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Off-label uses of medications may be 
discussed

Objectives

At the end of this lecture, participants will be able to:

• To appreciate common features of anxiety disorders.

• To appreciate the incidence of depression in adolescent 
patients.

• To become aware of the clinical importance of suicidal ideation 
and suicidal risk in these patients.

• To introduce a model to assess and treat depression in youth.
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Worry?

“Our anxiety does not come from thinking about the future, but 
from wanting to control it.”

Khalil Gibran

(1883-1931)

What are Anxiety 
Disorders?

• Extreme, often disabling, anxiety is the primary 
symptom

• May be accompanied by physical symptoms

• Causes significant distress

• Interferes with functioning

• Marked by time consumption 



9/28/2018

4

Pathological Anxiety vs. 
Normal Fears

Normal fear or anxiety may be appropriate at 
different developmental levels:
• Infancy: loud noises, being startled, and strangers
• Toddlers: fearful of dark and separation from attachment 

figures
• School-aged children: injury and natural disasters
• Adolescents: competency-based concerns
• Adults: relationships, money, providing for family, etc.

Anxiety Disorders
• Frequency and intensity of such symptoms are excessive in 

relation to the developmental norm

Fight or Flight
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Symptoms of Anxiety

Cognitive component:
• Worry thoughts
• Develop in response to cognitive distortions
• Focused on the risk of being harmed 

Symptoms of Anxiety

Physiological component:
• Associated autonomic or somatic sensations 
• Physiological arousal is excessive in duration or 

intensity for the situation
• Sleep problems are prevalent among anxious youth 

and adults including:
• Insomnia
• Nightmares
• Reluctance to sleep alone
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Physiological Component of 
Anxiety

System Symptoms

Cardiac ^ heart rate, chest 
pain, palpitations, 
SOB, heart pounding

GI Difficulty swallowing, 
nausea, diarrhea, GI 
discomfort , frequent 
urination

Respiratory SOB, smothering 
sensation, choking 
sensation, dry mouth

Neurological Numbness, tingling, 
trembling, shaking

System Symptoms

Temperature

Regulation

Sweating, hot flashes, 
chills, cold/clammy 
hands

Vestibular 
System

Dizziness, faintness, 
lightheadedness, 
feeling unsteady

Sleep 
Problems

Insomnia, nightmares, 
reluctance to sleep 
alone, talks/walks in 
sleep, excessive 
tiredness

Others Exaggerated startle 
response, muscle 
tension

Symptoms of Anxiety

Behavioral component:
• The action taken to prevent exposure to the feared 

stimuli or to reduce anxiety associated with it
• One of the most common is avoidance…

• Of stimuli (e.g. bridges)
• Or situation (e.g. public speaking)

• This often leads to impaired functioning
• In OCD, common behavior is engaging in rituals to 

decrease anxiety
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Prevalence Rates

Specific phobia 10%

Social phobia 6.8%

Generalized Anxiety Disorder (GAD) 3.2%

Obsessive Compulsive Disorder (OCD) 1-4%

Separation Anxiety Disorder (SAD) 4-5%

Posttraumatic Stress Disorder (PTSD) 1-14%

Panic Disorder (PD) 1-5%

Overall, Anxiety Disorders are one of the most prevalent 
categories of mental health issues across the lifespan

DSM-5 Anxiety Disorders

Now 3 separate chapters:
• Anxiety Disorders
• Obsessive Compulsive & Related Disorders
• Trauma & Stressor Related Disorders
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DSM-5 Anxiety Disorders

• Separation Anxiety Disorder

• Selective Mutism

• Specific Phobia

• Social Anxiety Disorder 

• Panic Disorder

• Agoraphobia

• Generalized Anxiety Disorder

Specific Phobia

• Marked fear of a specific object or situation

• Exposure to the stimulus provokes an immediate 
anxiety response
• May be a panic attack

• Must cause distress or impairment

• Lasts 6 months or more

• Reaction:
• Avoidance 
• Endure with dread
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Specific Phobia Subtypes
• Animal type 

• e.g. dogs, snakes, insects
• Onset usually in childhood

• Natural environment type
• e.g. storms, heights, water
• Onset usually in childhood

• Blood-injection-injury type
• Highly familial and often with vasovagal response

• Situational type
• e.g. bridges, elevators, tunnels.
• Similar to panic disorder with agoraphobia

• Other type
• e.g. falling down, choking, loud noise, costumed characters

Social Anxiety Disorder
Marked fear in one or more social situations > 6 months

Common Signs: 
• Experience greater sensitivity to rejection
• Report fewer friendships and close relationships
• Perceive less acceptance from peers
• Present as shy and socially withdrawn
• Have limited eye contact
• Have difficulty with articulation
• Exhibit noticeable anxious-somatic

symptoms:
• Blushing
• Sweating 
• Shaking
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Social Anxiety Disorder is a 
Vicious Cycle

Negative 
Thoughts 

Anxiety in the 
Situation

Actual or 
Perceived Poor 
Performance

Embarrassment

Anticipatory 
Anxiety 

Panic Disorder

Occurrence of panic attacks and worry about another panic 
attack

Panic attacks:
• Fear of being in danger for no apparent reason
• Peaks within minutes
• Physiological symptoms (4 or more)

• Chest pain or palpitations
• Sweating, trembling or shaking
• Shortness of breath or choking sensation
• Nausea
• Dizziness
• Feelings of unreality or depersonalization 
• Fear of going crazy of dying

• Panic Attack can also be a specifier for other conditions
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Panic Disorder Varies by 
Age

• Less common in childhood than in adolescence

• Clinical picture varies across developmental 
span:
• Younger children’s panic attacks frequently related 

to particular triggering events
• Adolescent’s panic attacks more often unexpected

• Kids usually present with one or more 
physiological symptoms

• Disabling because of efforts to avoid triggers

How to Treat?
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Treatment of Anxiety 
Disorders

• Multimodal approach:
• Psychoeducation
• Cognitive-behavioral interventions
• Consider school consultation for children
• Consider family therapy (poor support)
• Consider pharmacotherapy
• Consider psychodynamic psychotherapy (poor support)

• Behavioral and cognitive-behavioral interventions 
have received most empirical support!

• Evidence base for pharmacotherapy is robust and 
increasing

Treatment: Behavioral 
Therapy

Exposure exercises:
• Individual fear hierarchy is established 
• Rate the level of distress associated with the feared 

situation or object (O—100)
• Patient is exposed in a stepwise fashion to identified 

fear-provoking stimuli and is instructed to focus on the 
anxiety

• Repeated exposure results in increased tolerance of 
stimuli and progressively reduced levels of anxiety on 
exposure
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Treatment: Behavioral 
Therapy (cont.)

Systematic desensitization:
• The patient is exposed to the fear provoking stimuli
• Also taught to engage in an activity or response (e.g. 

relaxation) that is incompatible with anxiety

Treatment: Behavioral 
Therapy (cont.)

Contingency Management Methods:
• Serve to identify and modify the rewards that 

the patient receives that maintain anxiety
• Parents are taught to provide positive 

reinforcement when the child confronts fears 
and to remove positive reinforcement when the 
child engages in avoidance behaviors

Modeling techniques:
• Form of social learning treatment.
• Patient observes a participant model gradually 

confronting the feared situation with eventual 
mastery 
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Treatment: Cognitive-
Behavioral Therapy

Goals:
• Teach the patient to identify anxiety cues
• Utilize specific coping responses 

• Challenge anxiety related cognitive distortions.

Other CBT interventions include:
• Self-monitoring of anxiety
• Cognitive restructuring
• Relaxation techniques

Treatment: Family Therapy

• Family therapy:
• Suggested if dysfunctional family interactions or 

parental anxiety are contributing factors 
• Interventions include:

• Psychoeducation
• Contingency management plans
• Reduction of parental anxiety
• Cognitive restructuring techniques
• Improvement of parent-child relationship

• Limited empirical support, except for family based 
CBT
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Treatment: 
Pharmacotherapy

• Main medications used:
• Antidepressants, usually SSRIs as older 

antidepressants (TCAs, MAOs) are either 
ineffective or associated with severe risks

• Anxiolytic medications, usually benzodiazepines

• The combination of CBT and 

psychopharmacological treatment may be 

most efficacious treatment approach 

Treatment: SSRIs
• Good efficacy to support the use of SSRIs 

• Few trials evaluate the relative efficacy of different SSRIs

• They are generally well tolerated
• Side effects may include:

• Gastrointestinal symptoms
• Headaches
• Insomnia
• Activation syndrome
• Increased risk of suicidality

• SSRIs: Lexapro, Prozac, Celexa, Luvox, Paxil, Zoloft

• Alternative antidepressants: Remeron, Cymbalta, Effexor, 
Wellbutrin 
• Usually not utilized in children

• Concerns over Black Box warning…
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Treatment: Benzodiazepines
• For short-term and more immediate relief, the 

high-potency benzodiazepines may be used (i.e., 
Xanax, Ativan)

• Habit forming and may have withdrawal with long 
term use

• Side effects:
• Sedation
• Dizziness
• Cognitive blunting
• Behavioral disinhibition

• [Beta Blockers for performance anxiety] 
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Our Challenge for Dealing 
with Depression

“Since I was 16, I’ve felt a black 

cloud hangs over me. Since then, 

I have taken pills for 

depression.”

Amy Winehouse

(1983-2011)

The Issues

Depression is extremely common:
• Up to 21% of women
• Up to 14% of men

Complex differential diagnosis:
• Unipolar Depression (Major 

Depressive Disorder)
• Dysthymic Disorder
• Bipolar Depression (aka 

manic depression)
• Substance-Induced 

Depressive Disorder
• Depression due to General 

Medical Condition
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Patient Experiences

https://www.youtube.com

/watch?v=5MOSrkujTzs

Psychosocial Causes of 
Depression?

https://www.youtube.com/watch?v=5MOSrkujTzs
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DSM-5 Diagnostic Criteria 
for MDD

Five (or more) of the following 
have been present in the same 2-
week period.

1) Depressed mood (can be 
irritable mood, 
particularly in 
adolescents).

2) Markedly diminished 
interest.

3) Significant weight loss or 
gain, with changes in 
appetite.

4) Insomnia or hypersomnia.
5) Psychomotor agitation or 

retardation.
6) Fatigue or loss of energy.

DSM-5 Diagnostic Criteria 
for MDD (cont.)

7) Feelings of worthless or 
excessive/inappropriate 
guilt.

8) Poor concentration or 
indecisiveness.

9) Recurrent thoughts of 
death, suicidal ideation, or 
suicide attempt.

S sleep
I interest
G guilt
E energy
C concentration 
A appetite
P psychomotor activity
S suicide
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Unrecognized, Untreated, and 
Undertreated Depression

• Interferes with treatment of medical issues

• Interferes with participation in physical rehab

• May increase pain intensity and disability

• Decreases pain threshold and tolerance

• Magnification of medical symptoms

• Less successful treatment outcomes
Bair MJ, et al. Arch Intern Med. 2003;163(20):2433-2445.

So… What to do?
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Treatments for Depression

Antidepressant Medication

• Most medications work on serotonin and/or norepinephrine.

• Typically take 2-8 weeks to work.

• Generally effective in 65-70% of patients (compared with 
placebo rates of 25-30%).

• However 40% of patients will stop meds due to SEs.

• High relapse rate after discontinuation: ~50-66%.
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Antidepressant Medication 
(cont.)

• Selective Serotonin Reuptake Inhibitors (SSRIs)

• Selective Serotonin and Norepinephrine Reuptake Inhibitors (SSNRIs)

• Tricyclic Antidepressants (TCAs)

• Monoamine Oxidase Inhibitors (MAOIs)

• Atypical Antidepressants

Pharmacologic Strategies in 
Complex Situations

• Combination treatments (2 

antidepressants with 

different mechanisms of 

action).

• Augmentation (an 

antidepressant plus…)

• Adding an atypical 

antipsychotic

• Re-evaluate your diagnosis…
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Nonpharmacologic Strategies

• Psychotherapy

• Electroconvulsive Therapy 
(ECT)

• Transcranial Magnetic 
Stimulation (TMS)

• Vagus Nerve Stimulation (VNS)

• Deep Brain Stimulation (DBS)

Psychotherapy (cont.)

Primarily 2 types of psychotherapy that have a 
reasonable evidence-base in the literature:

• Cognitive Behavioral Therapy (CBT)
• Generally requires 10-20 weekly sessions.
• Focuses on changing dysfunctional beliefs

• Interpersonal Therapy (IPT)
• Generally requires 15-20 weekly sessions
• Focuses on resolving problems in existing relationships:

• Interpersonal role disputes (marital conflict, etc.)
• Adjusting to changes in relationship
• Acquiring new relationships
• Improving social skills
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Psychotherapy (cont.)

Benefits: Widely available, effective, and non-invasive (except 

emotionally).

Side effects: None

General Safety Strategies

Intervention:
• Psychiatric hospitalization, if necessary.
• Partner with other clinicians and family to ensure patient 

compliance and safety.

Build social supports
• Family, friends, and neighbors.
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Data on Child and 
Adolescent Suicide

• Suicide is the second leading cause of death 
for children, adolescents, and young adults age 
5-to-24-year-olds.

• The majority of children and adolescents who 
attempt suicide have a significant mental 
health disorder, usually depression.

• Among younger children, suicide attempts are 
often impulsive. They may be associated with 
feelings of sadness, confusion, anger, or 
problems with attention and hyperactivity.

Data on Child and 
Adolescent Suicide (cont.)

• Among teenagers, suicide attempts may be 

associated with feelings of stress, self-doubt, 

pressure to succeed, financial uncertainty, 

disappointment, and loss. For some teens, 

suicide may appear to be the only solution to 

their problems.

• Thoughts about suicide and suicide attempts 

are often associated with depression. 
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Risk Factors: Intrapersonal

• Mental disorders (particularly depression)

• Hopelessness, helplessness, guilt, worthlessness

• Previous suicide attempt

• Alcohol and other substance use disorders

• Disciplinary problems

• High risk behaviors

• Sexual orientation confusion

• Male gender (Girls have higher rate of attempts)

Communicating with Suicidal 
Patients
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“Are you suicidal?”

• The patient may not identify their experience as being 
“suicidal” 

• They are hopeless and in pain and just want the pain to stop. 

• “Suicidal” may carry stigma in mind of patient (crazy, 
mentally ill, etc.) 

• Patient may think you and others would view them as being 
weak, with no resilience 

• Patient fears you may over-react 

• Individuals who are genuinely intent on taking their lives do 
not want you or anyone else to thwart or prevent their 
efforts.

When to Call Mobile Crisis/Police

• The child endorses a realistic and organized method to kill 
themselves, reports having access to means for suicide and 
verbalizes positive intent to execute same.

• Recent “acts of furtherance.” (Child already began the process)

• Parents report feeling that they are unable to keep the suicidal 
child safe at home without placement in an acute psychiatric unit 
where they are directly observed 24 hours per day.

• Suicidal child presents as very agitated in office and you believe 
there is a strong possibility of violent behaviors.

• Should always call an ambulance.  Do not let parents insist on 
transporting child themselves.
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Conclusions

• Screening and intervention are critical.

• Anxiety and mood disorders are:

• Common
• Differentiated from normal fears and stress by intensity, 

frequency & impairment

• Associated with poor clinical outcomes as well as patient suffering.

• Most effective/common treatments are CBT and SSRIs

• Appropriate management of depression and anxiety in the 

adolescent patient is crucial to their well-being. 

Questions?

?

?

? 

My contact info:

(732) 776-4930 or 
ramon.solhkhah@hackensackmeridian.org

mailto:ramon.solhkhah@hackensackmeridian.org
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Mental Health and Pediatrics

Steven Kairys MD MPH

Jersey Shore University Medical Center

Neptune , NJ

September 27, 2018

Objectives

Understand the data about child mental health 

Understand the gaps in MH service

Understand substance abuse in adolescence

Explore models to improve MH service

Tools for screening for MH in children

Tools for managing MH in the primary care setting

We have no disclosures
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50% of all lifetime cases of mental illness begin by age 14 and 75% begin by age 24

Median age of onset:
Anxiety disorder = 6 years old
Behavior disorders = 11 years old
Mood disorders = 13 years old
Substance abuse = 15 years old

Mental/Behavioral Health Concerns:          
A National Epidemic

The average delay between onset of symptoms and intervention is 8 to 10 years

National Alliance on Mental Illness

Adverse Childhood Experiences (ACEs)

• Physical abuse

• Emotional abuse or neglect

• Sexual abuse

• Substance abuse in the household

• Incarcerated household member

• Household member with mental illness

• Mother treated violently

• Parental separation or divorce
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Three Types 

of ACEs:

Adverse Childhood Experiences (ACEs)

Source: Centers for Disease Control and Prevention

Credit: Robert Wood Johnson Foundation

Associated Health Problems

HEALTH CONDITIONS

Chronic obstructive 
pulmonary disease (COPD)

Depression
 Fetal death
 Ischemic heart disease (IHD)
 Liver disease
Unintended pregnancies

HEALTH RISK BEHAVIORS

Alcoholism and alcohol 
abuse

 Illicit drug use
Multiple sexual partners
 Sexually transmitted 

diseases (STDs)
 Smoking
Risk for intimate partner 

violence
 Suicide attempts

http://www.cdc.gov/ace/about.htm

http://www.cdc.gov/ace/about.htm
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64% reported 
experiencing 
one or more

37% reported 
experiencing 
two or more

ACEs Score

ACE Score Prevalence

0 36.4%

1 26.2%

2 15.8%

3 9.5%

4 6.0%

5 3.5%

6 1.6%

7 or more 0.9%

Number of individual adverse childhood experiences are summed.

http://www.cdc.gov/ace/about.htm

Impact on Families

The impact of undiagnosed and untreated MI:

Symptoms cause poor functioning at a critical 

developmental time (in school, with friends and at 

home);

Children often fail to develop the social, functional and 

academic skills they need to succeed in life;

Behaviors are often unpleasant and irritating; and

Ultimately, children with MI are robbed of their 

childhood.

http://www.cdc.gov/ace/about.htm
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• The disease burden of mental illness is among the 
highest of all diseases

Impact of Mental Illness in Youth

National Alliance on Mental Illness

Gaps in Care

Identification
• Less than 50% of children and adolescents receive 

developmental and psychosocial surveillance 

• 20% - 40% identified in PC (Kessler; Dulcan)

Referral and treatment
• 70% of children/adolescents in need of treatment 

do not receive mental health services

• 1 in 3 youth needing services is referred to a 
mental health provider (MHP)

• Of those referred, less than ½ reach a MHP and are 
treated

• Less than 30% of children with SED receive 
treatment



9/28/2018

34

Pediatric General Practice 
Environment

Current Status:

Limited mental health screening

Very limited support for making 

referrals

Very limited follow-up of problems 

(follow-up appointments given)

Limited office infrastructure

Limited knowledge about family support 

& community-based resources

System factors:

Little monetary incentive for addressing & 
treating mental disorders in primary care

Time constraints & limited follow-up 
available

Little attention to systematically 
measuring mental health outcomes

Limited access to mental health specialists

Limited capacity to provide evidence-
based psycho-social treatments in primary 
care

Barriers to treatment mental health 
disorders in primary care
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71

 Critical nationwide 
shortage of child & 
adolescent 
psychiatrists (CAPs)
• Approximately 8,300 

practicing CAPs in the 
U.S.

• 15 million+ children & 
adolescents who are in 
need of mental/ 
behavioral health care

Service Gaps in Mental/Behavioral 
Health Care Services, Nationwide

Service Gaps in 
Mental/Behavioral 
Health Care Services, New Jersey
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•Models of 
Improvement

Services Integration Approaches

Approach Description Benefits Limitations

Consultation MH experts available by 
telephone or 
videoconferencing
to provide consultation on 
medication management, 
direct  MH consultation to 
patients, and referral to local 
mental MH specialists.

Increases PCP access to 
psychiatrists and
other MH specialists, esp. 
underserved communities 
with MH  workforce
shortages; improves
prescribing practices.

Does not provide
psychotherapy or other 
evidence-based
MH services.

Co-Location PCP and MH clinicians 
physically located
in same setting; MH providers 
may be independent 
practitioners or co-located in 
PC but employed by mental 
health, schools or other 
systems.

Can reduce the wait for MH 
services; reduces stigma and  
increases convenience; 
may increase likelihood
that patients/ families will
follow through with MH 
treatment.

Co-location does
not guarantee
collaboration or an
integrated approach
to practice

Collaborative and 
Integrative Care 
Models

PC practice has MH  clinicians 
on staff providing assessment 
and treatment, consultation to 
other systems, and facilitate 
case conferences. Integrated 
practice recognizes medical-
MH link in PC encounters, 
provides for integrated care 
for co-occurring conditions.

Comprehensive approach
that enables PCP’s to provide  
full  continuum of services: 
screening, assessment, and
treatment.

Challenges include
financial sustainability
of mental health staff; billing 
complexities.
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Benefits of the 
Collaborative Care Model

Emphasis on managing mental disorders as chronic disease rather 
than treating acute symptoms or complaints

Core Elements:
 Timely access to consultation
 Direct psychiatric service
 Care coordination
 Primary care physician education

Patient remains in the care of the primary care physician with the support of 
the child psychiatrist

Use of non-physician staff for case management

Referral tracking

The “Primary Care Advantage”

Longitudinal, trusting relationship

Family centeredness

Unique opportunities for prevention and anticipatory guidance

Understanding of common social-emotional and learning issues in 
the context of development

Experience in coordinating with specialists in the care of CSHCN

Familiarity with chronic care principles and practice improvement

Comfort with diagnostic uncertainty
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Comfortability in discussing mental health issues

Established relationship with primary care provider

“I am not crazy”

Less stigma walking into primary care setting then 

mental health setting

Massachusetts Child Psychiatry Access Program 
(MCPAP)

•UMass pilot TCPS (Targeted Child Psychiatric Services) provided consultation to pediatricians 
including the prescribing of psychotropic medications.

•Enrolls  360+ practices that provide care to 95 % of all 1.5 million Mass children.  

•MCPAP: 6 Regional Teams with:

– 1.0 FTE child psychiatrist, 1.5 FTE SW/psychologist, 1.0 FTE care coordinator 
– Service available for all 1.5 million Mass children regardless of insurance.
– Telephone consultation provided Monday - Friday, within 30 min. of request.
– Teams provide ongoing education to PCPs based on need.

•Outcomes from consultation

– Answer to the PCP's question
– Referral to team care coordinator to assist family in accessing local services
– Referral to team social worker to provide transitional (interim) face-to-face or 

telephonic support to child and family 
– Referral to team child psychiatrist for an acute psychopharmacological or 

diagnostic consultation 

•Website provides access to multiple resources and rating tools for primary care screening and 
assessment, including references to practice parameters. 

•Screening support

– MassHealth required PCP’s to use MassHealth-approved screening tools to screen 
children under 21 for behavioral health issues under EPSDT (lawsuit against the 
state).

– MCPAP provides consultation around children identified as screen positive  
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 Funded by NJ DCF – A partnership between multiple 
health centers/hospital systems and the NJ Chapter, 
American Academy of Pediatrics

 Co-Principal Investigators: 
 Ramon Solhkhah, MD, Chairman, Dept. of Psychiatry, Jersey 

Shore UMC

 Steven Kairys, MD, MPH, FAAP, Chairman, Dept. of 
Pediatrics, Jersey Shore UMC

 The program is open to any pediatric provider serving 
children up to age 18 or as long as patient is under 
physician’s care 

 Child psychiatrist available for diagnostic evaluation and 
medication consultation free of charge

 Licensed social workers and psychologists are available to 
facilitate referrals to appropriate services in the 
community

Pediatric Psychiatry 
Collaborative (PPC) Overview

79

Encourage and improve screening for 
behavioral/mental health and substance use 
issues in primary care

Aid the pediatrician with patient care via 
medication consultation and care 
coordination

Address the need for quick access to 
psychiatric evaluations and consultation

Facilitate referrals for accessing mental and 
behavioral healthcare

Pediatric Psychiatry Collaborative 
(PPC) Purpose & Goals

80
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A child and adolescent psychiatrist available for 

consultative support through the Child Psych Consult line, 

staffed Mondays-Fridays during office hours. After hours 

telephone coverage is available 24/7.

A psychologist/social worker available to:

• Assist the pediatrician with diagnostic clarification and 
medication consultation, as well as with care 
coordination to ensure linkage from the pediatrician’s 
office to appropriate community mental health 
resources of support.

• Speak with a referred child’s family regarding the 
child’s mental health concerns and to assist in providing 
diagnostic clarification. 82

PPC Hub Benefits
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 If a case is considered urgent, the PPC Hub will offer a one-time 

evaluation by a child and adolescent psychiatrist (CAP) at no charge to 
the patient. Based on the recommendation of the CAP, the PPC Hub 
staff will work with the family to develop the treatment and care 
coordination plan.

 PPC Hub staff will perform routine follow-up phone calls with referred 
families to monitor patient progress.

 Continuous education opportunities in care management and 
treatment in the primary care office for the common child mental health 
issues: ADHD, depression, anxiety, etc.

83

PPC Hub Benefits (cont’d)

In order to participate in your designated PPC Hub, PCPs 

must agree to:

1) Conduct universal mental/behavioral health screening for 

all children, using the SWYC, PSC/PSC-Y, and CRAFFT

• Online training webinars are available

• Ongoing support provided by NJAAP and PPC Hub staff

2) Submit a brief screening log on a weekly basis, as well as 

complete pre and post demographic surveys

3) Attend webinars to increase competence and comfort in 

addressing MH issues

PPC Requirements for 
Primary Care Providers

84
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Does Screening Mean Becoming an Expert in 
Development or Mental Health?  

Screening is looking at the whole population to 
identify those at risk.   Identified children are 
referred for assessment.  Assessment 
determines the existence of a developmental 
delay or mental health issue which generates a 
decision regarding intervention.

How might screening look in your practice?

Pediatric Well Visit

Initial Mental/Behavioral Health Screening

• Front desk hands out the screening tool

• Nurse or MA scores it before doctor sees patient

Optional: Based on results, possible 
secondary screening (this can be done by Hub 
as well, based on provider preference)

Based on results, discussion with parent 
and possible decision to refer to Hub

Hub reviews referral, performs intake with 
family, and makes recommendations for 
further referrals, or other services
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Strengths of Tools Using Parent Report

• Gives parents and providers information on 
children’s actual skills

• Helps parents learn important 
developmental milestones

• Illustrates strengths and weakness in 
development

• Frees up professional time for more 
important things…like helping families

• Gives providers confidence in decision-
making

Setting the Stage for Success. Presentation by Marian Earls, MD, FAAP, 

Guildford Child Health, Inc., Greensboro, NC, 2007

SWYC

Survey of Wellbeing of Young Children: 

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

• Sections on developmental milestones, 
social/emotional development

• Combines what is traditionally “developmental” with 
traditionally “behavioral” screening, and adds 
screening for autism, parental depression and other 
family risk factors.

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

Tufts University School of Medicine, http://www.theswyc.org/
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• Baby Pediatric Symptom Checklist (BPSC) – a 
social/emotional screening instrument for children under 
18 months of age. 

• Preschool Pediatric Symptom Checklist (PPSC) – a 
social/emotional screening instrument for children 18-60 
months of age.

• Parent’s Observations of Social Interactions (POSI) – a 7-
item screening instrument for Autism Spectrum Disorders 
(ASD). 

• Developmental Milestones questions include indicators of 
fine and gross motor, language, social, and cognitive 
development. 

Parts of the SWYC

Pediatric Symptom Checklist (PSC-35, Y-
PSC)

• A psychosocial screen designed to facilitate the 
recognition of cognitive, emotional, and behavioral 
problems so that appropriate interventions can be 
initiated as early as possible.

• Designed by Michael Jellinek, M.D., Pediatrician and 
Child Psychiatrist, Mass General, and colleagues

• Assessment can be used for ages 6 to 18 

• Available in multiple languages and a pictorial version

• Parent version available for young children ages 6 to 11 
and self assessment from age 11 and up (Y - PSC).
• Parent measure can also be used for ages 4-5

http://www.massgeneral.org/psychiatry/services/psc_scoring.aspx 90

http://www.massgeneral.org/psychiatry/services/psc_scoring.aspx
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 The CRAFFT is a behavioral health screening tool for use 
with children under the age of 21.

 It is recommended by the American Academy of Pediatrics' 
Committee on Substance Abuse for use with adolescents. 

 It consists of a series of 6 questions developed to screen 
adolescents for high risk alcohol and other drug use disorders 
simultaneously. 

 Meant to assess whether a longer conversation about the 
context of use, frequency, and other risks and consequences of 
alcohol and other drug use is warranted. 

91

The CRAFFT

 Screening tool results are positive

 Parent has concerns regarding their child/adolescent’s 

social, emotional, or developmental health (regardless of 

screening outcome)

 You have concerns regarding the child/adolescent’s social, 

emotional, or developmental health (regardless of 

screening outcome)

 You feel a psychiatric medication is warranted at this time

 You have questions regarding mental health symptoms or 

diagnosis

Factors to Consider in PPC Hub 
Referrals
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Referring to the Hub: After required routine screening and/or based on clinical 
judgement following the exam, providers can fax the PPC Hub. Providers should 
send a complete referral form, screening tools, and any other clinically relevant 
information. 

What Does the Hub Staff Need? All of the information the PPC Hub staff needs is 
on the referral form, including relevant background information, current clinical 
picture, demographic information, and reason for referral. Some providers may 
choose to send notes from previous visits as well, which can be very helpful, but is 
not required.

Communicating with the Family: Please be sure you have discussed the PPC Hub 
with the patient and family prior to faxing a referral to the PPC Hub, so that the 
family is aware that a Hub staff psychologist/LCSW/other mental health specialist 
will be contacting them to discuss current concerns and suggestions for 
support/treatment.

Collaborative Hub Procedure

What will the PPC Hub Staff Do? Hub staff will call the patient’s 
family and complete a clinical intake. The family will discuss their 
main concerns. Case managers will evaluate for severity and level of 
care. Depending on the patient’s needs, Hub staff will: 

 Recommend an appropriate level of care (inpatient, PHP, IOP, or outpatient)  -
the family is sent a list of referrals for therapy services to address current mental 
health concerns. 

 Match the patient with a therapist based on their insurance and geographical 
location – the referrals are researched by staff psychologists/LCSWs, and most 
often accept patient insurance.

•“Closing” the Loop: Hub staff will communicate with you, sending 
you notes on what occurred with the family. They will also encourage 
the family to call them back if they need another resource. Hub staff 
will also follow-up with referred families 3 and 9 months after initial 
referral.

Collaborative Hub Procedure 
(Continued)
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Psychiatric Evaluation Protocol

• Cases may be referred to the psychiatrist for diagnostic clarification, 
second mental health opinion, and/or medication consult

• Medication is always carefully considered by all parties involved and 
education is provided

• Parents, pediatrician, psychiatrist, case manager, etc.

• Although PPC Hub is short term case management, the patient is seen 
by the psychiatrist until he/she is stabilized on medication

• Parents are always strongly advised to enroll their child in counseling 
in addition to any medications prescribed

• A copy of the psychiatric evaluation is faxed to the pediatrician once it 
is complete

Results to date

473 providers participating statewide

110,387 screenings conducted

5,138 mental health consultations 
• 46% anxiety; 27% depression
• 22% ADHD;  21% aggression

Disposition:

49%  new therapy

14%  face to face evaluation by child psychiatry
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Satisfaction

90% of pediatricians very satisfied with system

Over 80% stated response was very timely

85% believed access to mental health services 

greatly improved

85% felt they were much more able to provide 

effective and appropriate care 

QUESTIONS?

98


