 Understand the early stages of emotional turmoil for 
families;

 Help the family to understand how to access MH services 
and supports;

 Provide the family with resources – they will want to 
learn more; and  

 Link the family with a family advocacy organization so 
that they know they are not alone.

Strategies:  What Works for Families



At the systems level:

 Develop and build “no wrong door” policies;

 Support the development of a full array of effective MH 
services and supports;

 Support workforce development and innovative practice 
models;

 Support early ID and early intervention; 

 Support collaborative efforts across child-serving systems (PC, 
MH, schools, CW, JJ and more); and

 Get to know and refer families to family advocacy 
organizations for support, education and advocacy. 

Strategies:  What Works for Families



New Models of Care:

 New roles of staff within primary care

 New applications of technology

 Collaborative arrangements with community-based MH / 
SA / developmental specialists

 Co-location of specialist(s)

 Integration of a specialist(s)

 Child psychiatry consultation by telephone, telemedicine, 
face-to-face

Strategies:   What Works for Primary Care



Epidemiology:
• Point prevalence ranges from 3%-9%.

• By age 18, 20% of teens have had a depressive 
episode.

• Incidence increases with age.

• Mood disorders account for the majority of 
adolescent suicides (which is third leading cause of 
death in adolescents)

Why is Adolescent Depression Significant?



Depression often first presents during adolescence

• Susceptibility of developing brain

• Sleep disturbances

• Hormonal changes

• Substance abuse

• Psychosocial pressures

Depression in Adolescents: 
Timing of presentation



• Subsequent mood episodes, including hypomania/mania 
(20- 40%)

• School underachievement and failure

• Peer and family relationship problems

• Suicide attempts, completed suicide, accidental deaths 

• Long-term educational and social difficulties

• Substance abuse, antisocial behavior, high-risk behavior

Depression in Adolescents: Consequences



The disorder is often unrecognized:

• Stigma 

• Parents may not be aware of the disorder

• Signs may be dismissed as “typical teenager” behavior 

• Children and teens may actively hide the disorder

Only 25-33% of depressed youths are receiving 

treatment for this disorder.

(Burns et al 1995, Leaf et al 1996)

Importance of Screening for Depression



Cons:

• Time consuming to screen all

• Burdon on system 

• Many instruments available – how do you choose 
(PHQ-A, Becks)

• False-positives possible

• Improved outcomes depend on proper follow-up of 
positive screens

Screening Instruments



• Best if collateral information collected (from parent,    
school, etc.)

• Positive screens/questions should be followed up:

o Suicidality must be addressed  

o Safety issues – may need to send to Emergency Room

• Co-morbidity is the rule, not the exception

o Depression frequently co-occurs with anxiety disorders, ADHD, 
oppositional defiant disorder, conduct disorder, substance 
abuse, etc.

• Must rule-out bipolar disorder

The Diagnostic Process



• Legality of breaking confidentiality varies by state

• Must break confidentiality when teen is danger to self 

or others 

• Clinician needs to judge when parental involvement is 

beneficial or harmful

Confidentiality Issues in Depression and 
Suicide Screening



Questions?

Meridian Intake Line: 

1-800-649-2778

Cooper Intake Line: 

1-856-757-7719


