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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. The screening tools in this kit include broad screens for 
primary surveillance as well as targeted screens for follow-up.  
 
Toolkit Contents: 

• Rationale for Screening 
• Clarification of Terms 
• Example Workflow 
• Screening Grid by Age and Clinical Target 
• Screening Survey 
• MOC IV Certification - Free 
• Screening Tools 
• Key Information on Foster Care and Toxic Stress 
• Referral Forms 
• Resources  

 
4C Pediatric and Behavioral Health Departments can support your practice’s programmatic 
implementation of behavioral health screening tools for your child and adolescent populations. Please 
contact us with your questions and needs or complete the short survey which will let us know which 
tools you are using and any areas you would like to learn more about. Our team can provide 
individualized support and training at your pace.  
 
Please use the survey document in the toolkit or complete the survey here:  
 
Warm Regards, 
4C Pediatric and Behavioral Health Departments 
 
  

 

Contact 
Cacilie Glasgow-LeBatard, RN, Pediatric/OB Coordinator 
clebatard@carolinaccc.com | Office: 910.487.8417 | Fax: 910.485.7238 
 
Rita Gunter, MD, FAAP, Pediatric Physician Champion 
rgunter@carolinaccc.com | Office: 910.223.3387  
 
Kara Gagnon, Network Pharmacy & Behavioral Health Integrative Programs Manager 
kgagnon@carolinaccc.com | Office: 910.495.8478 
 
Heidi Middendorf, MD, Network Psychiatrist 
hmiddendorf@carolinaccc.com | Office: 910.487.8447 
 
Karin A. Suess, MS, PharmD, Executive Director  
ksuess@carolinaccc.com | Office: 910.487.8451   
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 Key Points 
Screening: 

• Must use a validated Developmental or Social/Emotional screening tool recognized 
 by Medicaid for reimbursement. 

 

• EHR/EMR Considerations:  
 
 
 

o Some EHR/EMR vendors can activate screenings if requested by user practice. 
o Communicate with vendor on how to add validated screening tools if not    

available and embedded feature. 
 

Communication and Consents: 
 
 

 

 

• Encourage practice staff to have consents and authorizations.  
 

• Be part of practice workflow and processes.  
 

• Educate patients on the importance of provider to provider communication for     
 their safety, well-being and improved health outcomes. 
 

• Primary Care Provider/ Behavioral Health Professional Relationships (BHP) 
 

o Use appropriate authorizations and consents to promote optimal PCP or BHP   
communication. 

 
Emergency Scenario Considerations: 
 

• Best practice: do not leave patients who are experiencing a psychiatric emergency 
 in the waiting room or alone in an exam room or bathroom, Maintain 1:1   
 observation until transfer.  
 

• Review your practice policies and local health system policies regarding 
 stabilization and transfer of care. 

 

• Keep key contact numbers for local MCO’s 911, and Mobile Crisis Units readily 
 available. 

 
Foster Care: 
 

• Mental and Behavioral Health is the largest unmet health need for children in 
 foster care across our nation; locally. 

 

o  Cumberland County has a significant number of children in foster care. 
 
 

Carolina Collaborative Community Care is a resource for topics within this toolkit.          4 
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      SCHOOL AGE AND ADOLESCENTS: 
                   Why to Screen for Social/Emotional Development 

 

 Get the Facts:  
 

 Just one-third of all adolescents with 

mental illness are identified and  

receive services.  

 

 Screenings offer the potential to inter-

vene early and, in some cases,  

to prevent fully developed mental,  

emotional and behavioral disorders. 

 

 Screening for mental illness with an 

evidence-based tool in primary care 

settings has proven effective and is 

significantly more accurate then the 

informal interview method. 

 

 Early intervention does not always 

require referral to mental health  

services. 

 

 Pediatricians and other  

primary care providers regularly  

manage mild to moderate mental 

health disorders within their practice. 

 

 Approximately 20 percent of adoles-

cents suffer from a mental disorder. 
 

See www.AAP.org/mentalhealth for more information 

                          “Of children that receive mental health treatment,  

                            47% receive care in a Medical Home.”  

Additional Reimbursement is available for Social/Emotional Screenings of school age 

and adolescent children ages 6 through 20.   

Medicaid billing code: 99420 EP  Health Choice billing code: 99420 TJ  
 

Contact clebatard@carolinaccc.com for validated screening tools and guidance re-

garding the use of screenings in your practice.  

 

 
 NC DMA has responded to the need for Social/Emotional Screenings in children 

 

What Teens Think: 
 

 ...“most issues are mental like 

 anxiety, stress, worry, and over 

 thinking. They do all not need  

 to  be treated with medicine;   

 they need someone to say these  

 feelings are normal and give  

 ways to cope.” 
 

 ...“My doctor has never asked   

 me about depression or anxiety  

 issues, which I think could 

 help...” 
 

 ...“I didn’t know depression was 

 something that is normal to talk  

 to your doctor about.” 
 

 ...“I would like more alone time 

 with my doctor.” 
 

 ...“ask us things so we don’t  have 

 to make the first step.” 

 
CCNC National Survey of Teenagers ages 13 to 18 

   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

“One in four children experience a mental health condition” 



     

    CCNC Pediatrics: Surveillance & Screening 

 
 

 

Clarification of Terms: 

Surveillance:  
• Routine elicitation of family/patient concerns about development, behavior, or learning.  
• Generally accomplished by conversation and observation. 

 

Screening: 
• Primary screening- formal screening done with the total population to identify those who are at risk.    

o Examples include ASQ, PEDS, PSC, SDQ, Bright Futures Adolescent, GAPS, and Edinburgh. 
o These are tools with validation and cutoff scores, except the adolescent screens that are formal 

surveillance tools. 
 

Secondary screening:   
• More specific screening done when risk is identified on a primary screen.     
• Examples include the ASQ-SE, SCARED, CDI, CES-DC, PHQ9-A, Vanderbilt, Conners… 
• Note that a specific screen may be used as a primary screen if there is known risk in a given population.   

  
o Examples include MCHAT, CRAFFT 

 

Evaluation/Assessment:  
• Goes beyond screening to ascertain diagnosis and develop recommendations for intervention or 

treatment.    
• This is generally not done by the primary care medical home, unless co-located or integrated 

professionals are in the practice.    
o For example, evaluation is done at the CDSA, in the schools, by a developmental & behavioral 

pediatrician, a psychologist, a psychiatrist, a geneticist, etc. 
 

Role of the Medical Home: 
• Develop a reliable system for integration of surveillance, screening, referral, follow-up, and linkage to 

resources into the office workflow. 
• Develop relationships with specialists & community agencies to include standardized referral and 

feedback processes. 
• Follow criteria for referral after a positive screen. There is no rationale for a “wait and see” 

approach as it delays early intervention. 
 

Billing & Coding: 
 

*Please note this is for Medicaid billing only. Please verify with all other third party payers. 
 

 

96110 + EP:  (96110: Developmental Screening) 
• Bundled into well visit payment 
• If performed at other E/M visit (do not use modifier), code pays $8.14 

o Examples: ASQ, PEDS 
 

99420 + EP: (99420: Health Risks Assessment) 
• Can code two per visit 
• Code pays $8.14 (at well visit and at E+M visit) 
• Medicaid        EP       Health Choice        TJ 

o Example:  MCHAT, Pediatric Symptom Checklist (PSC), Vanderbilt, Conners, etc.  
 

99408 + EP: (99408: Alcohol and/or Substance Abuse Structured Screening) 
• May be reported in addition to E/M or Health Check 
• Code pays $30.73 

o Example: CRAFFT for Substance Use/Abuse 

6 



  
 
 
 

 
 

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

 
                 

 
 
 
 
 

 
 
 
 
 
 

 

 

 

 
 

 

 

 

 

 

 

 

Choose Appropriate  
Screening Tools 

 
 

Implement screening tools  
into practice workflow 

Review school age and adolescent 
screening tools (provided by CCNC) 

Choose a general screen to be used at 
Well Care Visits 

Choose condition- specific screening 
tools for areas of concern 

Test changes with medical 
staff/provider team 

Identify current process for 
screening patients  

(MCHAT, ASQ, etc.) 

Opportunities for improvement? 

Train staff and implement 

Consider: 
• Using office support staff  to support provider (ie: scoring) 

 

• How to input screening into EHR 
o Enter in EHR (so answers can be mined for tracking) 
o Scanned into EHR (not mineable) 

 

• Billing for screenings – Please see pages 9-11  in toolkit 
 

• How to interpret screens 
o Seek support from CCNC behavioral health staff if needed 

 

• When to refer/when to treat 
o Consider an in-service from CCNC Network Psychiatrist 

To learn more, or to schedule an in-service, contact: 
Cacilie Glasgow-LeBatard, Pediatric/OB Coordinator - clebatard@carolinaccc.com or 910-487-8417 
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CCNC Pediatrics: Maternal Depression Screening 

Psycho-social screening and surveillance for risk is an integral part of routine care and the relationship with the child and 
family.  Medical Homes can be timely and proactive by implementing the screening, supporting the mother-child 
relationship and using community resources for referral and treatment. 

40% - 60% of parenting teens and mothers who have low income report depressive symptoms 

Spectrum of 
Maternal 

Depression 

Prevalence Time Frame Characteristics Recommended 
Treatment 

Mom 

Recommended 
Treatment 

Dyad 
Maternity 

(Baby) Blues 
50%-80% of 
all mothers 
experience 
“baby blues” 
after birth 

Begins a few 
days after 
birth. 
May last up to 
2 weeks 

Transient depressed mood, 
irritability, crying, anxious, 
afraid, confused 

Family support Family Support 
groups 

Postpartum 
Depression 

13%-20% of 
mothers 
experience PD 
after birth 

Occurs during 
postpartum or 
within the 1st 
year 

Meets DSM V criteria as a 
minor/major depressive 
disorder. 
depressed mood, 
reduced interest in 
activities, loss of energy, 
difficulty concentrating  

Family Support 

Mental Health 
provider 

Psychiatry 

Early 
Childhood 
Mental Health 
provider 

CC4C 
CDSA 

Postpartum 
Psychosis (PPP) 

1-3 of 1,000 
mothers 
experience 
PPP after birth 

Occurs in the 
first 4 weeks 
after birth 

Paranoia, mood shift, 
hallucinations, delusions, 
suicidal/homicidal thoughts 

Emergency 
mental health 
services 
Mobile Crisis 
Inpatient setting 

Early 
Childhood 
Mental Health 
provider 
CC4C 
CDSA 

Evidence-Based Intervention: 
• Edinburgh Postpartum Depression Scale – available in English and Spanish

o Mother completes a 10 multiple choice questionnaire at 1, 2, 4, and 6 month visits. (Note
peak occurrence at 2-3 months for minor depression; 6 weeks for major depression)

o Billed at the infant visit with CPT code 99420 (risk screen of infant’s environment)
If mother is a patient of the practice (i.e. Family Practice, OB), Bill CPT Code 96127

For Positive Screens: 
• If the Edinburgh score is 20 or greater or if the mother expresses concern about her or her baby’s safety

or the PCP suspects the mother is suicidal, homicidal, severely depressed/manic/psychotic 
o Contact your Mobile Crisis provider: service available through your MCO
o Refer to emergency mental health services and be sure she leaves with a support person

• Communication, Support, Demystification and focus on wellness
• Referral Resources: see above

Revised August 2016 (v4) 8 
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CCNC Pediatrics: School-Age & Adolescent Screening  

 

Primary Screening- formal screening done with the total population to identify those who are at risk 
Secondary/Specific Screening- more specific screening done when risk is identified on a primary screen 

Structured Screening of General Development & Behavioral or Mental Health Risk 
for 6-10 Year Olds 

 

Recommended Primary Screens 
with Social-Emotional Focus 

Concern 
Billing & 
Coding 

Pediatric Symptom Checklist (PSC) 
General psychosocial screening and functional 
assessment in the domains of attention, learning, 
externalizing and internalizing symptoms 

99420 + Mod 

Strengths and Difficulties 
Questionnaire (SDQ) 

Brief, behavioral screening questionnaire designed to 
screen for mental health symptoms of children 

99420 + Mod 

 

Recommended Secondary/Specific 
Screens 

Concern 
Billing & 
Coding 

Vanderbilt, Conners ADHD/learning 99420 + Mod 

SCARED Anxiety 99420 + Mod 

CES-DC, Child Depression 
Inventory (CDI) 

Depression 99420 + Mod 

 
**The provider must document: Screening tool used, results of the screening tool, discussion 
with parents, and any referrals made.** 
 

 

Modifier:  
 
 

Medicaid  EP  
Health Choice  TJ  

99420 + Mod:  
 
 

Can code up to 2 screens per visit 
Code pays $8.14 (if done at well visit OR E+M visit) 

 

 

Engaging Adolescents: Healthcare for Teens  

 Video series available at: 

  https://www.communitycarenc.org/population-management/pediatrics/engaging-adolescents/ 

 

Children’s Health Insurance Program Reauthorization Act (CHIPRA)  Quality Demonstration Grant- February 2014 (v3) 
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CCNC Pediatrics: School-Age & Adolescent Screening  

Primary Screening- formal screening done with the total population to identify those who are at risk 
Secondary/Specific Screening- more specific screening done when risk is identified on a primary screen 

Structured Screening of General Development & Behavioral or Mental Health Risk 
for 11-21 Year Olds 

Recommended Primary Risks & 
Strengths Tools 

Concern 
Billing & 
Coding 

Bright Futures Adolescent 
Supplemental Questionnaire 

Assesses risks and strengths in domains of 
development, social, emotional, and risk reduction 

99420 + Mod 

Guidelines for Adolescent Preventive 
Services (GAPS) 

Assesses risks and strengths in domains of family, 
health, school, social, safety, and substance use 

99420 + Mod 

HEADSSS 

Assesses each of the following domains for risk and 
protective factors: home, education/employment, 
eating, activities, drugs, sexuality, 
suicide/depression/self-image, safety, and nutrition 

99420 + Mod 

 

Recommended Primary Screens 
with Social-Emotional Focus 

Concern 
Billing & 
Coding 

Pediatric Symptom Checklist-Youth 
(PSC-Y) 

General psychosocial screening and functional 
assessment in the domains of attention, learning, 
externalizing and internalizing symptoms 

99420 + Mod 

Strengths and Difficulties 
Questionnaire (SDQ) 

Brief, behavioral screening questionnaire designed to 
screen for mental health symptoms of children 

99420 + Mod 
 

Recommended Secondary/Specific 
Screens 

Concern 
Billing & 
Coding 

Vanderbilt, Conners ADHD/learning 99420 + Mod 

SCARED Anxiety 99420 + Mod 

Patient Health Questionnaire for 
Adolescents (PHQ-A), Patient 
Health Questionnaire-9 Modified for 
Teens (PHQ-9), CES-DC, CDI 

Depression 99420 + Mod 

CRAFFT Substance Use 
99408/99409 

+ Mod 
**The provider must document: Screening tool used, results of the screening tool, discussion with 

      parents, and any referrals made.** 
Modifier:  
 
 

Medicaid  EP  
Health Choice  TJ  

99420 + Mod:  
 
 

Can code up to 2 screens per visit 
Code pays $8.14 (if done at well visit OR 
E+M visit) 

CRAFFT: 
 

Only bill for positive 
screens. A minimum length 
of time in counseling is 
required for billing as below. 
 

99408: $30.73 (15-30 min) 
99409: $60.41 (>30 min) 

 

Children’s Health Insurance Program Reauthorization Act (CHIPRA) Quality Demonstration Grant- February 2014 (v3) 
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           HEALTHY CHILD AND ADOLESCENT DEVELOPMENT
                    PROMOTION AND SCREENING FOR RISK

Follow-up
Screen  

AGE 0-5 YEARS    ASQ/Edinburgh/PHQ-2 postpartum ASQ-SE* E-B Therapy
1, 2, and 4 mos. depression EI Part C

6, 12, 18 or 24 ASQ/PEDS etc motor,language ASQ-SE* EI Part C
social-emotional E-B Therapy

  36, 48, 60 mos. motor,language ASQ-SE* EI Part B
social-emotional E-B Therapy

any At-risk psychosocial situation maternal depression, ASQ-SE* E-B Therapy
DV, SA

any     Parent concern motor,language ASQ-SE* EI
social-emotional E-B Therapy, EI

18 & 24 months MCHAT ASD MCHAT f-u EI Part C
Interview

AGE 6-10 YEARS PSC17/SDQ Depressive symptoms  CES-DC, CDI*  CBT

every well visit      Anxiety   SCARED  CBT

Learning/School Vanderbilt, Conners* IEP for OHI/LD
Behavior Problems school records

AGE 11-20 YEARS function SDQ

every well visit Bright Futures Tools/ Depressive symptoms PHQ-9 Adol  CBT

GAPS/PSC-Y Anxiety   SCARED  CBT
Learning/School Vanderbilt, Conners* IEP for OHI/LD

Behavior Problems school records
CRAFFT Substance Use/Abuse E-B Therapy

LEGEND

MCHAT - Modified Checklist for Autism in Toddlers MCHAT-R/F - New Revised MCHAT

CRAFFT Screening Questionnaire - Care, Relax, Alone, Forget, Friends, Trouble CC4C - Care Coordination for Children

EI - Early Intervention CBT - Cognitive Behavioral Therapy

Part C of IDEA - Early Intervention for 0-3 year olds IEP - Individualized Education Plan

Part B of IDEA - Early Intervention for 3-5 year olds OHI - Other Health Impaired

IDEA - Individuals with Disabilities Education Act LD - Learning Disabilty

ASQ - Ages & Stages Questionnaire SDQ - Strengths &  Difficulties

ASQ-SE - The Ages & Stages Questionnaire: Social-Emotional ASD - Autism Spectrum Disorders

PSC-Y - Pediatric Symptom Checklist-Youth PSC-17 - Pediatric Symptom Checklist

SCARED - Self-Report for Childhood Anxiety Related Emotional Disorders CDI - Children's Depression Inventory

PEDS - Parents Evaluation of Developmental Status SA - Substance Abuse

CDSA - Child Developmental Services Agency DV - Domestic Violence

CES-DC - Center for Epidemiological studies Depression Scale Modified for Children 

E-B - Evidence-Based (see AAP toolkit: Addressing Mental Health Concerns in Primary Care)

PSC17- Pediatric Symptom Checklist (PSC) 

SDQ-Strengths and Difficulties Questionnaire
PHQ-Patient Health Questionnaire
GAPS-Guidelines for Adolescent Preventative Services

American Academy of Pediatrics, 2009.
Adapted from Earls, M, “Developmental Surveillance and Intervention,” Textbook of Pediatric Care, Thomas McInerny, MD et al (ed.), 

          Visit Primary Screen/Surveillance Concern Intervention

www.aap.org/mentalhealth *Note: Some screens may need to be purchased and are not provided in this toolkit. 

http://www.aap.org/mentalhealth


 
Key Points: Children in Foster Care  

 
 

 
 
 

 Healthy Foster Care America (HFCA) is an initiative of the AAP and its partners to improve the health and well-being 
outcomes of children and teens in foster care.  
 
Health Care Standards  
 

Children in foster care are children with special health care needs.  
The American Academy of Pediatrics (AAP) and Child Welfare League of America (CWLA) have published standards 
for health care for children and teens in foster care. These standards are designed to help professionals from all 
disciplines understand the complexity of health problems and the quality of care issues in foster care. The standards 
specify the parameters for high-quality health care, and enable us to improve services and outcomes, as well as 
create an opportunity to measure the outcomes, provide a framework for child welfare to assess services for children 
and teens, determine the appropriateness of funding, and provide a foundation for health advocacy. 

 
Children and teens in foster care should be seen early  
 

• To assess for signs and symptoms of child abuse and neglect  

• To assess for presence of acute and chronic illness  

• To assess for signs of acute or severe mental health problems  

• To monitor adjustment to foster care  

• To ensure a child or teen has all necessary medical equipment and medications  

• To support and educate parents (foster and birth) and kin  
 

 Children and teens in foster care should be seen often upon entry into foster care  
 

• Health screening visit within 72 hours of placement  

• Comprehensive health admission visit within 30 days of placement  

• Follow-up health visit within 60 to 90 days of placement  
 

Children and teens in foster care should have an advanced health care schedule  
 

Because of a high prevalence of health care problems and often multiple transitions that can adversely impact their 
health and well-being, children and teens in foster care should have an enhanced health care schedule: 
 
• To monitor signs and symptoms of abuse or neglect  

• To monitor a child's or teen's adjustment to foster care and visitation  

• To ensure a child or teen has all necessary referrals, medical equipment, and medications  

• To support and educate parents (foster and birth) and kin  

North Carolina Pediatric Society - www.ncpeds.org 
American Academy of Pediatrics (AAP) Standards of Care 
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Key Points: Children in Foster Care  

 

 
Children and teens in foster care should be seen often while they are in foster care 
  

• Monthly for infants from birth to age 6 months  

• Every 3 months for children age 6 to 24 months  

• Twice a year for children and teens between 24 months and 21 years of age  
 

Children and teens in foster care should have comprehensive evaluations  
 

Within 30 days of placement, children and teens in foster care should have the following detailed, 
comprehensive evaluations:  
 

• A mental health evaluation  

• A developmental health evaluation if under age 6 years  

• An educational evaluation if over age 5 years  

• A dental evaluation  
 

Such evaluations can be conducted as part of the comprehensive health assessment by a multi-disciplinary team or 
through referral to specialists. It is important that they be conducted in a timely manner and information is shared 
among all the professionals and parents caring for the child or teen. Information from these assessments should be 
shared with child welfare and the courts to ensure that it is incorporated into permanency planning for the child or 
teen. 

North Carolina Pediatric Society - www.ncpeds.org 
American Academy of Pediatrics (AAP) Standards of Care 
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Key Points: Children Exposed to Toxic Stress 

 
      

 
• Toxic Stress Defined:  
 Toxic Stress is caused by intense adverse experiences that are 
 sustained over a long period of time and that are not buffered by a 
 supportive network of adults who will help the child adapt. 2 
 
• Examples of Situations that Contribute to Toxic Stress Include:  
 

o Exposure to abuse, neglect, violence in the family, serious mental illness in a 
parent (particularly maternal depression) 
 

o Parental substance abuse 
 

 

o Very deep poverty that does not allow basic survival needs to be met.2 
 

• Developmental Considerations:  
 Persistent prolonged exposure to toxic stress can have profound negative 
 effects on a child’s development.1 

 
• ASQ-3  Developmental Screening Tool:  
 This is one of the screening tools that is being completed by the Care 
 Coordination for Children (CC4C) Program for those children who have  
 been/currently are being exposed to toxic stress. The results are to be shared 
 with the Primary Care Provider.2 

 
• Toxic Stress Additional Resources: 

Helping Foster and Adoptive Families Cope with Trauma by the American Academy of Pediatrics  
(Blue Book)3 
 

 

Additional resources can be provided upon request. 
 

 
  
   
 

 
                                                                                                                                                   
 
 
 

 
 
 
1Shonoff, J. P., Garner, A. S., Siegel, B.S., Dobbins, M. I., Earls, M. F., McGuinn, L., Pascoe, J., and Wood, D. L. (2012). The         
Lifelong effects of early childhood adversity and toxic stress. Pediatrics 129. E232-e246 
 

 2Earls, M., Director of Pediatric Programs at CCNC, Lowe, C., CC4C Program Manager, Sexton, C., CC4C Project 
Director (2013, February 11). ASQ-3 Developmental Screening for Children Exposed to Toxic Stress 

 32013American Academy of Pediatrics and Dave Thomas Foundation for Adoption, Helping Foster & Adoptive Families 
Cope with Trauma   
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  Key Points: Self Harm Screening and Assessment   

 Screening: 
• Screening identifies patients at risk.

• It is not a diagnosis or substitute for clinical evaluations.2

• Inform parents that depression and self harm screening is part of the exam.

Confidentiality: 
• Educate the parents and patient about office confidentiality practices; confidentiality is maintained

unless danger to self or others.

Assessment: 
• Ask about suicide. Remind parents that making these inquiries will not increase the risk of suicide.1
 Assess Severity:

 “Have you ever felt bad enough that you wished you were dead?”
 “Have you ever had any thoughts about wanting to kill yourself?”
 “Have you ever tried to hurt or kill yourself or come close to hurting or killing yourself?”
 “Do you have a plan?”

 “Do you have a way to carry out your plan?”1

Stabilization: 
• Provide stabilization and/ or transfer of care as directed by your office policy and local health system

policy.

• If the crisis warrants on site intervention a Mobile Crisis Management Team can be contacted.

References: 

http://www.aacap.org/AACAP/AACAP/Families_and_Youth/Facts_for_Families/Facts_for_Families_Pages/Self_Inj
ury_In_Adolescents_73.aspx 

http://www.aacap.org/AACAP/AACAP/Families_and_Youth/Facts_for_Families/Facts_for_Families_Pages/Teen_S
uicide_10.aspx 

1Bright Future SAD PERSONS; GLAD – PC 
2Teen Screen National Center for Mental Health Checkups at Columbia University 

Carolina Collaborative Community Care is a resource for education on this topic. 
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Appendix 

Office Process Information Section: 



225 Green Street, Suite 1006 
Fayetteville, NC 28301 

Phone: 910.485.1250 
Fax: 910.485.7238 

www.carolinaccc.com 

Resources    Appendix A.          

Emergent Behavioral Health Resource Contacts
Program Name Street  City/State Zip Phone Point of Contact 

Community Mental 
Health Center (CMHC) 1724 Roxie Ave. Fayetteville NC 28304 910-615-3333 www.capefearvalley.com 

Greater Image 
HealthCare 

(Mobile Crisis) 
401 Robeson St. Fayetteville NC 28301 910-321-0069 

Behavioral Health MCO  
(For patients who use a primary care providers in Cumberland County but live in surrounding counties) 

Alliance Behavioral 
Health MCO 

Serving Cumberland, 
Durham, Johnston and 

Wake Area 

711 Executive 
Place Fayetteville NC 28305 1-800-510-9132 www.alliancebhc.org 

Eastpointe MCO 

Serving Bladen, 
Columbus, Duplin, 

Edgecombe, Greene, 
Lenoir, Nash, Robeson, 

Sampson, Scotland, 
Wayne and Wilson  

450 Country 
Club Dr. Lumberton NC 28360 1- 800-913-6109 www.eastpointe.net 

Sandhills MCO 

Serving Anson, Guilford, 
Harnett, Hoke, Lee, 
Montgomery, Moore, 

Randolph and Richmond 

1120 Seven 
Lakes Dr. West End NC 27376 1-800-256-2452 www.sandhillscenter.org 

http://www.capefearvalley.com/
http://www.evergreenbehavioral.com/
http://www.alliancebhc.org/
http://www.eastpointe.net/
http://www.eastpointe.net/
http://www.eastpointe.net/
http://www.sandhillscenter.org/


 

Emergency Responders & Health Care System
Program 

Name Street City/State Zip Phone Point of Contact 

Fayetteville Police 
Department 467 Hay St. Fayetteville NC 28301 910-433-1830 www.bethebadge.com 

Cumberland Co. 
Sheriff’s 

Department 
131 Dick St. Fayetteville NC 28301 910-323-1500 www.ccsonc.org 

Fayetteville Fire 
Department 433 Hay St. Fayetteville NC 28301 910-433-1730 

Fax: 910-433-1757 

For a Complete List of All 
Local Fire Stations Visit: 

www.co.cumberland.nc.us 

Cape Fear Valley 
Medical Center  1638 Owen Dr. Fayetteville NC 28304 910-615-4000 

www.capefearvalley.com 

Resources    Appendix A.            

http://www.bethebadge.com/
http://www.ccsonc.org/
http://www.co.cumberland.nc.us/
http://www.capefearvalley.com/
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Community Resource List 

Program Contact Name and Phone Number 

Carolina Collaborative Community Care (4C) 
225 Green St. Ste 1006 Fayetteville, NC 28301 
P: 910-485-1250     F: 910-485-7238 
http://www.carolinaccc.com  

4C Pediatric Champion-Pediatric/OB Coordinator 225 Green St. Ste 1006 Fayetteville, NC 
Cacilie Glasgow-LeBatard 
P: 910-487-8714     F: 485-7238 

4C Network Pharmacy & Behavioral Health Integrative 
Programs Manager 

225 Green St. Ste 1006 Fayetteville, NC 
Kara Gagnon 
P: 910-495-8478     F: 485-7238 

Cumberland Co. Department of Social Services 1225 Ramsey St. Fayetteville, NC 28301 
Main Switchboard: 910-323-1540 

Care Coordination for Children (CC4C) @ Cumberland 
County  Health Department  

P: 910-433-3800 
http://www.ncdhhs.gov 

Cumberland County Partnership for Children 
351 Wagoner Dr. Fayetteville, NC 28303 
P: 910-867-9700  
http://ccpfc.org  

NC TRACKS - Medicaid Management Information System https://www.nctracks.nc.gov 

Children’s Developmental Services Agency (CDSA) P:  910-486-1605 

Cumberland County School System P:  910-678-2300 

Circle of Security National: www.circleofsecurity.net 

Basic Early Childhood Programs in NC 
CDSA (Part C Providers) 

www.beearly.nc.gov 
click on “Contact Us” to find local offices 

Infant Mental Health Association www.ncimha.org 
Suzanne Fullar, President: sfullar@gmail.com 

National Early Childhood Parenting Programs 

1. Nurse Family Partnership
2. Healthy Families
3. Early Head Start
4. Parents as Teachers

1. www.nursefamilypartnership.org/locations

2. www.healthyfamiliesamerica.org
Click on State System Primary Contacts

3. www.eclkc.ohs.acf.hhs.gov/hslc/HeadStartOffices

4. www.parentsasteachers.org/location

http://www.carolinaccc.com/
http://www.ncdhhs.gov/
http://ccpfc.org/
https://www.nctracks.nc.gov/
http://www.circleofsecurity.net/
http://www.beearly.nc.gov/
http://www.ncimha.org/
http://www.nursefamilypartnership.org/locations
http://www.healthyfamiliesamerica.org/
http://www.eclkc.ohs.acf.hhs.gov/hslc/HeadStartOffices
http://www.parentsasteachers.org/location
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Assuring Better Child Health & Development (ABCD): 

Increase the number of screening tests administered during well-child 
visits to identify young children at risk for developmental disabilities and delays. 
  

Key Elements: 
• Identifying screening tools. 
• Use getting started sheet to help map workflow. 
• Training physicians on how to implement them without disrupting workflow. 
• Building providers’ knowledge of referral agencies. 
• Helping their practices develop processes for tracking cases. 
• Establishing working relationships with community agencies to enhance communication and bridge gaps in 

understanding. 
 
 
*Screening is looking at the whole population to identify those at risk. Identified children are referred for 
assessment. Assessment determines the existence of delay or disability which generates a decision 
regarding intervention.*  

 

As a result, fewer North Carolina children are entering school with unrecognized or untreated developmental 
problems. 

 

 

 



Screening 
Tool 

Description Location Number of Items 
Format 

Age  Administration 
Scoring Time 

Cultural 
Consideration 

Cost Gen 
Dev 

Soc- 
Emot 

Edinburgh  Screens women for 
depression 

AAP MH 
Toolkit 

10 items 
Parent self-
report 

Peripartum 
women 

<5 min to 
administer 
Scoring: 5 min 

Many languages Free  
 

 
X 

ASQ 
(96110) 

First level screening tool 
for identification of 
developmental delays or 
disorders 

www.brookep
ublishing.com 
www.agesand
stages.com  

 
 
Parent report 

2-60 mo 10-15 minutes 
 
Scoring: 2-3 
minutes 

English & 
Spanish 
Reading level: 
4th-6th grade 

$249.00/ 
kit 

 
X 

 

ASQ-SE 
(99420 EP) 

Screens for social-
emotional problems in 
young children 

www.agesand
stages.com  

19 items (6 mo) 
33 items (30 mo) 
 
Parent report 

6 to 60 mo 10 to 15 min 
Scoring: 1 to 5 min 
(can be scored by 
paraprofessionals) 

English & 
Spanish 
Reading level: 
6th grade 

$194.95/ 
kit 

  
X 

MCHAT 
(99420 EP) 

Assesses risk for Autism 
spectrum disorders 

www.firstsign
s.org  

 
Parent report 

16-30 mo 10-15 min 
Scoring: <2 min 

Available in 14 
languages 

Free  
X 

 

PEDS 
(96110 EP) 

Detects and addresses 
developmental and 
behavioral problems in 
children 

www.pedstest
.com  

 
 
Parent report 

0-8 y 2 min English, Spanish 
& Vietnamese 
Reading level: 
4th-5th grade 

$600.00/ 
kit screens 
1,000 
children 

 
X 

 

PSC 
(99420 EP) 

General psychosocial 
screening and functional 
assessment in the 
domains of  attention, 
externalizing, and 
internalizing symptoms 

www.brightfu
tures.org  

17 items 
 
Self-administered 
Parent or youth ≥ 
11 y 

4 to 16 y <5 min 
 
Scoring: 2 min 

English, Spanish, 
Chinese 
 
Reading level: 
5th-6th grade 

Free  
 

X 

 
 

X 

Vanderbilt 
(99420)  

Symptoms: inattention, 
disruptive behavior, 
anxiety, and depression 

AAP MH 
Toolkit 

Parent: 55 items 
Teacher: 43 
items 

6 to 12 y 10 min English & 
Spanish 

Free   
X 

Conners 
(99420) 

Symptoms: cognitive 
problems/inattention, 
hyperactivity, anxiety-
shyness, social problems 

http://psychc
orp.pearsonas
sessments.co
m  

Parent: 80 items 
Teacher: 59 
items 
Self: 87 items 

3 to 17 for 
parent 
12 to 17  
for self 

20 min English & 
Spanish 

$300.00/ 
kit 

 X 

PHQ-A 
(99420 EP) 

Screens for anxiety, 
eating problems, mood 
problems, and SA 

AAP MH 
Toolkit 

83 items 
Self-report 
(adolescents) 

13 to 18 y Scoring: <5 min Not described Free   
X 

CRAFFT 
(99408 EP) 

Screens for substance 
abuse 

AAP MH 
Toolkit 

3 screener quest, 
then 6 items 
Self-administered 

Adolescent 1 to 2 min 13 languages 
including English 
& Spanish 

Free   

**This is not an exhaustive list of pediatric screening tools; however, these are highlighted as evidenced based tools for children through adolescence.  

http://www.brookepublishing.com/
http://www.brookepublishing.com/
http://www.agesandstages.com/
http://www.agesandstages.com/
http://www.agesandstages.com/
http://www.agesandstages.com/
http://www.firstsigns.org/
http://www.firstsigns.org/
http://www.pedstest.com/
http://www.pedstest.com/
http://www.brightfutures.org/
http://www.brightfutures.org/
http://psychcorp.pearsonassessments.com/
http://psychcorp.pearsonassessments.com/
http://psychcorp.pearsonassessments.com/
http://psychcorp.pearsonassessments.com/


          Appendix C.  
 

Step II 

“Setting the Stage for Success” 

Risk Assessment Screening and Formal Surveillance 

Getting Started 

1) Assess current protocols: Developmental Screening and Surveillance    
a) What are we currently using for School Age and Adolescent Risk Assessment 

Screening and Formal Surveillance?                                                                                                                                                                                                                         
A formal standardized tool ____   *Informal Checklist ____ *Nothing ____  
*If item is selected, please see Section 2 of this document 

b) For our school age children and adolescents, are we screening their development 
and social/emotional status routinely during their well child checks? 
Yes ____  No____ 

c) Are we screening development and social/emotional status upon concerns? 
Yes ____  No____ 

d) Do we have a referral process for any positive screenings? 
Yes ____  No____ 

e) Do we have a process for informing patients/parents about confidentiality? 
f) Yes ____  No____ 

 
2) Select a Formal Standardized Tool 

If your practice is not already using a standardized tool, contact your Pediatric QI 
Specialist and begin the process of tool selection. 

A variety of screening and surveillance tools are available to providers.  Please refer to 
1. www.brightfutures.com 
2. www.aap.org/mentalhealth  
3. https://depts.washington.edu/dbpeds/Screening%20Tools/TeenScreen.pdf    
4. Attached Pediatric QI list for various screening tools 

 
After selecting tools to use, remember these tools can be utilized upon the well child 
check or as concerns arise. A total of two risk assessment screenings can be billed during 
one session. 
 

3) Identify a Practice Champion 

http://www.brightfutures.com/
http://www.aap.org/mentalhealth
https://depts.washington.edu/dbpeds/Screening%20Tools/TeenScreen.pdf
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A practice champion is the “voice” of the quality improvement initiative. They can help 
facilitate communication with providers, office staff, and other community groups about 
the screening and referral system. This can be done formally and informally. 

4) Integrating Screening and Referral – “Mapping the Workflow” 
Systematically integrating screening and referral into the practice is essential to 
program success and sustainability. 
1st Step – Identify “Key” practice staff to help map the workflow 
                  Provider Champion ____________________________ 
                  Office Manager ______________________________ 
                  Lead Nurse __________________________________ 
                  Other _______________________________________ 
2nd Step – Develop a flow chart that outlines your workflow/process. The following 
questions are to help guide your practice in developing the workflow. (Keep in mind  
that prior to adolescence, the structure of the visit needs to change to incorporate 
private discussion time for the provider and patient. Your practice will need a policy to 
inform patients/parents about confidentiality.   
a) Who will ensure that copies of the screening tool are available for parents/patients 

to complete each day? 
__________________________________________________ 

b) During the visit, when will the parent/patient receive the screening tool and who 
will provide it to them? _______________________________________________ 

c) Where will the form be filled out? ______________________________________ 
d) If patient is an adolescent, are they provided an opportunity to complete tool in 

private? ___________________________________________________________ 
e) When scoring is needed, who scores the tool? ____________________________ 
f) Does the provider allot one-on-one time with the patient to discuss any questions, 

concerns, or review answers to the tool? _________________________________ 
___________________________________________________________________ 

g) When does the provider review the screening tool results with the 
parent/patient?______________________________________________________ 

h) What is the practice process for follow up visits if a patient has a positive 
screen?_____________________________________________________________ 

 *If the provider makes a referral for this patient, see items i-k 

i) How will the referrals be handled for those school age children and adolescents 
who are identified as at risk/have positive screens?  
 
 

j) Who will be responsible for facilitating the referrals?  
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k) What is the process for tracking the referral and feedback?  
 

l) What happens to the screening tool after it has been discussed with the 
parent/patient? ______________________________________________________ 

m) Who will give the parent/patient educational material? When is the best time to 
give it to them? ______________________________________________________ 

n) Where will you keep your supply of educational materials? ____________________ 
o) Who makes sure that the screenings and materials are restocked and readily 

available? ___________________________________________________________ 
 

5) Conduct Staff Orientations 
Discuss the importance and relevance of completing school age and adolescent risks and   
strengths surveillance/screenings with your staff. Introduce the new workflow and 
processes to them. Walk through all aspects of the process and determine if it works the 
same in practice as it did on paper. Use small tests of change to evaluate your 
processes; Adjust as necessary. See attached Plan, Do, Study, Act (PDSA) worksheet for 
guidance. Once all the changes have been evaluated, formally incorporate the revised 
process into office protocols. Periodically monitor progress, offer feedback, and 
continue to make adjustments as needed! Remember to utilize your Pediatric QI 
Specialist  for assistance! 
 

6) Identify Program Supports – Materials and Partners 
When integrating your system of screening and referral, please note that supportive 
materials are available. Select which materials you will provide to parents/patients. 
Several handouts for use can be located in the Mental Health Toolkit. Resources are 
accessible online as well; among these are www.adolescenthealth.org, 
www.healthychildren.org, and www.aap.org/mentalhealth. Other resources include  

               www.icarenc.org, and  www.communitycarenc.com . 
 
 

http://www.adolescenthealth.org/
http://www.healthychildren.org/
http://www.aap.org/mentalhealth
http://www.icarenc.org/
http://www.communitycarenc.com/


 
 

                                                                                                       
REFERRAL TO BEHAVIORAL HEALTH  SERVICES SECTION I  

 
Date: __________                                                                                              MID ______________________ 
                                          
Patient’s name: ____________________________ DOB: _____     Phone: ________________ 
County: __________________________________ 
Payer Source:  ___Medicaid ___Medicare ___Health Choice ___Private ___Self Pay 
Legal Guardian: ___________________________         Phone: ________________ 
 
This patient is currently receiving medical care services at our practice and is in need of a 
Behavioral Health Assessment from you/your agency 
 
Referring Primary Care Provider’s Name: ______________________________________ 
Practice Name: ______________________________________________________________ 
 

Address:_______________________________________________________________________________ 
 
Phone: __________________  Fax: _________________ Email:__ ___________________ 
 
Carolina Access Referral NPI # (if applicable) _________________________________ 
 
Referral Request 
Specific concerns/requests/recommendations:  

The following patient information is attached: 
 Medical Diagnosis(es) 
 Most Recent History and Physical 
 Current Medication List 
 Recent Lab work 
 Pain Agreement (if applicable) 
 Other _________________ 

 
Signature:  ___________________________________________________________ 

 (Physician/Physician Assistant/Nurse Practitioner) 
 

Thank you for agreeing to evaluate this patient. 
 

*** Please fax Section II to the Primary Care Provider listed above. *** 

Appendix D. 
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BEHAVIORAL HEALTH  FEEDBACK TO PRIMARY CARE SECTION II 
 
Referral back to Primary Care Provider/Practice: ____________________________________ 
 
Date: __________  MID:________________ 
 
Patient’s name: ________________________________ DOB: _______________ 
 
Behavioral Health Agency:  ________________ Name of Contact: ______________________ 
 
Phone: __________________ Fax: ___________________ Email: ___________________________ 
 

Mark all that apply 
 Patient did not schedule an appointment.        
 Patient did not keep the scheduled appointment on __________ 
 Patient kept appointment on ______________ 
 Behavioral Health Assessment was completed on ___________ 
 Patient was seen, but refuses to give consent for sharing information at this time. 
 Other: ___________________________________________________________ 

 
Initial Diagnosis(es)/ Diagnostic Impression: (Axis I/ Axis II): 
 
 
 
 Medications were prescribed by ___________________________ and list is attached. 
 Labs ordered ____________________ 
 Other information/documents attached __________________________________                                                    

 
Follow up plan: 
 
Patient: 
 Declined behavioral health services.     
Agency name: _______________________________ Phone:  ____________________ 
 Agrees to continue behavioral health services with our agency. 
Date of next appointment: _________________Type of Service___________________ 
 Medications to be managed by our agency. 
 Medications to be managed by another provider.  
Provider name: ______________________________ Phone:   _______________________ 
 Pain Agreement is recommended. 
 Other: 

 
Clinician completing this assessment: _______________________________________________ 

Thank you for the opportunity to assess this patient 
 



 
 

BEHAVIORAL HEALTH AGENCY REQUEST FOR INFORMATION 
 

Date: _______                                                                                         MID: _____________ 
 
Patient’s name: _______________________________________         DOB: ____________ 
 
This patient is currently receiving Behavioral Health Services at our agency and identifies 
you/your practice __________________________as being their primary care provider. 
 
 If this patient is no longer receiving services in your practice, please check this box and 

fax back to our agency. 
 

Requesting Agency name: ______________________________________________________ 
Address: _______________________________________________________________________________ 
____________________________________________________________________________ 
 
Phone: __________________ Fax: __________________ Email:______________________ 
 
Please fax the following Medical Information to:  
______________________________________     Fax number: ________________________        
(Name of Contact) 

 
Once we have confirmation that the above-named individual is your patient, we will share 
the following Behavioral Health Information. 
 Diagnosis(es): Axis I and Axis II                                                         
 Current Clinical Issues 
 Medication List 
 Recent Lab work 
 Pain Agreement (if applicable) 
 Other ___________ 

 
Thank you, 
______________________________________________ 
Name of requesting provider/ credentials (Psychiatrist, Physician Assistant, Nurse Practitioner, PhD, 
LCSW, LPC, etc.) 

 Most Recent Physical Exam 
 Medical Diagnosis(es) 
 Medication list 
 Recent lab work 
 Pain Agreement (if applicable) 
 Other ___________ 
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 CC4C/Health Check/4C 
 Pediatric Referral Form 

     
 
Referral Date: ____/____/_______ Date Received: ____/____/_______ 
 

Patient Information: 
Child’s Name: Date of Birth (mm/dd/yyyy):  

Parent’s Name:  Parent Phone #:  
Parent’s Address (Street): ____________________________________________________________________________________ 
(City, State) ________________________________________________________________________________________________ 
Practice Name:  Phone #:  
Provider Name: Referred By: 
 

Target Populations for Referrals: 

 Child with Special Health Care Needs (CSHCN) – Defined as a child at increased risk for a chronic physical, developmental, 
behavioral, or emotional condition that has lasted or is expected to last at least 12 months and who requires health and related 
services of a type or amount beyond that required by children generally. 
Specific concern: ____________________________________________________________________________________________ 
If developmental concern, has child been referred for Early Intervention Services?   Yes      No 

 Child Exposed to Toxic Stress.  
Toxic stress includes, but is not limited to: 

 Current domestic/family violence 
 Caregiver unable to meet infant’s health and safety 

needs/neglect 
 Parent(s) has history of parental rights termination 
 Active alcohol and/or substance abuse by caregiver 
 Unstable home 
 Unsafe where child lives 
 Parent/guardian suffers from depression or other mental 

health condition 
 Homeless or living in a shelter 
 Other – Please specify: 

_________________________________________________ 
 

 Asthma/Respiratory Conditions 
 Diabetes 
 Transportation Needs 
 Repetitive use of ED 
 Multiple Hospitalizations 
 Child with Special Healthcare Needs 
 Child with Mental Health Concerns 
 Missed Well Child Check 
 Missed Immunization 
 Child/Family Needs Case Management 

Services 
 Other – Please specify: 

________________________ 

 
Other contributing medical issues:  
 
 
Other patient needs: 
 
 
 

 

Date received by Care Manager: __________________ 
Follow up actions: 
 
 
Please fax to: 910-485-7238 
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Warning: This message is intended only for the person listed above.  The attached information is confidential and considered privileged by law.  If the 
reader of this fax is not the intended recipient, you are hereby notified that any dissemination, distribution or copying of this information is STRICTLY 
PROHIBITED.  If you are not the intended recipient, please notify us immediately at 910.485.1250 and shred this information.  Thank you for your 
cooperation. 
 Form date: January 2014 



 Network Referral Form 
     
 
 
 
Referral Date: ____/____/_______ Date Received: ____/____/_______ 

Patient Information: 
Name: ____________________________________________________________ 
Date of Birth: ___/___/____  (mm/dd/yyyy) Medicaid #: ________________________ 
Phone Number: Cell: ________________ Work: _______________ Home: ______________ 
Primary Language: English  Spanish  Other  _________________________ 
 
Practice: ________________________________________ Provider: ______________________________________ 
Referred by: _____________________________________ Practice Phone #: _________________________________ 
 

Reason for Referral: 
 

 

Pt. Dx: ___________ 
Asthma  Diabetes  CHF  Chronic Pain (CPI)  HTN  Pharmacy  
Pregnancy Care Management (PCM)  Care Coordination for Children (CC4C)  
Case Management Services  Behavioral Health  Other   

 

Other contributing medical issues:  
 

 

Other patient needs: 
 

 

 

 
Date received by Care Manager:  

Follow up actions: 

 

 

 

 
Please fax to: 910-485-7238 
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Warning: This message is intended only for the person listed above.  The information is confidential and considered privileged by law.  If the reader of 
this fax is not the intended recipient, you are hereby notified that any dissemination, distribution or copying of this information is STRICTLY 
PROHIBITED.  If you are not the intended recipient, please notify us immediately at 910.485.1250 and shred this information.  Thank you for your 
cooperation. Revised 01/30/13 
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Clinical Information Section: 
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Engaging Adolescents Videos 

 

 
 

Visit https://www.communitycarenc.org/population-management/pediatrics/engaging-adolescents/ 
to view these videos 

   
 

https://www.communitycarenc.org/population-management/pediatrics/engaging-adolescents/


 
 MOC IV ACTIVITY Appendix H. 

Comprehensive Adolescent Health Screening 
 

The NC Pediatric Society and the NC Academy of Family Physicians partnered with Community Care of North 
Carolina to develop, test, and implement this quality improvement activity module. 

 

              Overview                                              
 
North Carolina has developed and received approval for the “Comprehensive Adolescent Health Screening” 
module as a MOC IV Performance in Practice quality improvement activity.  Approved by both the American 
Board of Family Medicine (ABFM), the American Board of Pediatrics (ABP) for MOC IV credits, and approved 
by the American Academy of Family Physicians (AAFP) for 20 Prescribed CME credits.   
 
The recommended timeframe for this activity is 6 months, with a minimum of 4 months and a maximum of 
one year.  This web-based activity is currently provided FREE OF CHARGE for all providers as a result of the 
CHIPRA funding awarded to Community Care of North Carolina (CCNC).  The activity website link is 
provided below for participant registration and activity completion.  
 

  Activity Completion & Course Credit 
 

Upon activity completion, the Activity Director, Cameron Graham, will send in a Physician Attestation form 
(completed by the physician) on your behalf in order to receive full MOC IV credit.  Participants will need to 
utilize standard self-report procedure to attain CME credits and will receive a CME certificate.  Please notify 
Cameron of your intent to register and also direct any questions about this MOC IV activity to her 
at cameron@camerongrahamconsulting.com.  We truly appreciate your interest in this important topic! 
 
IN ORDER TO REGISTER PLEASE CONTACT:     cameron@camerongrahamconsulting.com   
POST REGISTRATION COURSE LOG-IN HERE:   http://mociv.ncafp.com  
 

Activity Goal 
 
The aim of this project is to improve the delivery of care for adolescent patients in pediatric and family 
practices. This intervention will assess the various practices and protocols in place for working with the 
adolescent population.   

  
  Participant Expectations During the activity, the physician will: 

 
1.  Assess policies and procedures regarding adolescent screenings with the pre/ post 

assessment.  
2.  Enter 3 separate chart extractions (baseline,  midline,  final) into activity database 

from 10 unique retrospective patient charts.  
3.  Review the 6 learning sessions .   
4.  Implement revised policies and procedures.  
5.  Evaluate this activity using the course evaluation.  
 
Learning Sessions 
 

o Session 1: Adolescent Wellcare and Activity Overview  
o Session 2: Identifying Risky Behaviors: Utilizing the Appropriate Screening Tools  
o Session 3: Depression Screening 
o Session 4: Changing Behavior: Use of Motivational Interviewing Techniques  
o Session 5: Improving Adolescent Immunization Rates 
o Session 6: Practice Showcase and Evaluation Synopsis from Pilot Cohort  

   

mailto:cameron@camerongrahamconsulting.com
mailto:cameron@camerongrahamconsulting.com
http://mociv.ncafp.com/
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Maternal Depression and Infant Toxic Stress Screening 
 

The NC Pediatric Society and the NC Academy of Family Physicians partnered with Community Care of North 
Carolina to develop, test, and implement this quality improvement activity module. 

 

              Overview                                              
 
North Carolina has developed and received approval for the “Maternal Depression and Infant Toxic Stress 
Screening” module as a MOC IV Performance in Practice quality improvement activity.  Approved by both 
the American Board of Family Medicine (ABFM), the American Board of Pediatrics (ABP) for MOC IV credits, 
and approved by the American Academy of Family Physicians (AAFP) for 20 Prescribed CME credits.   
 
The recommended timeframe for this activity is 6 months, with a minimum of 4 months and a maximum of 
one year.  This web-based activity is currently provided FREE OF CHARGE for all North Carolina providers 
as a result of the CHIPRA funding awarded to Community Care of North Carolina (CCNC).  The activity 
website link is provided below for participant registration and activity completion.  
 

    Activity Completion & Course Credit 
 

Upon activity completion, the Activity Director, Cameron Graham, will send in a Physician Attestation form 
(completed by the physician) on your behalf in order to receive full MOC IV credit.  Participants will need to 
utilize standard self-report procedure to attain CME credits and will receive a CME certificate.  Please notify 
Cameron of your intent to register and also direct any questions about this MOC IV activity to her 
at cameron@camerongrahamconsulting.com.  We truly appreciate your interest in this important topic! 
 
 

IN ORDER TO REGISTER PLEASE CONTACT:    cameron@camerongrahamconsulting.com   
POST REGISTRATION COURSE LOG-IN HERE:   http://md2013.ncafp.com 

 
Activity Goal 
 
The aim of this project is to improve the delivery of care for mothers and infants in pediatric and family 
practices. This activity will assess practices and protocols for the mother infant dyad, including screening 
tools, referral and follow up patterns related to maternal depression.  

  
  Participant Expectations During the activity, the physician will: 

 

1.  Assess policies and procedures regarding the infant/ maternal  screenings with the 
pre/ post assessment.  

2.  Enter 3 separate chart extractions (baseline,  midline,  final) into activity database 
from 10 unique retrospective patient charts.  

3.  Review the 5 learning sessions .   
4.  Implement revised policies and procedures.  
5.  Evaluate this activity using the course evaluation.  
 

Learning Sessions 
 

o Session 1: Activity Kickoff and Maternal Depression Overview  
o Session 2: Infant Toxic Stress and the Impact on Brain Development  
o Session 3: Referrals and Community Resources for the Mother  
o Session 4: Referrals and Community Supports for Mother Infant Dyad  
o Session 5: Linking Across Disciplines to Improve Referral Patterns  

 
   

mailto:cameron@camerongrahamconsulting.com
mailto:cameron@camerongrahamconsulting.com
http://md2013.ncafp.com/


   Fostering Health NC · Best Practices for Providers        

Building and Strengthening Medical Homes for Infants, Children, Adolescents and Young Adults in Foster Care 

Appendix J. 

What is Fostering Health NC? There are approximately 9,000 children in foster care in North Carolina. These children 
have special health care needs. Often because of the circumstances that led them to be placed into foster care, their 
physical, developmental, mental/social-emotional and oral health care has been inconsistent and sometimes impacted 
by crisis or injury. Fostering Health NC, a project of the North Carolina Pediatric Society, is focused on building and 
strengthening medical homes for infants, children, adolescents and young adults in foster care through integrated 
communications and coordination of care through a unique partnership among local Departments of Social Services, 
CCNC Networks, the pediatric care team, the child and the child’s family.   

 

A. Identifying Patients in Foster Care & 
Obtaining Medical Records 
Children entering foster care are in the custody of the local 
Department of Social Services (DSS). DSS is responsible for 
collecting and providing medical and other history about 
these children and young adults. The vast majority of 
children in foster care are categorically eligible for 
Medicaid. Your CCNC network staff and care managers 
(CCNC network care managers and local health 
department CC4C care managers) have access to Medicaid 
claims data through the Informatics Center and to 
information about individual patients through the Provider 
Portal and Case Management Information System (CMIS). 
Your care managers can help you identify existing children 
in foster care already in your practice and access 
supplemental patient history information.  
   

B. Frequency of Visits 
Children in foster care need to be seen early and more 
often to monitor, support, educate and empower children 
and youth and their foster and biological parents. The 
American Academy of Pediatrics (AAP) and Child Welfare 
League of America (CWLA) have published standards for 
health care for children and youth in foster care which 
specify the parameters for high-quality health care. These 
standards are available in the AAP Standards of Care 
handout found in the Fostering Health NC online library 
and from the AAP website. [See http://www.aap.org/en-
us/advocacy-and-policy/aap-health-initiatives/healthy-foster-
care-america/Pages/Health-Care-Standards.aspx]. 
   

Summary of the AAP Standards: Children & Young Adults 
Should Be Seen Early and Often Upon Entry into Foster Care 
• 0-6 months of age: Should be seen every month 
• 6-24 months of age: Should be seen every 3 months 
• 2-21 years and times of significant change  

(e.g., change in placement, reunification):  
Should be seen every 6 months 

   

According to the current NC Health Check Billing Guide, 
there is no limit on the number of well-child visits since 
these enhanced visits are medically necessary.  

   

C. Types of Visits 
According to the AAP Standards of Care, the Initial Visit 
should occur within 72 hours of placement into foster 
care. The Initial Visit should be an assessment of acute 
care needs and an opportunity to get releases of 
information from additional providers in preparation for 
the comprehensive visit. Note: In most cases, NC health 
care providers may share protected health information 
with other health care providers about a child in DSS 
custody without written permission. [See the UNC School of 
Government’s guidance on Sharing Health Information for 
Treatment for details and legal citations, which is available in the 
Fostering Health NC online library.] 
   

A second visit, called the 30-day Comprehensive Visit, 
should occur within 30 days of placement into foster care, 
unless medically necessary to see the child sooner.  
  

Follow-up Well-Visits should start within 60 to 90 days of 
placement, and additional health evaluations (mental 
health, developmental, educational and dental) should 
occur based on the child’s age. Refer to the AAP Standards 
of Care for complete details about the frequency and 
content of these visits. 
   

D. Relevant Codes for These Visits 
For the Initial Visit, outpatient E/M office visit codes for a 
new patient visit (99201-99205) or established patient visit  
(99211-99215) are recommended. Codes should be used 
that are appropriate for the complexity of care, level of 
decision making and amount of face to face time required 
for the services provided. Often this may be detailed 
enough to be a 99205 (new patient) or 99215 (established 
patient). The Initial Visit is intended to be brief. However, 
prolonged service codes (99354-99355) can be used as 
appropriate. As an alternative, you can use preventive 
medicine visit codes for new patients (99381-99385) or 
established patients (99391-99395), depending on the age 
of the child in foster care. However, remember that during 
the Initial Visit you may not be able to complete all Health 
Check components (i.e., formal developmental screening), 
therefore it may be best to use an office visit code. 
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D. Relevant Codes (continued) 
For the 30-day Comprehensive Visit, consider using the 
initial consult codes (99241-99245) because a report with 
detailed information is being sent back to DSS with 
recommendations about coordination of care. This level of 
visit will often meet the criteria for a 99244 or 99245 
because of the time, amount of information collected and 
level of decision making. 
 

The ongoing additional Follow-up Well Visits based on the 
enhanced AAP schedule are considered periodic or 
interperiodic visits for children in foster care if the visit is a 
well-child visit. In those instances, use the established 
patient preventive medicine visit codes based on the 
appropriate age of the patient (99391-99395). However, 
since many of these patients are being seen for follow-up 
for physical, developmental or mental health conditions 
(or a combination of these), the established patient office 
visit codes (99211-99215) are most appropriate and are 
likely to include the level of complexity consistent with 
99214 or 99215. You should also consider the use of 
prolonged service codes (99354, 99355) with use of the 
office visit codes if there is contact beyond the usual 
service time for that office visit code. [See the AAP Helping 
Foster and Adoptive Families Cope with Trauma Coding Tips for 
more detailed information: http://www.aap.org/en-
us/professional-resources/practice-support/Coding-at-the-
AAP/Documents/CodingTips.pdf] 
  

Please note that NC Medicaid does not list the following 
codes from the AAP’s Helping Foster and Adoptive Families 
Cope with Trauma Coding Tips sheet on the physician fee 
schedule: 99358 or 99359 (prolonged service non-face-to-
face time before or after the visit), 99339 (case 
management code non-face-to-face) and 99374 (team 
conference code). These codes may be requested under 
EPSDT as a non-covered services code.   

 

A NOTE ABOUT ICD-9, including V CODES: 
Many children in foster care have multiple diagnoses and 
you should code for all issues and conditions addressed at 
that visit to support the level of complexity for that visit. 
Please note that in order for the visit to be counted as a 
well periodic or interperiodic visit for NC Medicaid, you 
must include V20.2 or V70.3 in the list of diagnosis codes. 
Additionally, children in foster care should be identified 
using V61.06 foster care at all visits as one of the diagnosis 
codes. Additional V codes that may be used for children in 
foster care can be found within the AAP Coding Tips sheet: 
http://www.aap.org/en-us/professional-resources/practice-
support/Coding-at-the-AAP/Documents/CodingTips.pdf 
 

Please also review the Healthy Foster Care America Foster 
Care Coding Fact Sheet (http://www.aap.org/en-us/advocacy-
and-policy/aap-health-initiatives/healthy-foster-care-
america/Documents/Coding_Facts.pdf) and the CCNC Chronic 
Condition Report (located in the Fostering Health NC online 
library) for a detailed list of ICD-9 codes that are commonly 
used in visits with children in foster care. 
 

E. Screening for Social-Emotional and  
Mental Health Concerns 
Children in foster care should receive the same well-child 
screenings recommended by the NC Health Check Billing 
Guide for children who are not in foster care, which 
include screening for primary general health risks and 
strengths.  
[See http://www.ncdhhs.gov/dma/healthcheck/HC-
Billing_Guide_2013.pdf for the Billing Guide and see 
http://dev.ncfahp.org/Data/sites/1/media/images/PDF/chip-
ccnc-pedsbillingcodingfacts.pdf for the CCNC Medicaid Coding 
and Billing Myths.] 
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E. Screening (continued)  
Additionally, as a group, children in foster care are at high risk for 
social-emotional delay which is often due to trauma. Based on 
early brain development research, children in foster care are 
exposed to toxic stressors which places them at risk for delays in 
social-emotional development. Social-emotional development is 
impacted early and if ignored can lead to long term problems with 
health and behavior. 
  
• The PEDS or ASQ-3 is required at 6, 12, 18 or 24 months, and 3, 

4, and 5 years of age and should be reported as 96110 EP. 
These tools screen for social-emotional concerns as part of a 
general developmental screening but are not diagnostic tools 
and a child in foster care benefits from additional, more specific 
social-emotional screening.  

• The MCHAT is required at the 18 and 24 month visits and is 
billed as 99420 EP.  This is a screen for risk of Autism Spectrum 
Disorder. 

  

Secondary screening tools specific for social-emotional 
development and mental health concerns include the  
ASQ-SE, Childhood Depression Inventory, Beck Depression 
Inventory, PHQ-9 Modified for Teens, Center for Epidemiological 
Studies Depression Scale, and SCARED. The Pediatric Symptom 
Checklist (PSC) can be used as a screening tool for primary general 
health risks and strengths in school age children. The PSC or Youth 
Pediatric Symptom Checklist (PSC-Y) can be used in adolescents as 
a secondary screen for learning, social-emotional or mental health 
concerns. These secondary screening tools should be used in 
addition to the PEDS, ASQ-3, or PSC (if already used as a primary 
screen) with children in foster care. Additional screening tools for 
children and adolescents can be found in the Healthy Child and 
Adolescent Development Promotion and Screening for Risk 
handout found in the Fostering Health NC online library. Screening 
with any of these secondary screening tools can be billed using 
99420 EP for Medicaid or 99420 TJ for Health Choice. Medicaid 
and Health Choice allow the use of two units of 99240 per visit. 
 

 
 

 
 

Symptoms and Behaviors That May Be 
Observed in Children in Foster Care 
These may indicate that a child is not coping well 
and having problems related to social-emotional 
development and mental health. 

 

Sleep problems  
 

Feeding and Eating issues  
 

Toileting issues (i.e., constipation, encopresis, 
enuresis, regression of toileting skills)  
 

Self-regulation issues (inability to console or 
soothe or calm self, impulsive actions)   
 

Frequent severe temper tantrums  
 

Self-abuse (such as biting or hitting self)  
 

Aggressive with other children  
 

Defiance/arguing 
 

Frequently in trouble at school and with peers  
for fighting and disrupting  
 

Hypervigilance, anxiety, or exaggerated response   
 

Excessive crying or worrying 
 

Flat affect, withdrawn, not smiling, resists cuddling 
in infants (problems with attachment) 
 

Dissociation  
(detachment, numbing, compliance, fantasy)   

Difficulty acquiring developmental milestones  
in infants 
 

Difficulty with school skill acquisition and  
keeping up in school 
 

Trouble keeping school work and home life 
organized  
 

Losing details can lead to confabulation, viewed  
by others as lying 
   

Inappropriate sexual behaviors or gestures 

See the Resource Section at the end for more 
information, especially the AAP’s Helping Foster 
and Adoptive Families Cope with Trauma: A Guide 
for Pediatricians. 
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F. Mental/Social-Emotional Health 
Evaluation and Resources 
All children in foster care should have a validated social-
emotional screening. Children who have a positive 
screening or a known mental health condition should have 
a comprehensive mental health evaluation by a mental 
health professional in the practice or by referral to a 
provider in the community. For infants with a positive 
screen, there is a critical need to perform a 
comprehensive evaluation for social-emotional concerns 
and other developmental concerns with the mother/ 
infant dyad and not just the infant. 
  

There are several resources to assess and address social-
emotional development in infants and young children and 
use of these resources is increasing across North Carolina. 
Again, it is important to assess the mother/infant dyad 
and not just the infant. CC4C care managers are a great 
resource to help you identify local resources for children 
under five years of age.  
[See https://www.communitycarenc.org/emerging-
initiatives/care-coordination-children-cc4c/] 
Evidence-based supports and treatments include:   
Child Parent Psychotherapy, Attachment Biobehavioral 
Catch Up, and Circle of Security. Older children may 
benefit from Trauma-Focused Cognitive Behavioral 
Therapy. A complete list of evidence-based treatments 
and referrals and community supports for the 
mother/infant dyad in your community can be found in 
the Fostering Health NC online library. Additionally, the NC 
Child Treatment Program provides a list of providers 
trained in these interventions. [See 
http://ncctp.med.unc.edu/NCCounties/Index.rails] 
 

G. Oral Health  
Almost 35% of children and adolescents enter foster care 
with oral health issues. It is important to link these 
children with dental homes to have a comprehensive oral 
health evaluation within 30 days of placement into foster 
care to address their acute and preventive dental and oral 
health needs. Fluoride varnishing can be performed by 
your staff for children under three and a half years during 
a visit.  [See the CCNC Pediatric Oral Health Guidance: 
http://dev.ncfahp.org/Data/Sites/1/ccnc-oral-health.docx] 

H. Interacting with Biological Parents/Families 
Since the goal is often to reunite children with their 
biological parents, providers should make every effort to 
uphold the dignity of biological parents. Providers can do 
this by carefully safeguarding information they receive 
about a child’s case and involving biological parents to the 
maximum extent possible in decisions about care. During 
visits, especially visits involving both biological and foster 
parents, providers should ask the child how he/she refers 
to each parent figure and use that term. Providers should 
use the term “child in foster care,” not “foster child.” 
Finally, because the health and well-being of a parent is 
highly correlated with the child’s, providers should offer 
support for and facilitate a parent’s emotional health and 
well-being, providing referrals if needed.  
 

I. Transitions 
Children in foster care experience many kinds of 
transitions and often all at once. Examples include living in 
a new home with their foster parents, joining a new foster 
family, visiting biological parents, starting at a new school 
or child care, making new friends, and sometimes having a 
new medical home. Children in foster care need time to 
adjust. Having a clear routine and structure can be very 
helpful to children at this time. Transitional objects (e.g., a 
favorite blanket, stuffed animal or other personal item) 
can help make transitions easier.   
 

The Indiana University’s School of Medicine has published 
a handout including tips for parents.  
[See http://www.aap.org/en-us/advocacy-and-policy/aap-
health-initiatives/healthy-foster-care-america/Documents/IU-
Transitions.pdf] 
 

Adolescents also need to work on increasing their self-
management skills in order to plan and prepare for 
transition from pediatric to adult health care. You can help 
assess their transition readiness with a variety of tools. 
 

The AAP offers tools specific to adolescents in foster care 
working on transition. [See http://www.aap.org/en-
us/advocacy-and-policy/aap-health-initiatives/healthy-foster-
care-america/Documents/AgingOut%20FINAL.pdf] 
 

There are a wide variety of tools for both pediatric and 
adult health care providers on how to address and 
promote health care transition, which also align with the 
2010 AAP/AFAP/ACP policy.  
[See http://www.gottransition.org/] Information includes the 
development of portable medical summaries and 
emergency plans to help with planning for emergencies. 
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J. Additional Resources  
Foster Care 
AAP Healthy Foster Care America: www.aap.org/fostercare  

Mental Health 
AAP Mental Health Initiatives: www.aap.org/mentalhealth  

Trauma  
AAP’s Helping Foster and Adoptive Families Cope With Trauma: A Guide for Pediatricians: 
http://www.aap.org/traumaguide  

National Child Traumatic Stress Network: www.nctsn.org  

Child Trauma Academy www.childtrauma.org  

AAP Medical Home for Children and Adolescents Exposed to Violence: http://www.aap.org/en-us/advocacy-and-
policy/aap-health-initiatives/Medical-Home-for-Children-and-Adolescents-Exposed-to-Violence/Pages/Medical-Home-
for-Children-and-Adolescents-Exposed-to-Violence.aspx  

Early Brain Development  
AAP: Early Brain and Child Development: http://www.aap.org/en-us/advocacy-and-policy/aap-health-
initiatives/EBCD/Documents/EBCD_Well_Child_Grid.pdf   

Center on the Developing Child at Harvard University: www.developingchild.harvard.edu  

Zero To Three: http://www.zerotothree.org/about-us/areas-of-expertise/free-parent-brochures-and-guides/   

 

 

 

 

 

 

 

 

 

Best Practices for Providers was developed by the Fostering Health NC State Advisory Team, with contributions from 
Marian F Earls, MD, MTS, FAAP, Director of Pediatric Programs for Community Care of North Carolina (CCNC). 
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What is Fostering Health NC? There are approximately 9,000 children in foster care in North Carolina. These children 
have special health care needs. Often because of the circumstances that led them to be placed into foster care, their 
physical, developmental, mental/social-emotional and oral health care has been inconsistent and sometimes impacted 
by crisis or injury. Fostering Health NC, a project of the North Carolina Pediatric Society, is focused on building and 
strengthening medical homes for infants, children, adolescents and young adults in foster care through integrated 
communications and coordination of care through a unique partnership among local Departments of Social Services, 
Community Care of North Carolina (CCNC) Networks, the pediatric care team, the child and you, the child’s family.   

 

A. Importance of Parental Engagement 
As a biological parent, foster/adoptive parent, or 
family member serving in the role of parent, your 
involvement and willingness to share information is 
critical to delivering the best care to your child. 
 

B. Benefits of Medical Homes 
A medical home allows primary care providers (i.e. 
pediatricians or family physicians), parents, and child 
welfare professional to identify and address a child’s 
physical and mental health needs promptly and as a team. 
Children in foster care benefit from medical homes 
through the establishment of a consistent, ongoing 
relationship with a primary care provider who knows the 
child well. Importantly, a medical home preserves this 
relationship and ensures medical records don’t get lost, 
even when children return home or change placements 
(Practice Notes, Vol. 15 #2, 2010). 
 
Foster parents, when first welcoming a child into their 
home, should coordinate with their Department of Social 
Services (DSS) case worker and local care manager (CCNC 
Network care manager or local health department CC4C 
care manager) to confirm that their child has been 
assigned to a medical home. 
 

C. Frequency of Foster Care Visits 
Children in foster care need to be seen early and often. 
Standards published by the American Academy of 
Pediatrics (AAP) and Child Welfare League of America 
(CWLA) are available in the Fostering Health NC online 
library or the AAP website. [See http://www.aap.org/en-
us/advocacy-and-policy/aap-health-initiatives/healthy-foster-
care-america/Pages/Health-Care-Standards.aspx]. 
   

Summary of the AAP Standards:  
• 0-6 months of age: Should be seen every month 
•     6-24 months of age: Should be seen every 3 months 

D. Types of Foster Care Visits 
According to the AAP Standards of Care, the Initial Visit 
should occur within 72 hours of placement into foster 
care. The Initial Visit should be an assessment of acute 
care needs and an opportunity to obtain releases of 
information from additional providers in preparation for 
the comprehensive visit.  
   

A second visit, called the 30-day Comprehensive Visit, 
should occur within 30 days of placement into foster care, 
unless medically necessary to see the child sooner.  
  

Follow-up Well-Visits should start within 60 to 90 days of 
placement, and additional health evaluations (mental 
health, developmental, educational and dental) should 
occur based on the child’s age.  
 
To support optimum health and well-being, foster parents 
should follow up with their child’s medical home provider 
to ensure adherence to the AAP-recommended visit 
schedule. 
 
E. Screening for Social-Emotional and Mental 
Health Concerns 
Children in foster care should receive screening for general 
health risks and strengths. Additionally, as a group, 
children in foster care are at high risk for social-emotional 
delay due to trauma. Screening is important; based on 
early brain development research, children exposed to 
toxic stressors experience increased risk for delays in 
social-emotional development. If ignored, such delays can 
lead to long term problems with health and behavior. 
  
Foster parents should talk with their assigned social 
worker and primary care provider to determine if the need 
for secondary screening exists. Some possible symptoms 
and behaviors that should be brought to the care team’s 
attention may be found on the following page. 
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•     2-21 years and times of significant change: 
Should be seen every 6 months 
 

F. Social-Emotional and Mental Health 
Evaluation 
Children who have a positive social-emotional screening or 
a known mental health condition should have a 
comprehensive mental health evaluation by a mental 
health professional in the practice or by referral to a 
provider in the community. For infants with a positive 
screen, there is a critical need to perform a comprehensive 
evaluation for social-emotional concerns and other 
developmental concerns with the parent and the infant 
and not just the infant. If you have a concern about your 
child’s social-emotional or mental health, do not delay in 
bringing it to the attention of your child’s medical home 
provider or DSS social worker. 
 

G. Oral Health  
Almost 35% of children and adolescents enter foster care 
with oral health issues. It is important to ensure your child 
is linked with a dental home for a comprehensive oral 
health evaluation within 30 days of placement in foster 
care.  Further, parents and foster parents should 
encourage primary care providers to do fluoride varnishing 
for children aged three and under during well-visits.  [See 
the CCNC Pediatric Oral Health 
Guidance: http://dev.ncfahp.org/Data/Sites/1/ccnc-oral-
health.docx] 
 

H. Transitions 
Children in foster care experience many kinds of 
transitions and often all at once. Examples include living in 
a new home with their foster parents, joining a new foster 
family, visiting or being reunited with biological parents, 
starting at a new school or child care, and making new 
friends. Having a clear routine and structure can help 
children of any age adjust. Further, transitional objects (i.e. 
a favorite blanket, stuffed animal or other personal item) 
can also make transitions easier.  Indiana University’s 
School of Medicine has published a useful handout with 
tips for parents.  
[See http://www.aap.org/en-us/advocacy-and-policy/aap-
health-initiatives/healthy-foster-care-america/Documents/IU-
Transitions.pdf] 

 
 
 

Symptoms and Behaviors That May Be 
Observed in Children in Foster Care 

These may indicate that a child is not coping well and 
having problems related to social-emotional development 
and mental health. 

 

Sleep problems  
 

Feeding and Eating issues  
 

Toileting issues (i.e., constipation, encopresis,  
enuresis, regression of toileting skills)  
 

Self-regulation issues (inability to console or soothe or 
calm self, impulsive actions)   
 

Frequent severe temper tantrums  
 

Self-abuse (such as biting or hitting self)  
 

Aggressive with other children  
 

Defiance/arguing 
 

Frequently in trouble at school and with peers  
for fighting and disrupting  
 

Hypervigilance, anxiety, or exaggerated response   
 

Excessive crying or worrying 
 

Flat affect, withdrawn, not smiling, resists cuddling in 
infants (problems with attachment) 
 

Dissociation  
(detachment, numbing, compliance, fantasy)   

Difficulty acquiring developmental milestones  
in infants 
 

Difficulty with school skill acquisition and  
keeping up in school 
 

Trouble keeping school work and home life organized  
 

Losing details can lead to confabulation, viewed  
by others as lying 
   

Inappropriate sexual behaviors or gestures 

See the Resource Section at the end for more information, 
especially the AAP’s Helping Foster and Adoptive Families 
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I. The Role of a Foster Parent 
• Coordinate with your child’s social worker to 

ensure that the children in your care are assigned 
a medical home.  

• Ask your child’s social worker about the medical 
homes available in your community.  

• Follow suggested timelines for visits to ensure 
your child is seen by a health care professional 
according to the AAP suggested timeframes. 

• Ask your child’s social worker for all the medical 
background information/documentation available 
upon placement of the child including the name of 
the child’s medical home. 

• Encourage biological parents to attend medical 
visits together with you when possible. 

• Participate as an active member of the child’s 
medical team. 

• Inform your child’s social worker of any physical, 
emotional, or behavioral symptoms you observe 
that may need to be evaluated. 

• Ensure the best physical, mental, and emotional 
health possible for the child in your care. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Cope with Trauma: A Guide for Pediatricians. 
 

 

J. Additional Resources  
Foster Care 
AAP Healthy Foster Care America: www.aap.org/fostercare  

Mental Health 
AAP Mental Health Initiatives: www.aap.org/mentalhealth  

Trauma  
AAP’s Helping Foster and Adoptive Families Cope With 
Trauma: A Guide for 
Pediatricians: http://www.aap.org/traumaguide  

National Child Traumatic Stress Network: www.nctsn.org  

Child Trauma Academy www.childtrauma.org  

AAP Medical Home for Children and Adolescents Exposed 
to Violence: http://www.aap.org/en-us/advocacy-and-
policy/aap-health-initiatives/Medical-Home-for-Children-
and-Adolescents-Exposed-to-Violence/Pages/Medical-
Home-for-Children-and-Adolescents-Exposed-to-
Violence.aspx  

Early Brain Development  
AAP: Early Brain and Child 
Development: http://www.aap.org/en-us/advocacy-and-
policy/aap-health-
initiatives/EBCD/Documents/EBCD_Well_Child_Grid.pdf   

Center on the Developing Child at Harvard 
University: www.developingchild.harvard.edu  

Zero To Three: http://www.zerotothree.org/about-
us/areas-of-expertise/free-parent-brochures-and-guides/ 
 
Best Practices for Foster Parents was developed by the 
Fostering Health NC State Advisory Team, with 
contributions from Marian F Earls, MD, MTS, FAAP, 
Director of Pediatric Programs for Community Care of 
North Carolina (CCNC). 
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