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Learning Goals
Discuss the rationale for screening

Discuss some rating scales which can be efficiently utilized in primary 
care

Plan out practice flow changes to incorporate routine behavioral health 
screening tools

Review some routine interview questions which can help assess the 
likelihood of disorders



Why Perform Any Screen?
Four Principles:

1) Without screening, an important disorder/condition may go undetected

2) The screen is reasonably sensitive and specific

3) The screen can be performed efficiently

4) There is an effective intervention available for the detected problem



Are Important Conditions Being Missed?
About 22% of US children experience a psychiatric disorder with 
“serious impairment” by age 18

About half of all psychiatric illness begins by age 14

~20% of primary care visits for mental health problems

Most young people do not get help
◦ ~80% with anxiety get no treatment
◦ ~60% with depression get no treatment
◦ ~40% with ADHD get no treatment

Merikangas et al 2010 JAACAP, Gardner W et al 2000, Burnett-Zeigler I et al 2011, and SAMHSA 2014 NSDUH



Cumulative Youth Disorder Frequencies
Specific phobia 19%

ODD 13%

MDD/dysthymia 12%

Social Phobia 9.1%

Drug abuse 8.9%

ADHD 8.7%

Sep. anxiety 7.6%

Conduct disorder 6.8%

Alcohol abuse 6.4%

PTSD 5.0%

Bipolar 2.9%

Eating disorder 2.7%

Autism 2.6%

Agoraphobia 2.4%

Panic disorder 2.3%

Gen Anxiety 2.2%

Per Merikangas et al 2010 National comorbidity survey, Kim Y 2011 AJP



Screening Rating Scales
Pros:
◦ Universal, routine screening possible
◦ Increasing identification 

◦ For the care provider, more time efficient screening
◦ If completed when provider not in room

◦ With routine use, providers do not have to remember to initiate the 
screening conversation

◦ May increase adolescent disclosure of symptoms



Screening Rating Scales
Cons:
◦ Impacts on practice flow
◦ Explaining, administering scales takes staff time
◦ Responding to positive screens takes time 

◦ Providers need to follow-up with any positive screens
◦ Many instruments available
◦ practices need to choose, with consistency for office staff

◦ False-positives, false-negatives 
◦ On their own, rating scales do not diagnose any disorder!



Broad versus Narrow Scales
First decide on the purpose of the scale….

Broad based rating scales
◦ Help determine when further investigation needed
◦ Lower diagnostic specificity, may be less useful for specific disorder outcome tracking

Broad—Is there any mental health problem?
Brief, free examples include PSC-17, PSC-35, SDQ
Longer tools like BASC (cost), CBCL (cost) less practical as primary care screeners

Broad—Is there any social-emotional problem?
Examples ASQ-SE (cost) or BITSEA (cost); ECSA (free)



Internalizing
Depression
Anxiety

Attention

Externalizing
ODD
Conduct

35 item version also available

Age 8 and up

No fee for use

By Gardner et al 1999, from PSC-35 by Jellinek M et al 1988  Formatting by www.palforkids.org

PSC-17



Narrow Based Rating Scales
Preferred for investigating a particular problem
◦ More disorder specificity, greater predictive value
◦ Preferred for tracking treatment outcomes
◦ A few examples
◦ Vanderbilt or SNAP-IV (both free) to evaluate inattention/hyperactivity
◦ SCARED (free) , GAD-7 (free) or MASC (cost) to evaluate anxiety

Might universally use for a high frequency problem
◦ Example depression screening



Recommendations for Depression 
Screening
AAP Bright Futures recommends:
◦ Annual depression screens for age 12 and up
◦ Maternal depression screens at 1, 2, 4 and 6 month visits

US Preventive Services Task Force endorsed depression 
screening in pediatric primary care for ages 12-18
◦ Only if system for accurate diagnosis, therapy and follow-up

www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/depression-in-children-and-adolescents-screening1

brightfutures.aap.org/Bright%20Futures%20Documents/MSRTable_AdolVisits_BF4.pdf



Targeted Screen/Depression diagnosis aides
Free to reproduce examples
◦ PHQ-9 or PHQ-A for adolescents (9 items)
◦ MFQ/SMFQ for age 6-17  (SMFQ 13 items)
◦ CES-DC for adolescents (20 items)
◦ For moms: Edinburgh Postnatal Depression Scale or PHQ-9

Cost to use examples
◦ BDI for adolescents
◦ CDI-2 age 7-17

These all are useful for tracking response to treatment



Using Depression Rating Scales 
Only as good as the information input
◦ Patients may have a “positive ROS” 
◦ Youth may falsely deny having any symptoms

Recognizing the imperfect sensitivity/specificity 
◦ SMFQ score of 8 or higher and major depression
◦ 60% sensitivity,  85% specificity

◦ PHQ-9 and major depression (adolescent)
◦ 73% sensitive, 94% specificity



SMFQ
Age 6 and up

No fee for use

Layout as reproduced in 
PAL Care Guide 
www.seattlechildrens.org/PAL

By Angold and Costello, 1987

Free download at https://devepi.duhs.duke.edu/mfq.html



PHQ-9
Spitzer R et al 1999, 

Johnson JG et al 2002

Age 13 and up

No fee for use

PHQ-A is nearly identical, 
slight wording modifications, 
both research supported for 
adolescents

Layout as reproduced in PAL Care 
Guide www.seattlechildrens.org/PAL



After screening, Assess
Review confidentiality and its limits

Talk to teen alone and follow up on positive screening answers
◦ Project interest in them, how they are doing

Offer support and validation
◦ “sounds like things are very hard for you right now”

Inquire about safety

May diagnose Major Depression after a “SIGECAPS” neuro-vegetative symptom review (next 
slide)



Depression Symptom Mnemonic
Major Depression per the DSM-5

2 weeks of depressed mood plus 4 of the following changes (5 if mood is just irritable):
◦ Sleep
◦ Interest
◦ Guilt 
◦ Energy
◦ Concentration
◦ Appetite
◦ Psychomotor
◦ Suicidality



Clinical judgment trumps the screen
You may judge child has “Unspecified 
Depression” per DSM-5, even if not all 
specific criteria are met
◦ Depressive symptoms with decreased 

functioning
◦ Enough basis to initiate referrals for 

therapy



Asking About Suicidality
Part of every depression evaluation

Start broad
◦ “Ever wish that you weren’t around?”
◦ “Ever thought about killing yourself?”

If positive, then get specific
◦ “In the past month, have you thought about killing yourself?”
◦ “How about in the past week?”

◦ “Have you made any plans for how you would kill yourself?  What would you do?”



Why Ask?  Because Suicidality in Young 
People is Common
US High school students’ self report (2019), regarding the past 12 months:

18.8%   seriously considered suicide

15.7%   made a suicide plan

8.9%    attempted suicide

2.5%    needed treatment 

CDC. Youth Risk Behavior Surveillance — 2019



Anxiety Rating Scales
Really common problem, often a major delay to diagnosis
◦ Recall it is said that ~80% of anxious kids get no treatment

Screening holds value in detection
◦ Treatments (CBT and SSRIs) are more effective than for depression

Several anxiety scales validated for children I often recommend:
◦ SCARED (free, age 8-18,  41 items)
◦ Spence Children’s Anxiety Scale (free, age 7-18,  45 items)
◦ GAD-7 (free, age 13 and up,  7 items)
◦ MASC-2 (cost, age 8-19,  39 items)



SCARED
41 items

Parent and child scales

Ages 8-18

Free to reproduce

In our PAL Care Guide

Subscale scores can track 
individual disorders



Other free screeners for anxiety
SPENCE Children’s Anxiety Scale http://scaswebsite.com 

◦ Free, has child, parent and teacher scales
◦ Ages 3-17
◦ Available in many (28+) languages
◦ 44 item measure for child and 38 item measure for parent

GAD7
◦ Free
◦ Brief, only 7 questions
◦ Validated for ages 14 and up
◦ Scores 0-21 with >5 (mild), >10 (moderate), >15 (severe)
◦ Total score >10 should trigger extended evaluation

Löwe B, Decker O, Müller S, Brähler E, Schellberg D, Herzog W, Herzberg PY. 
Validation and standardization of the Generalized Anxiety Disorder Screener (GAD-7) in the general 
population.  Med Care. 2008 Mar;46(3):266-74 



Additional Anxiety Screener:  PTSD
SCARED Traumatic Stress Disorder Scale
◦ Free, 4 item initial screen for PTSD symptoms
◦ Ages 7-19
◦ If all four questions positive, sensitivity 100%, 

specificity 52%
◦ Score>6, consider referral for therapy

◦ Pushing for details of what happened 
specifically can be re-traumatizing if not done 
supportively 

◦ Just need to learn enough to know if child is safe 
now, or if a need to report

Muris, Merckelbach, Korver and Mesters, 2000



Substance Abuse in Adolescents
YBRS survey 2019
◦ Drank alcohol in last 30 days 29%
◦ Marijuana in past 30 days 22%
◦ Narcotic pill (not as prescribed) past 30 days 14%
◦ Vape nicotine in past 30 days 7%
◦ Ever used hallucinogens 7%
◦ Ever used inhalant 6%
◦ Ever used cocaine 4%
◦ Ever used meth 2%

Asking all adolescents about substance use during well exams is thus advised



Screening for Substance Abuse
SBIRT approach
◦ Routinely screen adolescents with tools like CRAFFT, S2BI, or BSTAD
◦ Brief Intervention
◦ Motivational interview
◦ If you just tell someone to change their behavior, resistance is automatic
◦ Goal to get patient to describe their own pros and cons to you
◦ Then select and reflect back the patient’s own words supporting change
◦ “So when you drink, your mom gets on your case and your grades drop…”

◦ Refer to Treatment
◦ Review of options, “Where are you now… Want to quit, cut down, or make no change?”
◦ Ask permission to discuss their concerns with others offering support

More information at drugabuse.gov



CRAFFT
Layout example from PAL Care Guide



ADHD Rating Scales…
Most are already familiar with use

Core ADHD diagnostic feature is:  symptoms in >1 setting
◦ Screening tools gather symptom report data from school or other households

Useful for tracking stimulant treatment response
Common examples:
◦ Vanderbilt ADHD scale 
◦ Conners rating scale (cost)
◦ SNAP-IV

Practice flow suggestion: staff could ask for collecting school rating scales prior 
to scheduling an “ADHD evaluation appointment”



AAP Recommendation for 
Developmental Screening
Broad based developmental screens at 9, 18, and 30 month visits
◦ Examples ASQ or PEDS (cost); SWYC (free)

Specific Autism screens at 18 and 24 months
◦ Examples M-CHAT (free) , PDDST (cost)

Ask surveillance questions at every well child check
◦ Walk, talk, draw, throw etc.

◦ Again, developmental screens have been historically more routinely utilized 
than mental health screens



Tips for Overcoming Screening Barriers
Figure out where this fits in your office flow
◦ Provider choice to administer less preferred over admin routine as screening
◦ Automatic for certain well visits, mental health chief complaints, etc.

Practice leaders discuss and make decisions on office flow changes
◦ Same screening rating scale would ideally be used by all
◦ Same visit trigger schedule for staff to utilize
◦ Might choose a single condition (like depression) to start with



Overcoming Screening Barriers
Plan your office procedure for positives, or a child in crisis
◦ Know some mental health resources in your community
◦ Have handouts ready with crisis line numbers, local supports

Providers be prepared to ask questions in a manner which projects their 
wanting to know…
◦ “Have you been feeling down or low recently?”
◦ Not “You don’t feel depressed, do you?”



Screening With Verbal 
Questions



Broad interview screening questions
“Are you concerned about your child’s learning, development or 
behavior?”
◦ Specifically asking for parent concerns, then really listening, will detect many 

problems (like the PEDS)

“Does your child seem to be having less fun now than they used to?”
◦ Very broad mental health screener, almost as useful as full PSC

From Hilt and Nussbaum, DSM-5 Pocket Guide



Targeted Mental Health Interview 
screening questions
Depression:
◦ “Have you felt down, depressed or uninterested in things you used to enjoy 

for more than the past 2 weeks?”

Generalized Anxiety:
◦ “Do you feel tense, restless or worried most of the time?”

Separation Anxiety
◦ “Is it hard to leave your house, or hard to leave your mom/dad because of 

your worries?”

From DSM-5 Pocket Guide to Child and Adolescent Mental Health  (by Hilt and Nussbaum)



Targeted interview screening questions
OCD:
◦ “Do you frequently get unwanted thoughts, or urges in your mind?  Do you 

check or clean things to avoid those thoughts?”

Specific phobia
◦ “Is there something in particular or a situation which makes you immediately 

afraid?”

ADHD:
◦ (for parent) “When they want to learn, is your child still too inattentive or 

hyperactive to succeed?”

From DSM-5 Pocket Guide to Child and Adolescent Mental Health  (by Hilt and Nussbaum)



Targeted interview screening questions
Mania/Bipolar:
◦ “Ever had a period of a week or more when you felt the opposite of 

depressed, with super high energy and little need for sleep?”

PTSD:
◦ “Do you avoid reminders of traumatic events in your past?  Do you startle 

easily or get frequent nightmares?”

From DSM-5 Pocket Guide to Child and Adolescent Mental Health  (by Hilt and Nussbaum)



Poverty Child Stress Screening Questions
21% of children live in households <100% Fed Poverty Level
Poverty screen question:
◦ “Do you have difficulty making ends meet at the end of the month?” 
◦ 98% sensitivity for the need to connect to community resources

1 in 5 children have experienced food insecurity (per usda.gov)
Food security—2 question screen
◦ “Within the past 12 months, we worried whether our food would run out before we got 

money to buy more.” (Yes/No)
◦ “Within the past 12 months, the food we bought just didn’t last and we didn’t have 

money to get more.” (Yes/No)

AAP Policy Statement on Poverty and Child Health 2016



If Poverty Screening--Be Prepared to 
Help
Create a local resource list
◦ public health departments, legal aide services, social organizations, food 

pantries, faith-based organizations, and community development 
organizations

http://211.org then enter ZIP code or city, or call 211

https://www.foodpantries.org/

https://www.feedingamerica.org/find-your-local-foodbank

http://211.org/
https://www.feedingamerica.org/find-your-local-foodbank
https://www.feedingamerica.org/find-your-local-foodbank


The 15 Minute Mental 
Health Interview
ORGANIZING AN APPROACH TO A COMMON CHALLENGE



Efficient use of 15 minutes
Step 1:  Use pre-assessment screening tools
◦ Completed and scored before you even enter the room
◦ Can reference the responses in your conversation
◦ Consider pausing your evaluation while a rating scale tool is completed, and 

come back

Step 2:  Identify their leading concern
◦ Long list of issues requires a 2nd appointment to fully address
◦ “What are you most concerned about today?”

From DSM-5 Pocket Guide to Child and Adolescent Mental Health  (by Hilt and Nussbaum)



Efficient use of a 15 minute visit
Step 3:  Think about or screen for safety 
◦ Suicidality, substance abuse, aggression, physical abuse
◦ Is a disclosure or referral needed to keep the child safe? 

Step 4:  Reach a probable diagnosis
◦ Don’t expect to make a definitive diagnosis that quickly
◦ Use the next appointment to refine your assessment
◦ Psychiatrists get more than 15 minutes to make a diagnosis

◦ Can usually identify the right category of problem
◦ “Unspecified … disorder” or “adjustment disorder” as examples

From DSM-5 Pocket Guide to Child and Adolescent Mental Health  (by Hilt and Nussbaum)



Finishing up the 15 minute visit
Step 5:  Recommend a next step
◦ Another appointment
◦ Therapist referral
◦ Family self-help interventions (books, videos, etc)
◦ Educational intervention (parent outreach to their school)
◦ Safety plan advice
◦ Gather more information (ex. Rating scales from teachers)

From DSM-5 Pocket Guide to Child and Adolescent Mental Health  (by Hilt and Nussbaum)



Practice Changes You May Wish To Make
Make a plan to incorporate routine screening tool use in your practice
◦ AAP recommendations for developmental checks, adolescent depression and 

substance abuse a good place to start

Engage your support staff in administering and scoring rating scales
◦ Example- schedule “ADHD eval” appointments after clinic receives parent and 

teacher rating scales

Practice using some of the described one -sentence routine screening 
questions within your appointments



Discussion
◦ Robert.hilt@seattlechildrens.org
◦ Care guide at www.seattlechildrens.org/pal contains many of the free rating scales 

described
◦ https://brightfutures.aap.org
◦ DSM-5 Pocket Guide for Child and Adolescent Mental Health available from APA 

Publishing (cost)

mailto:Robert.hilt@seattlechildrens.org
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