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Key points
· Mental health problems in children and adolescents are common and begin early in life
· Mental health promotion and early intervention during childhood are global public health priorities.
· Primary care can help meet this need through collaboration with specialists and by recognizing the centrality of mental health to physical health
· Mental health interventions can be re-designed to fit the work flow and staffing of primary care sites
· Taking on mental health promotion and care is a “whole office” task that includes families in its design and execution
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Unmet need for child mental health services
Children’s mental health problems are among global health advocates’ highest priorities [1] because they are among the leading causes of disability for children and youth and often going untreated for years, significantly disrupting healthy development [2,3].   In addition, advocates increasingly see mental health promotion in childhood as the only viable short-term path to reducing the burden of adult mental disorders [4,5].  Nearly three-quarters of adult disorders have their onset or origins during childhood, becoming harder to treat and incurring ever-greater social, educational, and economic consequences over time. In contrast, there is good evidence that commonly-occurring problems such as anxiety and depression can be prevented or ameliorated through intervention in childhood and adolescence [6-10].
	Designing an expanded program to address mental health in childhood presents many challenges.  Even in the most highly resourced countries, child mental health professionals are in short supply and their optimal use is hampered by fragmented systems and competition for limited public funding. In much of the world specialized care is virtually unavailable except to the most privileged [11].  In the United States, the 2003 National Health Interview Survey found that 56% of children 4-17 with definite or severe functional difficulties attributable to mental health problems had not seen a mental health professional in the past year [12].  A decade later, a study in Massachusetts, after the start of mandatory child mental health screening in primary care, found that 40% of screen-positive children had no prior history of mental health service use [13]. 

A role for primary care
Strategies for improving children’s access to mental health care focus largely on increasing the number and kinds of providers who can deliver preventive and treatment services. This includes engaging family members, improving the mental health promotion and treatment capacity of schools and community programs, and increasing the capacity of primary care [14].  
Around the world, primary care and is delivered in many different ways and by professionals and paraprofessionals with differing skill sets.  The extent to which child mental health care integrates with primary care will thus vary, and will also depend on opportunities to expand services in schools and from community-based organizations.  For example, in the US, primary care providers -- family physicians, primary care pediatricians, nurse practitioners, physicians’ assistants and the others who work with them – are tasked with a variety of health maintenance and monitoring functions that, in other systems, are carried out by public health workers.  Thus integration efforts in the US focus mostly on primary care sites themselves, while in other countries (such as the UK) they involve work with a combination of primary care, school-based, and public health services.
Whether in primary care predominantly or in a combination of primary care and public health, the philosophy of promoting and tracking children’s healthy development creates the benefit of integration, forming a natural base from which to promote mental health and detect emerging problems. Mental health care can then be delivered in the context of care for co-occurring medical conditions and with a focus on periods of individual and family vulnerability. Ongoing relationships can build willingness to share sensitive information and trust in the appropriateness of diagnosis and treatment.
	Developing primary care as a resource for mental health has involved two strategies – collaborative care and task shifting -- which in fact are inseparable.  Collaborative care emphasizes effective partnerships between primary and specialty care, allowing patients to receive treatments that take advantage of specialty expertise while benefiting from the comprehensiveness and longitudinal aspects of primary care[15].  But collaborative care cannot function without some degree of task shifting – the delivery of some specialized services by primary care providers themselves.[16]. Task shifting is needed for a number of reasons: early detection and intervention (as well as efforts at health promotion) may identify situations that do not qualify for specialty care; waiting times for specialty care may be too long; many patients may prefer to be treated in primary care, and opt for no care at all rather than accepting a referral.  Task shifting may be the only alternative in settings where specialty care is available only at great expense or in extraordinary circumstances.

Barriers to task shifting
The biggest barrier to task shifting – and even to the co-location of mental health providers in primary care offices – is that most current mental health treatment does not fit with how primary care is practiced by clinicians or used by families.  Primary care practice is characterized by the need to conduct many visits in a short time and accommodate unscheduled visits for acute illness. In contrast, mental health treatments are usually delivered in sessions lasting from 30 to 60 minutes [17]. Primary care continuity is defined as longitudinal access and monitoring over an indefinite time frame, while mental health treatments are delivered in a series closely spaced visits often for a finite time.  These differences may apply both to primary care providers themselves and to co-located practitioners.  Business models supporting co-located providers may not allow for extended visits, and families may find it just as hard to return for serial visits to a primary care site as they do for mental health service sites [18-19].
	Other difficulties with currently available treatments lie in their therapeutic targets. A recent analysis of child-youth treatments supported by randomized trials found that even if a full set of those recommended by the Substance Abuse and Mental Health Services Administration (SAMHSA) were to be available, nearly 50% of youth in need of services would technically not be considered appropriate candidates because their age, gender, or disorder did not match the characteristics of children among whom the intervention had been studied [20].  The situation in primary care is even worse: up to 20-30% of children seen in primary care have behavioral or emotional problems that impair their function but do not meet criteria for any disorder; thus the range of available evidence-based treatments is even smaller [21].  
Many evidence-based treatments fail to take an ecologic perspective. Children’s problems may stem from difficulties within their family or community and include parental mental health problems, food and housing insecurity, or exposure to dangerous neighborhoods or challenging schools [22].  Children may be the “identified patient” in these situations, but intervention may be more effectively directed to the underlying issues rather than the child’s resulting behavioral or emotional state.  The links between these so-called social determinants and mental health are becoming increasingly clear. In the US, an estimated 7% of infants and young children live with severely depressed mothers  – a recognized and treatable cause of child mental health problems [23].  The prevalence rises to 11% for children living in poverty, and to 41 and 55%, for all children and those in poverty, respectively, if mild and moderate depression are included.  Poverty itself impacts parental functioning in ways that have an impact on children’s mood and behavior: the daily hassles of poverty, even when not experienced as stress, reduce cognitive “bandwith,” making it harder for parents to reason through problems and sustain goal-directed attention [24].
Another shortcoming of current mental health services is that they are separate from or lacking interventions that promote mental wellness. The “dual continuum model”  [25] posits that mental illness and mental wellness are two separate though related concepts.  Both mental illness and mental wellness predict lifetime medical problems and mortality, with mental illness markedly reducing lifespan and mental wellness increasing it [26]  Importantly, promoting wellness can prevent illness, but treating illness may not necessarily promote wellness.  Promoting mental wellness has long been an aspiration of primary care in the U.S. [27], but there are no widely disseminated practical interventions beyond infancy and toddlerhood.  The “Triple P” program shows promise as a primary care and community-based approach based on parenting training, but evidence for its effectiveness remains limited [28].
Finally, despite the demand and need for mental health services, current treatments are far from widely embraced by families. In one U.S. study, more than half of parents with emotional, behavioral, or developmental concerns about their children did not discuss them with their child’s doctor [29], and even in highly integrated health care systems anywhere from a significant minority to a majority of referrals from primary care to mental health are never completed [30].  Patient preferences are important: in one primary care study of medication for adult depression, treatment was highly cost-effective for patients with favorable attitudes toward medication but showed no advantage over usual care for patients with negative attitudes [31]. In pediatrics, parents vary considerably in their attitudes toward therapeutic options for common childhood mental health problems [32].
Designing mental health interventions for primary care
In this paper we focus on what types of mental health treatment and promotion interventions might be practical, engaging to families, and effective for use by primary care providers and primary-care based mental health professionals.  The goals of providing these services include: 
· Being an effective gateway to specialty services
· Being part of a safety net – identifying and helping families who fall out of the specialized mental health system for one reason or another
· Providing early intervention – catching things before they get worse
· Promoting positive mental health – the attributes that help children “flourish” 
We divide the remaining sections of the paper into three groups: what primary care providers might do, how they might be supported to learn to do it, and what could make it sustainable and become part of routine.
What might providers do?
A holistic framework for care
Much of the reasoning in this section flows from the concept that the brain is the principle organ of human adaptation [33].  The brain’s processing of and responses to the environment determine both mental and physical health.  Appraisal of the environment drives autonomic, endocrine, and immunologic responses with long-term implications for health; emotional responses to the environment drive behaviors that have profound implications for physical health as well as social connectedness, cognitive development, and ultimately reproductive success.  Thus thinking about mental health is integral to good medical care – it is not an add-on.  If mental health care is then integral to all of pediatric care, it needs to begin with interventions that permeate all care but are particularly put into play when working with families in which a child may have a mental health problem.  
	There are several possibilities for universal interventions that mesh seamlessly with day-to-day medical practice (Table 1). First, the “common factors” literature from psychotherapy demonstrates that there are aspects of the client-therapist interaction predicting outcomes across conditions and treatments [34].  This parallels observations of how patient-provider interactions and organizational culture influence outcomes in medical and agency-based services [35,36]. Second, studies of “single session” psychotherapy demonstrate the effectiveness of providing problem (rather than diagnostic) targeted treatment in brief pulses across extended periods, similar to patterns of medical care[37]. Third, “stepped care” models suggest that generalists can provide first-contact mental health treatment based on brief, problem-oriented assessments if they follow patients to ascertain need for further diagnosis or intervention [38].



Table 1: Promising adaptations of mental health treatment for primary care
	Community and general medical settings
	Parallels in mental health services

	Emphasis on patient-centred care and joint decision-making building trust and activation
	“Common factors” psychotherapeutic processes promoting engagement, optimism, alliance 

	Treatment delivered in pulses with follow-up  for monitoring or as needed
	“Single session” treatment models


	Initial treatment often presumptive or relatively non-specific
	Stepped care models with increasing specificity of diagnosis and intensity of treatment

	Treatment based on brief counselling focused on patient-identified problems
	“Common elements” 

	Links with community services, advice addressing family and social determinants
	Peer/family navigators



Targeted brief interventions
The major gap in our ability to provide mental health services in primary care is the need for brief interventions more specifically targeting particular common problems.  To reach a large number of children these interventions need to be relatively few in number (crossing current diagnostic categories), easy to implement, and broadly address early intervention, family and social influences, and wellness promotion. 
These brief interventions can be developed from more complex evidence-based treatments. In 2004, Hawaii’s Evidence Based Services Committee  pioneered the technique of identifying ‘‘practice elements’’ used repeatedly across multiple evidence-based therapies for specific conditions [39]. Since then, the process of identifying elements has been refined [40] and trials in outpatient child mental health programs have found that using treatment where problems are matched to elements (as opposed to diagnoses being matched to evidence-based interventions) was effective and well-received by families [41,42].
	Although there have yet to be similar trials in primary care, a pilot study that trained pediatricians to use an elements-based approach for children with anxiety found evidence of effectiveness and feasibity within the structure of primary care practice [43].  Table 2 shows, for four major child behavioral and emotional problems encountered by pediatricians, elements extracted from evidence-based treatments by the Hawaii Evidence Based Services Committee. There are a relatively small number of discrete interventions, most of which are already suggested for use in primary care [44]. 


Table 2: Most frequently appearing “common elements” in evidence-based practices, grouped by common presenting problems in pediatric primary care

	Presenting problem area
	Most common elements of related evidence-based practices

	Anxiety
	Graded exposure, modeling

	ADHD and oppositional problems
	Tangible rewards, praise for child and parent, help with monitoring, time out, effective commands and limit setting, response cost

	Low mood
	Cognitive/coping methods, problem-solving  strategies, activity scheduling,  behavioral rehearsal, social skills building


Abbreviation, ADHD, Attention deficit hyperactive disorder
Beyond diagnosis to promoting core components of mental health 
While the conditions in Table 2 are readily recognizable, they still are “problems” rather than qualities related to positive mental health.  Ideally we want to be able to address issues that are at the root of healthy functioning, and we want to be able to acknowledge that children’s behavior and emotional problems are closely linked to developmental, family, school, and community issues that might be important primary or simultaneous targets of intervention.
	Over the last several years the U.S. National Institute of Mental Health has developed what it calls the Research Domain Criteria (RDoC) framework as a way identifying core brain circuits identified with mental illness and wellness independently of current diagnostic categories [45]. While not suggesting that there is a neurologic correlate to all behaviors and mental states, RDoC follows a line of inquiry in developmental psychology that tries to identify processes underlying the frequently co-morbid and variable conditions seen in children’s mental health problems [46].  Multi-discipinary panels identified five major domains: negative and positive valence systems, cognitive systems, social processes, and arousal systems.  Within each domain, particular constructs represent feelings and behaviors associated with both successful adaptation and difficulty functioning. Though the domains have evidence for their independent existence and functioning, they clearly work together promote positive mental health or influence states of emotional distress or behavioral dysfunction.
	While the RDoC framework is new, it has shown promise as a clinical as well as research tool, helping clinicians think of patients’ strengths and difficulties in ways that open additional avenues for treatment [47].  It offers the promise of grouping treatments in ways that are more intuitive to clinicians, using fewer categories than current schemes, increasing ease of dissemination. 
Table 3 maps key circuits identified by RDoC with mental states associated with positive mental health [26,48] and then with a tentative selection of interventions for promoting mental health or intervening early with potential difficulties.  The entries in the intervention columns of the table can be thought of as involving treatments aimed at children or parent-child dyads.  Interventions in the boxes under the main table target the family overall or a parent in particular.

Table 3: RDoC constructs, related mental states, and strategies for promotion/prevention and early intervention
	RDoC domain/construct
	States related to positive mental health
	Promotion/prevention
	Early intervention

	Cognitive systems
· effortful control
· working memory 
	Reasonable ability to sustain attention, engage in problem solving
	Parent-child joint attention activities, play involving concentration and memory, learning to structure work
Whole-school interventions
	Task monitoring, organizational support, rewards for sustained attention

	Positive valence systems
	Reasonable ability to derive satisfaction from constructive social and intellectual activity
	Early cognitive and social stimulation, early exposure to role models intellectually stimulating peer activities
	Identification and intervention for learning disorders and other impediments to school success

	Negative valence 
low mood
	Reasonable ability to regulate emotions and moderate responses to perceived threats
	Contingent responsiveness, parental warmth, cognitive coping skills, promotion of self-esteem, self-efficacy (via social processes domain), skills and activities that build social capital
	Behavioral activation, solution-focused problem solving

	Negative valence
- acute, potential, and sustained threat 
	
	
	Differentiation of sustained versus acute or potential fears: cognitive coping, behavioral rehearsal, modeling, graded exposure 

	Tolerance of negative valence states
	
	
	Relaxation, distraction, mindfulness, controlled avoidance

	Social processes
· attachment
· social communications
· self representation
	Positive sense of self, ability to form bonds with others, ability to read and express emotions
	Parenting guidance
Whole-classroom programmes
Community-based group activities for children
	Social skills groups
Parent-child bibliotherapy

	Arousal
- sleep cycles
	Evolving ability to match sleep needs with cultural norms
	Monitoring of electronic activities, sufficient physical activity, limiting intake of substances interfering with sleep and arousal
	Sleep hygiene,  problem-solving around schedules, substance intake, increasing physical activity

	

	Parent/family interventions
	Support for parent to maintain these interactions over time, promotion of parental self-efficacy, mentalization, developmental knowledge
	Support from across formal and informal community agencies to provide these interventions; treatment of parental mental health problems

	
	Support for the family in the community: social support of various kinds,promotion of financial stability; attention to mental health promotion and prevention across the lifespan



As an example of how treatments and mental health promotion interventions might be mapped onto RDoC, we can take the case of a school-age child with trouble paying attention in school  Exercise might be associated with promoting overall brain states that favour effortful control, which is thought to be important in child anxiety, oppositional behaviour, and ADHD. Helping parents promote children’s organizational and emotion regulating abilities might be associated with more specific training that accomplishes the same end [46]. Thinking through the child’s problems using RDoC constructs might lead to exploring problems the child might have with chronic worry (about poor performance or related to trauma) and poor self-image (from feeling inferior to peers or being singled out as a problem in school). This is in contrast to current approaches based on diagnosis, which might elicit symptoms suggestive of ADHD and move to an evidence-based treatment such as stimulant medication.
	Supporting parents or the family environment might also be considered, and likely fall within or not far from existing pediatric practice. Self-care is already an established part of counselling for parents of infants [44] as is smoking cessation advice for parents of children with asthma and family dietary counselling for children with weight problems [49.50].  Larger pediatric practices may work with social workers and other peer and professional staff capable of linking families to community services or advocating for them with schools or government agencies.  Brief counselling models for adult substance use and depression might readily be incorporated into pediatric practice and are even more readily used by family practitioners providing care for both parents and children [51,38].
How can providers learn new skills?
In some countries, primary care providers already have a strong toolkit of early interventions targeting mental health promotion and treatment, but may need help building confidence [52] or need more than brief refreshers to build particular skills [35]   In other countries, community health workers, health officers, and peer counselors have or can develop skills for both case-finding and brief counseling. [53]. Especially in communities where mental health problems are especially stigmatized, building a mental health component into interventions for other conditions may be the most effective avenue of dissemination.  Doing this can leverage counseling skills providers have learned for other purposes, including HIV-related counseling or the promotion of breast feeding [54,55].
Many of the basic “common factors” skills and attitudes are developed in clinicians’ basic training: using them may be more dependent on shifts in office priorities and routines than learning new methods.  However other skills, such as those derived from motivational interviewing or solution-focused therapy, may require additional learning and practice.  They can be learned at workshops (In the US by the Institute for Healthcare Communication, the REACH Institute, and others), and via on-line trainings, including new resources being developed by the AAP (www.aap.org/mentalhealth).
	While medical continuing education activities have traditionally focused on one-time educational sessions, it has been long recognized that knowledge and skills related to psychosocial concerns are best learned over time through collaborative relationships with specialists and exchange of experience with colleagues. In the 1950’s, British psychoanalyst Michael Balint initiated group meetings with general practitioners  to discuss difficult patients and ways to try to better understand and address their concerns [56].  The  Balint movement continues in North America and the UK, including the possibility of obtaining training and forming a group oneself (www.americainbalintsociety.org).  Since 1989, the Maternal and Child Health Training Program, part of the US federal Maternal and Child Health Bureau, has funded a number of centers to organize “Collaborative Office Rounds,” community meetings based on the Balint concept but specifically addressing mental health aspects of pediatric care [57]. The groups are jointly led by pediatricians and child psychiatrists and may target trainees or established practitioners. A list of current grantees is available at http://www.mchb.hrsa.gov/training/projects.asp?program=3.
	Most recently, a number of states have implemented programs that provide free, informal child mental health consultations to primary care providers caring for children and youth (and in some cases pregnant women).  Based on a model originally developed in Massachusetts [58], the programs typically offer some form of optional training, assistance with finding mental health referrals, and a telephone “warm line” through which primary care providers can connect with a child mental health specialist to discuss diagnostic, treatment, or referral dilemmas. Initial evaluations of state programs suggest that they are effective in increasing primary care providers’ willingness and ability to manage child mental health problems [59,52]. The newly-formed National Network of Child Psychiatry Access Programs (www.nncpap.org) provides a directory of existing programs and can link providers with advice on program development and functioning. 
Implementing and sustaining a mental health program in primary care
The Chronic Care Model as a blueprint 
Mental health brings into sharp focus the reality that health care is distinct from many other public services in that it depends on human interactions at multiple levels [60].  Communities must develop goals for well-being and embrace services as a legitimate and effective.  Individuals within communities need trusting relationships with health care providers and confidence in the relevance of the providers’ knowledge. Providers may need new roles and relationships; community agencies may need to work more closely with each other and with medical services.  Many cultural, structural and financial barriers stand in the way of these collaborations.  Collaboration across staff levels and disciplines, involvement of families, and a willingness to rethink processes have proven to be necessary elements of integrating psychosocial concerns with the more medical model of primary care [61,62].  
	Elaborations on Wagner’s Chronic Care Model (CCM) [15] have been the basis of most programs to integrate mental health with adult and pediatric primary care and with community services (Table 4). Several CCM interventions with positive outcomes have been reported for adult depression; two positive trial has been reported for adolescent depression and one for disruptive behaviors among younger children, both using co-located personnel [63.64,65]. 



Table 4. Core elements of Collaborative Chronic Care Model and related interventions

	Element
	Focus
	Potential practice components

	Patient self-management support
	Practice able to provide coaching, problem-solving, skills-focused psychotherapy and psychoeducation to promote self-management and engagement in care
	Primary care provider training in use of common factors skills during routine visits; universal brief advice for parent-child interactions, stress reduction, problem solving; brief advice for specific clusters of symptoms

	Clinical information systems use
	Facilitation of information flow from relevant clinical sources to treating clinicians
	Data systems for tracking progress and referrals 

	Delivery system re-design
	Re-definition of work roles of physicians and staff to facilitate anticipatory or preventive rather than reactive care
	All staff oriented and helped to develop common factors skills; scheduling to accommodate families with greater needs, team huddles to share information and anticipate family needs; integration of co-located services; consideration of processes for systematizing prevention and case-finding..

	Provider decision support
	Facilitated provision of expert-level input to generalists to reduce need for consultation separated in time and space from clinical needs
	Primary care staff training, development of collaborative and consulting linkages including warm lines, co-located services.

	Community resource linkage
	Support for clinical and nonclinical needs from resources outside the health care organization
	Development of guides for referral to community services and family support programs

	Health care organization support
	Organization leadership and tangible resources to support goals and practices
	Articulating the case for providing mental health care; developing markers for key goals

	Adapted from [66]  




The CCM sets out some key structural elements for specialist-generalist collaboration and task shifting.  
· Generalists should systematically be looking for certain kinds of problems faced by their patients so that they can intervene early or try to prevent problems altogether.  This process usually involves some combination of formal screening and a variety of changes to pre- and intra-visit interactions to promote discussion of patients’ concerns.
· Generalists should have the tools and back-up to provide first-line care for the problems right away, usually through a combination of training, reference materials, and ready access to consultation and collaboration.
· Office systems and routines may need small but important modifications to be able to accommodate families with mental health concerns. These include some flexibility in assignment of visit slots when a slightly longer visit would be helpful, “huddles” or brief team meetings at the start of the day to identify families who will likely need more support, and review of protocols for helping those who are acutely distressed. 
· Systems should be in place to follow-up first-line treatment and decide if it has been successful.  Medical home models, for example, call for tracking referrals and creating registries of patients or families with particular needs.
· When more treatment is needed, generalists should be able to work closely with specialists – ideally with whom they have a personal relationship -- to assure that patients get the added care they need, and that the added care fits with the patient’s other medical needs (often referred to as “stepped care”).
The CCM is a also model of both patient and provider behavior change [66].  It posits that patient engagement is central to outcomes in conditions – like mental health -- that rely heavily on self-management [60]. Engagement is supported at the interpersonal level through patients’ interactions with providers, at the social level through involvement with formal and informal community-based services, and at the systems level through the organization and financing of care.  Within this engagement-promoting structure, clinical sites organize to detect problems early and deliver evidence-informed treatments in collaboration with specialists.  
Getting started
The American Academy  of Pediatrics (AAP)’s Task Force on Mental Health “Toolkit” (www.aap.org/mentalhealth) provides a comprehensive blueprint for practices contemplating a full-fledged effort to take on mental health care and largely follows the CCM.  It addresses steps in planning, office readiness, universal interventions, condition-specific treatments, and collaboration with specialists.  To conclude, we highlight two areas that have emerged as particularly important to beginning and sustaining mental health work: screening and team involvement.
Screening for problems and hooks for engagement
The CCM emphasizes the need for systematic assessment, and screening is often where practices begin when thinking about taking on mental health care.  Screening has many appealing aspects, but it is much more complicated than it seems. There are clinical issues (how it will be presented to families, integrated with developmental screening or other pre-visit questionnaires, how the results will be used as a part of care) and logistic issues (how screens will be systematically given out, scored, entered into the medical record, and their results made available for use during the visit).   A full discussion of screening is beyond the scope of this article, and many models and details can be found in the AAP Toolkit.  
A concept that can guide screening implementation is to think of it as only one step in a process designed to initiate discussions about families’ most pressing concerns.  Screening can signal the acceptability of discussing topics that families may have assumed were out of scope for the visit, give time for family members to formulate and prioritize their questions, and give providers an indication, at the start of the visit, about a likely agenda.  Framing screening as “routine” helps  bringing up sensitive issues without feeling targeted or stigmatized [67]. 
	A critical component of the process is the conversation between the clinician and family about the screening results. Not discussing the results diminishes their importance in the eyes of families and risks sending a message that the screen is just one more piece of paperwork that serves the system but not the patient.  Both “negative” and “positive” screens need follow-up.  Screens may be negative because the family truly senses that there are no difficulties to discuss, because they are not comfortable disclosing difficulties, because they don’t understand the questions being asked, or because they have problems but don’t feel that they are reflected in the questions on the screen.  A negative screen offers a chance to confirm that there are no problems and to ask if there might be something related that the family would like to discuss.  Screens can be positive because the family in fact has difficulties to discuss, or because they misinterpret questions or the directions for completing the form.  Verifying that the responses truly reflect a concern offers the chance to get a better understanding of what the family might want to discuss. The conversations between provider and patient that emerge from the use of the screener are more important than the positive/negative results of the screening tool itself.   In fact, while clinicians often fear that screening will uncover more issues than can be dealt with in a single visit, the overlapping nature of family mental health problems, and their often common roots, create a situation in which complexity is a good thing: it offers multiple possible “hooks” by which a family might be engaged.  Any issue that a family sees as a priority is likely to eventually lead to exploring the others that have been uncovered.
It is also important to remember that the positive/negative cut-points, even in “validated” screening tools, may not be applicable to the population for which you are caring or have limited predictive value in a generally well population. For example, the Pediatric Symptom Checklist (PSC), the Strengths and Difficulties Questionnaire (SDQ), and the Patient Health Questionnaire (PHQ) have positive predictive values of 50% or less at the prevalence rates found in well-child visits [68,69,70].
Mental health visits start at the front desk
Patients coming to medical and medical health sites develop therapeutic relationships with a variety of staff members, not just the clinician who conducts the formal “visit” [71,72].  Impressions made at the front desk and during the process of getting to an examining room or having vital signs measured can carry over into willingness to discuss sensitive information once the formal visit starts [73]. Thus, getting ready to provide mental health care involves the entire office team, and a consideration of how the office environment promotes a sense of safety and respect. The best way to involve and gain the collaboration – and wisdom – of team members is to involve them in planning the start-up or expansion of mental health care. Family representatives in particular are essential to developing effective plans and making the case for change, and increasingly are taking on a formal role as part of treatment teams [74]. 
Conclusions
Mental health problems in children remain a major public health challenge in both high-income countries and low-and middle-income countries.  Promising models exist to address this challenge but there remain gaps in knowledge [75].  Two studies of primary care-based treatment for adolescent depression [63.64] found that use of a collaborative/integrated care model (some degree of task shifting to primary care providers themselves, use of a ‘care-manager’ to deliver treatment, and an algorithm for seeking more intensive care) improved outcomes and was feasible in a variety of settings (though neither study included stand-alone private practices).  Another study focusing only on child behavior problems [65] had similar findings, again with a co-located therapist, in academic-affiliated practices.  These studies show that collaborative care can be effective, but they involve single conditions and leave unanswered the question of how the additional clinical resources can be financed in the long term.
Though not yet evaluated with regard to outcomes, advanced “child psychiatry access programs,” such as Massachusetts’ “MCPAP,” [59] have used a model promoting primary care services for a range of conditions (via regional hubs providing direct care, training, and support for primary care management). These programs, now in operation in some form in over 20 state, have garnered strong acceptance from policy-makers and the primary care community.  They offer potential economies of scale, and the potential for impact across a broad range of conditions, but, again, in addition to uncertainty about their clinical impact, how they will be financed in the long term remains a question.
Solutions may come from two directions warranting active research agendas.  First, refining and determining the impact of trans-diagnostic and combined illness/wellness approaches to treatment offers the promise of designing interventions that address a broad range of problems, are more readily adapted to use by primary care and other community-based providers, and that are potentially more potent, as well.  Second, technology may offer ways of promoting task shifting and collaborative care that preserve the strengths of one-to-one mentoring that seem most effective but that are practical at scale, especially in settings where specialist consultants are in short supply [76].  In the meantime, there are many steps that individual practitioners, health systems, and educational and social welfare agencies can take that are sufficiently well developed to warrant thoughtful implementation.
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