4.H
Primary Care Provider Study
4.H.1.
Cover Letter and Reminder Letters

4.H.1.a.

Pre-Survey Letter

Letter sent in advance to potential respondents

{Date}

Dear Dr. {Smith}:

With funding from the Center for Mental Health Services (CMHS), Macro International Inc. is conducting a survey of pediatricians in communities that participate in the Comprehensive Community Mental Health Services for Children and Their Families Program. The survey is part of the national evaluation of this important federal program. As a primary care provider serving children, you have been identified as a potential respondent to our survey. 

As a pediatrician, you work with children and their families on a daily basis, and we need your help in understanding how pediatricians identify and treat children and youth with mental health needs. We are particularly interested in learning more about the factors that facilitate and interfere with communication and interaction between pediatricians and mental health providers. Therefore, we would like to ask you some questions related to your experience. Within the next few days, you will receive a survey in the mail on this topic.

Of course, participation in this survey is completely voluntary. Because this is such an important aspect of the federal effort to improve community-based mental health services for children and families, we hope that you will take a few minutes to provide your insight about your practices and interaction with the mental health system. 

This survey can be completed either by filling out the mailed copy, or by logging in to a secure Web site and completing the Web-based survey. The cover letter and survey that will be mailed to you shortly will contain the Web address, and a username and password that you will need to log in to the Web site if you decide to complete the survey online.

To ensure confidentially, your name will only be used to keep track of response rates. Your name will not be linked with your survey responses. Individual responses will be kept strictly confidential. If you choose to complete the survey online, your individual username and password will be maintained only to track response rates.

We would greatly appreciate you taking the time to complete and return your questionnaire. We recognize that your time is extremely valuable. As a small token of our appreciation for your help in this effort, we will include a $50 money order with the survey. You can deposit or cash the money order just as you would a check.
Thank you in advance for your participation.

Sincerely,

	Sylvia Fisher, Ph.D.

Director for Evaluation

Child, Adolescent and Family Branch

Center for Mental Health Services

Substance Abuse and Mental Health Services Administration
	Brigitte Manteuffel, Ph.D.

Principal Investigator

National Evaluation of the

Comprehensive Community Mental Health Services for Children and Their Families Program

Macro International Inc.


4.H.1.b.

Survey Cover Letter

Cover letter
{Date}
Dear ________________;

A few days ago, you received a letter from the national evaluation team at Macro International Inc. introducing you to our Primary Care Provider Survey. As a pediatrician working in a community funded by the CMHS, you were identified as a potential respondent and were selected as part of a small group of individuals to complete this survey. As we described when we first contacted you, this study is an important part of the national evaluation of the Comprehensive Community Mental Health Services for Children and Their Families Program. The program is funded by the Center for Mental Health Services (CMHS) to help communities develop comprehensive systems of care for children and youth with serious emotional disturbances. You were chosen for inclusion in the study because you provide services in a community with a CMHS-funded system of care.

Purpose and Utilization of the Survey

The purpose of this survey is to learn more about how PCPs identify and treat children and youth with mental health needs. We are particularly interested in learning more about the factors that facilitate and interfere with communication and interaction between PCPs and mental health providers. Identifying strategies to help primary care and mental health providers work together is one goal of this study. Another is to identify ways to integrate PCPs into systems of care. Results will be disseminated to all CMHS-funded system of care programs to enhance their ability to conduct outreach and build partnerships with PCPs.

Time Needed for the Survey

The survey is quite brief, with the majority of questions being close-ended. The survey can be completed in approximately 30 minutes. We recognize that your time is extremely valuable. As a small token of our appreciation for your help in this effort, we have included a $50 money order. You can deposit or cash the money order just as you would a check.
Completing Web-Based Survey

For your convenience, we have also made the survey available on the Internet. You can choose to complete either the mailed survey or the online survey. We ask that you complete the survey using ONLY ONE of these methods. Over the next few days, you can complete the survey at the following Internet address:

http://www.macroint.com/atl/pcpsurvey
When you reach this Web site, you will be asked to log in using a username and password. Your username and password are:

Username: XXXXX

Password: XXXXX
Confidentiality of Information

The research team from Macro International Inc. will maintain confidential records of who is participating in the study for purposes of recruitment, and will monitor participation levels. In addition, only members of the Macro research team will have access to completed surveys with identifiers. Individual surveys will NOT be linked to identifying data from your local system of care or individual children, youth, or families from your community. All analyses of survey data will be conducted and reported at the aggregate level; thus, results will not be able to be linked back to individual respondents.
Confidentiality of Web-Based Survey: Every effort has been made to ensure the security of the information you provide through the Web-based survey. The survey is operated under a secure server, and all transmitted information is encrypted. While your participation in this survey is completely voluntary, there are some questions that you will be required to answer on the Web-based survey in order to maintain its flow and ensure the utility of the information gathered.
When you are finished with the survey, please return the survey in the enclosed postage-paid envelope. We sincerely hope that you will take part in this important study. Even if you choose not to participate, please return the survey as soon as you can so that we will know about your decision.
Please be advised that return of the completed survey to Macro International Inc. indicates you have consented to participate in this study. If you choose to complete the Web-based survey, logging in to the Web site with your username and password indicates that you have consented to participate in this study.
If you have any questions regarding this survey, its purpose, or how results will be used, you may contact the project manager for this study, Dr. Kara Riehman, at Macro International Inc. (404-592-2148, Kara.S.Riehman@orcmacro.com).

Again, thank you for your time!

Sincerely,
Brigitte Manteuffel, Ph.D.

Principal Investigator

National Evaluation of the Comprehensive Community 

Mental Health Services for Children and Their Families Program

Macro International Inc.

4.H.1.c.

Reminder Letters

Reminder postcard

Dear Dr. {Smith}:

Within the last week, you should have received a survey of primary care providers regarding their practices related to mental health services for children. This survey is being conducted by Macro International Inc. on behalf of the Center for Mental Health Services (CMHS).
Completing the questionnaire will take some effort on your part, but the information is important for CMHS to improve community-based mental health services for children and families. I hope you will view the effort as important, and a chance to give your input regarding your practices and beliefs related to provision of mental health services for children.

If you already have returned the survey, your assistance is greatly appreciated. If not, please take a few minutes to complete and return the survey to us at:

Macro International Inc.

3 Corporate Square NE

Suite 330

Atlanta, GA  30329

You can also complete the survey online. If you choose to do so, enter the following address into your Web browser:
http://www.macroint.com/atl/pcpsurvey
Your username and password are:
Username: XXXXX

Password: XXXXX
If you have difficulty accessing this Web site, or if you have any additional questions, please contact Dr. Kara Riehman at (404) 592-2148, Kara.S.Riehman@orcmaco.com

Thank you!
 SEQ CHAPTER \h \r 1Follow-up letter: Reminder with second copy of survey

[Date]
Dear [Respondent Name]:

About two weeks ago, we wrote to you about our efforts to survey primary care providers about identification and treatment of children and youth with mental health needs. This survey is being conducted as part of the national evaluation of the Comprehensive Community Mental Health Services for Children and Their Families Program.  This important federal effort to improve community-based mental health services for children and families is funded by the Center for Mental Health Services (CMHS) within the Substance Abuse and Mental Health Services Administration (SAMHSA).
As of today, we have not received your completed survey. We understand that you are busy and may not yet have had the time to complete it. We would greatly appreciate hearing from you, and remember the survey only takes about 30 minutes. Without your input our understanding of field practice will be limited.

The information you provide will help us determine the best ways to improve community-based mental health services for children and families. The quality of the information we use depends on your participation. Although your completion of this survey is completely voluntary, we are eager to hear from you.
In case you have misplaced the survey, we have included another copy and return envelope. You can also complete this survey online. If you choose to complete the Web-based survey, go to the following Internet address:

http://www.macroint.com/atl/pcpsurvey
When you reach this Web site, you will be asked to log in using a username and password. Your username and password are:
Username: XXXXX

Password: XXXXX
Once again, if you have any questions or concerns please feel free to contact the project manager, Dr. Kara Riehman, at (404) 592-2148 or at Kara.S.Riehman@orcmacro.com.
Thank you again for your help with this important survey.

Brigitte Manteuffel, Ph.D.

Principal Investigator

National Evaluation of the Comprehensive Community 

Mental Health Services for Children and Their Families Program

Macro International Inc.

Enclosures

Follow-up letter: Reminder with third copy of survey via Federal Express
[Date]
Dear [Respondent Name]:

About three weeks ago, we wrote to you about our efforts to survey primary care providers about identification and treatment of children and youth with mental health needs. This survey is being conducted as part of the national evaluation of the Comprehensive Community Mental Health Services for Children and Their Families Program. This important federal effort to improve community-based mental health services for children and families is funded by the Center for Mental Health Services (CMHS) within the Substance Abuse and Mental Health Services Administration (SAMHSA). 

As of today, we have not received your completed survey. We understand that you are busy and may not yet have had the time to complete it. We would greatly appreciate hearing from you, and remember the survey only takes about 30 minutes. Without your input our understanding of field practice will be limited.

The information you provide will help us determine the best ways to improve community-based mental health services for children and families. The quality of the information we use depends on your participation. Although your completion of this survey is completely voluntary, we are eager to hear from you.
In case you have misplaced the survey, we have included another copy and return envelope. You can also complete this survey online. If you choose to complete the Web-based survey, go to the following Internet address:

http://www.macroint.com/atl/pcpsurvey
When you reach this Web site, you will be asked to log in using a username and password. Your username and password are:
Username: XXXXX

Password: XXXXX
Once again, if you have any questions or concerns please feel free to contact the project manager, Dr. Kara Riehman, at (404) 592-2148 or at Kara.S.Riehman@orcmacro.com.
Thank you again for your help with this important survey.

Brigitte Manteuffel, Ph.D.

Principal Investigator

National Evaluation of the Comprehensive Community 

Mental Health Services for Children and Their Families Program

Macro International Inc.

Enclosures

4.H.2.

Primary Care Provider Survey

PRIMARY CARE PROVIDER SURVEY

The primary care provider (PCP) survey was developed specifically for use with pediatricians to inquire about their experience with mental health services for children. Pediatricians identified in communities associated with Comprehensive Community Mental Health Services for Children and Their Families Programs will complete a mail survey one time.

Description of Measures
One survey is included in the PCP study. The mail survey contains 62 questions that cover the following topic areas: (1) educational and training background, (2) practices and attitudes related to mental health screening for children and youth, (3) practices and attitudes related to mental health referrals, (4) knowledge of and interaction with system of care programs, (5) practices and attitudes related to prescribing medication for mental health problems, (6) communication with mental health specialists, (7) practices and attitudes related to family and youth participation in mental health care, and (8) demographic information.

Reliability and Validity
Reliability and validity information for the PCP Survey used in this study is not available. 

Subscales, Scoring, and Tabulation
No tabulation or scoring conventions are available for the PCP Survey. The items in the measure can be used individually or collapsed as necessary for specific purposes or analyses.

The National Evaluation of the Children’s
Mental Health Services Program

Primary Care Provider Study

(Date)

(Logo)

Primary Care Provider Survey

I.
Background Information

1.
What degree or certification do you have? (check all that apply)

A.
M.D.
B.
D.O.
C.
Nurse Practitioner

D.
Ph.D.

E.
M.P.H.
F.
Other (please specify) ___________ 

2.
How many years have you been practicing? (check one)

A.
5 years or fewer

B.
6 to 15 years

C.
16 to 25 years

D.
26 to 35 years

E.
More than 36 years

3.
What is your specialty? (check one)

A.
General practice

B.
Pediatrics

C.
Internal medicine

D.
Family medicine

E.
Other (please specify) ___________

4.
On the following scale, indicate how much formal training you have had in child and adolescent health.

	A Great Deal
	
	
	
	None

	5
	4
	3
	2
	1


5.
On the following scale, indicate how much formal training you have had in child and adolescent mental health.
	A Great Deal
	
	
	
	None

	5
	4
	3
	2
	1


6.
How would you describe your practice? (circle all that apply)

A.
Hospital based
B.
Specialty group practice (e.g., all pediatricians, all child psychologists, etc.)

C.
University

D.
Group

E.
Single

F.
Other (please specify) _________________

7.
Does your practice accept any of the following? (circle all that apply)

A.
Fee-for-services Medicaid

B.
Barter system

C.
Sliding scale

D.
Private insurance

E.
HMO/PPO

F.
Cash (self-pay)

G.
Medicaid/Managed care

H.
Accepting Medicaid in past/enrolling new member

I.
Other (please specify) _______________

8.
In your practice, how many patient visits are there in a year (approximately)?

Number _____________________

9.
Please indicate whether most of these visits are:

A.
Unique
B.
Duplicate

10.
How would you describe the community you serve? (circle all that apply)

A.
Rural

B.
Suburban

C.
Urban

D.
Frontier

E.
Other (please specify) ___________
II.
Mental Health Screening

11.
Have you ever screened for mental health problems in children and youth (up to age 18)?

A.
Yes

B.
No (Skip to #15)

11a.
If yes, which of the following methods do you use to screen for mental health problems? (circle all that apply)

A. Use a standardized screening tool

B. Direct inquiry to parent or child

C. Inquire about other areas of child’s life (e.g., school, home, etc.)

11b.
If yes to #11, how many times in the past 12 months have you conducted a mental health screen for children/youth?

Number ____________________

12.
When do you screen for mental health problems? (circle all that apply) 

A.
Routinely at certain ages

B.
When asked by a parent/guardian

C.
When I suspect the patient has a mental health disorder or disability
D.
Other (please specify) ____________

13.
What types of problems do you screen for? (circle all that apply)

A.
Attention-deficit disorders

B.
Depression

C.
Suicidal thoughts or ideation

D.
Autism

E.
Anxiety disorders

F.
Other (please specify)_____________________________________________
14.
What screening tools have you used in the past year? (circle all that apply)
A.
Conner (for ADHD)

B.
Beck (for depression)

C.
Bright Futures in Practice: Mental Health
D.
Child

E.
Denver Development–DDST

F.
Ages and Stages (General vs. Social/Emotional)

G.
PEDS

H.
GAPS–AMA (Guidelines for Adolescent Preventive Services)
I.
KIDDI SADS

J.
Other (please specify) _____________________________________________

15.
What are the reasons you do not screen for mental health problems in children and youth up to age 18? (circle all that apply)
A.
Not an appropriate role for me

B.
I am not trained to do this

C.
I do not have the time in my practice

D.
I would prefer a specialist to do this

E.
Other (specify) ___________

III.
Mental Health Referrals

16.
Within the past 12 months, have you referred any children/youth for mental health services?

A.
Yes

B.
No [Skip to #17]

16a.
Approximately how many children/youth did you refer in the past 12 months?


Number __________________


16b.
Of those referred, what percentage actually had a mental health service visit?



% ___________________    or    Don’t Know

16c.
Of those who had a visit, on what percentage did you receive any feedback from the mental health provider?

% __________________

17.
For what types of mental health problems would you refer a child/ family to a specialist rather than treating the patient yourself? (circle all that apply)

A.
Attention-deficit/hyperactivity disorder

B.
Attention-deficit disorder
C.
Bipolar disorder
D.
Depression disorders

E.
Schizophrenia

F.
Obsessive compulsive disorder
G.
Oppositional defiant disorder
H.
Sleep disorders

I.
Conduct disorders

J.
Anxiety disorders

K.
Autism spectrum
L.
Substance abuse
M.
Other (please specify) _______________________________________________
18.
When you refer families for these types of problems, what types of specialists do you refer them to? (circle all that apply)

A.
Psychiatrist

B.
Child psychiatrist

C.
Psychologist

D.
Child psychologist

E.
Psychiatric nurse

F.
Psychiatric social worker

G.
Social worker (certified or licensed)

H.
Licensed professional counselor
I.
Community mental health center

J.
Emergency room

K.
Other( please specify)__________

19.
Is there someone with mental health expertise in your office or practice?
A.
Yes

B.
No (Skip to #20)

19a.
What is the person’s specialty?

A.
Psychiatrist

B.
Child psychiatrist

C.
Psychologist

D.
Child psychologist

E.
Psychiatric nurse
F.
Nurse practitioner
G.
Psychiatric social worker

H.
Social worker (certified or licensed)

I.
Licensed professional counselor
J.
Other (please specify) __________

20.
How many times in the past 12 months have you referred a child/adolescent patient to this person? 

A.
None

B.
1–5 times [Skip to #21]

C.
6–11 times [Skip to #21]

D.
Once a month [Skip to #21]

E.
2–3 times a month [Skip to #21]

F.
Once a week [Skip to #21]

G.
More than once a week [Skip to #21]
20a.
If none, what are some reasons you did not refer any children/adolescents to this person?

A.
Person is too busy

B.
Person isn’t very helpful

C.
Other (please specify) _________

21.
How many times in the past year have you consulted with this person on child and adolescent mental health issues?

A.
None

B.
1–5 times [Skip to #22]

C.
6–11 times [Skip to #22]

D.
Once a month [Skip to #22]

E.
2–3 times a month [Skip to #22]

F.
Once a week [Skip to #22]

G.
More than once a week [Skip to #22]
21a.
If none, what are some reasons you have not consulted with this person?
A.
Person is too busy

B.
Person isn’t very helpful

C.
Other (please specify) _________

22.
With how many mental health providers do you have professional relationships and whom you tend to trust and refer on a regular basis?

Number _________________________________

23.
What is/are their specialty(ies)? (circle all that apply)
A.
Psychiatrist

B.
Child psychiatrist

C.
Psychologist

D.
Child psychologist

E.
Psychiatric nurse

F.
Psychiatric social worker

G.
Social worker (certified or licensed)

H.
Licensed professional counselor
I.
Community mental health center

J.
Emergency room

K.
Other (please specify) __________

24.
How frustrated/how often would you say you get with the following when making a mental health referral?

Extremely, Very, Somewhat, Very little, Not at all—ask for each item.

_____
The amount of time it will take for the specialist to see my patient(s)

_____
The lack of mental health specialists in my area

_____
Poor access to specialists for most of my patients (long drive, no bus routes).

_____
Patients don’t follow up
_____
Specialist doesn’t send a report or keep me informed about my patient(s)’ treatment
_____
I don’t know the specialists in my area well enough to know who would be the best to refer to
_____
There are no specialists who treat my patients of a particular racial/ethnic background or who speak my patient(s)’ language(s)
_____
Other (please specify) _______________

IV.
System of Care Program

25.
Prior to taking this survey, had you ever heard of the system of care programs?

A.
Yes

B.
No

C.
Unsure

26.
Prior to this survey, were you aware that there is a federally funded system of care program in your area?
A.
Yes

B.
No [Skip to #31]
27.
Have you received any referrals from the system of care program in the past 12 months?

A.
Yes

B.
No [Skip to #14]

C.
Don’t Know [Skip to #28]
27a.
If yes, how many referrals have you received in the past 12 months?

Number ______________________

28.
Have you referred any patients to the system of care program in the past 12 months?

A.
Yes

B.
No [Skip to #29]
28a.
If yes, how many patients have you referred to the program?

Number ______________________

29.
Have you consulted with staff from the system of care program in the past 12 months?

A.
Yes

B.
No [Skip to #30]
29a.
If yes, how often have you consulted with staff from the system of care program in the past 12 months?

A.
1–5 times per year

B.
6–11 times per year

C.
Once a month

D.
2–3 times per month

E.
Once a week

F.
More than once a week

30.
Have you been involved on any boards or committees of the system of care programs in the past 12 months?

A.
Yes

B.
No [Skip to #31]
30a.
If yes, please describe your involvement.


__________________________________________________________________


__________________________________________________________________


__________________________________________________________________ 

31.
Do you have a protocol for dealing with psychiatric emergencies in your practice?
A.
Yes

B.
No
32.
How often do you have opportunities for cross-training with mental health providers?

A.
Very often

B.
Somewhat often

C.
Not very often

D.
Not at all

33.
What types of cross-training experiences have you had?

A.
I receive mental health training regularly

B.
I provide mental health training to others

C.
Both
V.
Medications for Mental Health Problems

34.
Do you or others working in your practice (e.g., other physicians, nurse practitioner, social worker, psychologist, counselor/therapist, etc.) prescribe medication for mental health problems in children and youth?
A.
Yes

B.
No (Skip to #38)

35.
Which of these medications have you prescribed for mental health problems in children and youth in the past 12 months? (check all that apply)

A.
Antidepressants

B.
Anxiolytics
C.
Psychostimulants 

D.
Antipsychotics

E.
Antimanics

F.
Antihypertensives

G.
Anticonvulsants

H.
Other (please specify) _______________________________________________
36.
For which mental health problems have you prescribed any medication in the past year? (check all that apply)

A.
Attention-deficit hyperactivity disorder

B.
Attention-deficit disorder
C.
Bipolar disorder
D.
Depression disorders

E.
Schizophrenia

F.
Obsessive compulsive disorder
G.
Oppositional defiant disorder
H.
Sleep disorders

I.
Conduct disorders

J.
Anxiety disorders

K.
Autism spectrum
L.
Substance abuse

M.
Other (please specify) ____________________________________________
37.
What are some reasons you do not prescribe medication for mental health problems in children and youth?
A.
Lack of knowledge about the medications
B.
Lack of comfort in prescribing these medications
C.
This is not part of my role as a primary care provider
D.
Other (please specify) ____________________________________
38.
How strongly do you agree or disagree that pediatricians should be responsible for prescribing medication for each of these problems/conditions? For EACH problem/condition, circle the one number that best reflects your opinion.

	Problems/Conditions
	Disagree        Neutral       Agree

	ADHD
	       1                    2                3 

	Child/Adolescent depression
	       1                    2                3 

	Behavior management problems (e.g., conduct disorder, oppositional defiance disorder)
	       1                    2                3 

	Learning disabilities
	       1                    2                3 

	Anxiety disorders (e.g., separation anxiety, social anxiety, school phobia)
	       1                    2                3 

	Child substance abuse
	       1                    2                3 

	Child eating disorders
	       1                    2                3 


39.
How would you describe the ideal role for in prescribing medication for mental health problems in children and youth? (circle all that apply)
A.
Referral
B.
Consultation
C.
Defer to specialist

D.
Operate as a pediatrician/psychiatrist team
E.
Actively participate on a family team
F.
Involved in treatment, other than just prescribing medication
G.
Collaborate with a mental health professional to determine appropriate tools needed for screening and treatment, and assist with follow-up

H.
PCPs should not prescribe medications for mental health problems in children and youth

I.
Other (please specify) ____________
For each of the following activities, indicate whether you think it is a part of your role as a PCP and whether you have engaged in the activity in the past 12 months.
	Activity
	Part of My Role
	I Have Done This

	40.
Ruling out physical health disorders that may influence or be mistaken for mental health problems
	Yes / No
	Yes / No

	41.
Examining for drug interactions between psychotropics and other prescription medications
	Yes / No
	Yes / No

	42.
Conducting lab/blood work related to the use of psychotropics
	Yes / No
	Yes / No

	43.
Monitoring psychotropic medication levels and side effects
	Yes / No
	Yes / No

	44.
Providing psychotropic medications as a stopgap measure or emergency procedure for a child or youth with mental health problems
	Yes / No
	Yes / No

	45.
Prescribing psychotropic medications in conjunction with a mental health specialist
	Yes / No
	Yes / No

	46.
Remain in ongoing communication with mental health provider(s) regarding the primary healthcare of children and youth with mental health disorders
	Yes / No
	Yes / No

	47.
Quality improvement and utilization management in the treatment of children and youth with behavioral and emotional problems
	Yes / No
	Yes / No

	48.
Assessing children and youth in the primary 
care setting for psychiatric hospitalization or emergency crisis intervention
	Yes / No
	Yes / No

	49.
Follow-up with patients after release from a psychiatric facility
	Yes / No
	Yes / No

	50.
Active participation on a family team
	Yes / No
	Yes / No


VI.
Communication Between PCPs and Mental Health Specialists

51.
In your experience, which of the following have been barriers to effective communication between PCPs and mental health providers? (circle all that apply)
A.
No time to call back

B.
HIPAA

C.
Differences in professional viewpoints on the nature and treatment of mental health 
problems (e.g., treatment of ADHD in mental health vs. primary care setting)

D.
Different procedural expectations between professions (i.e., whether written reports and other correspondences will be provided to the other professional)

E.
Language provided to caregivers/youth

F.
Other (please specify) ______________

52.
What are the barriers to integrating mental health services with primary healthcare services? (circle all that apply)
A.
Problems with funding (e.g., billing structures or insurance plans that don’t facilitate PCP involvement in the treatment of mental health issues)
B.
Lack of time on the part of individual PCP to take on more responsibilities
C.
Lack of interest or motivation on the part of PCPs to get involved in mental health issues
D.
Communication problems between the professions

E.
Access to primary care can be a problem in some communities or for some families
F.
Insurance company policies push PCPs into using specialists, referring out, and not staying involved in mental health issues
G.
The shortage of mental health specialists in my community

H.
Other (please specify) __________
VII.
Family and Youth Participation in Mental Health Care

53.
Have you done any of the following in the past year to encourage family participation in the care of their child or youth? (circle all that apply)
A.
Offer convenient office hours

B.
Encourage them to ask questions, bring up their concerns
C.
Call to see how they are doing

D.
Family-to-family activities within practice (support groups, psycho-ed groups, etc.)

E.
Provide training in the home
F.
Provide training in the office utilizing onsite staff including myself

G.
Provide training in the office utilizing media including videos and the Internet

H.
Display written informational materials

I.
Provide a translator if necessary and appropriate
J.
Other (specify) ________________

With the understanding that all patients are different, in general indicate the age when you would involve the child or youth in the following activities.

	Activity
	Age Range
	

	54.
Talk to youth without parents/guardians present
	< 7
	7–12
	13–14
	15–16
	17 or older
	Don’t do this

	55.
Educate youth on the health rights of minor
	< 7
	7–12
	13–14
	15–16
	17 or older
	Don’t do this

	56.
Provide education about their disease and disease management
	< 7
	7–12
	13–14
	15–16
	17 or older
	Don’t do this

	57.
Discuss the limits of confidentiality with youth
	< 7
	7–12
	13–14
	15–16
	17 or older
	Don’t do this

	58.
Discuss issues related to mental 
health (e.g., sexual activity and health, substance abuse, drugs, alcohol, tobacco, stress, eating disorders, violence)
	< 7
	7–12
	13–14
	15–16
	17 or older
	Don’t do this

	59.
Provide the ability for children and youth to “assent” (either 
verbally or in writing) to care
	< 7
	7–12
	13–14
	15–16
	17 or older
	Don’t do this


[NOTE:  At end of survey, give them an option to request information from the system of care. Also post links to outside Web sites for more information.]
VII.
Demographic Information

60.
What is your gender?

A. Male

B. Female

61.
In what year were you born?


Year _______________

62.
With what racial or cultural group do you identify yourself? (circle all that apply)

A. White, non-Hispanic/Latino

B. Hispanic/Latino

C. Black/African American

D. Asian

E. Native Hawaiian/Other Pacific Islander

F. American Indian/Alaska Native

G. Other (please specify) ____________________________________________

