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Abstract

This article describes the workshop ‘‘Teaching Child Psychiatric Assessment Skills:

Using Mental Health Screening Instruments,’’ presented at the 35th Forum for

Behavioral Sciences in Family Medicine on 20 September 2014. The goals of the

presentation were (1) to teach family medicine behavioral health educators to use

both general and problem-specific mental health screening tools (MHSTs) in their

work with trainees to help satisfy the Accreditation Council for Graduate Medical

Education (ACGME) mandate for behavioral and mental health experience during

family medicine residency, (2) to reflect on how MHSTs might be integrated into the

flow of family medicine teaching practices, and (3) to exemplify how evidence-based

methods of adult education might be used in teaching such content. One general

MHST, the Pediatric Symptom Checklist-17 and one problem-specific MHST for each

of the four commonest pediatric mental health issues: for attention-deficit hyper-

activity disorder, the Vanderbilt; for Anxiety, the Screen for Childhood Anxiety-

Related Emotional Disorders; for Depression, the Patient Health Questionnaire-9

for teens; and for Aggression, the Retrospective-Modified Overt Aggression Scale,

were practiced at least twice in the context of a clinical vignette. All of the selected

MHSTs are free in the public domain and available for download from the website:

www.CAPPCNY.org. Participants were asked to reflect on their own office practice

characteristics and consider how MHSTs might be integrated into their systems of

care. This workshop could be replicated by others wishing to teach the use of

MHSTs in primary care settings or teaching programs.
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Conceptual background

During the past half-century, mental health problems during childhood and
adolescence have risen to epidemic proportions without a corresponding increase
in the pediatric mental health workforce.1,2 Primary care physicians (PCPs) and
physician-extenders are ideally positioned to identify families and children at
risk for such illnesses and de facto assume responsibility for identifying, initially
managing and medicating children, even if they are uncomfortable doing so.3

There is substantial evidence that families and teens are open to/prefer to have
their mental health needs addressed in the primary care setting.4–7 With the
Affordable Care Act, also known as ‘‘Obama Care,’’ PCPs and psychiatrists
have both been incentivized to achieve integrated mental and physical health
provision in the ‘‘Pediatric Health Home.’’8,9

Family medicine physicians provide primary care to one-third of US chil-
dren.10 Family medicine residency training emphasizes the biopsychosocial per-
spective, especially during the experience required to meet the Accreditation
Council for Graduate Medical Education (ACGME) Behavioral and Mental
Health requirements.11 In 2006, a survey of primary care program directors’
satisfaction with their mental health training programs placed family medicine
ahead of other primary care residencies, except for the child and adolescent
population. All types of primary care residency directors desired more pediatric
mental health experience for their trainees.12,13 These investigators suggested
that such experience include attention to both content and to context. To
date, however, few primary care residencies have implemented significant cur-
riculum interventions in either domain.14

For more than 20 years, mental health screening tools (MHSTs) have been
successfully used to augment clinical interviews in the detection of pediatric
mental health problems.15–17 Review of 38 studies involving screening tools
spanning the years 1976–2012 found that only two had instructed clinicians in
their use.18 Lack of such preparation was associated with lowered opinion of
their value, suboptimal use of screen data, and decreased integration into the
flow of practice.15,18,19 PCPs identify experience during residency training as an
important determinant of postgraduate behavior.4 This paper focuses on teach-
ing educators for behavioral health in primary care training programs how to
use selected pediatric MHSTs within their practice and teaching settings.
Evidence-based techniques from the adult learning literature were employed to
enhance the likelihood that content would be retained and used in the future.20

Many studies have commented that practice characteristics, such as clinician
and staff buy-in, universal versus selective screening, positioning of the tool into
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the flow of the practice, and integration into the electronic medical record, make
or break the use of screening tools.18,19,21 Successful introduction of innovation
into existing primary care practices needs careful reflection on current personnel
and organizational structural detail.

Under Obama Care, it is recommended that children and adolescents be
screened for mental health issues at each well-child visit. Most frequent concerns
include attention-deficit hyperactivity disorder (ADHD), Aggression, Anxiety,
and/or Depression.22,23 Targeted screening tools for these four problem areas are
likely to be the most useful in the primary care setting.

Curriculum goals and objectives

(I) To give participants an experience in using a general MHST and in probing
a positive screen with a problem-specific screening-monitoring tool

(II) To practice the use and scoring matrix of each selected MHST at least twice
by embedding it in sample clinical situations arising in the context of vari-
ous teaching practice scenarios

(III) To utilize adult education techniques which could be replicated by partici-
pants in teaching the use of the MHSTs in their home institutions

(IV) To give participants an opportunity to consider how they might incorpor-
ate the use of such tools in their home institutions by considering their own
patterns of patient flow and office administrative decision making

Curriculum development

The workshop was designed to be learner-centered, engaging, motivating, and
reinforcing. It was assumed that each participant was spurred on by their experi-
ences in their home settings to acquire the skills listed in the goals and objectives
identified above. At the beginning of the 2-h session, each participant was
handed a packet containing a pre-workshop questionnaire and post-workshop
planner (see Appendix) and a collection of sample screening tools which had
been filled out but not yet scored. Before the workshop began, they were asked
to fill out the pre-workshop questionnaire in order to reflect on the particulars of
their situations with intent to apply their learning in the best way possible given
their individual needs.

Didactics were interspersed with individual and group activities involving
use of packet contents. The length of each PowerPoint segment was geared
to the 10–20min estimated attention span of adult learners. The initial
PowerPoint of the workshop introduced the public health crisis in pediatric
mental health. A variety of state-specific responses to this crisis were identified.
The New York State Project TEACH Child and Adolescent Psychiatry for
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Primary Care website (www.CAPPCNY.org) was suggested as a resource
from which screening tools referenced in the presentation could be downloaded
once participants returned to their home settings. The website was also
recommended for its links to further information on mental health issues
in the pediatric population, and for downloadable problem-specific parent
handouts.

MHSTs can be categorized into general (also known as ‘‘broadband’’) such as
those required during well-child visits for practices desiring to be designated as
‘‘Health Homes,’’ and more problem-specific, such as those used to probe and
monitor the commonest pediatric behavioral health issues: ADHD, Aggression,
Anxiety, and Depression. The curriculum featured the following five screening
tools:

1. general: the 17-item Pediatric Symptom Checklist (PSC-17)
2. targeted ADHD: the NICHQ Vanderbilt Assessment Scales
3. targeted Anxiety: the Screen for Childhood Anxiety-Related Emotional

Disorders (SCARED)
4. targeted Depression: the Patient Health Questionnaire-9 for teens (PHQ9t)
5. targeted Aggression: the Retrospective-Modified Overt Aggression Scale

(R-MOAS).

The psychometric properties of the first four tools are listed in Table 1. The
fifth tool, the R-MOAS, is not included because aggression is not a diagnosis to
be made, but rather a behavior to be characterized and quantified, with each
child being his/her own control. Although other tools with better psychometric
properties may exist, the five we chose are recommended by the American
Academy of Pediatrics Bright Futures Task Force on Mental Health and are
available free in the public domain.27

Table 1. Psychometric properties of selected mental health screening tools.

Psychometric properties

Screen name Sensitivity; specificity Reference no.

PSC-17 0.71–1.00; 0.83–0.94 23

Vanderbilt 0.8; 0.75 24

PHQ9 0.895; 0.775 25

SCARED 0.71; 0.67 26

PSC-17: Pediatric Symptom Checklist-17; PHQ9: Patient Health Questionnaire-9; SCARED: Screen for

Childhood Anxiety-Related Emotional Disorders.
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A short vignette was presented to illustrate each screening tool’s appropriate
use and how it might be situated in the flow of the teaching clinic (see Figure 1).
The tool’s characteristics, scoring and interpretation were reviewed. All tools list
symptoms with severity increasing from left to right across the page. By focusing
on the right side of the page, it becomes easy to identify at a glance screens which
are likely to meet the cutpoints for significant difficulty. Participants were then
asked to score and interpret the relevant screens from their packets. At least two
examples of each screening tool were presented.

For two of the mental health problems, a role play was incorporated to
illustrate how a screening tool might help focus assessment of the problem in
clinical practice (see Figure 2). For the more complicated screens and for those
that involved multiple informants, participants were divided into small groups so
that individuals could assist and learn from each other.

The second part of the workshop focused on office practice analysis with the
goal of enabling participants to consider which next step they might take to
incorporate MHSTs into their own settings. They were asked to consider:
Who would administer them? Where would they be filled out? When during
the visit? Who would score them? How would they become part of the medical
record? They were then asked to form small groups to share experiences they
may have already had with using MHSTs in their practices, including obstacles
they had to overcome. Each small group shared its experiences with the whole
group. Each participant was then requested to record on the post-workshop
planner page of the questionnaire what step(s) he/she would take first in order
to integrate screening tools into his/her own teaching practice, what barrier(s)
might be encountered, and who were the persons who might be key in achieving
‘‘buy-in.’’

Johnny Smith is here for his 5-year well child checkup.  When his mother checks in, 

the receptionist hands her a clipboard with the PSC-17 to complete in the waiting 

room.  The July �irst-year resident physician comes to you with the screen to learn 

how to score it.  You notice immediately that the majority of mom’s responses are 

on the right hand side of the page.  You review with the resident that a total score of 

15 or more is a positive screen for the presence of behavioral health issues. You and 

the resident add all items together for a total score of 17.   You then review the 

scoring of the instruments’ three subscales: internalizing symptoms (5 or more), 

externalizing symptoms (7 or more) and ADHD symptoms (7 or more).    Johnny’s 

subscale scores are 0, 8 and 9, respectively, and suggest that he may be having both  

externalizing behavior problems and ADHD.  You discuss with the resident how 

he/she might probe these issues during the well child check and guide him/her to 

obtain a release of information to speak with Johnny’s teacher. You suggest that 

while the resident does Johnny’s physical exam, mom could complete the Vanderbilt 

Initial Parent Questionnaire for ADHD, which will provide more information both 

about ADHD and about Externalizing Disorders. 

Figure 1. Clinical Vignette: Johnny.
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15 year-old Amanda comes to see the resident family medicine physician for a sports 
physical.  Her PHQ-9t score was 10, raising suspicion for mild to moderate depression.  
The nurse informs your resident of the score as s(he) enters the exam room and greets 
Amanda and her mother. 

Dr. :  Hello Mrs. B.  Hello, Amanda, how are you? I notice you are here for a sports 

physical. What sport will you be participating in?  

Amanda:  Softball.  

Dr.:   Oh great, what position will you be playing?  

Amanda:   I’m not sure yet; the coach is trying us in lots of different positions.  I 

don’t think he has decided yet who will go where.  

At this point, the resident physician asks Amanda’s mom to leave the exam room so 
that she can speak privately with Amanda. She asks mom to complete the PHQ9t while 
she is waiting.  Alone with Amanda, the physician addresses the depression screen 
score.   

Dr.:  Amanda, we’ve talked a bit about softball and you seem excited about that, but 

how are things in general? 

Amanda: pauses, seems more withdrawn and states:  OK …. 

Dr.:   Ok?  How are things at home and at school?  

Amanda:  Ok … I guess. 

Dr.:   You guess.  You look like you might be feeling kind of down.  I  

 notice from the form that you filled out for us in the waiting room that you  might 

be a little depressed.  Would you like to tell me more about what’s going on?  

Amanda:   Well, my friends are leaving me out of stuff. I know because they post 

stuff on Instagram and I feel bad because they’re my closest friends and I don’t  

know why they are leaving me out. They never use to leave me out.  

Dr.:  That sounds dif�icult, seems like you want to be with your friends and you’re 

feeling badly about being left out and seeing it on Instagram.  Have you tried to talk 

to them?  

Amanda:   They just say it’s because I’m busy all the time. 

Dr. :  Busy?  

Amanda:    Ya, I’m stuck babysitting all  the time for my little sisters. I hate it! 

They’re brats and I’m stuck with them. 

Dr.:    Oh, I see:  you often have the responsibility of helping to care for your sisters 

and it’s getting in the way of having time with your friends. 

Figure 2. Role play: Amanda B.
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Amanda:    YES!  I hate it! I think my friends stopped asking me to do stuff because I 

always have to be with my bratty sisters.  

Dr. :   Well, no wonder you’re feeling down. Does your mom know what’s going on 

and how you’re feeling about this?  

Amanda:     No, I can’t talk to her. She’ll just say she needs me to do it and that is 

that! 

Dr.:    Would you be willing to talk to your mom about this if I help you talk to her? 

Amanda:     Well, I’m not sure; you know how she is. But ok you can try. 

Dr.:    Well, I am hearing that you are not convinced it will help, but I’ll go get her 

from the waiting room and we can at least try to talk with her about your situation 

with babysitting and your friends. 

(Dr. goes to the waiting room and returns with mother.) 

Dr.:   Hi,  Mrs. B, thanks for giving us some time in private. Did you get a chance to 

�inish �illing out the depression screen?  

Mom:    Yes, here you go ( she hands the clipboard to the resident physician)  

(The score does not indicate a problem with depression. Often with internalizing 
disorders such as depression, parents are not aware of the extent of their child’s 
distress. ) 

Dr.:     Mrs. B, I ‘m wondering if we might discuss Amanda’s depression screen.  Her 

responses show that she’s been feeling down and having other signs of depression 

that she may not have let you see.  That’s often the way with kids her age who are 

depressed – they try to keep their pain to themselves. 

Resident physician then turns to Amanda, and asks if she can share with her mother 
what they discussed. 

Mom:    Amanda, what’s going on? Are you ok? 

Amanda:    Well, I don’t know… (and looks at the resident physician)

Dr.:    It seems like you’re having trouble telling your mom. 

Amanda:     Ya, you tell her.  

Mom:    What, what is going on here?  

Figure 2. Continued.
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Amanda:    Please, you tell her.  

Dr.:    It seems that Amanda has been feeling down lately.  Her PHQ9t and my talk 

with her just now suggest that she’s experiencing mild to moderate depression.  She 

thinks that it has to do with a situation with her friends. Lately she notices on 

Instagram that she is being left out of things her friends are doing.  When we 

discussed this she thinks her friends have stopped asking her to do things since she 

often has to decline their invitations.  

Mom:   Amanda, is this true? Lexi and Emily are leaving you out? 

Amanda:    Yes, and then they post all the stuff they are doing all over Instagram.  

It‘s because I have to babysit all the time.  

Mom:    Well, I need you to help with your sisters. You don’t babysit all that much. 

Amanda:   (Turns to the resident physician)   See, I told you this would be a waste of 

time. She just wants me to have no social life and watch my bratty sisters. It’s been 

every Friday night for the last seven weeks. 

Mom:   Seven weeks? It has NOT been seven weeks! 

Amanda:    Mom, yes it has. You tried to get Aunt Judy to come a couple of times but 

she can never do it so I’m stuck. 

Dr.:   I can see that this is challenging discussion.  Mrs. B, you seem surprised that it 

has been 7 weeks.  

Mom:    Yes, I guess I wasn’t counting.  I guess that IS a lot of weeks in a row. 

Dr.:   It seems that Amanda would really like some time to be with her friends.  Do 

you have other babysitting options?  

Mom:    I guess I could talk to a neighbor or see if my sister is willing to make a 

commitment.  

Dr.:   Do you think this is something you can try to arrange soon? 

Mom:    Yes, I’ll try to make other arrangements this week.  

Dr.:    Ok, I’d like to see Amanda back in two to three weeks to see how she is doing 

and to see if babysitting less helps with her mood. Do you think you can have her 

come back to see me then? 

Mom:   Yes. 

Figure 2. Continued.
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Performance to date

Seventeen educators attended the workshop. Thirteen stayed for its entirety, and
10 gave permission for follow-up contact. Of these 10, six practiced in teaching
hospital clinics and four in community offices. All taught family medicine resi-
dents, and four also taught medical students. All but one had an electronic
medical record. All practices were already using at least one MHST. Four
were using three or more. None reported the use of a general screen such as
the PSC-17 or PSC-35, or a focused screening/monitoring tool for aggression.
Nine were already using the PHQ9 and six, the Vanderbilt. Although two par-
ticipants used a different screen for anxiety, none were already familiar with the
SCARED. There was wide variation in the timing of screening tools’
distribution.

After the discussion of how MHSTs might be integrated in a practice, several
participants proposed that their first step would be to decide what to use and
when and whom to involve in the process. Others would first teach the screens to
other faculty and then discuss how they might best be used in their institution.
Most participants did not commit to which step in patient flow they would
change first. Regarding who needed to be brought on board, almost all men-
tioned faculty; most mentioned resident physicians and medical assistants/
nurses; a few, social workers, practice managers, staff, and the clinical
psychologist.

Generalization

‘‘See one, do one, teach one.’’ The workshop ‘‘Teaching Child Psychiatric
Assessment Skills: Using Mental Health Screening Instruments,’’ presented at
the 35th Forum for Behavioral Sciences in Family Medicine, provided experi-
ence for educators of behavioral health in family medicine residencies in the
spirit of this age-old medical teaching tradition. Participants ‘‘saw’’ how five
different MHSTs were used in clinical contexts. They ‘‘did’’ each tool at least

Dr.:    Amanda, do you think if your mom is able to get other babysitters you’ll be 

able to get together with your friends? 

Amanda:   Yes, I sure hope so. 

Dr. :   Ok, I’ll see you in two to three weeks to see how things are going. In the mean 

time if  you start to feel worse for any reason,  be sure to call our of�ice.  

Amanda and mom:     Ok, thank-you.   See you soon.  

Encounter Ends 

Figure 2. Continued.
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twice. An attempt was made to motivate participants to ‘‘teach’’ them back in
their home institutions. They also ‘‘saw’’ how the use of screening tools can be
taught using methods from the adult education tool kit: active learning which is
learner-centered, engaging, motivating, and reinforcing; use of vignettes and role
plays to augment didactics; providing materials/resources to take back to home
settings; and consideration of the complexity of individual learners’ environ-
ments. It is hoped that the motivation and learning will be sustained over
time. This type of workshop could be replicated in many different settings
where use of MHSTs is appropriate, including other PCP training programs,
midlevel primary care training programs, and already-existing primary care
practices wishing to qualify as ‘‘health homes’’ under the Affordable Care Act.
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Appendix: Questionnaire and post-workshop planner

Name______________________________ Phone Number___________
Email_________________________

QUESTIONNAIRE AND WORKING DOCUMENT for Part II –

Integrating Screening Tools into your Practice

1.) Practice location
a. Teaching hospital clinic____
b. Community office____
c. Other ___________________________________________________________
2.) Type(s) of Trainees (check all that apply)
a. Family Practice Residents____
b. Pediatric Residents____
c. NP students____
d. Medical Students____
e. Other____________________________________________________________
3.) EMS in place
a. Yes____
b. No____
4.) Already use mental health screening tools (Check all that apply)
a. None____
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b. PSC17____
c. PSC35____
d. Vanderbilt____
e. PHQ9____
f. Columbia____
g. CES-Depression Scale for Children (CES-DC)____
h. SCARED____
i. MOAS____
j. Other_____________________________________________________
5.) Pattern of patient flow (Put all that apply in order from 1¼ first to last, cross

out steps that do not occur in your setting. If steps co-occur, give them the
same number)

a. Receptionist sign in____
b. Waiting Room____
c. Nursing vitals and history____
d. Student doctor assessment and exam____
e. Student discusses with preceptor____
f. Preceptor sees patient alone____
g. Preceptor and student see the patient____
h. Student and preceptor discuss again____
i. Discussion of disposition with family____
j. Handouts given to family____
k. Lab slips given to family____
l. Questionnaires given to family____
m. Receptionist for sign out billing____
n. Other_________________________________________________________

Name_______________________________

Page 2: Questionnaire and Work Sheet: Fill this out after group discussion

6.) First step(s) in your practice to (better) integrate screening tools:
a. _________________________________________________
b. _________________________________________________
c. _________________________________________________
7.) At what step in patient flow would you make change first:
a. _________________________________________________
8.) Who needs to be brought on board?
a. __________________________________
b. __________________________________
c. __________________________________
d. __________________________________
e. __________________________________
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9.) Who needs to be brought on board
first?_____________________________________

10.) Comments:________________________________

() I give permission to Drs. Arthur and Hargrave to contact me by email/
phone to inquire whether any changes have been made regarding integration
of screening tools in my practice, what the changes were and what barriers
had to be overcome. This information will help us better understand how
change best comes about and help us do a better job in future workshops on
the topic.

References

1. U.S. Department of Health and Human Services. Mental health: a report of the
surgeon general. Rockville, MD: Substance Abuse and Mental Health Services
Administration Center for Mental Health Services, National Institutes of Health,
National Institute of Mental Health, 1999.

2. DeMaso D, Martini R, et al. (Committee on Collaboration with Medical
Professionals, American Academy of Child and Adolescent Psychiatry). A guide to
building collaborative mental health care partnerships in pediatric primary care, https://

www.aacap.org/. . ./guide_to_building_collaborative_mental_health_care_partnerships.
pdf (2010, accessed 16 June 2015).

3. Hogan MF. The President’s new freedom commission: recommendations to trans-

form mental health care in America. Psychiatr Serv 2003; 54: 1467–1474.
4. Cheng TL, DeWitt TG, et al. Determinants of counseling in primary care pediatric

practice: physician attitudes about time, money, and health issues. Arch Pediatr
Adolesc Med 1999; 153: 629–635.

5. Brown JD and Wissow LS. Screening to identify mental health problems in pedi-
atric primary care: considerations for practice. Int J Psychiatr Med 2010; 40:
1–19.

6. Wu YP, Messner BM and Roberts MC. Children’s psychosocial problems presenting
in a family medicine practice. J Clin Psychol Med Settings 2010; 17: 203–210.

7. Beck M. Tot therapy: psychiatrists join up with pediatricians. Wall Street J Health J

2015. http://www.wsj.com/articles/tot-therapy-psychiatrists-join-up-with-pediatri-
cians-114211055 (2015, accessed 16 June 2015).

8. Raney L (ed). Integrated care: working at the interface of primary care and behavioral

health. Washington, DC: American Psychiatric Press, 2015.
9. Martini R, Houstin M, et al. ACOs and CAPs: preparing for the impact of healthcare

reform on child and adolescent psychiatry practice. Washington, DC: AACAP
Taskforce on Healthcare Delivery Systems, 2013. https://www.aacap.org/

. . .preparing_for_healthcare_reform_201313.pdf (accessed 16 June 2015).
10. Phillips RL, Bazemore AW, et al. Family physicians in the child health care work-

force: opportunities for collaboration in improving the health of children. Pediatrics

2006; 118: 1200–1206.
11. Phillips WR and Haynes DG. The domain of family practice: scope, role and func-

tion. Fam Med 2001; 33: 273–277.

Hargrave and Arthur 71

https://www.aacap.org/&hellip;/guide_to_building_collaborative_mental_health_care_partnerships.pdf
https://www.aacap.org/&hellip;/guide_to_building_collaborative_mental_health_care_partnerships.pdf
https://www.aacap.org/&hellip;/guide_to_building_collaborative_mental_health_care_partnerships.pdf
https://www.aacap.org/&hellip;/guide_to_building_collaborative_mental_health_care_partnerships.pdf
http://www.wsj.com/articles/tot-therapy-psychiatrists-join-up-with-pediatricians-114211055
http://www.wsj.com/articles/tot-therapy-psychiatrists-join-up-with-pediatricians-114211055
https://www.aacap.org/...preparing_for_healthcare_reform_201313.pdf
https://www.aacap.org/...preparing_for_healthcare_reform_201313.pdf


12. Leigh H, Stewart D and Mallios R. Mental health and psychiatry training in primary

care residency programs Part I. Who teaches, where, when and how satisfied?
Gen Hosp Psychiatr 2006; 28: 189–194.

13. Leigh H, Stewart D and Mallios R. Mental health and psychiatry training in primary

care residency programs Part II. What skills and diagnoses are taught, how adequate,
and what affects training directors’ satisfaction? Gen Hosp Psychiatr 2006; 28: 195–204.

14. Green C, Hampton E, et al. The current and ideal state of mental health training:
pediatric program director perspectives. Acad Pediatr 2014; 14: 526–532.

15. Romano-Clarke G, Tang MH, et al. Have rates of behavioral health assessment and
treatment increased for Massachusetts children since the Rosie D. Decision? A report
from two primary care practices. Clin Pediatr 2014; 53: 243–249.

16. Hacker KA, Penfold R, et al. Screening for behavioral health issues in children
enrolled in Massachusetts Medicaid. Pediatrics 2014; 133: 46–54.

17. Fothergill K, Gadomski A, et al. Assessing the impact of a web-based comprehensive

somatic and mental health screening tool in pediatric primary care. Acad Pediatr
2013; 13: 340–347.

18. Wissow L, Brown J, et al. Universal mental health screening in pediatric primary
care: a systematic review. JAACAP 2013; 52: 1134–1147.

19. Hacker K, Goldstein J, et al. Pediatric provider processes for behavioral health
screening, decision making, and referral in sites with colocated mental health services.
J Dev Behav Pediatr 2013; 34: 680–687.

20. Davis D, Thomson O’Brien MA, et al. Impact of formal continuing medical education:
do conferences, workshops, rounds, and other traditional continuing education activ-
ities change physician behavior or health care outcomes? JAMA 1999; 282: 867–874.

21. VanCleave J, Morales D and Perrie J. Pediatric response to court-mandated Medicaid
behavioral screening in Massachusetts. J Dev Behav Pediatr 2013; 34: 335–343.

22. Sarvet B, Gold J, et al. Improving access to mental health care for children: the

Massachusetts child psychiatry access project. Pediatrics 2010; 126: 10.
23. Hilt RJ, Romaire MA, et al. The partnership access line: evaluating a child psychiatry

consult program in Washington State. JAMA Pediatr 2013; 167: 162–168.
24. Stoppelbein L, Greening L, et al. Factor analysis of the pediatric symptom checklist –

17 with African American and Caucasian pediatric populations. J Pediatr Psychol
2012; 37: 348–357.

25. Wolraich ML, Bard DE, et al. The psychometric properties of the Vanderbilt atten-

tion-deficit hyperactivity disorder diagnostic parent rating scale in a community
population. J Dev Behav Ped 2013; 34: 72–82.

26. Richardson LP, McCauley E, et al. Evaluation of the patient health questionnaire-9

item for detecting major depression among adolescents. Pediatrics 2010; 126: e1–e7.
27. Birmaher B, Brent DA, et al. Psychometric properties of the Screen for Child Anxiety

Related Emotional Disorders (SCARED): a replication study. JAACAP 1999; 38:

1230–1236.
28. American Academy of Pediatrics. Mental health screening and assessment tools for

primary care in addressing mental health concerns in primary care: a clinician’s tool-
kit. Elk Grove Village, IL: American Academy of Pediatrics, 2012, p.20. https://

www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/mentalhealth/docu-
ment (accessed 10 April 2015).

72 The International Journal of Psychiatry in Medicine 50(1)

https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/mentalhealth/document
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/mentalhealth/document
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/mentalhealth/document

