
Pediatric behavioral health: 
Best practices for primary care



2

Title of course: Pediatric behavioral health: Best practices for primary care

Presenter: Alin Severance, MD 

Date and location: Nov. 17, 2021, WebexτRecorded live and available to viewvirtually thereafter
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provide continuing education for the health care team.

Physician (CME): The University of Pittsburgh designates this live activity for a maximum of 1.0 AMA PRA Category 1 Creditϰ.
Physicians should claim only the credit commensurate with the extent of their participation in the activity.
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Faculty disclosure:

No members of the planning committee, speakers, presenters, authors, content reviewers, and/or anyone else in a 
position to control the content of this education activity have relevant financial relationships with any entity producing, 
marketing, reselling, or distributing health care goods or services, used on or consumed by patients to disclose.

The information presented at this CME program represents the views and opinions of the individual presenters, and does 
not constitute the opinion or endorsement of, or promotion by, the UPMC Center for Continuing Education in the Health 
Sciences, UPMC/University of Pittsburgh Medical Center or affiliates, and University of Pittsburgh School of Medicine. 
Reasonable efforts have been taken intending for educational subject matter to be presented in a balanced, unbiased 
fashion and in compliance with regulatory requirements. However, each program attendee must always use his/her own 
personal and professional judgment when considering further application of this information, particularly as it may relate 
to patient diagnostic or treatment decisions including, without limitation, FDA-approved uses and any off-label uses.



4

PRESENTERS

Alin Severance, MD
Medical Director, Behavioral Health Services 

UPMC Health Plan
Associate Medical Director,

Community Care Behavioral Health Organization

PRESENTER



5

OBJECTIVES

By the end of this program, participants will:

¶ Review the epidemiology of behavioral health conditions in children and adolescents.
¶ Recommend best practices for screening and treatment for the most common behavioral health 

disorders, and when to refer out.
¶ Identify the range of referral and consultation resources available to support the care of pediatric 

patients.
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Confidential information of UPMC and UPMC Health Plan. Any unauthorized or improper disclosure, copying, distribution, or useof the contents of this presentation is prohibited. The information 
contained in this presentation is intended only for the personal and confidential use of the recipient(s) to which the information has been distributed. If you have received this information in error, 

please notify the sender immediately and destroy the original information.

AGENDA

Pediatric behavioral health: Best practices for primary care

Å Background, rationale, and prevalence

Å Best practices and billing

Å Referral process and options



7

Disclaimers

Å UPMC Health Plan does not practice medicine or exercise control over the methods or 
professional judgments by which providers render medical services to members. Nothing in 
these materials should be construed to supersede or replace the clinical judgment of a provider. 

Å The provider of care is ultimately responsible for providing accurate and compliant information 
on all submission of claims and/or billing information.

Å Not all benefits are applicable to all UPMC Health Plan products, and we reserve the right to 
change or cancel incentives without notice. 
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Background, rationale, and prevalence 

Treatment for depression3

19.6% received treatment by a 
health professional alone

17.9% received treatment 
combined health professional and 
medication

2.4% received treatment with 
medication alone

60.1% did not receive treatment

66.3% of the 397,000 youth ages 
12-17 in 2019 received either 
treatment for SU or MH in the past 
year

ÅLifetime prevalence of any mental illness among youth ages 13-18 (2001 ς
2004) was 49.5%; 22.2% severe impairment1 

Å1.2 million youth ages 12-17 (4.9%) identified as binge drinking in the past 
month in 20192

Å4.5 million youth ages 12-17 (18.7%) had a substance use disorder or 
major depressive episode in 20192

Å3.2 million youth ages 12-17 (13.3%) had at least one major depressive 
episode in 20173

ÅHighest among females ages 12-17 (20.0%) compared to males (6.8%)
ÅHighest among youth reporting two or more races (16.9%), American 

Indian/Alaska Native (16.3%), and White (14.0%)

Å2.3 million youth ages 12-17 (9.4%) had at least one major depressive 
episode with severe impairment in 20173

ÅSuicide is the second leading cause of death for people ages 10-344

Treatment for co-occurring 
substance use (SU) and mental 
health (MH)2
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Physical-social-behavioral connection

Importance of behavioral health screenings

o Warning signs: Headaches, lethargy, sleep 
challenges (too much/too little), abrupt change in 
mood / aggression / impulsivity / attentiveness

o Thorough H&P and screening 
are essential:

ÅDepression

ÅAnxiety

ÅSUDs

ÅSuicide

ÅIntimate partner violence among adolescents 
(adolescent relationship abuse/teen dating violence)

ÅAdverse childhood experiences (ACEs)

ÅTrauma

ÅSocial determinants of health
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Major depressive disorder: Screening5

Depression often presents 
with secondary somatic 
complaints

Mnemonic: SIG E CAPS (helps 
providers remember the 
secondary symptoms of 
depression)

Minor or secondary symptoms of depression

S Sleep/Sex
Difficulty falling asleep, fitful sleeping, early awakening, 
increased sleep during the daytime, 
or decreased enjoyment of sexual activity

I Interest Loss of interest in activities they used to enjoy

G Guilt Feelings of guilt or worthlessness, increased self-blame

E Energy Low energy or constant fatigue

C Concentration Difficulty concentrating, especially at work

A Appetite Changes in appetite, decreased interest in food

P Psychomotor Agitation, anxiety, or lethargy; slow or hesitant speech

S Suicidal Thoughts of death, life feeling pointless; may have a plan
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Screening for depression

PHQ-9 Modified for Teens (ages 12-18)

1
3

PHQ-9 
score

Provisional diagnosis Treatment recommendation

0ς4 ÅNormal ÅNo action

5ς9 ÅMinimal symptoms
ÅSupport
ÅTell to call if 

worsens

ÅRequest to 
return in one 
month

10ς14
ÅMinor depression
ÅDysthymia
ÅMajor depression, mild

ÅSupport
ÅWatchful 

waiting

ÅAntidepressant
ÅPsychotherapy

15ς19
ÅMajor depression, 

moderatelysevere
ÅAntidepressant
ÅPsychotherapy

20+
ÅMajor depression, 

severe

ÅAntidepressant
ÅPsychotherapy

(esp. if not improved on monotherapy)

For patients who are acutely suicidal or need immediate assistance, providers are encouraged to implement their established protocol for emergency situations 
(911, local crisis centers, nearest hospital, established psychiatric consultation partnerships, or transportation resources).

UPMC is also available to provide support and resources. Call UPMC at 1-888-777-8754 and ask for assistance. 

Other screening tests:
QIDS-A17-CςMore detailed, esp. 

sleep
CES-DC6ς20-item self-assessment

FaulstichME, Carey MP, Ruggiero L, et al. 1986.Assessment of depression in childhood and adolescence: An evaluation of the Center for 

Epidemiological Studies Depression Scale forChildren(CES-DC). American Journal of Psychiatry. 143(8):1024ς1027
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GAD-7, SCARED, and interpretation

Screening for anxiety symptoms

GAD-7: 7 items scored 0-3

Score Anxiety severity
0ς4 Minimal or none
5ς9 Mild
10ς14 Moderate 
15ς21 Severe

Scores above 10 may benefit from 
pharmacotherapy, CBT, or both.

SCARED7

(Screen for child anxiety-related 
disorders)

Å 41 items scored 0-2
Å More sensitive for social 

anxiety, panic, separation 
anxiety

Å 25+ suggestive of anxiety 

1
4

Lifetime prevalence
Å GAD: 5ς12% ω   {ƻŎƛŀƭ ŀƴȄƛŜǘȅΥ рς12% ω  t¢{5Υ сς9% ω  tŀƴƛŎ ŘκƻΥ р҈         ω  h/5Υ н҈

Birmaher, B., Brent, D. A., Chiappetta, L., Bridge, J., Monga, S., & Baugher, M. (1999). Psychometric properties of the Screen for Chi ld Anxiety 
Related Emotional Disorders (SCARED): a replication study. Journal of the American Academy of Child and Adolescent Psychiatry, 38(10), 1230ς6.
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Screening for ADHD

SNAP-IV, SWAN, and Vanderbilt ADTRS
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SNAP-IV ς26 items on 0-3 Likert scale
SWAN ς18 items on 0-3 scale
ADTRS ς47 items on 0-3 scale

1. All administered by teacher and/or parent
2. SNAP incorporates sx of ODD
3. SWAN differentiates between 

inattentive/hyperactive/combined types
4. ADTRS assesses for sx of ODD, conduct disorder, 

anxiety and depression

Most common comorbidities
ω  54-84% ςODD or conduct disorder     ω  15-19% ςSubstance use disorders     
ω  25-35% ςLearning/language disorders ω  33% ςAnxiety disorders

Majority of children diagnosed 
with ADHD continue to have 
ADHD as they grow up
- ADHD associated with 

increased risk of substance 
use, teen pregnancies, 
accidents, injuries, and 
criminal behavior

Psychological and neuropsychological testing indicated only if low general cognitive 
ability suspected, or if academic achievement is lower than expected based on 
intelligence

SNAP and SWAN:
Swanson, J. M., Schuck, S., Porter, M. M., Carlson, C., Hartman, C. A., Sergeant, J. A., Clevenger, W., Wasdell, M., McCleary, R., Lakes, K., & Wigal, T. (2012). Categorical and Dimensional 
Definitions and Evaluations of Symptoms of ADHD: History of the SNAP and the SWAN Rating Scales. The International journal ofeducational and psychological assessment, 10(1), 51ς70.

ADTRS
Wolraich, Mark & Lambert, Warren & Schuchman, Melissa & Bickman, Leonard & Simmons, Tonya & Worley, Kim. (2004). Psychometric properties of the Vanderbilt ADHD diagnostic 
parent rating scale in a referred population. Journal of pediatric psychology. 28. 559-67. 
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Screening for conduct disorder

NCBRF-TIQ, SNAP-IV, and Vanderbilt ADTRS
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NCBRF-TIQ ς66 items on 0-3 Likert scale
SNAP-IV ς26 items on 0-3 Likert scale
ADTRS ς47 items on 0-3 scale

1. All administered by teacher and/or parent
2. NCBRF-TIQ ςassesses for disruptive behavior, ADHD 

sx as well as social competence
3. SNAP incorporates sx of ODD
4. ADTRS assesses for sx of ODD, conduct disorder, 

anxiety and depression

Differential diagnosis
ADHD, IED, SUDs, mood disorders, PTSD, borderline PD, etc.

- Prevalence 1.5-3.4%, 
compared to adult 
prevalence of ASPD 2.6%

- Boys:girls ratio 3-5:1 but 
narrows with age

- Highly associated with ACEs

Mild cases may be better explained by other disorders, such as mood disorders, PTSD, etc.

More likely to be diagnosed in ethnic minorities
Aman M, Leone S, LecavalierL, Park L, BuicanB, CouryD. The NisongerChild Behavior Rating Form: typical IQ version. Int Clin Psychopharmacol. 2008 
Jul;23(4):232-42. doi: 10.1097/YIC.0b013e3282f94ad0. PMID: 18545062.




