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Pre- and Post-QTIP

» Pre-QTIP: We only performed Teen Screen
(PSC-Y 35)

» Post-QTIP:

- We initiated in rapid succession
- Edinburg Maternal depression screen
- PEDS response form
- M-CHAT
> Over time we have added additional screen
- SEEK
- Oral Health Risk Assess
- Asthma Control test




Pre- and Post-QTIP

- PHQ-9

- SCARED

- Mood Disorder Questionnaire (MDQ- aka Mania
Screen)

- Transition Readiness Checklist

- Suicidal Behaviors Questionnaire (SBQ-R)
> Practice decided only one screen per WCC visit










Edinburgh Maternal Depression
Screens

Edinburgh Postnatal Depression Scale’ (EPDS)

Name: Address:

Your Date of Birth:

Baby's Date of Birth: Phone:

As you are pregnant or have recently had a baby, we would like to know how you are feeling. Please check
the answer that comes closest to how you have felt IN THE PAST 7 DAYS, not just how you feel today.

Here is an example, already completed.

I have felt happy:

o Yes, all the time

= Yes, most of the time This would mean: “lI have felt happy most of the time” during the past week.
[ No, not very often Please complete the other questions in the same way .

[ No, not at all

In the past 7 days:

1. | have been able to laugh and see the funny side of things 5. Thlngs hawve been getting on top of me

=] As much as | always could Yes, most of the time | haven't been able
o MNot quite so much now to cope at all
o Definitely not so much now =} Yes, sometimes | haven't been coping as well
=] Not at all as usual
jm} Mo, most of the time | have coped quite well
2. have looked forward with enjoyment to things jm] o, | have been coping as well as ever

As much as | ever did

1

=}

jm] Rather less than | used to 'l hawve been so unhappy that | have had difficulty sleeping
=}

o

1
Definitely less than | used to jm] Yes, most of the time
Hardly at all =] Yes, sometimes
jm] MNot very often
*3. | have blamed myself unnecessarily when things =} MNo, not at all
went wrong
jm] Yes, most of the time *8 I hawve felt sad or miserable
jm] Yes, some of the time jm} Yes, most of the ime
jm] Not very often jm] Yes, quite often
jm] No, never jm] Not very often
jm] MNo, not at all
4. I have been anxious or wormied for no good reason
jm] No, not at all *3 | have been so unhappy that | have been crying
jm] Hardly ever o Yes, most of the time
jm] Yes, sometimes jm] Yes, quite often
jm] Yes, very often jm] Only occasionally
jm} MNo, never
*5 | have felt scared or panicky for no very good reason
jm] Yes, quite a lot *10 The thought of harming myself has occurred to me
jm] Yes, sometimes jm] Yes, quite often
=] MNo, not much =] Sometimes
jm] No, not at all jm] Hardly ever
m] Never
Administered/Reviewed by Date

"Source: Cox, J.L., Holden, J.M., and Sagovsky, R. 1987. Detection of postnatal depression: Development of the 10-item
Edinburgh Postnatal Depression Scale. Brifish Jourmal of Psychiatry 150:782-786

“Source: K. L. Wisner, B. L. Parry, C. M. Piontek, Postpartum Depression N Engl J Med vol. 347, No 3, July 18, 2002,
194-199

Users may reproduce the scale without further permission providing they respect copyright by quoting the names of the
authors, the title and the source of the paper in all reproduced copies.



Safe Environment for Every Kid
(SEEK) Screen
() SEEK

The Parent Screening Questionnaire ok Enviranmani for Evary Kid

Dear Parent or Caregiver: Being a parent is not always easy.

We want to help families have a safe environment for kids, So, we're asking everyone
these questions, They are about problems that affect many families, If there'sa
problem, we'l try to help,

Please answer the questions abaut your child being seen today for a checkup, If there's
mare than one child, please answer "yes" if it applies to any one of them. This is
voluntary, You don't have to answer any question you prefer not to,

Child's Name: Today's Date: S s
Child's Date of Birth: __/__ /
PLEASE CHECK
: Yes Mo Do you need the phone number for Poison Contral?
: Yes No Do you need a smoke detector for your home?
: Yes Mo Does anyone smoke tobacco at home?
: Yes Mo Inthe last year, did you worry that your food would run out
before you got money or Food Stamps to buy more?
: Yes Mo Inthe last year, did the food you bought just not last
and you didn't have money to get more?
: Yes Mo De you often feel your child is difficult to take care of?
: Yes Mo Do you sometimes find you need to hit/spank your child?
: Yes No Do you wish you had more help with your child?
: Yes No  Dayou often feel under extreme stress?
: Yes oMo Inthe past month, have you of ten felt down, depressed, or hopeless?
: Yes No  Inthe past month, have you felt very little interest or pleasure in
things you used to enjoy?
'Yes o No  Inthe pastyear, have you been afraid of your partner?
: Yes Mo Inthe pastyear, have you had a preblem with drugs or alcohol?
: Yes No  Inthe pastyear, have you felt the need to cut back en drinking or
drug use?
: Yes No  Are there any other problems you'd like help with today?

Please give this form to the dector or nurse you're seeing today, Thank youl



Oral Health Risk Assessment
OHRA)

Oral Health Risk Assessment Tool

The American Academy of Pediatrics (AAP) has developed this tool to aid in the implementation of oral health risk
assessment during health supervision visits. This tool has been subseqguently reviewed and endorsed by the National
Interprofessional Initiative on Oral Health.

Instructions for Use

This tool is intended for documenting caries risk of the child, however, two risk factors are based on the mother or primary
caregiver's oral health. All other factors and findings should be documented based on the child.

The child is at an abseclute high risk for caries if any risk factors or clinical findings, marked with a A sign, are documented
yes. In the absence of A\ risk factors or clinical findings, the clinician may determine the child is at high risk of caries
based on one or more positive respanses to other risk factors or clinical findings. Answering yes to protective factors
should be taken into account with risk factors/clinical findings in determining low versus high risk.

Patient Name: Date of Birth: Date:.
Visit: 06 month 09 month 012 month [ 15 month [118 month [ 24 month 30 month [3 year
[J4 year [15 year [16 year []Other

RISK FACTORS PROTECTIVE FACTORS CLINICAL FINDINGS

/N Mother or primary caregiver had @ Existing dental home /M White spots or visible
active decay in the past 12 OYes [CNo decalcifications in the past 12
months ® Drinks fluoridated water or takes months
LiYes LINo fluoride supplements LiYes [INo
LlYes LINo A\ Obvious decay
8 : ® Fluoride varnish in the last LiYes LINo
@ Mother or primary caregiver does 6 months /Y, Restorations (fillings) present
not have a dentist LY LN O e N
OYes [ONo es o ‘es o

® Has teeth brushed twice daily

e N
s (WD ® Visible plague accumulation

® Continual bottle/sippy cup use
with fluid other than water L= b
OYes [ONo ® Gingivitis (swollen/bleeding gums)

® Frequent snacking CYes [CINo

LlYes LINo ® Teeth present
® Special health care needs Ces [INo
LiYes LlNo ® Healthy teeth
® Medicaid eligible LiYes LINo
OYes [ONo
Caries Risk: Self Management Goals:
COLow [IHigh [0 Regular dental visits [OWean off bottle [ Healthy snacks
Completed: [ Dental treatment for parents []Less/No juice [ Less/No junk food or candy
L Anticipatory Guidance LI Brush twice daily L | Only water in sippy cup || MNo soda
L Fluoride Varnish L1 Use fluoride toothpaste L Drink tap water L1 Xylitol

[ Dental Referral

Treatment of High Risk Children
If appropriate, high-risk children should receive professionally applied fluoride varnish and have their teeth brushed twice
daily with an age-appropriate amount of fluoridated toothpaste. Referral to a pediatric dentist or a dentist comfortable
caring for children should be made with follow-up to ensure that the child is being cared for in the dental home.

Ramos-Gomez FJ, Crystal YO. Ng MW, Crall JJ, Featherstone JD. Pediatric dental care: prevention and management protocols based on caries risk assessmant. J Calif Dent Assoc.

‘Adapied from
2010:38(10).746 761; American Academy of Padialrics Soction on Pediairic Dentisiry and Oral Hoalth. Pravaniive oral hoalth intarvention for pediairicians. Pediancs. 2003, 122(6):1387-1304; and
Amarican Atadermy of Paciaties Saction bf Pediainc Dantisiry. Gral haafth Hsk Sssassmant Hing and aStADESHmant of e Gantal noma. FBCIAMES. 0051115111 151116,

do rat maicate trEatmAnt Or Serve A5 8 SEANGEN Of MACICAI CAMe VATISIONS, f5kang INtD SSCOUN INGIVIOUSS CICUMSIENCES, May be SPpropriats. Copynignt & 2011 Amencan
P Serng oF PemEIES. Al FAGHS Fasenves The AMENCAR ASEESery o PEACS Das N FAow OF SaETEE Sy MECEAIES A 16 TS AOCLTENt SHS I 1G SUBrE aFl B16 AAP B ILs FF By ST EFAnAS,

American Academy of Pediatrics
DEDICATED TO THE HEALTH OF ALL CHILDREN

Futures_ on Oral Health

i F Bright National Interprofessional Initiative







PEDS Response Form
~ PEDS RESPONSE Form

Child's Name Parent's Name
Child's Birthday Child's Age Today's Date

1. Please list any concerns about your child's learning, development, and behawviouwur.

2. Do you have any concerns about how your child talks and makes speech sounds?
Circle orte: No Yes A little COMMENTS:

3. Do yvou have any concerns abourt how your child understands what you say?
Circle one: MNo Yes A little COMMEMNTS:

4. Do you have any concerns about how your child uses his or her hands and fingers to do things?
Circle orre: No Yes A little COMMENTS:

5. Do you have any concermns about how your child uses his or her anms and legs?
Circle orre: MNo Yes A little COMMENTS:

6. Do you have any concerns about how your child behaves?
Circle orre: No Yes A little COMMENTS:

7. Do you have any concerns about how your child gets along with others?
Circle orre: MNo Yes A little COMMENTS:

8. Do yvou have any concerns about how your child is learning to do things for himself herself?
Circle orre: MNo Yes A little COMMENTS:

9. Do you have any concerns about how your child is learning preschool or school skills?
Circle orre: MNo Yes A little COMMENTS:

10. Please list any other concerns.

& Copyright Centre for Community Child Health. Anthorised Anstralian Version. Adapsed with permission fromn Frances Page Glascoe | Ellsworth & Vandermveer Press Lid.



M-CHAT-R

M-CHAT-R™

Please answer these questions about your child. Keep in mind how your child usually behaves. If yvou have seen your
child do the behavior a few times, but he or she does not usually do it, then please answer no. Please circle yes or no
for every guestion. Thank you very much.

1. If you point at something across the room, does your child look at it? Yes MNo
(FOR EXAMPLE, if you point at a toy or an animal, does your child look at the toy or animal?)

2. Have you ever wondered if your child might be deaf? Yes MNo

3. Does your child play pretend or make-believe? (FOrR EXaMPLE, pretend to drink Yes No

from an empty cup, pretend to talk on a phone, or pretend to feed a doll or stuffed animal?)

4. Does your child like climbing on things? (For ExamMmPLE, furniture, playground Yes No
equipment, or stairs)

5. Does your child make unusual finger movements near his or her eyes? Yes No
(For ExAamMPLE, does your child wiggle his or her fingers close to his or her eyes?)

6. Does your child point with one finger to ask for something or to get help? Yes No
(FoOrR EXAMPLE, pointing to a snack or toy that is out of reach)

7. Does your child point with one finger to show you something interesting? Yes No
(For ExXAaMPLE, pointing to an airplane in the sky or a big truck in the road)

8. Is your child interested in other children? (For ExamPLE, does your child watch Yes MNo
other children, smile at them, or go to them?)

9. Does your child show you things by bringing them to you or holding them up for you to Yes No
see — not to get help, but just to share? (For ExXAaMPLE, showing you a flower, a stuffed
animal, or a toy truck)

10. Does your child respond when you call his or her name? (ForR EXxamMPLE, does he or she Yes MNo
look up, talk or babble, or stop what he or she is doing when you call his or her name?)

11. VWWhen you smile at your child, does he or she smile back at you? Yes No

12. Does your child get upset by everyday noises? (FOR EXAMPLE, does your Yes MNo
child scream or cry to noise such as a vacuum cleaner or loud music?)

13. Does your child walk? Yes No

14. Does your child look yvou in the eye when you are talking to him or her, playing with him Yes MNo

or her, or dressing him or her?

15. Does your child try to copy what you do? (FOR EXAMPLE, wave bye-bye, clap, or Yes No
make a funny noise when you do)

16. If you turn yvour head to look at something, does your child look around to see what yvou Yes MNo
are looking at?

17. Does your child try to get you to watch him or her? (FOR EXAMPLE, does your child Yes No
look at you for praise, or say “look™ or “watch me”?)

18. Does your child understand when wou tell him or her to do something? Yes No
(FOR EXAMPLE if you don’'t point, can your child understand “put the book
on the chair’ or “bring me the blanket™?)

19. If something new happens, does your child look at your face to see how you feel about it? Yes MNo

(ForR EXAMPLE, If he or she hears a strange or funny noise, or sees a new toy, will
he or she look at your face?)

20. Does your child like movement activities? Yes MNo
(For EXAMPLE, being swung or bounced on yvour knee)

© 2009 Diana Robins, Deborah Fein, & Marianne Barton






PSC-Y (Teen Screen)

A Survey From Your Healthcare Provider — PSC-Y TeenScreen%rimo ry Care
Name | Date 1D
Please mark under the heading that best fits you or circle Yes or No Never O Sometimes 1 Often 2

- 1. Complain of aches or pains

- 2. Spend more time alone

- 3. Tire easily, little energy
[ ] 4. Fidgety, unable to sit still
- 5. Have trouble with teacher

- 6. Less interested in school
7. Act as if driven by motor

8. Daydream too much

9. Distract easily

10. Are afraid of new situations
11. Feel sad, unhappy

12. Are irritable, angry

13. Feel hopeless

14. Have trouble concentrating

15. Less interested in friends
16. Fight with other children
17. Absent from school

18. School grades dropping

CE e 000

[ JH

19. Down on yourself

- 20. Visit doctor with doctor finding nothing wrong

21. Have trouble sleeping

22.Worry a lot

23. Want to be with parent more than before
24. Feel that you are bad

25. Take unnecessary risks

l»l

26. Get hurt frequently

27. Seem to be having less fun

28. Act younger than children your age
29. Do not listen to rules

30. Do not show feelings
31. Do not understand other people’s feelings

32. Tease others

33. Blame others for your troubles

34. Take things that do not belong to you
35. Refuse to share

36. During the past three months, have you thought of killing yourself? Yes No

37. Have you ever tried to kill yourself? Yes No

¢l NENE " H D

FOR OFFICE USE ONLY | TS |
Plan for Follow-up [] Annual screening [ Return visit w/ PCP [] Referred to counselor

[] Parent declined [] Already in treatment [[] Referred to other professional ‘ Q 36 or Q37=Y TS=> 30 ‘

Source: Pediatric Symptom Checklist — Youth Report (PSC-Y)

PC/PSC-WG/6.4.10/1000



Transition Readiness Checklist

AN\ANMED HEALTH

TRANSITION READINESS CHECKLIST Patient's Mame

This checklist i to help you get ready for managing your own health care. It IS for you and your parent or caregiver to
completa together. Flease chack which best describes your current abilities.

CAN INEED | WANT SOMEONE ELSE
ALREADY PRACTICE TO LEARN WILL HAVE
Knowing About My Health DOTHIS  DOINGTHIS O DO THIS TO 0O THIS-WHO?

1. | know what my health needs of disabilities are
and can explain them.

2. | know what symptoms nead quick attention.
3. | know what to do In case | have an amergency.

Taking Charge of My Health
1. | carry my health Insurance cand with me every day.

2. | carry my health summary with ma every day
(Including a list of medications and allergles and
my doctors phane number).

3. | call for my own doctor appointments.
4. | know that | can see the doctor by mysalit if | want 1o,

5. | can discuss my health care needs with the doctor
oF nurse myself,

6. | track my own medicine refills and can call for refills.

7. I'help take care of my medical equipment
50 It's In good working condition.

8. | know haw 1o prevent pregnancy and sexually
transmitted diseases (STDs).

9. | know how smoking, drugs, or alcohol use can
Impact my haaln.

Getting Ready for Independent Living
1. | know how 10 use appllances in the homa.
| can wash my own clothas.

| can clean my room.

2
a
4. | can discuss my IEP or S04 plan with the school.
5. | am planning for further education of a jab.

.

| knaw how o apply for a job or contact
Vocational Rehab for halp.

7. | know what housing oppanunities there
are for Independsant ving.

B, |am abla to do my transtars and get around In my home.

| Know how 10 go from one place to anothar in town.

B0 D4R









Vanderbilt

NICHQ Vander! Assessment Scale—PARENT Informant

- [
Today’s Date: Child’s Name: Date of Birth: } V a u a I O n
L]

Parent’s Name: Parents Phone Number:

Directions: Each rating should be considered in the context of what is appropriate for the age of your child.

.
When completing this form, please think about your child’s behaviors in the past 6 months. o) P a r e n t e Va I u at I O n fo r m
Is this evaluation based on a time when the child [J was on medication []was not on medication [ not sure?

Symptoms Never _ Occasionally Often  Very Often .

1. Does not pay attention to details or makes careless mistakes 0 1 2 3 (o) Te a c h e r e Va I u at I O n fo r m
with, for example, homework

2. Has difficulty keeping attention to what needs to be done 0 1 2 3

3. Does not seem to listen when spoken to directly 0 1 2 3 F I I Y

4. Does not follow through when given directions and fails to finish activities 0 1 2 3 } 0 O W — u p
(not due to refusal or failure to understand) [

5. Has difficulty organizing tasks and activities 0 1 2 3

6. Avoids, dislikes, or does not want to start tasks that require ongoing 0 1 2

mental effort o P f I I f m
7. Loses things necessary for tasks or activities (toys, assignments, pencils, 0 1 2 3 a r e n O O W u p O r

or books)

8. Is easily distracted by noises or other stimuli 0 1 2 3
9. Is forgetful in daily activities 0 1 2 3 o) Te ac h e r fo I I OW VLY u f
10. Fidgets with hands or feet or squirms in seat 0 1 2 3 p O r I I I
11. Leaves seat when remaining seated is expected [ 1 2 3
12. Runs about or climbs too much when remaining seated is expected 0 1 2 3 = =
13. Has difficulty playing or beginning quiet play activities 0 1 2 3 d O n e at d I S C r e t I O n 0 f
14. Is “on the go” or often acts as if “driven by a motor” 0 1 2 3
15. Talks too much 0 1 2 3 i
16. Blurts out answers before questions have been completed 0 1 2 3 r O V I d e r
17. Has difficulty waiting his or her turn 0 1 2 3 p
18. Interrupts or intrudes in on others’ conversations and/or activities 0 1 2 3
19. Argues with adults 0 1 2 3
20. Loses temper 0 1 2 3
21. Actively defies or refuses to go along with adults’ requests or rules 0 1 2 3
22. Deliberately annoys people [ 1 2 3
23. Blames others for his or her mistakes or misbehaviors 0 1 2 3
24. Is touchy or easily annoyed by others 0 1 2 3
25. Is angry or resentful 0 1 2 3
26. Is spiteful and wants to get even 0 1 2 3
27. Bullies, threatens, or intimidates others 5] 1 2 3
28. Starts physical fights 0 1 2 3
29. Lies to get out of trouble or to avoid obligations (ie, “cons” others) ] 1 2 3
30. Is truant from school (skips school) without permission 0 1 2 3
31. Is physically cruel to people 0 1 2 3
32. Has stolen things that have value 0 1 2 3
Thes d in this ion should not be used as a substi the Copyright ©2002 American Academy of Pediatrics and National Initiative for Children's
dical care and advice of your ian. There may be treatment that Healthcare Quality
your pediatrician may recommend based an individual facts and circumstances. Adapted from the Vanderbilt Rating Scales developed by Mark L. Wolraich, MD.
Revised - 1102

American Academy

of Pediatrics NICH@J

DEDICATED TO THE HEALTH OF ALL CHILDREN™ ‘National Initiative for Childsen's Healihcazs Quality







PHQ-9 Depression Screen

PHQ-9: Modified for Teens

Name: Clinician: Date:

Instructions: How often have you been bothersd by each of Te following symptoms dwring the
past fwo weeks? For each symplom put an “X™ in the box beneath the answer that best
describes how you have been feeling.

-
Not At ANl | Several | More Than

1. ing down, Intadie, or 2

2. Little interest or pleasure in doing Tings?

3. Troudke faling asleep, staying asleep, or sieeping 0o
much?

4. Poor appetite. weght Ioss, of overeating?

5. Feeling tired, or having lite enengy?

6. Feeling bad about yourse — of feeling Mat you are 3
failure, or Mat you have let yoursel of your family
gown?

7. Troudle concentrasing on things ike school work,
reading, or watching TV?

- 8. Moving or Speaking SO Siowly Tat other people could L

have noticed”

Or Me opposite — being 5o fidgety or restiess that you
WETE MOoVing around 3 ot more than usual?
9. Thoughts that you would De beftier ofFf dead, of of
hurts urse in some way?
in the past year have you felt depressad of sad most days, even if you felt okay somesmes?
L] Yes LINo
lywamupemnmgwdmepmuemsmhisw,ma‘l-ﬁcllmmmmmtupuw
do your work, take care of things at home or get Jlong with omer peopie?

L1 Not difscuit at 3il L1 Somewnat ifficult [ ]Very difficut L] Extremedy difficutt
Has these been 3 time in the past month when you have had sencus thoughts about ending your ife?
Yes No
Have you EVER, in your WHOLE LIFE, tned 10 kil yourse# or made 3 suicide attempt?
Yes No

I you have had Moughts that you wousd be better off dead or of hurting yOursell In Some way,
plaase giscuss Mis with your Heaith Care Ciinician, go 10 3 hospital emergency room or call 911,

Moditied with permiasios by the CLAD-IYC e S S F10-3 (hpeser, Wilkama, & Kooenke, 1997, Revised PHCA (Jobason,
2007), and the COS (IASC Deveiopment Craap, 2000)

Desressliin in brivery Care Version 2 2000 7 o




SCARED Screen

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

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

See: Birmaher, B., Brent, D. A.. Cluappetta, L.. Bndge. I.. Monga, S.. & Baugher, M. (1999). Psychometric properties of the Screen for Child
Anxiety Related Emotional Disorders (SCARED): a replication study. Journal of the American of Child and Adole Psychiatry, 38(10),
1230-6.

Name: Date:

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

] 1

Somewhat
Not True True or

or Hardly
Ever True True True

Very True
Sometimes or Often

. I worry about things working out for me.

- When I get frightened, I sweat a lot.

Directions:

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

. Iam a worrer.

. I get really frightened for no reason at all.

. I am afraid to be alone in the house.

. It is hard for me to talk with people I don’t know well.

. When I get fnghtened, I feel like I am choking.

1

Somewhat
Not True True or
or Hardly Sometimes
Ever True True

=l
g

. People tell me that [ worry too much.

. I don’t like to be away from my family.

. I am afraid of having anxiety (or pamc) attacks.

- When I feel frightened, it is hard to breathe

. I worry that something bad might happen to my parents.

. I get headaches when I am at school.

. I feel shy with people I don’t know well.

- I worry about what is going to happen in the future.

-I don’t like to be with people I don’t know well.

. When I get frnghtened, I feel like throwing up.

_I get scared if I sleep away from home.

. I worry about how well I do things.

. I worry about other people liking me.

. T am scared to go to school.

- When I get frightened. I feel like passing out.

. I worry about things that have already happened.

I am nervous.

. When I get fnghtened, I feel dizzy.

6.
T
8. I follow my mother or father wherever they go.
9

. People tell me that T look nervous.

. I feel nervous when I am with other children or adults and I have to do
something while they watch me (for example: read aloud. speak, play a
game, play a sport).

101 feel nervous with people I don’t know well.

40. I feel nervous when I am gomng to parties, dances, or any place where there
will be people that T don’t know well.

11.I get stomachaches at school.

| 0| O |0|0|0O|0|0|0|0|0|0|0|0|0|0|0|0|0o|0|C
Ol 0| O |O|0|0|0|0|0|0|0|0|0|0|0|0|0|0|0|0|C
Ol 0| O |O|0|0|0|0|0|0|0|0|0|0|0|0|0|0|0|0|C

41. I am shy.

12. When I get frightened, I feel like I am going crazy.

13. I worry about sleeping alone.

14T worry about being as good as other kids.

15. When I get frightened, I feel like things are not real.

16. I have nightmares about something bad happening to my parents.

17. I worry about going to school.

18. When I get frnghtened. my heart beats fast.

SCORING:

A total score of = 25 may indicate the presence of an Anxiety Disorder. Scores higher than 30 are more specific. [ TOTAL =
A score of 7 for ttems 1, 6,9, 12, 15, 18, 19, 22_24, 27, 30, 34, 38 may indicate Panic Disorder or Significant Somatic
Symptoms.

A score of 9 for items 57, 14, 21, 2328, 33_ 35, 37 may indicate Generalized Anxiety Disorder.
A score of 5 for items 4. 8, 13, 16, 20, 25, 29, 31 may indicate Separation Anxiety SOC.

A score of 8 for items 3_ 10, 26.32_ 39_40_ 41 may indicate Social Anxiety Disorder.

A score of 3 for items 2, 11, 17, 36 may mdicate Significant School Aveidance. IE'

19.1 get shaky.

O|0|0|0|0|O|0|0|O|0|0|0|0|0|0|0|0|0|0|0
0|0|0|0O|0|0O|0|0|0O|0O|0|0|0|0|0|0|0|0|0 |0
O|0|0|0|0|O|0|0|O|0|0|0|0|0|0|0|0|0|0|0

20. I have nightmares about something bad happening to me.

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

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




uicidal Behaviors Questionaire
(SBQ-R)

STABLE 00 RCE TOOLXT

5BQ-R Suicide Behaviors Questionnaire-Revised

Fatient Mame Date of Vist

Instructions: Flease chack the number beside the statament or phrase that best
apphes to you

1. Have you ever thought about or attempted to kill yourself? e e o
O 1. Mewer
[0 2. itwas just 2 bref passing thought
O 3a. | have had & plan at least once to kill myself but did not try to do it
[0 3t | have had & plan at least once to kill myself and rally wanted to die
[ 4a. | have attampted to kill myself, but did not want o de
[ 4b | have attempted to kill myself, and really hoped to die

1 How often have you thought abowt killing yourself in the past year? e oe ok
O 1. Mewer
[0 2. Rarely {1 tims)

O 3. Somstimes (2 times)

O 4. oftan (3-4 times)

O wiary Often (S or more times)

[0 2a. ‘Yes, at one time, but did not really want to die
[0 2o Yes, at one time, and really wanted 1o de

[0 3a. ¥es, more than ance, but did not wan? to do it
[0 3t ¥es, more than once, and really wanted to do it

4. How likely is it that you will attempt suichde someday? e cw oy

O 0. Mewer O & Likely

O 1. Mochanceatall O 5 Rather likely
O 2 Rather unlicely O & verylikaly
O 3 Unlikely

© Oiman ef al (19990 Revneg. Permision for oie granhed by A Deman, MO
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Childhood Asthma Control Test for children 4 to 11 years.
How to take the Childhood Asthma Control Test

I Step1 Lt your chid respond to tha first four quesBans {1 o 4). If yaur child needs heip veading o understanding the question, you may hely, but let
Jour chid seiect tha response. Compkt the remaining three questions (5 to 7) on your e and withous letting your child's respanse Infsnce
your answers. Thers are ro night or wrang ansers.

1" Step2 Wrde me number of each anawer in e s Dax provesg. Hynur chid's scare is 19 or ess, i may be 2 sign that your
b step3 Add up each scors b orthe el child's asthe is nnt conirlied as well as it oould be. Wo
P Stepd Taka the test o the doctor o talk about your chid's futal scure. matter what the score, bring this test to your dotter to talk

abeut your child’s resulls
Have your child complete these questions.
1. How ks your asthma todsy!
SCORE

[]

@

Very bu Bad ool Very good

2. Hommech of 2 prable is your asthma when yeu rus, mcerciss e play sparist

L

o3

15 a big problsm, | can't do what | wantfo do. I¥s a problem aad | dsa't like i 1¥'s a ittls praslem hut ' okay. It not a probism.

3. D yoa osugh because of your asthma?

b
[]

s, 3l the tane. Yes, Most of the time._ ‘s, same af the time. e, ane of the time.
4D yoa ke up during the ght because o prur asthara?

o
[

Tes, all uf the time Ve, most of the time. a5, 10me of the time. o, B0z of the time.

Please complete the following questions on your own.
. During the |31 1 weeks, how many days did your child have any daytime asthma symploms?

o [:]

ot atall 13 days 4-10 days 11-18 days 1924 days Everyday

6. During the last 1wz, how many days did your child wheeze duwing the day because of asthma?

o o o (1] L]

ot atall 13 days A4-10 days 11-18 days 1924 days Everyday

7. During the |25t 0 wesks, fiow many days did your child wake up during the night because of asthma?

Mot at all 13 days 410 days 1118 days 1828 days Everydzy

[ B

4 :\
AN

ASTMMAACTION APIICAT  £2008 Tha GRS IETHNEATS Gt O CATSAVES M| A restrst, P 11 U5,

Asthma Control Test

“ahet ¥ Ter B Saheat 11 Sarvng Gar Hresizer

hma Control Test™ is

¥ A qguick test that provides a numerical score to assess asthma control.

* Recognized by the Mafional Institutes of Health (NIH) in its 2007 asthma guidelines.

¥ Clinically validated against spiromafry and specialist assessmant?

PAT'ENTS. l Answer each question and write the answer number in the box to the right of each question.

Add your answers and write your total score in the TOTAL box shown below.
s Discuss your results with your doctor.

1. In the past 4 weeks, how much of the time did your asthma keep you from getting as much done at wark, schoal of at home? SCORE
Aol

1y ‘Mozt af A itthe of Nene of
ITNOME-CRNa L e [ o[ o
2. During the past 4 weeks, how often have you had shortness of breath?

- ANOREMON - O | 5 0 [ v ©

3. During the past 4 weeks, how often did your asthma symptoms [wheezing, coughing, shorness of breath, chest tightness
or pain) wake you up at night or earlier than usual in the moming?

ERGRT S o= 0 .. 0

4. During the past 4 weeks, how often have you used your rescue inhaler or nebulizer medication (such as albuteral)?
Jormore o lordtimes ] Unca a week
times per day ‘-_) ver day @5] o ks 0 Notat all 0

5. How woud you rate your asthma control during the past 4 weeks?

ol conlralled 1 [
atal (1) ot @im oo

If your score is 19 or less, your asthma may not be under control.
Be sure to talk with your doctor about your results.
Copyright 2002, by QualityMetric Incararated.

Astima Contral Test s a tradamar of iyt incorborand,
The Asthema Cantrol Test is far people with asthma 12

letaly
olled

TOTAL

Peferences: 1. US Drpariment of Hsith and Human Senices. Hesith,Patioeol Hese, L Expert Panel gert 3
Macagormont cf st EPR.3 3007 WMl Mo 084061 i el 10, 3007, 2 Nakbar i et ol J vy £
el 0041135665

A




Screening Protocol: WCC

2wk, 2mo, 4mo WCC Edinburgh 99420
6mo WCC SEEK 99420
9mo WCC PEDS response, Oral 96110
Health (OHRA)

12mo WCC PEDS response 96110
15mo WCC SEEK 99420
18mo, 24mo and M-CHAT-R 96110
30mo WCC

3yr WCC SEEK 99420
4yr WCC PEDS response 96110
S5yr WCC SEEK 99420

11yr-13yr WCC PSC-Y 96127

14yr-18yr WCC PSC-Y, Transition 96127

readiness checklist
RARRARRRN -




Screening Protocol: Other Visit
Types

ADHD Vanderbilt 96127

Asthma Asthma Control Test 99420 under 6yr

Depression/Anxiety PHQ-9, SCARED, 96127 (PHQ-9 and
Suicidal Behavior SCARED each)

Questionnaire (SBQ-R)







Other Screens

» Development
- Ages and Stages
- Strengths and Difficulties

» Depression/Anxiety/Bipolar
- Mood Disorder Questionnaire




Mood Disorder Questionair
(Mania Screen)

THE MOOD DISORDER QUESTIONNAIRE

Instructions: Please answer each question to the best of your ability:

YES NO
1. Has there ever been a period of time when you were not your usual self and...
-.yvou felt so good or so hyper that other people thought you were not your > >
normal self or you were so hyper that yvou got into trouble?
you were so irritable thart vou shourted ar people or starrted fights or arguments? > >
vou felt much more self-confident than usual? > >
.vou got much less sleep than usual and found you didn’t really miss it? > >
_vou were much more ralkative or spoke much faster than usual? [ >
..thoughts raced through your head or vou couldn’t slow your mind down? > >
_.vou were so easily distracted by things around you that you had trouble > >
concentrating or staying on track?
-.vou had much more energy than usual? > >
..vou were much more acrive or did many more things than usual? > >
..vou were much more social or outgoing than usual, for example, vou > >
telephoned friends in the middle of the night?
..vou were much more interested in sex than usual? [ >
vou did things that were unusual for you or that other people might have > >
thought were excessive, foolish, or risky?
spending money got you or your family into trouble? > >
2. If you checked YES to more than one of the above, have several of these > >
ever happened during the same period of time?
3. How much of a problem did any of these cause you — like being unable to
work; having family, money or legal troubles; gerring into arguments or fights?
Plecse cirvcle orre resporise orely.
No Problem Minor Problem Moderate Problem Serious Problem
4. Have any of your blood relatives (i.e. children, siblings, parents, grandparents, > >
aunts, uncles) had manic-depressive illness or bipolar disorder?
5. Has a health professional ever told you that yvou have manic-depressive illness > >

or bipolar disorder?

© 2000 by The University of Texas Medical Branch. Reprinted with permission. This insorument s designed for screening purposes only and is not o be used as a diagnosoc ol



