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Objective Treatment of child mental health (MH) problems should be informed by psychiatric
diagnosis. Whether primary care clinicians (PCCs) use standardized psychiatric diagnostic criteria to
direct the treatment of child MH problems is unknown. This study investigated PCCs’ use of Diagnostic
and Statistical Manual of Mental Disorders (DSM) criteria during office visits.
Methods The data were obtained from 3674 children ages 4–15 years who were recognized as
having one or more MH problems during office visits by clinicians participating in the Child Behaviour
Study. Parents completed questionnaires before seeing the clinician. Clinicians completed a survey
after the visit. The primary outcome was whether PCCs used standardized criteria to generate a
diagnosis for children with recognized MH problems.
Results Clinicians used DSM criteria in 23% of visits in which a psychosocial problem was
recognized, and 57% of PCCs reported no use of DSM. DSM criteria were used most frequently (38%
of visits) when PCCs reported attention problems. Medications were much more likely to be
prescribed during visits when PCCs diagnosed using DSM criteria (63% of visits vs. 19% when criteria
were not used). However, only 51% of psychotropic medication prescriptions were based on a DSM
diagnosis.
Conclusions Clinicians used standardized criteria infrequently, and primarily to diagnose attention
problems.
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Mental disorders are common chronic conditions
among children, with prevalence estimates ranging
from 12% to 20% in primary care settings (Haggerty et al. 1975; Goldberg et al. 1984; Costello
et al. 1988a; Costello 1989; Biggs-Gowan et al.
2000; Kelleher et al. 2000). Most children with
mental health (MH) problems see generalists
instead of MH specialists (Burns et al. 1995, 1997),
but there are widespread concerns about the quality of care delivered in this setting (Costello 1986;

Costello et al. 1988b; Horwitz et al. 1992; Kelleher
et al. 1997; Hoagwood et al. 2000; Olson et al.
2001). Among the barriers to delivering effective
MH treatment in primary care is the failure to find
and accurately assess disorders (Costello 1986;
Costello et al. 1988b; Horwitz et al. 1992; Kelleher
et al. 1997). Recognition is low, especially among
young children, those with depressive and anxiety
disorders, and girls. Inadequate assessment of children’s MH problems may result in both under- and
overtreatment (Angold et al. 2000), and may also
help explain the disparate MH care received by
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boys and girls in primary care (Gardner et al.
2002a). Because childhood psychiatric disorders
are associated with significant morbidity and mortality (Lewinsohn et al. 1994; Barkley 1996), and
because psychotropic medications have potential
risks in the child and adolescent population
(Weintrob et al. 2002; Wilnes et al. 2003), both
under- and overtreatment are significant concerns.
Part of the problem may be the criteria for MH
diagnoses used by primary care clinicians (PCCs).
Many PCCs may be making treatment decisions
based on the presence of symptoms, rather than by
making a diagnosis using established criteria such
as those provided by the Diagnostic and Statistical
Manual of Mental Disorders (DSM, American
Psychiatric Association 2000) or the International
Classification of Diseases (ICD, World Health
Organization 1993). Treatment based on symptoms alone instead of a diagnosis may be problematic because few MH symptoms are specific to a
particular psychiatric disorder. For example, a
‘hyperactive’ and ‘inattentive’ child may suffer
from attention deficit hyperactivity disorder
(ADHD), but these symptoms can also be resulting
from post-traumatic stress disorder (PTSD). Differential diagnosis is critical because a stimulant
medication may reduce symptoms of ADHD, but
exacerbate those of PTSD. Thus, guidelines for
ADHD endorsed by the American Academy of
Child and Adolescent Psychiatry (Greenhill et al.
2002), the American Academy of Pediatrics
(American Academy of Pediatrics 2000, 2001),
and the American Academy of Family Physicians
(Herrerias et al. 2001) recommend ‘the use of
explicit criteria for the diagnosis using the DSMIV criteria’ (American Academy of Pediatrics
2001). Although these groups have not addressed
disorders other than ADHD, we believe that similar
arguments would support the use of standardized
criteria for other child MH problems.
To our knowledge, there are no data on the frequency with which PCCs use standardized criteria
in diagnosing child MH problems. Therefore,
using data from the Child Behaviour Study (CBS,
Kelleher et al. 1997), we studied the use of standardized criteria by PCCs during child office visits.
We examined factors that might help explain
why providers used or did not use standardized

criteria based on clues from previous research.
These included patient characteristics, including
age, race/ethnicity and gender because these factors have been associated with disparities in care
in research with adults (e.g. Schulman et al.
1999). In previous work, we have found that
PCCs treat children similarly regardless of race
(Kelleher et al. 1999), and that boys and girls who
have been identified with an MH problem are also
treated similarly (Gardner et al. 2002a). We also
examined whether the MH problem identified by
the PCC was associated with the use of standardized criteria. We hypothesized that standardized
criteria would be more likely to be used in the
assessment of children with attention problems
because of greater PCC familiarity with ADHD
and our previous findings that PCCs are more
likely to use checklists or standardized tools when
children have attention problems (Gardner et al.
2003).
We also looked at clinician factors such as the
provider’s gender (Henderson & Weisman 2001;
Scholle et al. 2001), professional discipline
(Rushton et al. 2000), MH training (Horwitz et al.
1992), or beliefs and attitudes about MH care
(McClennan et al. 1998). We also examined the
year in which the provider was trained, reasoning
that more recently trained PCCs might have
greater exposure to psychiatric nomenclature.
Finally, we examined visit characteristics that
could influence the use of standardized criteria. We
hypothesized that PCCs would be more likely to
treat during visits when they used standardized
criteria, because establishing a diagnosis is a prerequisite to undertaking treatment. Similarly, we
hypothesized that PCCs might be more likely to
use standardized criteria when the circumstances
of the visit favoured the delivery of treatment. For
example, PCCs are more likely to treat a problem
if they had recognized it on a previous visit
(Gardner et al. 2000). Similarly, the use of standardized criteria might be affected by whether this
was a well visit, or was explicitly for a psychosocial
problem. Finally, we hypothesized that PCCs might
be more likely to address MH issues with families
who were their regular patients, and therefore
might be more likely to make psychiatric diagnoses
when seeing such patients.
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Methods
Sites and settings
Several primary care research networks participated in this study: Ambulatory Sentinel Practice
Network (ASPN; Denver, CO; Green et al. 1984)
and Pediatric Research in Office Settings (PROS;
Elk Grove Village, IL; Wasserman et al. 1998), the
Wisconsin Research Network (WreN; Madison,
WI) and the Minnesota Academy of Family Physicians Research Network (MAFPRN; St. Paul, MN).
Prior research from the two largest networks,
ASPN and PROS, supports the comparability of
patients, clinicians and practices in network
studies with those identified in national samples
(Wasserman 1992; Green et al. 1993, 1994; Nutting
1996). In addition, we compared participating paediatric clinicians to a random sample of paediatricians from the American Academy of Pediatrics
on demographics and practice characteristics
(American Academy of Pediatrics 1995). We found
no important differences between participating clinicians and other clinicians (Kelleher et al. 1997).
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whom PCCs had not identified a problem; therefore this analysis includes only those cases in which
a problem was identified. Finally, we excluded cases
in which the only problem identified by the clinician was ‘Family dysfunction in absence of other
problems’ because this category is a V-code in DSM
and is not billable, and therefore might be treated
differently from other diagnostic categories. This
resulted in n = 3674 unique child visits, seen by 377
PCCs (Table 1).

Procedure
PCCs signed an agreement to participate, an alternative to standard informed consent that was
approved by our IRBs and completed the Clinician
Practice Questionnaire. Parents filled out a Parent
Visit Questionnaire after giving informed consent
and before they saw the clinician. The clinician
completed a Clinician Visit Questionnaire following the visit, and did not see the Parent Visit
Questionnaire data.

Measures

Sample

Clinician Practice Questionnaire

Each clinician enrolled a consecutive sample of
approximately 55 children aged 4–15 years presenting for non-emergency care with a parent or
primary caretaker. We enrolled a child only once
and excluded children seen for procedures only.
There were 24 183 eligible children, of whom
22 059 (91%) participated in the study. Eligible
children were not recruited because the parent
refused (63% of eligible but not participating children), the office staff overlooked the opportunity
to recruit (25%), or the family withdrew from the
study (12%). In addition, we examined clinician or
practice characteristics that might affect patient
participation. Only those clinicians located in the
south and west seemed to include a higher percentage of their eligible participants (94% to 89% for
each). An additional 909 participating children
(4.1%) had missing data sufficient to preclude further analyses.
Clinicians were not asked questions about the
use of DSM diagnostic criteria for children for

The questionnaire asked about the PCC’s demographics, when the PCC trained, and whether the
PCC had completed a fellowship in child psychiatry, behavioural/developmental paediatrics, family
therapy, or other related discipline. PCCs were
counted as having such training if they endorsed
any of the above. PCCs were asked whether there
was an MH specialist onsite at the practice. The
survey also included the Physician Belief Scale,
which measures PCCs’ beliefs about psychological
aspects of patient care (Ashworth et al. 1984). We
constructed two scales (details provided elsewhere,
McClennan et al. 1998) measuring clinicians’ attitudes about MH care. A high score on the first
(‘Disbelief in MH’) meant that the PCC either
believed that she lacked the ability to treat MH
problems or that patients would not want these
problems to be discussed. A high score on the
second (‘Burden of MH’) meant that the PCC
believed that investigating MH problems required
too much time and effort. Finally, the question-
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Child, clinician and visit factors
Child factors
Child age (year)
<9
≥9
Child gender
Male
Female
Hispanic ethnicity
Yes
No
African American ethnicity
Yes
No
White ethnicity
Yes
No
Single parent
Yes
No
ADHD
Yes
No
Behaviour-conduct
Yes
No
Childhood psychosis
Yes
No
Developmental delays
Yes
No
Drug/alcohol dependencies
Yes
No
Internalizing problems
Yes
No
Mental retardation
Yes
No
Physical manifestations
Yes
No
Problem severity
Mild
Moderate
Severe
Clinician factors
PCC gender
Male
Female
Year completed training
1980 or earlier
1981 or later
Family physician
Yes
No
Mental health training
Yes
No

n of visits

% use of DSM

P

1758
1916

20
26

0.0001

2431
1243

27
16

<0.0001

278
3396

28
23

0.56

274
3400

20
24

0.36

3020
654

23
23

0.96

1544
2130

22
25

0.2

1947
1727

38
7

<0.0001

1570
2104

23
23

0.95

40
3634

23
23

0.9

644
3030

23
24

0.75

48
3626

21
23

0.67

1273
2401

16
27

<0.0001

135
3539

19
24

0.27

816
2858

15
26

<0.0001

1486
1841
347

14
29
29

<0.0001

2044
1630

27
19

0.053

1701
1973

23
24

0.9

610
3064

18
24

0.16

1882
1792

27
20

0.1
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Table 1. Use of DSM by child
patient, clinician and visit factors

PCCs’ use of psychiatric diagnoses

Table 1. Continued

Child, clinician and visit factors
Specialist onsite
Yes
No
Has office DSM manual
Yes
No
Burden of MH care
≥15
<15
Disbelief in MH care
≥12
<12
Visit factors
My patient
Yes
No
Well visit
Yes
No
Mental health visit
Yes
No
Previously recognized problem
Yes
No

405

n of visits

% use of DSM

P

1382
2292

26
22

0.36

1936
1738

31
15

0.0005

2157
1517

22
26

0.35

2014
1660

16
32

0.0001

2986
688

24
19

0.13

1028
2646

16
26

<0.0001

458
3202

46
20

<0.0001

2799
875

27
13

<0.0001

n = 3674 children, each seen in a unique visit; n = 377 PCCs.
DSM, Diagnostic and Statistical Manual of Mental Disorders; ADHD, attention deficit
hyperactivity disorder; PCC, primary care clinician; MH, mental health.

naire asked, ‘Do you have a copy of DSM III, DSM
III-R or DSM IV in your office?’

Parent Visit Questionnaire
We asked parents for demographic information,
including the child’s race and ethnicity, and
whether this was a single-parent family.

Clinician Visit Questionnaire
After seeing the patient, the PCC checked whether
the child ‘is my primary care patient’ and wrote
down her perception of the reason for the visit,
including whether this was a well visit or whether
the visit was mental-health-related. PCCs who
reported that they had found a psychosocial problem were asked to provide a diagnosis, using the
following categories: ‘Adjustment reaction/reaction
to stress’, ‘Behavioural/conduct problems’, ‘Other
emotional problems (e.g. anxiety, sadness)’, ‘Attention deficit/hyperactivity problems’, ‘Physical
manifestations (e.g. sleep, enuresis, or eating

problems)’, ‘Specific developmental delays (learning disabilities)’, ‘Childhood psychosis’, ‘Drug and/
or alcohol abuse/dependency’ and ‘Mental retardation’. These categories were developed by the
researchers in collaboration with panels of PCCs
following the work of Horwitz and colleagues (1992),
and were intended to capture terms commonly
used in primary care practice. We lumped ‘Adjustment reaction/reaction to stress’ and ‘Other emotional problems (e.g. anxiety, sadness)’ into a single
category called ‘Internalizing problems’. PCCs
could and did endorse more than one diagnosis.
PCCs who reported that they had found a psychosocial problem were also asked to rate the
seriousness of the problem as ‘mild’, ‘moderate’, or
‘severe’. In addition, providers were asked, ‘Did you
use the DSM III, DSM III-R or DSM IV criteria in
making your assessment?’ This was the primary
outcome measure for the present study. Finally,
PCCs answered three questions about treatments
administered during this visit: ‘Was counselling
provided in your office today?’ (hereafter, ‘Counselling’), ‘Were psychotropic medications pre-
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scribed for this patient for this problem today?’
(‘Medication’) and ‘Did you refer this patient for
MH treatment today?’ (‘Referral’).

Statistical analyses
We conducted bivariate analyses examining the
associations between DSM use and child, clinician
and visit factors. Because these factors are intercorrelated, we then calculated a logistic regression in
which DSM use was the dependent variable and
child, clinician and visit factors were independent
variables. In addition, we examined all possible
two-way interactions among the variables that
were statistically significant first-order effects in
the regression. Finally, we conducted a series of
logistic regressions in which the dependent variables were whether the PCC prescribed medication, referred the case to a specialist, or offered
counselling to the family. The principal independent variable was the PCC’s use of standardized
criteria, controlling for the factors that predicted
DSM criteria use in the prior regression.
All analyses were conducted using Stata version
7 (StataCorp 2001) and included corrections for
clustering of patients within PCC (White 1980;
Binder 1983).

Results
Use of DSM
PCCs reported that they used DSM criteria in 858
visits (23%) in which they had found an MH problem. Only 15% of PCCs reported using DSM on
50% or more of such visits, and 57% of all PCCs
reported no use of DSM criteria. Because repeatedly completing the questionnaire might affect
PCCs’ diagnostic behaviour, we checked whether
use of DSM differed for patients seen earlier vs. later
in the study, and found no difference (P = 0.47).

when the PCC had an office copy of the DSM,
when the reason for the visit was an MH problem,
and when the problem had been recognized on a
previous visit. DSM criteria were less likely to be
used when the PCC identified an internalizing
problem or physical manifestations of a psychosocial problem, when the PCC did not believe in the
efficacy of MH care, or when the child was being
seen for a well visit.
Table 2 presents the results of a logistic regression in which the dependent variable was whether
DSM criteria were used during a visit and the independent variables were child, clinician and visit
factors. Many factors that were significant in bivariate analyses remained significant in this multivariate analysis. Child demographic factors were not
associated with the use of DSM criteria, with the
exception that criteria were less likely to be used for
children from single parent families. The use of
standardized criteria was far more frequent when
ADHD was diagnosed. DSM criteria were more
likely to be used when PCCs viewed the problem
as being severe. PCCs with less belief in the efficacy
of MH care were less likely to use DSM criteria.
PCCs who reported having a copy of the DSM in
their office were more likely to use the criteria during a visit. Neither having had MH training nor
having an MH specialist onsite were associated with
the use of DSM criteria. The use of DSM criteria
was more frequent when the visit was for an MH
problem. The use of standardized criteria was more
frequent when the PCC knew about the problem
from a previous visit. Finally, there was a significant
interaction between a child’s ADHD status and the
PCC’s judgement about the severity of the child’s
problems. With non-ADHD children, PCCs were
likely to use DSM criteria only when the problem
was rated severe (20.4% vs. 6.3% when the problem
was rated less severe). With ADHD children, the
use of DSM criteria was slightly less likely for children with severe problems (34.9%) than for children with less severe problems (37.9%).

Use of DSM and child, clinician and visit factors
Table 1 shows that DSM criteria were more likely
to be used with older children, male children, when
PCCs identified an attention problem, when the
clinician judged the problem to be more severe,

Use of DSM criteria and PCCs’ treatment of
MH problems
Table 3 presents the percentages of visits during
which PCCs provided counselling, referral to spe-
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Table 2. Adjusted odds ratios for rates of DSM use by child, clinician and visit factors
Child, clinician and visit factors
Child factors
Child age
Child gender
African American ethnicity
Hispanic ethnicity
White ethnicity
Single parent
ADHD
Behaviour-conduct
Childhood psychosis
Developmental delays
Drug/alcohol dependencies
Internalizing problems
Mental retardation
Physical manifestations
Problem severity
ADHD ¥ severity
Clinician factors
PCC gender
Year of training
Family physician
Mental health training
Specialist onsite
Has office DSM manual
Burden of MH care
Disbelief in MH care
Visit factors
My patient
Well visit
Mental health visit
Previously recognized problem

Adjusted odds ratio

95% confidence interval

P

1.03
1.04
1.29
1.66
1.30
0.81
5.71
0.87
0.85
0.87
1.07
0.78
0.77
0.77
1.92
0.74

(0.99, 1.07)
(0.84, 1.29)
(0.61, 2.71)
(0.70, 3.90)
(0.70, 2.44)
(0.66, 0.98)
(3.76, 8.66)
(0.65, 1.16)
(0.38, 1.91)
(0.63, 1.21)
(0.45, 2.50)
(0.59, 1.03)
(0.45, 1.29)
(0.60, 1.00)
(1.55, 2.39)
(0.62, 0.89)

0.101
0.723
0.503
0.247
0.407
0.031
<0.001
0.341
0.701
0.409
0.885
0.084
0.315
0.055
<0.001
0.002

1.33
1.01
0.56
1.31
0.89
2.43
1.02
0.86

(0.83, 2.14)
(0.98, 1.04)
(0.29, 1.08)
(0.82, 2.07)
(0.53, 1.47)
(1.44, 4.11)
(0.96, 1.09)
(0.79, 0.94)

0.240
0.357
0.082
0.256
0.638
0.001
0.483
0.001

1.44
0.79
1.99
1.41

(0.95, 2.16)
(0.62, 1.01)
(1.49, 2.67)
(1.05, 1.91)

0.084
0.062
<0.001
0.024

n = 3674 children, each seen in a unique visit; n = 377 PCCs.
DSM, Diagnostic and Statistical Manual of Mental Disorders; ADHD, attention deficit hyperactivity disorder; PCC, primary care
clinician.

Table 3. Treatments delivered by PCCs by use of DSM during visits
% of visits in which treatment was used
Treatment

Visits without DSM
diagnoses(n = 2816)

Visits with DSM
diagnoses (n = 858)

Adjusted odds ratio

95% confidence
interval

P

Counselling
Referral
Medication

36
16
19

43
18
63

1.60
1.04
3.71

(1.18, 2.17)
(0.77, 1.40)
(2.77, 4.99)

0.003
0.82
<0.001

n = 3674 children, each seen in a unique visit; n = 377 PCCs.
DSM, Diagnostic and Statistical Manual of Mental Disorders; PCC, primary care clinician.

cialists, or prescriptions of medications as a function of whether they reported having diagnosed the
child’s MH problem using DSM criteria. The odds
ratios were adjusted for the variables significantly
associated with the use of DSM in Table 2. Whether

PCCs referred patients was not associated with
their use of DSM criteria. PCCs provided counselling at a higher rate during visits when DSM criteria were used and they prescribed medications at
much higher rates during such visits. However,
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PCCs used DSM criteria to make diagnoses during
only 542 (51%) of the 1073 visits when medications were prescribed.

Discussion
Even though available MH treatment guidelines
are DSM diagnosis specific, PCCs reported that
they rarely used DSM criteria to arrive at a psychiatric diagnosis. DSM criteria appeared to be used
most frequently in the diagnosis of attention problems. Use of DSM criteria was very low when
attention problems were not reported, including
diagnoses of highly prevalent problems such as
behaviour/conduct or internalizing problems.
PCCs tended to rely on standardized psychiatric
diagnostic guidelines for a set of problems with
which they appear to be more, not less comfortable. Because psychotropic medications were prescribed primarily for attention problems, it is also
possible that PCCs used DSM criteria most frequently with children identified with attention
problems because these were the patients that
PCCs were most likely to treat themselves. Nevertheless, only half of medication prescriptions for
attention problems were based on a diagnosis using
DSM criteria.
Failure to use DSM criteria did not seem to
result from lack of training, because PCCs who
reported fellowship, rotation, or other specialized
MH training were no more likely than others to use
DSM criteria. Similarly, having an MH specialist
onsite at a practice did not increase PCCs’ use of
DSM criteria. However, use of DSM criteria was
more likely when the PCC had a DSM manual in
the office.
As noted, the use of DSM criteria was more
common during visits that resulted in prescriptions of psychotropic medications. Not surprisingly, then, the use of DSM criteria was also more
likely when the circumstances of the visit favoured
the delivery of treatment. For example, DSM criteria were used more often when the problem had
been recognized by the PCC on a previous visit.
This suggests that DSM criteria may be more likely
to be used after a period of watchful waiting, at
which time the PCC concludes that the problem is
not transient and requires a formal evaluation and

diagnosis. DSM criteria were also more likely to be
used when the PCC reported that the visit was for
an MH problem. Such problems may be more
likely to require immediate attention and
diagnosis.
Alternatively, PCCs may be more likely to use
DSM criteria when they believe that a parent either
already believes that the child has a problem or is
open to discussing it, as may be the case when the
parent brings the child to discuss an MH problem.
It may be that PCCs who know about and attempt
to use DSM criteria are more comfortable in discussing MH issues with parents, are more thorough in their investigation of child problems, and
better at addressing parental concerns. As we
expected, PCCs’ use of DSM criteria was independent of the child’s gender, race, or ethnicity. However, we were puzzled to find that PCCs were less
likely to report use of criteria when children came
from single parent families.
Finally, PCCs were more likely to use DSM criteria when diagnosing more severely ill nonADHD children. However, severity of illness had
no effect on diagnostic practices for ADHD children. We speculate that for the severe non-ADHD
children, clinicians are using the DSM criteria to
identify what disorder they are dealing with. With
ADHD, they are more likely to believe that they
have correctly identified the disorder, and their
assessment goal is to determine the level of
symptoms.

Limitations
This study is limited by its reliance on PCCs’ selfreports. We have no way to confirm whether PCCs
actually used DSM criteria in their diagnoses, or
used them correctly. Because it is normative to use
DSM criteria, it is likely that the reported rates
overstate actual use. The CBS was designed to
obtain a large sample size and to be run in working
office settings. Therefore, it was essential to ask
PCCs as few questions as possible, and we only
asked about the use of DSM criteria in cases where
the PCC had found a psychosocial problem. Thus,
there may have been some additional visits in
which PCCs had examined a child using DSM criteria, concluded that no psychosocial problem was
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present, and then failed to report their use of criteria to us because of the skip pattern on the Patient
Visit Questionnaire. Similarly, we were unable to
obtain gold standard diagnoses for patients, and
hence cannot report on the association between
PCCs’ self-reported diagnostic activities and the
children’s actual diagnoses. Our measure of
whether the parent recognized that the child had a
problem was based solely on the PCC’s report, and
did not assess the parent’s view.
The data are from a North American sample of
clinicians and families, so the results may not apply
to primary care in other regions. Finally, clinicians
may have been affected by knowing that a study
was in progress.

Conclusions
PCCs rarely use standardized criteria to diagnose
children’s MH problems. This is a major concern:
the reader should consider how she would react if
we had reported that PCCs prescribing treatment
for diabetes used approved diagnostic tests in only
51% of cases. PCCs appear to use the criteria primarily in the assessment of attention problems and
for medication decisions, suggesting that additional research is needed concerning the use of
standardized criteria for other MH problems and
treatment decisions. However, underuse of standardized criteria is common even when diagnoses
lead to prescriptions of psychotropic medications.
Careful initial assessment and subsequent close
monitoring of psychiatric disorders are particularly
relevant given current concerns related to the safety
and tolerability of psychoactive medications in
children and adolescents.
What can we do to increase PCCs’ use of standardized psychiatric diagnoses or validated diagnostic tests? It is unlikely that additional training
alone will be sufficient to induce a change. Primary
care services have primarily focused on addressing
acute medical problems. Available evidence suggests that clinician training and good intentions
alone are inadequate in improving the care and
management of chronic conditions such as paediatric mental disorders (Pincus 2003). Research
with adults suggests that meaningful improvements in the care of chronic conditions require
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structural changes to the system of health care
delivery (Wagner 2000; Wagner et al. 2001).
Improvements in clinician recognition, diagnosis
and management of adult psychiatric disorders in
primary care have followed efforts to integrate MH
professionals into primary care medical practice as
educators, consultants, and at times as clinicians
for the more severely ill (Katon et al. 2001). Most
effective chronic illness management programs
have employed well-trained non-physician care
managers with specialized clinical and behavioural
skills who communicate regularly with PCCs and
supporting specialists (Katon et al. 1999; Wagner
2000; Rothman & Wagner 2003). The goal is not to
provide a non-physician substitute for the PCC,
but rather to complement and supplement the
PCC’s role by delivering services that the PCC does
not have the skills or the time to provide, such as
formal psychiatric assessment, psychoeducation
and triage (Von Korff et al. 1997).
Information technology will play an important
role in the re-engineering of primary care. We
found that PCCs were more likely to report use of
standardized criteria during visits in which treatments were delivered. This suggests that the more
formal approach to assessment represented by the
DSM represents a greater time cost for PCCs. PCCs
were also more likely to use DSM criteria when
they actually had a copy of the DSM manual in
their office. It is possible that having a manual is
only a marker of the PCCs’ status as a DSM user,
which would imply that just giving PCCs the
manual would not increase usage. Psychiatric diagnoses, however, are defined by unwieldy collections
of criteria. It is difficult for non-specialists to do
this without consulting the manual or using a validated diagnostic test, which suggests that having
the manual available could increase use of the standardized diagnoses.
Recognizing that time and the PCCs’ working
memory are scarce resources in primary care
(Mechanic et al. 2001), how can we increase the use
of standardized psychiatric diagnoses in that
setting? Psychiatric diagnoses can be made using
computerized structured interviews (a structured
interview is essentially the DSM expressed as a set
of standardized questions). Computerized tests
and structured interviews, particularly those that
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can be self-administered by patients, can reduce
the staff and clinician time required to consult a
diagnostic manual or to administer and score an
instrument.
Two technical advances could substantially
reduce the cost of putting computerized tests in the
hands of patients and clinicians in front-line clinical settings. First, wireless Internet services are
reducing the barriers to the delivery of computerized testing services to clinical offices. The second
technical advance, Computerized Adaptive Testing
(CAT, Wainer 2000), has been widely used by
educational and vocational testers, but has seen
surprisingly little application in physical or MH
settings (Gardner et al. 2002b). CAT is a technology for interactive administration of tests that tailors the test to the patient. These tests are ‘adaptive’
in that an algorithm selects questions in real time
and in response to the ongoing answers of the
patient, the way a clinical interviewer selects
questions. Computerized, adaptive MH assessment
services, delivered on stand-alone computers or
over the web, could provide a technology for making standardized psychiatric diagnoses in the primary care setting.
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