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Objectives

Participants will be able toé

¸Describe the unique challenges and 
opportunities primary care pediatricians face 
in enhancing the mental health (MH) care 
they provide to teens;  

¸Outline 4 MH practice improvement 
strategies applicable to the care of teens; and

¸Access practical tools and resources to assist 
with these practice improvements. 



Epidemiology of pediatric mental 
health disorders, problems, & concerns

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

¸ 13% of school-aged children with normal functioning have 
parents with ñconcernsò

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

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



MH problems in children with 
chronic illness: hidden morbidity

¸ Children with chronic illness 2X more likely to 
have psychosocial dysfunction

¸ Children with MH problems (and their parents) 
are higher users of healthcare services in general 
(eg, ED use)



Service gaps

¸ >20% of children/youth have mental disorder

¸ 20%-25% receive treatment

¸ 40%-50% terminate services prematurely

Factors: lack of access, transportation, finances, stigma

¸ Chronically under -funded public mental health 
(MH) system focuses on individuals with severe 
impairment

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



Other issuesé

¸Privacy concerns of teens

¸Poor referral completion rates 

¸Stigma

¸ Family / youth preference for primary care 
(especially minorities)



The òPrimary Care Advantageó

¸ Comfort with diagnostic uncertainty (such as fever)

¸ Longitudinal, trusting relationship

¸ Family centeredness

¸ Unique opportunities for prevention & anticipatory 
guidance

¸ Understanding of common social-emotional & 
learning issues in context of development

¸ Experience in coordinating with specialists in the 
care of CSHCN

¸ Familiarity with chronic care principles & practice 
improvement



Major barriers to enhancing MH 
care in primary care settings

1. Discomfort
2. Time limitations
3. Poor payment
4. Limited access to consultation and referral 

sources



AAP Mental Health Task Force 
Directive:

Assist pediatric primary care clinicians in 
enhancing their mental health practice.



 
 



Getting started:
Practice Readiness Inventory 



Four examples: 
MH practice improvements

1. Improve payment for the MH services you 
provide

2. Improve your MH referral process

3. Assess teensô functioning with validated 
tools

4. Pilot routine psychosocial screening of 
adolescents within your practice



1) Improve payment

¸ Identify CPT codes than may increase 
payment for the MH services you provide



CPT coding strategies

¸E & M codes  

¸Consultation (initial visit only)

¸ Time as key factor

¸Prolonged services

¸Care plan oversight

¸Screening



E & M codes

¸ 99201 ï99205 Office or other outpatient services (new patient)
¸ Require all 3 key components*

¸ 99211ï99215 Office or other outpatient services (established 
patient) 
¸ Requires 2 of the 3 key components*

¸ 99381 ï99387 Preventive medicine services (new patient) 

¸ 99391 ï99397 Preventive medicine services (established 
patient)

*Key components ðhistory, physical examination, and 
medical decision -making ðmust be performed and 
documented



Consultation (99241 -99245)*
¸ The 3 Rôs

ü REQUEST for consultation is made and documented in the 
chart.

ü Consulting clinician RENDERS an opinion or advice back to the 
requesting source.

ü Consulting clinician provides a written REPORT back to the 
requesting source.

¸ Source of request examples:  school personnel, another 
colleague in the same practice, a therapist, a nurse 
practitioner, an attorney

*3 key components ðhistory, physical examination, and 
medical decision -making ðmust be performed and 
documented.



Time as key factor 
Office or outpatient codes and consultation codes [handout]

¸ Counseling or care coordination take up more than 50% of the 
face-to-face time spent with a patient: clinician shall use time as 
the key or controlling factor for a particular E/M service

¸ Clinician must keep careful records of the total time spent with 
the patient and the amount of that time spent in counseling or 
care coordination, as well as summary of issues discussed 

Example:  
Physician spends 25 minutes face-to-face with an established 
patient: 15 of those minutes are spent in counseling or care 
coordination. 25 minutes is the typical duration of code 99214.
Because more than 50% of that time was spent in counseling or care 
coordination, the clinician could use 99214 regardless of the 
history, physical examination, or medical decision -making provided 
during that encounter. 



Prolonged services
Office or outpatient codes and consultation codes [handout]

¸ If the clinician spends at least 30 minutes more than 
the time typical for a particular visit, the clinician 
may additionally report prolonged service codes:

ü 99354 ï99355  Outpatient face-to-face prolonged 
services; 30 to 74 minutes/more than 74 minutes 

× Time must be spent on the same day as the visit, but does 
not need to be continuous. For example, for nonïface-to-
face services, time may include calling a colleague for 
advice or a referral later that day

ü 99358 ï99359  Nonïface-to-face prolonged services in 
any setting; 30 to 74 minutes/more than 74 minutes 

× No longer needs to be provided on the same date as the 
underlying face-to-face service



Prolonged services (contõd)

¸ The prolonged service codes are add-on codes, 
meaning they are reported separately in addition to 
the appropriate code for the service provided (eg, 
office or other outpatient service codes). 

¸ Documentation essential. 

¸ If the patient is on a capitated plan, the clinician 
may request authorization to bill the family directly 

for these non-covered services.



Care plan oversight (non face-to-
face services)
¸ Recurrent physician supervision of a complex patient 

or a patient who requires multidisciplinary care and 
ongoing physician involvement

¸ Examples:

ü Reviewing reports or lab results

ü Assessing progress in therapy (eg, speech/language, 
OT, PT, MH) 

ü Receiving or making contacts with other providers or 
schools by telephone or in writing

ü Communicating with family members



Care plan oversight [non face-to-
face services] (contõd)
¸ Codes:

ü 99339 (15ï29 minutes per month) 

ü 99340 (30 minutes or more per month)

¸ Log can be attached to billing sheet



Screening
¸ 99420 Health risk assessment instrument; 

individual 

¸ 96116 Neurobehavioral status examination 

¸ 96120 Neuropsychologic testing by computer with 
qualified health care professional interpretation and 
report 

¸ 96110 x Number of standardized screening forms 
used; developmental testing; limited 

¸ 96111 Developmental testing; extended (optional 
objective assessment)



(2) Improve MH referral process

¸ Common factors skills to assist with engagement 

¸ Matrix of evidence-based psychosocial interventions 
(basis for directory of MH / SA services)

¸ Forms to facilitate exchange of information with MH 
specialists and schools

¸ Brochure de-mystifying process for family



Common factors: 
applied to facilitating referral

HELP
¸ H = Hope

¸ E  = Empathy

¸ L2 = Language, Loyalty

¸ P3 = Permission, Partnership, Plan

*NW AHEC web course on ñcommon factorsò communication skills:
http://tinyurl.com/EnhancingMentalHealth

http://tinyurl.com/EnhancingMentalHealth


Managing conflict among family 
memberséé

¸ Include all family members from the 
beginning of the visit.

¸ Elicit both initial concerns and follow -up 
information from the teen as well as 
adult(s).

¸ Do your best to keep the conversation 
balanced between parent and teen. 



Managing conflict among family 
members (contõd)

¸ When there are disagreementsé

ü Don't get "in the middle" or take sides. 

ü Be on the alert for statements that cast another 
family member as all good or all bad, or imply 
that the speaker knows just what someone else 
is thinking.

¸ Engage the teen as much as possible in 
developing and trouble-shooting treatment 
plans. 



Offer care while awaiting referral

¸ Find agreement on steps to reduce stress

¸ Find agreement on healthy activities (eg, exercise, 
time outdoors, limits on media, balanced and 
consistent diet, sleep [!!!!], one -on-one time with 
parents, reinforcement of strengths, open 
communication, pro -social peers)

¸ Educate family; support them in monitoring for 
worsening of symptoms or emergencies

¸ Monitor progress ( eg, telephone, electronic 
communication, return visit)



Evidence-based Psychosocial 
Interventions



Referral and Feedback Form



Your Childõs Mental Health Brochure



3) Assess teensõ functioning with 
validated tools

Examples:

¸ Brief Impairment Scale

¸Columbia Impairment Scale

¸Caregiver Strain Questionnaire

¸ Vanderbilt

¸ Strengths and Difficulties Questionnaire 
[handout]



Strengths and Difficulties Questionnaire

Copyright notice:

The Strengths and Difficulties Questionnaires, whether in English or in translation, are copyrighted documents that may not be modified in any way. Paper versions may be downloaded and 

subsequently photocopied without charge by individuals or non-profit organizations provided they are not making any charge to families. No one except youthinmind is authorized to create or 

distribute electronic versions for any purpose. 

http://www.youthinmind.net/
http://www.youthinmind.net/
http://www.youthinmind.net/


(4) Pilot routine psychosocial 
screening in adolescentsé

TeenScreen example



ÅNational resource center committed to early identification of mental illness in 
adolescents and prevention of teen suicide.

ÅMission: to expand and improve early detection of mental illness by 
mainstreaming mental health checkups as a routine procedure in adolescent 
health care, schools, and other youth-serving settings. 

ÅTwo major screening initiatives: TeenScreen Primary Care and TeenScreen 
Schools and Communities.

ÅNon-profit, privately funded organization housed in the Columbia University 
Division of Child and Adolescent Psychiatry.

ÅThe National Center provides free tools and resources to primary care, school 
and community partners throughout the country to enable them to offer 
adolescent mental health checkups.

TeenScreen National Center for Mental Health 

Checkups at Columbia University



1,364 Active TeenScreen Sites in 45 States





Pediatric Symptom Checklist-Youth

VDesigned to detect behavioral and 
psychosocial problems.

VQuestions cover internalizing, 
attention, externalizing problems.

VTwo questions regarding suicidal 
thinking and behavior added

V5 mins or less to admin and score

VSymbol-coded for problem area.

VValidated and widely used.

VPositive score is > 30 or endorsement 
of either suicide question.

VCan be scanned into EHRs.

VAvailable in a number of languages.



Patient Health Questionnaire 
Modified for Teens (PHQ-9 Modified)

V Depression screening 
questionnaire; two questions 
regarding suicidal thinking and 
behavior added

V Validated and one of the two 
questionnaires recommended 
by the USPSTF.

V 5 mins or less to admin and 
score

V Positive score is Ó 11 OR
endorsement of either suicide 
question.

V Can be scanned into EHRs.

V Available in English and 
Spanish.



CRAFFT

V Self-administered questionnaire 
designed to screen adolescents for 
substance and alcohol use.

V Validated and widely used

V 5 mins or less to admin and score

V Can be used in conjunction with other 
mental health screening questionnaires.

V Can be scanned into EHRs.



Post-Screening Discussion

Negative Screen

VQuick check-in by the PCP during the appointment to inform patient that their results 
were negative and to discuss any symptoms or problems that were endorsed on the screen. 

Positive Screen

VMore in -depth interview with the PCP to determine if further evaluation or treatment is 
necessary, preferably not in the presence of parents.

VCover symptoms endorsed on the questionnaire.

VLook to see if answers cluster by internal (anxiety/depression); attention (ADHD); and/ or 
external (conduct/oppositional defiant disorder) on the PSC -Y.

VInquire about suicidal thoughts and behaviors.

VAssess the level of impairment caused by the symptoms at school, at home and with peers.

VWhen necessary, discuss with patient what information will be shared with parents and the 
next steps.



Parent Notification

V Inform parents of positive screening results, recent suicidal 
thinking and previous suicide attempts.

V Educate parents about their childrenôs mental health needs and 
the importance of obtaining appropriate services.

V Determine how parents will be notified of the screening results 
and how the referral/ follow -up process will be activated.

V Share educational resources with parents



Making a Referral

V It is recommended that 
primary care offices 
compile a list of referral 
resources to share with 
patients and families.

VWork with the patientôs 
existing insurance 
benefits to determine 
what types of referral 
services may be available.

V Additional information 
about establishing a 
referral network and 
making referrals can be 
found in the Guide to 
Referral and 
Reimbursement



Coding & Reimbursement

V Information about 
coding and 
reimbursement 
available in the 
TeenScreen 
Primary Care 
Screening 
Questionnaire Kit 
and the Guide to 
Referral and 
Reimbursement.

V 96110, 
Evaluation/ 
Management 
Codes, and 
Modifier 25.



TeenScreen Primary Care 
Screening Questionnaire Kits

A Tear -off Pad that includes:

VA 2-page cover sheet with information 
on:

ÅAdministering & Scoring the 
Screening Questionnaire 

ÅInterpreting the Screening Results

ÅMaking a Referral & Parent 
Notification

ÅCoding and Reimbursement

VTear-off copies of the screening 
questionnaire

VPSC-Y, PHQ-9 and CRAFFT versions 
available



Additional Materials

Guide to Referral and Reimbursement
Provides helpful information about establishing a mental health referral network and 
suggested codes and reimbursement techniques.

Post -Screening Interview Resources
Includes post-screening interview checklist, information for conducting a suicide risk 
assessment and sample questions by symptom area.

Screening Questionnaires Overview 
Additional information, including psychometrics and references, for the screening 
questionnaires offered through TeenScreen Primary Care.

Preparing Office Staff
Provides tips on preparing your office to implement mental health checkups and 
includes a sample staffing roles table and screening implementation worksheet.

Medscape CME Course
Available on Medscape at: http://cme.medscape.com/viewarticle/702353 . 

http://cme.medscape.com/viewarticle/702353


Lessons Learned

Å500,000+ screening questionnaires have been distributed to over 3,000 
physicians that expressed interest in screening.

Å91% of active screeners report that screening is easy to implement into 
existing office procedures.

Å82% of active screeners have made referrals to a mental health 
professional as a result of screening.

Å98% of active screeners report that they would recommend using 
TeenScreen to their colleagues.

Comments:

ÅñProbably saved 2 lives that we know of by identifying teens at risk.ò

ÅñThe questionnaire is very helpful, easy to follow, patients and parents both 
appreciated the screening program.ò

ÅñMy patients and parents both like it. Especially teens who were not able to open up, 
now I pick up on their answers and establish a dialogue.ò



The Hunch Technique



How Does it Work in Practice?

The process varies from office to office. Here is what we do:

VReceptionist informs parents that MH screening will be part of 
the visit

ÅPresents screening as part of how they honor the whole child; 
asked parent about development when child was young, now 
ask the teen directly

VScreen ALL teens 11-18 at their yearly check up

VThe nurse hands questionnaire to the teen after theyôve been 
weighed, measured, vision and hearing screens

VNurse scores the screen and enters results into Epic

VPhysician reviews screening results and discusses with teen

VParent discussion/notification and referral






