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Adolescent Screening Toolkit - December 30, 2019

Child and Adolescent Behavioral Health Screening
Toolkit

This toolkit is designed to assist pediatric and primary care providers in screening
patients for behavioral health and psychosocial concerns as well as for strengths. The
screeners in this kit include broad screens for primary surveillance as well as targeted
screens for follow-up. There is a separate toolkit for Adolescent Depression Screening
done routinely at well-visits.

Toolkit Contents:
e  (larification of terms
e Example Workflow

e Screening Grid by Age and Clinical Target
e Link to Adolescent Depression Screening Toolkit
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Adolescent Screening Toolkit - December 30, 2019

Pediatrics: Surveillance & Screening

Clarification of Terms:

Surveillance:

e Routine elicitation of family/patient concerns about development, behavior, orlearning.
e Generally accomplished by conversation andobservation.

Screening:

e Primary screening- formal screening done with the total population to identify those who are at
risk.
0 Examples include PSC, SDQ, Bright Futures Adolescent Supplemental, GAPS,
and HEADSSS
0 These are tools with validation and cutoff scores.

Social-emotional screening:

e  More specific screening done when risk is identified on a primaryscreen.
e Examples include the SCARED, CDI, CES-DC, PHQ-Modified for Adolescents, Vanderbilt, Conners.
e Note that a specific screen may be used as a primary screen if there is known risk in a given
population.
0 Examples include PHQ-9 Modified for Adolescents, CRAFFT

Evaluation/Assessment:

e Goes beyond screening to ascertain diagnosis and develop recommendations for intervention or
treatment.

Role of the Medical Home:

e Develop a reliable system for integration of surveillance, screening, referral, follow-up, and
linkage to resources into the office workflow.

o Develop relationships with specialists & community agencies to include standardized referral and
feedback processes.

e  Follow criteria for referral after a positive screen. There is no rationale for a “wait and see”
approach as it delays early intervention.
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Adolescent Screening Toolkit - December 30, 2019

Billing & Coding (if these codes are used at a Well
Visit, must add EP modifier):

96160:

96127

99408:

Can code two per visit
Code pays $7.91 (at well visit and at E+M visit)
0 Examples: Bright Futures Adolescent Supplemental Questionnaire, GAPS,
HEADSSS

Can code two per visit
Code pays $4.10 (at well visit and at E+M visit)
0 Examples: PSC, SCARED, CDI, CES-DEC, PHQ-9 Modified for Adolescents,
Vanderbilt, Conners

May be reported in addition to E/M or Health Check
Code pays $30.73 (only code if screen is positive & counseling is documented from 3-15minutes)
0 Examples: CRAFFT for Substance Use/Abuse
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Adolescent Screening Toolkit - December 30, 2019

How to Implement School-Age & Adolescent
Social-Emotional Screenings in Your Practice

Choose Appropriate Implement sereening tools
Screening Tools into practice workflow
Review school age and adolescent Identify current process for screening
screening tools patients

(PSC, GAPS, etc.)

Opportunities for improvement?

kY

Choose a general screen to be used at \L
Well Care Visits
Test changes with 1 MA/provider
team
) l
Choose condition- specific screening
tools for areas of concern Train staff and implement

Consider:

e Who is giving the screen to patient and family?

0 Front office staff

o MA
e  Where is the patient and family completing the screen?

0 Waiting room

= Youth patient with or without parent/guardian
= Privacy available

0 Examroom
e Using technology (ie ipad, tablet), paper, dry erase board to self-administer screen
e Using MAs to support provider (ie: scoring/entering results)
e How toinput screening intoEHR

0 Enter results and document discussion

0 Scannedinto EHR (not mineable information however)
e Billing for screenings — 96160 or 96127 - up to 2 per visit
e How to interpretscreens

0 Seek support from MAPP-Net Resources (https://www.mapp-

net.org/resources/)
0 When to refer/when to treat
0 Consider consultation with Child and Adolescent Psychiatrist by calling the
MAPP-Net Access Line 1-844-922-MAPP (6277)
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Screen/Surveillance

Adolescent Screening Toolkit - December 30, 2019

Concern

Follow-up Screen

HEALTHY CHILD AND ADOLESCENT DEVELOPMENT PROMOTION AND
SCREENING FOR RISK

Intervention

AGE 6-10 YEARS Depressive symptoms CES-DC, CDI* CBT
every well visit
PSC/SDQ Anxiety SCARED CBT
Learning/School Vanderbilt, Conners* IEP for
Behavior Problems school records OHI/LD
Bright Futures Function SDQ
Tools/GAESARSE"Y Learning/School Vanderbilt, Conners* IEP for
AGE 11-20 YEARS Behavior Problems school records
every well visit A OHI/LD
w Anxiety SCARED CBT
PHQ-9, Modified for Depression PHQ-9, PHQ-A CBT
Adolescents
Substance Use/Abuse CRAFFT SBIRT

*Note: Some screens may need to be purchased.

(ed.), American Academy of Pediatrics, 2009.

Adapted from Earls, M, “Developmental Surveillance and Intervention,” Textbook of Pediatric Care, Thomas Mclnerny, MDetal
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BRIGHT FUTURES M= TOOL FOR PROFESSIONALS
INSTRUCTIONS FOR USE

Pediatric Symptom Checklist

INSTRUCTIONS FOR
SCORING

HOW TO INTERPRET THE
PSC OR Y-PSC

REFERENCES

The Pediatric Symptom Checklist is a psychosocial screen designed to facili-
tate the recognition of cognitive, emotional, and behavioral problems so that
appropriate interventions can be initiated as early as possible. Included here
are two versions, the parent-completed version (PSC) and the youth self-report
(Y-PSC). The Y-PSC can be administered to adolescents ages 11 and up.

The PSC consists of 35 items that are rated as “Never,” “Sometimes,” or
“Often” present and scored 0, 1, and 2, respectively. The total score is calculat-
ed by adding together the score for each of the 35 items. For children and
adolescents ages 6 through 16, a cutoff score of 28 or higher indicates psycho-
logical impairment. For children ages 4 and 5, the PSC cutoff score is 24 or
higher (Little et al., 1994; Pagano et al., 1996). The cutoff score for the Y-PSC
is 30 or higher. Items that are left blank are simply ignored (i.e., score equals
0). If four or more items are left blank, the questionnaire is considered invalid.

A positive score on the PSC or Y-PSC suggests the need for further evaluation
by a qualified health (e.g., M.D., R.N.) or mental health (e.g., Ph.D., L.I.C.S.W.)
professional. Both false positives and false negatives occur, and only an experi-
enced health professional should interpret a positive PSC or Y-PSC score as any-
thing other than a suggestion that further evaluation may be helpful. Data
from past studies using the PSC and Y-PSC indicate that two out of three chil-
dren and adolescents who screen positive on the PSC or Y-PSC will be correctly
identified as having moderate to serious impairment in psychosocial function-
ing. The one child or adolescent “incorrectly” identified usually has at least
mild impairment, although a small percentage of children and adolescents turn
out to have very little or no impairment (e.g., an adequately functioning child
or adolescent of an overly anxious parent). Data on PSC and Y-PSC negative
screens indicate 95 percent accuracy, which, although statistically adequate,
still means that 1 out of 20 children and adolescents rated as functioning ade-
quately may actually be impaired. The inevitability of both false-positive and
false-negative screens underscores the importance of experienced clinical judg-
ment in interpreting PSC scores. Therefore, it is especially important for par-
ents or other laypeople who administer the form to consult with a licensed
professional if their child receives a PSC or Y-PSC positive score.

For more information, visit the Web site: http://psc.partners.org.

Jellinek MS, Murphy JM, Little M, et al. 1999. Use of the Pediatric Symptom Checklist
(PSC) to screen for psychosocial problems in pediatric primary care: A national feas-
ability study. Archives of Pediatric and Adolescent Medicine 153(3):254-260.

Jellinek MS, Murphy JM, Robinson J, et al. 1988. Pediatric Symptom Checklist: Screening
school-age children for psychosocial dysfunction. Journal of Pediatrics 112(2):201-209.
Web site: http://psc.partners.org.

Little M, Murphy JM, Jellinek MS, et al. 1994. Screening 4- and 5-year-old children for
psychosocial dysfunction: A preliminary study with the Pediatric Symptom Checklist.
Journal of Developmental and Behavioral Pediatrics 15:191-197.

Pagano M, Murphy JM, Pedersen M, et al. 1996. Screening for psychosocial problems in
4-5 year olds during routine EPSDT examinations: Validity and reliability in a
Mexican-American sample. Clinical Pediatrics 35(3):139-146.

www.brightfutures.org



BRIGHT FUTURES M= TOOL FOR PROFESSIONALS

Pediatric Symptom Checklist (PSC)

Emotional and physical health go together in children. Because parents are often the first to notice a problem with their
child’s behavior, emotions, or learning, you may help your child get the best care possible by answering these questions.
Please indicate which statement best describes your child.

Please mark under the heading that best describes your child:

Never Sometimes Often
1.  Complains of aches and pains 1
2. Spends more time alone 2
3. Tires easily, has little energy 3
4. Fidgety, unable to sit still 4
5. Has trouble with teacher 5
6. Less interested in school 6
7. Acts as if driven by a motor 7
8. Daydreams too much 8
9. Distracted easily 9
10. Is afraid of new situations 10
11. Feels sad, unhappy 1
12. Is irritable, angry 12
13. Feels hopeless 13
14. Has trouble concentrating 14
15. Less interested in friends 15
16. Fights with other children 16
17. Absent from school 17
18. School grades dropping 18
19. Is down on him or herself 19
20. Visits the doctor with doctor finding nothing wrong 20
21. Has trouble sleeping 21
22. Worries a lot 22
23. Wants to be with you more than before 23
24. Feels he or she is bad 24
25. Takes unnecessary risks 25
26. Gets hurt frequently 26
27. Seems to be having less fun 27
28. Acts younger than children his or her age 28
29. Does not listen to rules 29
30. Does not show feelings 30
31. Does not understand other people’s feelings 31
32. Teases others 32
33. Blames others for his or her troubles 33
34. Takes things that do not belong to him or her 34
35. Refuses to share 35
Total score
Does your child have any emotional or behavioral problems for which she or he needs help? (
Are there any services that you would like your child to receive for these problems? ( )N

If yes, what services?

www.brightfutures.org



BRIGHT FUTURES M= TOOL FOR PROFESSIONALS

Pediatric Symptom Checklist—Youth Report (Y-PSC)

Please mark under the heading that best fits you:

Never Sometimes Often
1. Complain of aches or pains 1
2. Spend more time alone 2
3. Tire easily, little energy 3
4. Fidgety, unable to sit still 4
5. Have trouble with teacher 5
6. Less interested in school 6
7. Act as if driven by motor 7
8. Daydream too much 8
9. Distract easily 9
10. Are afraid of new situations 10
11. Feel sad, unhappy 1
12. Are irritable, angry 12
13. Feel hopeless 13
14. Have trouble concentrating 14
15. Less interested in friends 15
16. Fight with other children 16
17. Absent from school 17
18. School grades dropping 18
19. Down on yourself 19
20. Visit doctor with doctor finding nothing wrong 20
21. Have trouble sleeping 21
22. Worry a lot 22
23. Want to be with parent more than before 23
24. Feel that you are bad 24
25. Take unnecessary risks 25
26. Get hurt frequently 26
27. Seem to be having less fun 27
28. Act younger than children your age 28
29. Do not listen to rules 29
30. Do not show feelings 30
31. Do not understand other people’s feelings 31
32. Tease others 32
33. Blame others for your troubles 33
34. Take things that do not belong to you 34
35. Refuse to share 35

www.brightfutures.org



Name:

PHQ-9 modified for Adolescents

(PHQ-A)

Clinician:

Date:

Instructions: How often have you been bothered by each of the following symptoms during the past two
weeks? For each symptom put an “ X" in the box beneath the answer that best describes how you have been

feeling.
) ) 2 3
Not at Several More Nearly
all days than every
half day
the days
1. Feeling down, depressed, irritable, or hopeless?

N

Little interest or pleasure in doing things?

3. Trouble falling asleep, staying asleep, or sleeping too
much?

Poor appetite, weight loss, or overeating?

Feeling tired, or having little energy?

o|as

Feeling bad about yourself — or feeling that you are a
failure, or that you have let yourself or your family
down?

7. Trouble concentrating on things like school work,
reading, or watching TV?

8. Moving or speaking so slowly that other people could
have noticed?

Or the opposite — being so fidgety or restless that you
were moving around a lot more than usual?

9. Thoughts that you would be better off dead, or of
hurting yourself in some way?

In the past year have you felt depressed or sad most days, even if you felt okay sometimes?
LlYes LINo

If you are experiencing any of the problems on this form, how difficult have these problems made it for you to
do your work, take care of things at home or get along with other people?

CINot difficult at all [I1Somewhat difficult [IVery difficult LlExtremely difficult

Has there been a time in the past month when you have had serious thoughts about ending your life?

LlYes LINo
Have you EVER, in your WHOLE LIFE, tried to kill yourself or made a suicide attempt?
LlYes CINo

**f you have had thoughts that you would be better off dead or of hurting yourself in some way, please discuss
this with your Health Care Clinician, go to a hospital emergency room or call 911.

Office use only: Severity score:

Modified with permission from the PHQ (Spitzer, Williams & Kroenke, 1999) by J. Johnson (Johnson, 2002)




PHQ-9: Modified for Teens

Name: Clinician: Date:

Instructions: How often have you been bothered by each of the following symptoms during the
past two weeks? For each symptom put an “X” in the box beneath the answer that best
describes how you have been feeling.

(0) (1) (2) (3)
Not At All | Several | More Than| Nearly
Days Half the | Every Day
_ Days
1. Feeling down, depressed, irritable, or hopeless? [ | ] ] [ ]
2. Little interest or pleasure in doing things? [ ] [ ] [ ] [ ]
3. Trouble falling asleep, staying asleep, or sleeping too
much? [] E E Ll
4. Poor appetite, weight loss, or overeating? [ | [ ] [ ] [
5. Feeling tired, or having little energy? [ ] [ ] [ ] [ ]
6. Feeling bad about yourself — or feeling that you are a
failure, or that you have let yourself or your family ] [] [] ]
down?
7. Trouble concentrating on things like school work,
reading, or watching TV? L] [ [] [
8. Moving or speaking so slowly that other people could
have noticed?
[] [] [] []
Or the opposite — being so fidgety or restless that you
were moving around a lot more than usual?
9. Thoughts that you would be better off dead, or of
hurting yourself in some way? L] [ [ []

In the past year have you felt depressed or sad most days, even if you felt okay sometimes?
[ ] Yes [ [No

If you are experiencing any of the problems on this form, how difficult have these problems made it for you to
do your work, take care of things at home or get along with other people?

[ ] Not difficult at all [ ] Somewhat difficult [ ] Very difficult [ ] Extremely difficult

Has there been a time in the past month when you have had serious thoughts about ending your life?
[] Yes [ ] No

Have you EVER, in your WHOLE LIFE, tried to kill yourself or made a suicide attempt?
[ ] Yes [] No

**If you have had thoughts that you would be better off dead or of hurting yourself in some way,
please discuss this with your Health Care Clinician, go to a hospital emergency room or call 911.

Office use only: Severity score:

Modified with permission by the GLAD-PC team from the PHQ-9 (Spitzer, Williams, & Kroenke, 1999), Revised PHQ-A (Johnson,
2002), and the CDS (DISC Development Group, 2000)

Use with Permission. Guidelines for Adolescent Depression in Primary Care. Version 2, 2010. 71



Scoring the PHQ-9 modified for Teens

Scoring the PHQ-9 modified for teens is easy but involves thinking about
several different aspects of depression.

To use the PHQ-9 as a diagnostic aid for Major Depressive Disorder:
* Questions 1 and/or 2 need to be endorsed as a "2" or "3"
* Need five or more positive symptoms (positive is defined by a "2" or
"3" in questions 1-8 and by a "1", "2", or "3" in question 9).
* The functional impairment question (How difficult....) needs to be
rated at least as "somewhat difficult.”

To use the PHQ-9 to screen for all types of depression or other mental
illness:

* All positive answers (positive is defined by a "2" or "3" in questions 1-8
and by a "1","2", or "3" in question 9) should be followed up by
intferview.

* A total PHQ-9 score > 10 (see below for instructions on how to obtain
a total score) has a good sensitivity and specificity for MDD.

To use the PHQ-9 to aid in the diagnosis of dysthymia:
* The dysthymia question (In the past year..) should be endorsed as

w "

yes.

To use the PHQ-9 to screen for suicide risk:
* All positive answers to question 9 as well as the two additional suicide
items MUST be followed up by a clinical interview.

To use the PHQ-9 to obtain a total score and assess depressive severity:
* Add up the numbers endorsed for questions 1-9 and obtain a total
score.
* See Table below:

Total Score Depression Severity

0-4 No or Minimal depression

5-9 Mild depression

10-14 Moderate depression

15-19 Moderately severe depression
20-27 Severe depression

Use with Permission. Guidelines for Adolescent Depression in Primary Care. Version 2, 2010. 72



PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME: DATE.:

Over the last 2 weeks, how often have you been

bothered by any of the following problems?

More than
(use "v'"to indicate your answer) Notatal | Several | = - ..o Nearly
days every day
days
1. Little interest or pleasure in doing things 0 1 2 3
2, Feeling down, depressed, or hopeless 0 1 2 :
. . . 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much
4. Feeling tired or having little energy 0 1 2 :
5. Poor appetite or overeating 0 1 2 .
6. Feeling bad about yourself—or that you are a failure or 0 1 2 3
have let yourself or your family down
7. Trouble concentrating on things, such as reading the 0 1 2 3
newspaper or watching television
8. Moving or speaking so slowly that other people could
have noticed. Or the opposite — being so figety or 0 1 5 3
restless that you have been moving around a lot more
than usual
9. Thoughts that you would be better off dead, or of 0 1 5 3
hurting yourself
add columns + +
(Healthcare professional: For interpretation of TOTAL, TOTAL:
please refer to accompanying scoring card).
10. If you checked off any problems, how difficult Not difficult at all
have these problems made it for you to do Somewhat difficult
your work, take care of things at home, or get .
Very difficult
along with other people?
Extremely difficult

Copyright © 1999 Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MD®© is a trademark of Pfizer Inc.
A2663B 10-04-2005



PHQ-9 Patient Depression Questionnaire
For initial diagnosis:

1. Patient completes PHQ-9 Quick Depression Assessment.
2. Ifthere are at least 4 v's in the shaded section (including Questions #1 and #2), consider a depressive
disorder. Add score to determine severity.

Consider Major Depressive Disorder
- if there are at least 5 v's in the shaded section (one of which corresponds to Question #1 or #2)

Consider Other Depressive Disorder
- if there are 2-4 ¥'s in the shaded section (one of which corresponds to Question #1 or #2)

Note: Since the questionnaire relies on patient self-report, all responses should be verified by the clinician,
and a definitive diagnosis is made on clinical grounds taking into account how well the patient understood
the questionnaire, as well as other relevant information from the patient.

Diagnoses of Major Depressive Disorder or Other Depressive Disorder also require impairment of social,
occupational, or other important areas of functioning (Question #10) and ruling out normal bereavement, a
history of a Manic Episode (Bipolar Disorder), and a physical disorder, medication, or other drug as the
biological cause of the depressive symptoms.

To monitor severity over time for newly diagnosed patients or patients in current treatment for
depression:

1. Patients may complete questionnaires at baseline and at regular intervals (eg, every 2 weeks) at
home and bring them in at their next appointment for scoring or they may complete the
questionnaire during each scheduled appointment.

Add up v’s by column. For every v": Several days = 1 More than half the days = 2 Nearly every day = 3
Add together column scores to get a TOTAL score.
Refer to the accompanying PHQ-9 Scoring Box to interpret the TOTAL score.

o > N

Results may be included in patient files to assist you in setting up a treatment goal, determining degree of
response, as well as guiding treatment intervention.

Scoring: add up all checked boxes on PHQ-9

For every v" Not at all = 0; Several days = 1;
More than half the days = 2; Nearly every day = 3

Interpretation of Total Score

Total Score Depression Severity
1-4 Minimal depression
5-9 Mild depression
10-14 Moderate depression
15-19 Moderately severe depression
20-27 Severe depression

PHQ9 Copyright © Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MD ® is a
trademark of Pfizer Inc.

A2662B 10-04-2005



Screen for Child Anxiety Related Disorders (SCARED)
CHILD Version—Page 1 of 2 (to be filled out by the CHILD)

Developed by Boris Birmaher, M.D., Suneeta Khetarpal, M.D., Marlane Cully, M.Ed., David Brent, M.D., and Sandra McKenzie, Ph.D.,
Western Psychiatric Institute and Clinic, University of Pittsburgh (October, 1995). E-mail: birmaherb@upmec.edu

See: Birmaher, B., Brent, D. A., Chiappetta, L., Bridge, J., Monga, S., & Baugher, M. (1999). Psychometric properties of the Screen for Child

Anxiety Related Emotional Disorders (SCARED): a replication study. Journal of the American Academy of Child and Adolescent Psychiatry, 38(10),
1230-6.

Name: Date:

Directions:

Below is a list of sentences that describe how people feel. Read each phrase and decide if it is “Not True or Hardly Ever True” or
“Somewhat True or Sometimes True” or “Very True or Often True” for you. Then, for each sentence, fill in one circle that
corresponds to the response that seems to describe you for the last 3 months.

0 1 2
Somewhat

Not True True or Very True

or Hardly Sometimes or Often

Ever True True True
1. When I feel frightened, it is hard to breathe O O O PN
2.1 get headaches when I am at school. O O O SH
3. I don’t like to be with people I don’t know well. O O O SC
4.1 get scared if I sleep away from home. O O O SP
5. I worry about other people liking me. O O O GD
6. When I get frightened, I feel like passing out. O O O PN
7.1 am nervous. O O O GD
8. I follow my mother or father wherever they go. O O O SP
9. People tell me that I look nervous. O O O PN
10. I feel nervous with people I don’t know well. O O O SC
11. T get stomachaches at school. O O O SH
12. When I get frightened, I feel like I am going crazy. O O O PN
13. 1 worry about sleeping alone. O O O SP
14. 1 worry about being as good as other kids. O O O GD
15. When I get frightened, I feel like things are not real. O O O PN
16. I have nightmares about something bad happening to my parents. O O O SP
17. 1 worry about going to school. O O O SH
18. When I get frightened, my heart beats fast. O O O PN
19. 1 get shaky. O @) @) PN
20. I have nightmares about something bad happening to me. O O O SP




Screen for Child Anxiety Related Disorders (SCARED)
CHILD Version—Page 2 of 2 (to be filled out by the CHILD)

0 1 2
Somewhat
Not True True or Very True
or Hardly Sometimes or Often
Ever True True True
21. T worry about things working out for me. @) O O GD
22. When I get frightened, I sweat a lot. @) O O PN
23.1am a worrier. O O @) GD
24. 1 get really frightened for no reason at all. @) O O PN
25. T am afraid to be alone in the house. @) O O SP
26. It is hard for me to talk with people I don’t know well. @) O O SC
27. When I get frightened, I feel like I am choking. @) O O PN
28. People tell me that I worry too much. @) O O GD
29.1 don’t like to be away from my family. @) O O SP
30. I am afraid of having anxiety (or panic) attacks. @) O O PN
31. 1 worry that something bad might happen to my parents. @) O O SP
32. 1 feel shy with people I don’t know well. @) O O SC
33. 1 worry about what is going to happen in the future. @) O O GD
34. When 1 get frightened, I feel like throwing up. @) O O PN
35. 1 worry about how well I do things. @) O O GD
36. I am scared to go to school. @) O O SH
37.1 worry about things that have already happened. @) O O GD
38. When I get frightened, T feel dizzy. @) O O PN
39. I feel nervous when I am with other children or adults and I have to do
something while they watch me (for example: read aloud, speak, play a O O @) SC
game, play a sport).
40.1 feel nervous when I am7 going to parties, dances, or any place where there 0O 0O 0O sC
will be people that I don’t know well.
41.1am shy. O SC
SCORING:

A total score of > 25 may indicate the presence of an Anxiety Disorder. Scores higher than 30 are more specific. | TOTAL =

A score of 7 for items 1, 6,9, 12, 15, 18, 19, 22, 24, 27, 30, 34, 38 may indicate Panic Disorder or Significant Somatic
Symptoms.

A score of 9 for items 5, 7, 14, 21, 23, 28, 33, 35, 37 may indicate Generalized Anxiety Disorder.
A score of 5 for items 4, 8, 13, 16, 20, 25, 29, 31 may indicate Separation Anxiety SOC.

A score of 8 for items 3, 10, 26, 32, 39, 40, 41 may indicate Social Anxiety Disorder.

A score of 3 for items 2, 11, 17, 36 may indicate Significant School Avoeidance. E

For children ages 8 to 11, it is recommended that the clinician explain all questions, or have the child answer the questionnaire sitting with an adult
in case they have any questions.

The SCARED is available at no cost at www.wpic.pitt.edu/research under tools and assessments, or at www.pediatric bipolar.pitt.edu under instruments.

March 27,2012



Screen for Child Anxiety Related Disorders (SCARED)
PARENT Version—Page 1 of 2 (to be filled out by the PARENT)

Developed by Boris Birmaher, M.D., Suneeta Khetarpal, M.D., Marlane Cully, M.Ed., David Brent, M.D., and Sandra McKenzie, Ph.D.,
Western Psychiatric Institute and Clinic, University of Pittsburgh (October, 1995). E-mail: birmaherb@upmec.edu

See: Birmaher, B., Brent, D. A., Chiappetta, L., Bridge, J., Monga, S., & Baugher, M. (1999). Psychometric properties of the Screen for Child

Anxiety Related Emotional Disorders (SCARED): a replication study. Journal of the American Academy of Child and Adolescent Psychiatry, 38(10),
1230-6.

Name: Date:

Directions:

Below is a list of sentences that describe how people feel. Read each phrase and decide if it is “Not True or Hardly Ever True” or
“Somewhat True or Sometimes True” or “Very True or Often True” for your child. Then, for each statement, fill in one circle that
corresponds to the response that seems to describe your child for the last 3 months. Please respond to all statements as well as you
can, even if some do not seem to concern your child.

0 1 2
Somewhat

Not True True or Very True

or Hardly Sometimes or Often

Ever True True True
1. When my child feels frightened, it is hard for him/her to breathe O O O PN
2. My child gets headaches when he/she am at school. O O O SH
3. My child doesn’t like to be with people he/she does't know well. O O O SC
4. My child gets scared if he/she sleeps away from home. O O O SP
5. My child worries about other people liking him/her. O O O GD
6. When my child gets frightened, he/she fells like passing out. O O O PN
7. My child is nervous. O O O GD
8. My child follows me wherever I go. O O O SP
9. People tell me that my child looks nervous. O O O PN
10. My child feels nervous with people he/she doesn’t know well. O O O SC
11. My child gets stomachaches at school. O O O SH
12. When my child gets frightened, he/she feels like he/she is going crazy. O O O PN
13. My child worries about sleeping alone. O O O SP
14. My child worries about being as good as other kids. O O O GD
15. When my child gets frightened, he/she feels like things are not real. O O O PN
16. My child has nightmares about something bad happening to his/her parents. O O O SP
17. My child worries about going to school. O O O SH
18. When my child gets frightened, his/her heart beats fast. O O O PN
19. He/she child gets shaky. O O O PN
20. My child has nightmares about something bad happening to him/her. O O O SP




Screen for Child Anxiety Related Disorders (SCARED)
PARENT Version—Page 2 of 2 (to be filled out by the PARENT)

0 1 2
Somewhat
Not True True or Very True
or Hardly Sometimes or Often
Ever True True True
21. My child worries about things working out for him/her. @) O O GD
22. When my child gets frightened, he/she sweats a lot. @) O O PN
23. My child is a worrier. O O @) GD
24. My child gets really frightened for no reason at all. @) O O PN
25. My child is afraid to be alone in the house. @) O O SP
26. It is hard for my child to talk with people he/she doesn’t know well. @) O O SC
27. When my child gets frightened, he/she feels like he/she is choking. @) O O PN
28. People tell me that my child worries too much. @) O O GD
29. My child doesn't like to be away from his/her family. @) O O SP
30. My child is afraid of having anxiety (or panic) attacks. @) O O PN
31. My child worries that something bad might happen to his/her parents. @) O O SP
32. My child feels shy with people he/she doesn’t know well. @) O O SC
33. My child worries about what is going to happen in the future. @) O O GD
34. When my child gets frightened, he/she feels like throwing up. @) O O PN
35. My child worries about how well he/she does things. @) O O GD
36. My child is scared to go to school. @) O O SH
37. My child worries about things that have already happened. @) O O GD
38. When my child gets frightened, he/she feels dizzy. @) O O PN
39. My child feels nervous when he/she is with other children or adults
and he/she has to do something while they watch him/her (for example: O O @) SC
read aloud, speak, play a game, play a sport).
40. My child feels nervous when he/she is going to par’ties, dances, or any o) o) o) sc
place where there will be people that he/she doesn’t know well.
41. My child is shy. O SC

SCORING:
A total score of > 25 may indicate the presence of an Anxiety Disorder. Scores higher than 30 are more specific. | TOTAL =

A score of 7 for items 1, 6,9, 12, 15, 18, 19, 22, 24, 27, 30, 34, 38 may indicate Panic Disorder or Significant Somatic
Symptoms.

A score of 9 for items 5, 7, 14, 21, 23, 28, 33, 35, 37 may indicate Generalized Anxiety Disorder.
A score of 5 for items 4, 8, 13, 16, 20, 25, 29, 31 may indicate Separation Anxiety SOC.

A score of 8 for items 3, 10, 26, 32, 39, 40, 41 may indicate Social Anxiety Disorder.

A score of 3 for items 2, 11, 17, 36 may indicate Significant School Avoeidance. E

The SCARED is available at no cost at www.wpic.pitt.edu/research under tools and assessments, or at www.pediatric bipolar.pitt.edu under instruments.
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I
Antidepressant Monitoring Form for Children and Adolescents E‘H‘i;gpr;m“-’f
Name: Start Date: Weight kg Height: cm
Medication Name: Rater's Name Relationship to patient:

(If different than above)

Purpose

If you have been given this form, it may mean you will be taking an antidepressant to help decrease your symptoms of anxiety and/or
depression. This form is designed to help you, your caregivers and your doctor monitor how well your medication is working and
also to measure any side effects you may be experiencing. Please bring this form with you when you visit your doctor. Please use it
help guide your discussions with your doctor. For example, use it to point out which symptoms and side effects bother you
the most.

Directions: Before you start the antidepressant (at “baseline”) and at each of the time periods listed below (whether you see your
doctor or not), please rate the following possible symptoms and side effects. In other words, please write the number that best
describes your experience (on average over the past week) in the appropriate box based on the following scale:

0 =not present 1=alittle 2 =amoderate amount 3 =asevere amount
[I haven’t noticed this] [it doesn’t bother me] [it bothers me] [it bothers me a lot]
Date
Dose
Depression Baseline 1 week 2 weeks 4 weeks 6 weeks 8 weeks 12 weeks
Feeling things are
hopeless
Feeling tired

throughout the day
(too hard to get going)

Guilty feelings (e.g.,
like you let either
yourself or someone
else down)

Irritable mood

Little interest or
pleasure in doing
things you usually like

Low mood or feeling
sad

Moving or speaking
very slowly

Not able to complete
tasks (e.g., at school,
work or home)

Overeating (eating >3
large meals/day)

Poor appetite (eating
<2 regular meals/day)

Sleeping too much
(>12 hrs/day)

Thoughts of harming
yourself or that you
are better off dead

Trouble concentrating
or focusing on a task

Trouble falling or
staying asleep

PE#435; © September 2006
Child & Adolescent Mental Health Programs
BC Children’s Hospital, 4480 Oak Street, Vancouver, B.C., Canada V6H 3V4

Made available with permission from Dean Elbe, M.D. This form has not been modified.




Anxiety

Baseline

1 week

2 weeks

4 weeks

6 weeks

8 weeks

Avoidance behaviours

Compulsive habits

Feeling overly and
uncontrollably worried

Obsessive thoughts

Panic attacks

Social anxiety

Unusual aches & pains
in the body

Please note: This monitoring form is designed to be used for several types of antidepressant medications. Hence, the “possible
side effects” listed below represents those from several different antidepressants. Please rate them all using the same scale:

0 =not present
[I haven't noticed this

1 =alittle
[it doesn't bother me]

2 = a moderate amount
[it bothers me]

3 =asevere amount
[it bothers me a lot

Possible
Side Effects

Baseline

1 week

2 weeks

4 weeks

6 weeks

8 weeks

Appetite gain

Appetite loss

Constipation

Diarrhea

Disruption with either
menstrual cycles or
sexual functioning

Dry mouth

Feeling agitated

Feeling dizzy or
lightheaded

Feeling nauseated or
vomiting

Feeling overly excited
or happy

Feeling overly tired or
sleepy

Headaches

Inner sense of
restlessness

Racing heart beat

Seizures

Skin rash

Stomach aches

Strange dreams

Sweating

Thoughts of causing
harm to yourself or
others

Twitching or muscle
tremors (shakiness)

Unusual bleeding or
bruising

Urinary problems

Weight gain

Weight loss

Approximate # of missed
doses of your
antidepressant (past week)

N/A

Please list any other medications you are taking:

BC Mental Health &

Addiction Services

An sgency of the Proveclsl Heslts Serecm Autherity

Ministry of
Children and Family

BRITISH
Development

COLUMBIA

PE#435; © September 2006, Child & Adolescent Mental Health Programs
BC Children’s Hospital, 4480 Oak Street, Vancouver, B.C., Canada V6H 3V4.
This form may be used free of charge for clinical purposes only.

Made available with permission from Dean Elbe, M.D. This form has not been modified.

12 weeks

12 weeks




Adolescent Screening Toolkit - December 30, 2019

-Net

Montana Access to Pediatric Psychiatry Network

For more information, contact:

Miranda LeMieux

MAPP-Net Grant Program Specialist
Family and Community Health Bureau
DPHHS, Children’s Special Health Services
miranda.lemieux@mt.gov

406-444-7077

KIM HART

MAPP-Net Program Coordinator
Billings Clinic, Psychiatry
khart@billingsclinic.org
406-435-4556

MAPP-Net.org

Project > '} 4 \ﬁ--.___ MONTANA_ .
ECHO BillingsClinic  \Pebietietn| citpmrassreqar - Rural lstitute

MONTANA

Foundation

This project is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human
Services (HHS) as part of an award totaling $2.2MM with 25% financed with nongovernmental sources. The contents are those of
the author(s) and do not necessarily represent the official views of, nor an endorsement, by HRSA, HHS or the U.S. Government.
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