Management of pediatric mental disorders in primary care:
where are we now and where are we going?
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Purpose of review
Pediatric mental disorders are among the most common
disorders of childhood and are routinely seen in primary
care. We review innovative management strategies,
treatment technologies, and models of collaboration with
behavioral health specialists in general medical settings.
Our goal is to advance the integration of behavioral health
services into primary care.
Recent findings
The application of mental health interventions with proven
efficacy holds great promise for youths with mental
disorders. Unfortunately, traditional primary-care
management of pediatric mental disorders is characterized
by nonspecific counseling, low-dose prescribing, and
referrals to specialty settings that are often not completed.
Summary
The development, study, and refinement of new assessment
and treatment technologies, supplemental treatments, and
collaborative models of care delivery will be necessary to
ensure more effective care for youths with mental disorders
and their families. The promise of pediatric mental
healthcare will not be fulfilled unless primary-care clinicians
and behavioral health specialists forge new collaborative
relationships that enhance the delivery of evidence-based
care to affected children and their families.
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Introduction
Primary-care clinicians are uniquely positioned to
initiate, manage, or coordinate care for the growing
number of children and adolescents diagnosed with
mental disorders. Children with such conditions are often
seen in primary-care settings, tend to be higher users of
healthcare services as compared with those not affected
and are more likely to have other medical comorbidities
than children without these disorders [1–3]. Moreover,
families consistently report that primary-care clinicians
are among the most trusted professionals that young
families interact with, and they would prefer that their
pediatricians discuss such issues during healthcare visits
[4].
Pediatric clinicians are increasingly embracing this challenge, as evidenced by rapidly growing rates of diagnosis
and treatment during primary-care visits [1,5]. However,
treatment is not growing as fast as diagnosis, and there are
many questions about the quality of that treatment [6].
The majority of individuals suffering from mental disorders experience the onset of a disorder before adulthood, yet most affected children receive inadequate
treatment or no treatment at all [7,8]. It is therefore
troubling that it takes significantly longer for individuals
who experience the early onset of mental disorders to be
offered disorder-specific treatment than those who
develop disorders later in life [8].
In response to this public health embarrassment and the
larger and growing body of research supporting the
delivery of behavioral health interventions for adults
in primary care, a number of new treatment technologies
and collaborative care models that integrate specialty
expertise into the primary-care setting have been developed. Creative models of collaboration aim to reduce the
inefficiencies built into current practices. In this article
we review current practices and what little is known
about ‘usual care’, introduce new treatment technologies
that are moving into primary care, and provide an overview of collaborative models that link primary care and
behavioral services in innovative fashions. We do not
discuss preventive interventions, services for very young
children, care for parents with mental disorders, or
delivery of treatment in specialty settings, even though
each is essential for the well-being of children and
adolescents.
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Current management
Studies of primary-care management of child and adolescent behavioral and emotional disorders usually consider
counseling interventions, psychotropic drug prescriptions,
and referrals to behavioral health specialists separately.
Counseling by primary-care clinicians for these disorders is
the most poorly described. However, the little information
that exists suggests that counseling is defined variously to
include everything from behavioral-modification plans to
reassurance and sympathetic listening [9]. Counseling by
primary-care clinicians or their staff is the most common
intervention offered for newly identified mental disorders
and related problems in primary care for children [10]. It is
unclear how effective the provision of counseling or advice
by primary-care clinicians and their staff is, as there have
been no studies of counseling outcomes in pediatric care.
The delivery of standardized psychotherapy protocols by
primary-care clinicians for pediatric mental disorders has
not been studied, but one can easily imagine many barriers
to the implementation of primary-care clinician-delivered
psychotherapy. Of greater interest and practicality is the
delivery of psychotherapeutic intervention by mental
health professionals integrated into primary-care settings,
though again research has been quite limited.
Psychotropic drug prescribing has been more extensively
studied. Primary-care clinicians prescribe psychotropic
drugs in roughly half of the visits with a known psychosocial problem, but there is likely considerable variability
across individual clinicians, practices, and geographic
regions [5,10]. The majority of pediatric psychoactive
drug prescriptions in primary care are for stimulants to
treat presumed attention-deficit hyperactive disorder
(ADHD). In addition, a growing number of children
and adolescents are being treated with antidepressants
by primary-care clinicians, and even antipsychotic medications are being increasingly prescribed for diverse
indications in children and adolescents [11,12,13].
The evidence base for the effectiveness of psychoactive
medications in primary care for conditions other than
ADHD is limited, but clinicians confronted with a growing number of children affected by behavioral and
emotional disorders have few practical alternatives.
Enhancements to the quality and availability of psychotherapy services for depression and other conditions
result in greater uptake of therapy as compared with
medication use among depressed adolescents in primary
care [14].
The prescription of psychotropic drugs to children and
adolescents has increased rapidly over the past 15 years
with the introduction of new antidepressant agents, new
antipsychotics, and long-acting stimulant preparations.
However, highly publicized concerns related to potentially serious adverse effects for both the antidepressants
and stimulants have more recently created confusion and

furor over their prescription by nonspecialists in primary
care [14] (see also www.fda.gov/medwatch/). Unfortunately, no clarity on practice implications for primary-care
clinicians working with children and their families has
emerged around these drugs. In addition, a small but
growing number of studies suggest that some patients
prefer psychotherapy interventions to psychotropic drugs
when given a choice [15,16].
Very little information is available about the success or
failure of referrals from primary-care settings to behavioral health specialists for diagnostic evaluations, treatment initiation, or ongoing management. One study
found that family compliance with mental health referral
is quite low, with less than half of the youths referred for
specialty mental health services ever receiving intervention [17]. Referrals are more common for younger children with psychosocial problems, females, and those with
depression or anxiety as compared with ADHD and
behavioral problems [18]. Health-system and clinician
factors also influence the likelihood of referral from
primary-care settings. For example, primary-care clinician tolerance for uncertainty and availability of specialty
care are both important. Regardless of which children and
adolescents are referred, the actual use of specialty services after referral seems extremely limited. On average,
less than half of the patients referred by primary-care
clinicians actually have a specialty visit in the ensuing
6 months and of those that do have such visits, the median
number of visits is one [17].
In summary, primary-care services for children affected
by behavioral and emotional disorders and their families
are limited and without documented effectiveness as to
their current delivery. It is in this context that new
options for the treatment and management of these
disorders are being considered.

Innovations in treatment technology
The most visible changes in treatment technology for
behavioral and emotional disorders for children and adolescents have occurred in psychopharmacology. Beginning in 1990, the explosive growth of the selective
serotonin-reuptake inhibitor (SSRI) class of antidepressants and the newer, long-acting stimulant medications
increased the willingness of many primary-care clinicians
to manage mental disorders. These expansions in the
armamentarium have been tempered by new and
dramatic warnings about possible adverse events associated with the initiation of treatment in both cases.
Specifically, some youths taking selective serotoninreuptake inhibitor antidepressants expressed increased
suicidal ideation, and the question of whether stimulants
might induce cardiac arrythmias or hypertension has been
raised [14]. Although an active debate and program of
research is ongoing both in the UK and USA on the
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mechanisms and strength of these potential adverse
events, none of the published research to date is on
the effectiveness of the antidepressant agents in
primary-care settings for pediatric patients, even though
many of the prescriptions for antidepressants and most for
stimulants are written there.
Less controversial are newer psychosocial interventions
for children with behavioral and emotional disorders in
primary care, including some that are employing diverse
modalities to deliver their message. The Positive Parenting Program has used parent-administered, television,
primary-care and telephone versions to assist parents in
caring for children with early symptoms of externalizing
or conduct problems [19–21]. Brief social skills training
has also improved the outcome of children with ADHD
in primary care [22].
Because so few mental health specialists are available in
general and those trained in evidence-based practices are
even more rare, some institutions have developed Internet- and telephone-based services to supplement therapist or clinician interactions. Clarke et al. [23] have
demonstrated positive outcomes with Internet-based
psychotherapy services for teens with mild to moderate
depression, which is supported by others [24]. None of
these new nonpharmacological interventions are widely
available but they offer hope that psychotherapy services
delivered in innovative ways will reach many affected
youths who previously had no access to care.

Collaborative models for improving mental
health services for children in primary care
The development of specific treatment technologies is a
necessary but not sufficient step in improving care for
children affected by behavioral and emotional disorders
in primary care. Even more challenging is finding
methods to implement treatments in an effective fashion
in the busy and sometimes chaotic setting of primary care.
Most authors now understand that high-quality services
for mental disorders in primary care are generally multidisciplinary and collaborative [25]. These children have
disorders that are most often chronic conditions presenting with a broad range of severity and are commonly
comorbid with other physical and mental disorders.
To address this clinical complexity, strategies have been
proposed to manage chronic mental disorders in primarycare settings. They include training primary-care practices (PCPs) in managing common mental disorders, the
use of mental health specialists as consultants to support
the directed efforts of PCPs, or co-location of mental
health specialists to provide services within primary
care [26]. Adult primary-care settings have successfully
managed mental disorders using strategies that employ
mental health professionals as educators, consultants,

supervisors, and/or direct service providers [27–29].
Specialist collaboration in primary care can improve
communication between PCPs and specialists, improve
rates of referral completion, and enhance provider satisfaction [30]. Nevertheless, specialist involvement alone
is less potent in improving care than are systemic changes
in care system design [31–33].
The chronic care model has proven to be an important
development in the efforts of organized medicine to
foster a longitudinal, public health perspective in the
general medical setting, where an acute care or crosssectional mindset has traditionally prevailed [34].
Initially offered in response to the challenge of managing
common adult illnesses such as diabetes mellitus, the
chronic care model has provided a workable framework
for the integration of mental health services into primary
care and other specialty general medical settings [32].
Professionals involved in the evolution of the chronic
care model recognized that a public health-driven system of care would be capable of ensuring that a mutually
understood and agreed-upon care plan is in place for each
patient, that patients and families have the skills necessary to manage the condition, that proven treatments are
available to treat the core illness and prevent complications, and that continuous follow-up care is accessible.
Six key elements of the chronic care model have been
promoted: (1) a leadership team configured among the
organizational partners that includes accountable
primary-care clinicians, specialists, and administrators;
(2) access to decision support for primary-care service
providers (e.g. access to mental health specialists and
evidence-based guidelines to aid in the recognition and
management of common mental health disorders); (3)
modifications in delivery system design that make stateof-the-art management guidelines and treatments available (e.g. use of a care manager responsible for coordinating care with primary-care clinicians and specialists);
(4) development and implementation of clinical information systems that empower PCPs, care managers, and
mental health specialists to manage common mental
disorders longitudinally in as many affected individuals
as possible; (5) self-management support for patients and
families to promote understanding of common mental
health disorders and scientifically based treatment
options to facilitate shared decision-making with professionals; and (6) patient and family access to community resources beyond individual healthcare providers
[27,31–34].

Integrated mental health services in a rural
pediatric practice
There are many examples of a collaborative-care
approach to the management of mental health disorders
in primary care for adults, but few appear in the pediatric
literature. Some studies have borrowed components of
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the collaborative care approach in recent research, such as
the study of the treatment of adolescent depression in
primary care [35].
We recently described a program within a large rural PCP
in western Pennsylvania that relies on the relationship
between PCPs and an on-site collaborative mental health
care team consisting of an advanced practice nurse with
specialty mental health training, a psychiatric social
worker, and a child and adolescent psychiatrist [36].
In this model, the PCP is the physician of record with
responsibilities that include initial case identification,
presumptive diagnosis, and ensuring the overall continuity of patient care. The advanced practice nurse serves
as the primary liaison between the PCPs and psychiatrist
(who is on-site infrequently), and functions as a bridge
between primary and specialty care. The advanced practice nurse works closely with the PCP to complete an
initial assessment and to triage each patient with an
identified problem, with the goal of determining whether
the child might benefit from services, and if so, where and
how such services are best delivered.
Several barriers exist to the implementation of collaborative models of care for children and adolescents with
behavioral and emotional disorders. One arises from the
practical difficulties of deriving fiscal support for specialist
involvement in such models that does not involve directly
billable, face-to-face time. New approaches such as telephone interventions, telephone care management for
youths on psychoactive medications, and telemedicine
may prove to be nonstarters in the real world unless
innovations in systems of compensation for the delivery
of behavioral healthcare services are permitted to parallel
innovations in care-delivery models [37]. Several US states
now allow Medicaid funding for telepsychiatry, although
many issues remain to be solved [38]. Nevertheless, while
challenging from a fiscal perspective, collaborative models
that flexibly incorporate pediatric mental health specialists
into primary care appear to be feasible and compatible with
the workings of medical practice.

Future directions
Continued growth in the development of pediatric collaborative models for behavioral health in primary-care
settings will parallel the growth of disease management
for other conditions such as asthma and diabetes. These
models will increasingly call for delivery of healthcare
outside of the office through a wide variety of communication devices and assessment tools. In addition, families
and patients will increasingly participate in monitoring
and evaluating their symptoms and results with electronic
tools and health records. Both the increased use of
electronic tools for out-of-office care and family involvement will require enhanced communication between
specialists and primary-care clinicians.

Conclusion
Primary-care services for behavioral health problems in
children and adolescents remain problematic. However,
promising models for improving care that require coordinated efforts by specialists and primary-care clinicians
appear to offer the most hope. These models will be
enhanced by the rapid spread of electronic health records,
other electronic health tools, and family or patient
participation in care.
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