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Abstract
Pediatricians understand their role as promoting both the physical and mental health of children
from birth until adulthood. Within the context of this long-term relationship, parents approach
clinicians to address a full range of behavioral concerns ranging from variations of normal
development to major mental illness. In this commentary that builds upon the earlier manuscripts
in this collection, we explore the pediatrician’s role in mental health care through the example of
attention-deficit hyperactivity disorder (ADHD). ADHD is an ideal prototype for the exploration
of partnership in mental health care because ADHD is the most common neurobehavioral disorder
in childhood, it is commonly treated in primary care settings, multiple evidence-based treatments
exist, personal values strongly influence the acceptability of treatment, treatment adherence is
often poor, and effective treatment relies on the collaboration of pediatricians with families,
schools, and the mental health system. Through the use of the Chronic Care Model for Child
Health that emphasizes the importance of optimizing and coordinating systems of care for
effective partnership, the following manuscript reviews the challenges and opportunities for
pediatricians partnering with families and schools to address mental health problems. Strategies
highlighted in the preceding papers are discussed within the context of this model.
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Introduction
Pediatricians broadly define their role as focusing on health promotion and disease
prevention in collaboration with parents, other health professionals, schools, mental health
systems, and the broader community (Hagan, Shaw, & Duncan, 2008). This perspective is
particularly relevant to developmental, behavioral, and mental health concerns that impact
children in multiple settings and often require resources from multiple systems to be
effectively treated. Such efforts are especially important, given that more than 20% of
children and adolescents have mental health problems, the mental health of family members
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impacts children’s behavioral health, and emotional problems are more common among
those with chronic illness, a population central to many pediatric practices (Committee on
School Health, 2004; Lesesne, Visser, & White, 2003; Weiland, Pless, & Roghmann, 1992).
The manuscripts in this collection have discussed the impact of diverse conditions including
ADHD, childhood cancer, and anxiety on parents, siblings, and affected children. The
following paragraphs highlight the role of pediatricians as care coordinators, treating
multiple members of the same family and working with experts from the health, mental
health, and school systems to minimize the impact of mental health problems. Partnership is
central to the success of these efforts.

Among conditions impacting mental health for children, attention-deficit/hyperactivity
disorder (ADHD) is an ideal prototype to examine how pediatricians partner with families,
schools, and other systems of care. ADHD is the most common neuro-developmental
disorder in children and adolescents with prevalence estimates in the United States between
3 and 16% depending upon the sample and measurement techniques used (U.S. Department
of Health and Human Services, 1999; American Academy of Pediatrics [AAP], 2000).
Treatment is especially important since those affected often have decreased self-esteem,
struggle with interpersonal relationships, and have lower academic achievement including
reduced rates of high school graduation (Loe & Feldman, 2007). For ADHD, stimulant
medication and behavior therapy (at home and school), and school-based interventions have
been widely studied, shown to improve symptoms, and are currently recommended, alone or
in combination, as the first-line treatment (AAP, 2001; Jensen et al., 2001; MTA
Cooperative Group, 1999, 2004; Pliszka et al., 2006). Because ADHD is seen as a medical
disorder, decisions are often negotiated between pediatricians and families. While the care
of children with ADHD is distributed across multiple settings, prior work has shown that
physicians are a primary source of information on ADHD, the majority of visits for ADHD
and most medication prescriptions come from pediatric primary care, and ADHD is the most
common behavioral complaint to pediatricians (Bussing, Schoenberg, & Perwien, 1998;
Leslie & Wolraich, 2007; Rushton, Fant, & Clark, 2004).

National guidelines from the American Academy of Pediatrics (AAP) stress that
pediatricians treating ADHD should partner with families in consultation with schools to
jointly determine a treatment plan (AAP, 2000, 2001). This family-centered approach is
necessary in ADHD and other prevalent mental health conditions since cultural differences
as well as personal values shape attitudes regarding the recognition of abnormal behavior
(Achenbach et al., 1990; Crijnen, Achenbach, & Verhulst, 1999), decisions to seek help
(Eiraldi, Mazzuca, Clarke, & Power, 2006), and treatment selection (Bussing, Gary, Mills,
& Wilson Garvan, 2003; dosReis et al., 2003). For example, African Americans have been
found to be more likely to prefer behavior therapy to medication than whites even if they
receive care in the same setting (dosReis et al., 2003). This preference, at least in part,
reflects fears regarding later drug abuse, a general mistrust of the medical system, and
concerns regarding the stigma of having a behavioral disorder (dosReis et al., 2006;
Olaniyan et al., 2007). In addition, some families may be more likely to view ADHD
initially as a parenting or discipline as opposed to a biomedical problem (Olaniyan et al.,
2007). Alternatively, some families see ADHD as primarily a problem only within the
school setting and prioritize school-based interventions (Leslie, Plemmons, Monn, &
Palinkas, 2007). These studies suggest that partnership between well-informed families,
clinicians, and schools informs treatment decisions and improves the acceptability of and
adherence to ADHD treatment.

Recent studies focused on the outcomes of ADHD treatment underscore the importance of
assembling a team that incorporates members of the health, school, and mental health
systems in order to best help affected children. Follow-up 6 and 8 years post-enrollment in
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The National Institute of Mental Health (NIMH) Collaborative Multisite Multimodal
Treatment Study of Children with ADHD (MTA), the largest randomized trial of ADHD
treatment conducted to date, found that while initial symptom trajectories on treatment
predicted symptoms in the long-term for children with combined type ADHD, significant
impairment persisted in adolescence (Molina et al., 2009). This work is supported by studies
in real-world practice settings that indicate while symptoms respond to treatment, functional
impairments including peer relationships, academic performance, and organizational skills
fail to improve (Epstein et al., 2010.). Since treatment is generally targeted to symptoms,
these results have profound implications for treating ADHD in childhood: innovative
strategies, likely encompassing multiple systems and individuals involved in children’s
lives, may be needed if health care is to minimize the burden of ADHD on the lives of
families as children age. The work by Power et al. (2010) presented in this collection
provides one model for how pediatricians, psychologists, and schools may partner in ADHD
to improve outcomes with at risk families.

Framework: The Chronic Care Model
The Care Model for Child Health, modified by the National Initiative for Children’s
Healthcare Quality (NICHQ) from the Wagner et al. (2000) Chronic Care Model, provides a
conceptual framework for developing interconnected systems to promote childhood mental
health (see Fig. 1). While this model is primarily focused on the doctor–patient–family
partnership, it also highlights the role of community resources such as schools.
Strengthening the areas specified in the model may be an ideal way to assemble the type of
partnerships that may ultimately be able to guide sustained and coordinated intervention to
address child mental health needs. As described above, findings from the long-term follow-
up of children in the MTA Study highlight the importance of treating ADHD as a chronic
illness requiring sustained intervention. Consistent with this finding, the Care Model for
Child Health is based on the premise that the usual exchange of symptoms and diagnosis
leading to a defined, time-limited treatment does not fit the complexities of care for a
chronic disorder. In addition, the model recognizes that ability to self-manage a chronic
disorder develops with age and maturity and parents act as an important proxy for the child
throughout most of childhood. Thus, patient-centered care for pediatric patients is best
defined as family-centered care.

Similar to the models described by Shapiro et al. in their introduction to this collection that
emphasize the importance of partnership with the community, the Care Model features three
clearly identified and overlapping domains: the health system, patient/family, and
community, including schools (Shapiro, DuPaul, Barnabas, Benson, & Slay 2010). With
examples from work on ADHD, the following paragraphs address distinct aspects of the
Care Model as they apply to the delivery of mental health services to children. Through this
review of the Care Model, we illustrate both the scope of the problem of providing
comprehensive mental health care to children and the importance of strategies to develop
partnerships to maintain patient, family, and school engagement in care.

Elements of the Chronic Care Model and Their Implications for Child Mental
Health
The Informed, Activated Patient/Family

The Care Model revolves around the informed, activated family as the center of interactions
that ultimately influence health outcomes. Multiple studies provide an evidence-base for this
approach. For example, results from family medicine indicate that patients arriving at visits
having received communication skills training are more likely to adhere to behavioral
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treatments (Cegala, Marinelli, & Post, 2000). Similarly, in the pediatric setting, parent
training has decreased inappropriate use of antibiotics in the emergency department
(McWilliams, Jacobson, Van Ho-uten, Naessens, & Ytterberg, 2008). Specific to the care of
children with ADHD, Power et al. (2010) in this collection demonstrate that the quantity of
telephone contact between families and pediatric clinicians, a setting to both activate and
inform families, predicts treatment initiation for affected children.

More broadly, the literature on shared decision making (SDM) has described a set of
approaches that create and maintain a high level of partnership directed at achieving
families’ treatment goals. For the following discussion, we will use the most commonly
cited definition of SDM published by Charles (see Fig. 2) that considers SDM in the context
of medical encounters and is relevant to chronic mental health conditions such as ADHD
(Charles, Gafni, & Whelan, 1997;Charles, Gafni, & Whelan, 1999). SDM is distinguished
from both paternalistic models in which practitioners make treatment decisions and convey
them to families and informed patient-models in which patients and families reach their own
healthcare decisions with information from clinicians or other sources (Charles et al., 1999).
Unlike paternalistic and informed approaches that focus primarily on medical facts, SDM
emphasizes the exchange of personal in addition to medical information (Charles et al.,
1999), an aspect of care particularly relevant to value-laden mental health problems.

A primary focus of work to promote SDM has been the development of decision aids,
defined as interventions to help people make specific and deliberative choices among
options by providing information about the options and outcomes that is relevant to a
person’s health status (Barry, 2002; O’Connor et al., 2003). These tools are designed to both
bolster knowledge and clarify values through questionnaires, instructional videos, and/or
coaching from a trained health professional. Meta-analyses of controlled randomized trials
indicate that these tools are effective in improving knowledge and realistic expectations,
enhancing participation in decision making, decreasing decisional conflict (uncertainty),
increasing the proportion of people able to reach a decision, and improving agreement
between values and choice (O’Connor et al., 2007). Based on the effectiveness of SDM
tools, the World Health Organization Health Evidence Network has concluded that
strategies to integrate these tools into practice for diverse populations should be developed
(O’Connor & Stacey, 2005). Decision aids support the goals articulated by the NIMH in
their report “Bridging Science and Service” which stresses the importance of developing
approaches to better incorporate patient/consumer preferences explicitly into treatment
protocols (National Advisory Mental Health Council Clinical Treatment and Services
Research Workgroup, 1999). Despite this emphasis, few decision aids have been developed
for pediatrics, and the tools developed have not been well integrated into pediatric practice
or across systems caring for children. Given this gap in translating knowledge into practice,
study is needed to determine optimal strategies for using decision aids to improve decision
making, promote adherence, and provide a shared approach across settings in which children
are served, including the home and school (O’Connor & Stacey, 2005; O’Connor et al.,
2003). In pediatrics, the complexity of incorporating children who become increasingly
autonomous with age as well as their parents/guardians into decision making requires
additional consideration.

The Prepared, Proactive Practice Team
When parents approach pediatricians to address mental health concerns, they meet well-
meaning practitioners who historically have not received robust training in pediatric mental
health. As a profession, pediatrics has increasingly confronted this training gap. In
particular, to effectively meet the needs of an informed and activated family, the AAP
Committee on Psychosocial Aspects of Child and Family Health and Task Force on Mental
Health developed a list of competencies for primary care pediatricians treating affected
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children (Committee on Psychosocial Aspects of Child and Family Health and Task Force
on Mental Health, 2009). For pediatricians, a first step in being proactive is working with
families to establish healthy lifestyles and prevent the escalation of social, emotional, or
behavioral problems typical throughout childhood (Committee on Psychosocial Aspects of
Child and Family Health and Task Force on Mental Health, 2009). This focus on prevention
parallels the goals of the Family Check-Up described earlier in this collection (Stormshak,
Fosco, & Dishion, 2010). In addition, the report argues that pediatricians must develop skills
to help children with mental health problems who lack a formal diagnosis, the largest group
of children with mental illness seen in primary care and also a group reflective of the
population with mental health concerns in schools. As the work of Alderfer and Hodges in
this collection shows, siblings of chronically ill children are one group that needs this
support (Alderfer & Hodges, 2010).

Specific areas emphasized in the AAP report include developing a better understanding of
how to establish partnerships across systems of mental health care delivery including
schools; developing clinical skills to treat those with mental health conditions such as
ADHD, anxiety, depression, and substance abuse; developing a better understanding of the
science underlying the treatment of mental illness; and building skill sets that focus on
interpersonal and communication skills, professionalism, and partnerships across systems.
The article by Weems et al. 2010) highlights one potential mechanism by which schools
could effectively partner with families and health care professionals to identify children and
adolescents with anxiety, another chronic pediatric disorder. Efforts to address test anxiety
in the school setting could be linked to primary care and mental health comanagement of
related anxiety and depression, particularly for those youth who are severely impaired by
their symptoms.

In addition, mechanisms for reaching families that are often more difficult to engage in care
need to be developed. For these families, the engagement issue often extends across settings
to include the school and the pediatric office. Two of the interventions in 2010, Power et al.
telephone intervention in the pediatric office setting and Stormshak et al. (2010) Family
Check-up Model, based in the school setting, provide examples of simple and effective
interventions for engaging families more directly in service provision. Finding mechanisms
for copartnering to improve engagement could be an important strategy in the
comanagement of youth with conditions that affect health, mental health, and school
participation and performance.

A Supportive, Integrated Community
The AAP has emphasized that competence in treating mental health problems depends upon
collaboration within primary care offices and between primary care clinicians and educators,
as well as professionals in any other systems in which an individual child is served including
mental health specialists, case managers, social service workers, and juvenile justice staff
(Committee on Psychosocial Aspects of Child and Family Health and Task Force on Mental
Health, 2009). More broadly, success in treating mental health problems depends upon
pediatricians understanding prevalent concerns in the community, ensuring that both parents
and children receive the support needed to address the challenges of treating mental illness,
and determining how best to provide that support through partnerships with other
professionals. These relationships are especially important because chronic medical
conditions impact children daily at home and school, while contact with the medical system
is often far less frequent.

The example of ADHD is particularly helpful in understanding the importance of the
community to children’s mental health. For example, in ADHD, many believe that poor
behavior results from a parenting as opposed to a biomedical problem (Olaniyan et al.,
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2007). Such attitudes and the stigma they engender can lead families to avoid seeking
medical help and receiving treatment for ADHD (Eiraldi et al., 2006). When parents do
begin to consider medical help to address their child’s behavior, a high level of stress is
common (Brinkman et al., 2009). In this setting, pediatricians frequently will refer families
to support groups such as Children and Adults with Attention-Deficit/Hyperactivity
Disorder (CHADD) for both emotional support and education. Unfortunately, fewer support
groups are available in urban settings that often have an increased burden of mental health
problems. To augment services, efforts are underway in many areas to develop additional
support groups for families in accessible settings; these may include schools, neighborhood
churches, or community service organizations for families in underserved communities.

Pediatricians also have longstanding relationships with schools that include providing
assessment forms to document health for enrolled children, established systems to assist
school nurses in administering medication or other treatments to children at schools, and
they support school nurses, psychologists, and teachers in preventing and addressing
behavior problems. In the setting of ADHD, teachers regularly look to pediatricians to
diagnose ADHD. At the same time, pediatricians look to teachers to complete behavioral
rating scales to assist in the diagnostic process and monitor the response to medication. To
more broadly address the behavioral health needs of children outside of the office setting,
the AAP Committee on School Health has identified three areas for intervening to improve
school health: (1) programs targeted to all students to promote resilience and foster the
engagement of children and their families with school; (2) for those with a specific
impairment, but who continue to function in the school settings, targeted behavioral
interventions; and (3) a coordinated multidisciplinary team including the pediatrician for
more severely affected children (Committee on School Health, 2004). To maximize the
effectiveness and comprehensiveness of care provided, the AAP conceptualizes these
school-based services as an extension of the “medical home” and has prioritized the
integration of these two systems of care (Committee on School Health, 2004). However,
work needs to be done to address barriers to integrating these two systems, including the
challenges of timely information sharing within the context of confi-dentiality requirements
under the Family Educational Rights and Privacy Act (FERPA) and the Health Insurance
Portability and Accountability Act (HIPAA). In addition, the cultural differences in
approach (e.g. strength-based versus diagnosis-based, educational codes versus medical
codes), schedules, and missions must also be addressed.

Key Features of an Improved Delivery System
Care Partnership Support

Since chronic illness affects children daily but medical encounters are infrequent, the
development of tools and educational programs to help patients and families manage
children’s medical problems has increasingly been recognized as an important part of
pediatric health care. In general pediatric practice, these tools have been much more
thoroughly developed for physical as opposed to mental health conditions in children. In
asthma, clinicians and families jointly develop care plans that specify daily treatment
regimens as well as how to adjust therapy during flares or if symptoms arise with exercise
(Loe & Feldman, 2007). Office-based education accompanies the review of the management
plan. In the setting of asthma, such approaches have been shown to improve outcomes in
adult settings (Lahdensuo et al., 1996). Research is needed to develop and test the benefit of
teaching and self-management tools on outcomes in the treatment of childhood mental
health problems. Also, the integration of these tools across primary care and schools needs
further study.
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Both Weems et al. (2010) paper on test anxiety prevention and intervention programs in
school settings and Stormshak et al. (2010) Family Check-up Model also point out the
possibility of providing family and/or self-management support about a mental health
condition within schools. While not specific to ADHD, both demonstrate that schools are
natural settings for delivering services to youth and families. The development of these
types of programs and the ability to integrate those with interventions in primary care
settings would promote better family and youth self-management skills and should be the
focus of further research.

Delivery System Design/Care Coordination
The AAP has stressed the importance of pediatricians coordinating health care across
multiple systems including schools, especially for children with chronic health conditions.
As identified by the AAP, the tasks involved in this process include collaboratively planning
treatment, monitoring outcomes and resource use, coordinating visits with other
subspecialists or professionals, organizing care to avoid duplication of diagnostic tests and
services, sharing information with the family and across systems of care, facilitating access
to care, as well as the development and ongoing refinement of care plans (Committee on
Children With Disabilities, 1999). Research suggests that effective care coordination
improves outcomes for children with special health care needs, defined as those “with a
chronic physical, behavioral, or emotional condition who require health and related services
of a type or amount beyond that required by children generally” (Newacheck et al., 1998).
Specifically, receiving “adequate” care coordination has been associated with improved
satisfaction, decreased problems with referral to specialists, fewer emergency department
visits, and fewer missed school days. In addition, with care coordination, out-of-pocket
health care costs for families were reduced, and fewer parents had to stop work or decrease
work hours (Turchi et al., 2009).

Despite these impressive findings, many pediatricians struggle to find time to manage care
across systems. Recent work in ADHD has defined many of the challenges in care
coordination: (1) a lack of consensus on which professional from what setting (e.g. primary
care, mental health, school) is ultimately accountable for the success of treatment; (2)
turnover of mental health professionals and teachers limiting the development of long-term
collaboration; (3) a lack of resources to devote to the process; (4) distrust and blame when
relationships across systems are not productive; and (5) a general lack of support from
employers, systems, friends, or families to engage in collaborative care (Guevara et al.,
2005). Given these barriers, many practices enlist members of their nursing and clerical staff
to help in this process with unreimbursed costs for a practice of between $22,800 and
$33,000 per year (Antonelli & Antonelli, 2004). To reimburse practices for this financial
burden, many have called for the development of new mechanisms to support this process.

To address these concerns, practice models could increasingly incorporate pediatric
psychologists or school psychologists within the primary care practice. These skilled
professionals have the knowledge, background, and experience to understand both issues
arising in the pediatrician’s office and the nature of partnership needed in schools, a
perspective not traditionally part of pediatric training. The ability of psychologists to bridge
primary care pediatrics and schools for the benefit of children and their families is
demonstrated by the Partnering to Achieve School Success (PASS) Program featured in this
collection (Power et al., 2010). Equally important, these individuals carry the necessary
licensure credentials to provide the reimbursement required to sustain a private practice
primary care office.
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Decision Support and Clinical Information Systems
For pediatric clinicians managing complex conditions, gathering information then
synthesizing it with the growing body of medical evidence during office-based encounters
lasting as little as 15 min or less represents an ongoing challenge. Tools to support
information gathering and decision making are increasingly available to help. The most
widely studied toolkit for any mental health condition in pediatric primary care is the AAP/
National Initiative for Children’s Healthcare Quality (NICHQ) toolkit for ADHD (AAP,
2000, 2001). Included are educational materials for parents regarding the condition and its
treatment as well as tools to assist in the diagnosis, assess comorbidities, assess both
symptom severity and impairment on treatment, and communicate across school and
primary care settings. Early scholarship demonstrated the feasibility of using such tools in
varied pediatric practice settings (Leslie, Weckerly, Plemmons, Landsverk, & Eastman,
2004; Polaha, Cooper, Meadows, & Kratochvil, 2005; Rushton et al., 2004), and more
recent work suggests that clinicians using these tools may be able to work with families to
markedly reduce children’s symptoms (Epstein et al., 2005). This work demonstrates the
potential value of tools to strengthen partnerships in providing mental health care.

A growing body of literature in pediatrics has demonstrated benefits of health information
technology in delivering decision support. In pediatrics, more than 20% of primary practices
already have electronic health records (EHRs) in place and the proportion is growing
(Kemper, Uren, & Clark, 2006). Our own work on immunization demonstrated improved
outcomes for children cared for using these systems (Fiks, Grundmeier, Biggs, Localio, &
Alessandrini, 2007). In ADHD, our group has developed structured order sets and visit
templates to facilitate evidence-based care and collaboration between pediatric clinicians,
families, and schools (see Fig. 3). Formal evaluation of such systems is underway, and their
benefit should be increasingly understood in coming years. However, while these tools are
structured to improve the quality of care delivered to children, they play only a small role in
sustaining the ongoing partnership central to delivering optimal pediatric mental health care.

Perhaps the greatest promise of health information technology for mental health care is
opening and maintaining lines of communication between the multiple systems involved in
delivering mental health services and the family. Work thus far has centered on connecting
pediatricians with families. Electronic health record-linked patient portals, tools that allow
families to securely communicate with their clinicians and view their children’s health
information over the internet, are innovative systems to facilitate the integration of patient
preferences and goals into practice and support SDM on a large scale. While only 2.7% of
the population now uses personal health records or patient portals, adoption is increasing,
and public interest is high (Westin, 2008). Additionally, parents are receptive to electronic
communication both inside and outside the medical office (Gerstle, 2004; Kleiner, Akers,
Burke, & Werner, 2002; Rosen & Kwoh, 2007).

Results published to date demonstrate that despite fears that computers might compromise
communication in the office setting, the use of health information technology has been
associated with improved patient satisfaction, communication about health issues, and
comprehension of decisions made during clinical encounters (Hsu et al., 2005). In addition,
these systems have been used to capture information on families’ health concerns and
formally structure the delivery of healthcare around them (Biondich, Downs, Anand, &
Carroll, 2005; Porter, Forbes, Feldman, & Goldmann, 2006). Once data is captured on
information relevant to care such as the preferences and goals of families, these systems are
capable of delivering this content to clinicians at the appropriate stage in their workflow and
changing practitioner performance (Garg et al., 2005). Since content may be updated over
time, these systems can adapt to changes such as the known evolution in families’ preferred
ADHD treatment over time or new clinical practice guidelines (Jensen et al., 2007; Leslie et
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al., 2007). Further, well-established approaches exist to maximize the effectiveness of these
systems (Bates et al., 2003; Osheroff, Pifer, Teich, Sittig, & Jenders, 2005). However, while
these types of tools will improve communication between parents and clinicians, they still
do not fully address communication issues between the health system, community partners,
and the schools. Effectively incorporating school professionals and those from other systems
involved in a child’s care should be the focus of future work in this area.

Conclusion
Over the past decade, major breakthroughs have occurred supporting the partnership
between families, pediatricians, and other professionals for children affected by mental
health problems. Resources are increasingly available to help families become “activated”
participants in care, and models for care coordination across health, school, and mental
health systems are emerging from the literature on children with special healthcare needs
and research on partnership models. For clinicians, a focus on improving communication
skills is also likely to benefit children. In addition, as illustrated by the example of ADHD,
toolkits developed and promulgated nationally are beginning to influence mental health
outcomes. Approaches using health information technology to regularly elicit families’
preferences and goals and maintain open communication across systems of care should help
guide coordinated care toward goals valued by families. For pediatricians and school
professionals, many of these children with mental health problems will lack a formal
medical diagnosis or may not qualify for a 504 plan or special education-developing, testing,
and funding interventions for these at risk children, like those described by Weems et al.
(2010), and Alderfer and Hodges (2010) will be critical. The impact of combining all of
these approaches on outcomes for children with mental health problems will be increasingly
well defined over the next 10 years.
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Fig. 1.
National initiative for children’s healthcare quality (NICHQ) care model for child health in a
medical home
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Fig. 2.
The process of shared decision making
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Fig. 3.
Electronic health record-based order set for ADHD to promote evidence-based care and
partnership between clinicians, families, and schools

Fiks and Leslie Page 16

School Ment Health. Author manuscript; available in PMC 2011 June 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript


