
W H Y  T H I S  R E P O R T

Adolescent mental-health need is often identified in pediatric care
before specialist care is available.
An adolescent may arrive with anxiety, low mood, school withdrawal, sleep change, self-harm concerns, substance use, family conflict,

or worsening functioning. The pediatric clinician then has to decide what needs formal assessment, what can be managed in the

practice, what needs urgent escalation, and how to keep care moving if psychotherapy or psychiatry is difficult to access.

The MDForLives survey follows that clinical sequence. It asks what presentations trigger evaluation, which findings lead to formal assessment,
how clinicians approach moderate symptoms, what limits early treatment success, how management changes when symptoms worsen or self-
harm risk is present, what supports lower-intensity follow-up, and which system changes could make care more effective.

The result is a report about both clinical judgment and delivery capacity. The survey shows clear preferences for screening, psychotherapy,
safety escalation, and sustained follow-up, but it also shows that the ability to act on those preferences depends heavily on access and
coordination.

Survey frame: 201 survey records with a 65.2% completion rate. Country metadata represents the USA, UK, Canada, Italy, and Germany. Substantive question
bases range from 139 to 150 responses. Internal operational, required-text, after-question, and honeypot fields were excluded from analysis.

C L I N I C A L  C O N T E X T

Current pediatric guidance increasingly treats mental-health
screening, safety assessment, treatment, and comanagement as part
of routine child and adolescent care.
AAP guidance recommends ongoing mental, emotional, and behavioral surveillance and screening across childhood, with depression

and suicide-risk screening beginning in adolescence. The AAP Blueprint for Youth Suicide Prevention recommends universal suicide-risk

screening for youth aged 12 years and older in appropriate clinical settings, followed by further safety assessment when screening is

positive.

For adolescent depression, GLAD-PC guidance supports evidence-based psychotherapy and, when appropriate, antidepressant treatment for
moderate or severe illness. It also emphasizes active monitoring, close follow-up, collaboration with mental-health specialists, and continued
primary-care involvement after referral rather than treating referral as the end of the care plan.

That context is especially relevant to this survey because the dominant system barrier is not diagnostic uncertainty. It is access. Limited
psychiatric access and fragmented referral pathways sit alongside clinical needs that can change quickly, including worsening symptoms and
self-harm risk.

The survey reports professional selections and case descriptions. It does not estimate population prevalence or compare the effectiveness of
individual treatments.

E X E C U T I V E  S U M M A RY

Six findings that show why adolescent mental-health care
increasingly depends on what happens between screening, safety,
treatment, and access.
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73.4%
Integrated behavioral health is the leading future
priority

Clinicians overwhelmingly select integrated behavioral health clinics
as the development most likely to transform care.

0 2

79.6%
Self-harm risk changes management most
Suicidal ideation or self-harm is by far the subgroup factor most likely
to alter the management strategy.

0 3

56.9%
Psychotherapy referral leads first-line care
For moderate symptoms, referral to psychotherapy is the most
selected primary approach.

0 4

55.3%
Psychiatric access is the biggest system barrier
Limited psychiatric access leads insurance cost, referral
fragmentation, and confidentiality constraints.

0 5

43.2%
A positive depression screen drives formal assessment

Structured screening carries more weight than school decline or
sleep disturbance alone in triggering formal assessment.

0 6

62.4%
Sustained improvement supports stepping follow-up
down
Clinicians most often reduce follow-up intensity after symptoms
improve consistently, not simply after a treatment milestone is
completed.

01
P R E S E N TAT I O N  &  E VA L U AT I O N

Anxiety leads presentation, but adolescent mental-health evaluation
begins with a broader differential
38.7% identify anxiety symptoms as the presentation most often prompting adolescent
mental-health evaluation.

C O N T E X T

Adolescent mental-health concerns rarely arrive under one diagnostic label.
Anxiety can present as somatic complaints, avoidance, sleep problems,

irritability, school difficulty, or repeated reassurance-seeking; depressive

illness may show up as low mood, withdrawal, poor concentration, fatigue, or
loss of functioning. Behavioral disturbance and self-harm concerns can also

be the first signal that brings the adolescent into a more focused mental-health

conversation.

W H AT  T H E  D ATA S H O W S

Anxiety symptoms lead at 38.7%, followed by depressive symptoms at 34.0%.

Behavioral disturbance accounts for 14.0% and self-harm concerns for 13.3%.

The distribution suggests that most evaluations begin with common
internalizing symptoms, while a smaller but clinically urgent group enters

through behavior or safety concerns.

T H E  I N S I G H T

The first presentation does not determine the diagnosis. What matters is
whether the clinician can move from the presenting symptom to structured

assessment of severity, duration, functioning, comorbidity, substance use,

trauma, family context, and safety.

W H Y I T  M AT T E R S

Pediatric workflows need enough flexibility to recognize mental-health need

even when the chief complaint is not explicitly psychiatric. A symptom such as

anxiety may be the entry point, but the assessment has to determine whether
the adolescent needs brief intervention, formal treatment, specialist input, or

immediate safety evaluation.

Presentations most likely to prompt adolescent mental-health
evaluation

38.7%

Anxiety symptoms

34.0%

Depressive
symptoms

14.0%

Behavioral
disturbance

13.3%

Self-harm concerns

02
F O R M A L  A S S E S S M E N T

A positive depression screen is the leading trigger for formal assessment,
with suicidal thoughts close behind
43.2% say a positive depression screen most often triggers formal mental-health
assessment.

C O N T E X T

Screening tools are useful because they create a repeatable way to identify

concerns that might otherwise remain hidden, but a positive result is only the

start. The next step is clinical assessment: clarifying symptoms, functional
impact, comorbidity, safety, family context, and the need for treatment or

referral.

W H AT  T H E  D ATA S H O W S

A positive depression screen leads at 43.2%. Suicidal thoughts or behavior
follow at 34.9%, declining school or social function at 19.2%, and persistent

sleep disturbance at 2.7%. The hierarchy places structured depression

screening and overt safety concerns above functional decline or sleep change
as triggers for formal assessment.

T H E  I N S I G H T

The survey suggests that pediatric clinicians use screening to convert a broad

concern into a more structured clinical pathway. Safety concerns remain
distinct because they change urgency and require assessment beyond the

depression score itself.

W H Y I T  M AT T E R S

Current AAP guidance recommends depression and suicide-risk screening

beginning in adolescence, with further evaluation after a positive suicide-risk
screen. A practice therefore needs not only the screening tool but also the

workflow that follows it - who assesses risk, who creates the safety plan, and

how the adolescent reaches the next level of care.

Findings most likely to trigger formal mental-health assessment

Positive depression
screening

43.2%

Suicidal thoughts or
behavior

34.9%

Declining school or social
function

19.2%

Persistent sleep

disturbance
2.7%

03
F I R S T- L I N E  C A R E

Psychotherapy referral leads for moderate symptoms, but pediatric
treatment cannot depend on referral alone
56.9% select psychotherapy referral as their primary first-line approach for moderate
adolescent mental-health symptoms.

C O N T E X T

For moderate symptoms, pediatric clinicians have to balance evidence-based
treatment with practical availability. Psychotherapy may be preferred, yet

waiting lists, cost, location, family willingness, and the adolescent’s

engagement can determine whether the plan actually begins.

W H AT  T H E  D ATA S H O W S

Psychotherapy referral leads at 56.9%. Brief behavioral counseling follows at

22.9%, family-based intervention at 11.8%, and SSRI treatment at 8.3%. The

pattern places psychotherapy at the center while preserving a role for pediatric
counseling, family work, and medication when appropriate.

T H E  I N S I G H T

The selection does not imply that one treatment fits every adolescent. It shows

that clinicians prefer a therapy-led route for moderate symptoms, but the next
question is whether that route is accessible and whether the pediatric clinician

remains engaged while it is being arranged.

W H Y I T  M AT T E R S

GLAD-PC guidance supports evidence-based psychotherapy and/or

antidepressant treatment according to severity and clinical context, with
ongoing monitoring and shared care. The survey reinforces why active support

matters: a referral without continuity can leave a gap precisely when

symptoms are still active.

Primary first-line approach for moderate symptoms

Psychotherapy
referral · 56.9%

Brief behavioral
counseling · 22.9%

Family-based
intervention · 11.8%

SSRI treatment ·
8.3%

04
E A R LY  T R E AT M E N T  F R I C T I O N

The first treatment plan often fails because care is hard to reach or hard
to sustain
36.1% identify limited psychotherapy access as the factor most commonly limiting initial
treatment success.

C O N T E X T

Initial treatment success depends on more than choosing the right
intervention. Adolescents have to attend, families have to support the plan,

services have to be available, and the clinician needs enough continuity to

know whether symptoms are improving, worsening, or changing form.

W H AT  T H E  D ATA S H O W S

Limited psychotherapy access leads at 36.1%, closely followed by poor follow-

up adherence at 34.7%. Family treatment reluctance accounts for 26.4%,

while diagnostic uncertainty is selected by only 2.8%. The dominant problems
are therefore access and engagement rather than uncertainty about what the

condition is.

T H E  I N S I G H T

The survey shifts attention from treatment selection to treatment delivery. A

clinically appropriate plan can still fail if the adolescent cannot obtain therapy,
misses follow-up, or the family is not ready to support treatment.

W H Y I T  M AT T E R S

Pediatric practices may need to build more active follow-up into referral

workflows: confirming whether the appointment happened, monitoring
symptoms during waits, addressing family concerns, and keeping a clear route

back into urgent care if risk increases.

What most commonly limits initial treatment success

Limited psychotherapy
access

36.1%

Poor follow-up
adherence

34.7%

Family treatment
reluctance

26.4%

Diagnostic uncertainty 2.8%
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W O R S E N I N G  S Y M P T O M S

When symptoms worsen, medication adjustment becomes the leading
next step - but escalation pathways remain essential
44.8% primarily initiate or adjust medication when adolescent mental-health symptoms
worsen.

C O N T E X T

Worsening symptoms force a reassessment of both diagnosis and level of

care. The clinician has to determine whether the current treatment has been
adequate, whether adherence has changed, whether new safety concerns are

present, and whether the adolescent can remain in outpatient care.

W H AT  T H E  D ATA S H O W S

Initiating or adjusting medication leads at 44.8%. Urgent psychiatric referral

follows at 28.0%, emergency safety evaluation at 14.7%, and intensified
outpatient follow-up at 12.6%. The distribution shows that treatment

intensification and specialist escalation often sit side by side.

T H E  I N S I G H T

Medication management is a major part of the pediatric response to worsening
symptoms, but it is not the whole response. Nearly half of selections fall into

urgent referral, emergency evaluation, or intensified follow-up, underscoring

that severity and safety determine the pathway.

W H Y I T  M AT T E R S

Practices need explicit escalation criteria and access to crisis resources.

GLAD-PC and AAP mental-health competencies both emphasize ongoing

monitoring, safety planning, and collaboration with specialists rather than
medication changes occurring in isolation.

Primary next step when symptoms worsen

12.6%

Intensify outpatient
follow-up

44.8%

Initiate or adjust
medication

28.0%

Urgent psychiatric
referral

14.7%

Emergency safety
evaluation
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S E L F - H A R M  &  H I G H - R I S K  C A R E

Suicidal ideation or self-harm changes the management strategy more
than any other subgroup factor
79.6% say suicidal ideation or self-harm most changes their management strategy.

C O N T E X T

Adolescents with self-harm or suicidal ideation require a different level of
assessment because the immediate question becomes safety as well as

symptom treatment. Substance use, trauma, and chronic medical illness can

also change risk, treatment selection, and follow-up, but they do not carry the
same weight in this dataset.

W H AT  T H E  D ATA S H O W S

Suicidal ideation or self-harm accounts for 79.6%, far ahead of substance use

at 11.3%, trauma or adverse experiences at 4.9%, and chronic medical illness
at 4.2%. This is the strongest concentration around a single option anywhere

in the substantive survey.

T H E  I N S I G H T

The result shows a clear clinical threshold: self-harm risk is where the
management pathway changes most decisively. It may alter privacy

discussions, family involvement, safety planning, monitoring frequency, level

of care, and the need for urgent or emergency resources.

W H Y I T  M AT T E R S

AAP suicide-prevention guidance recommends universal suicide-risk
screening for adolescents in preventive care and further safety assessment

after a positive screen. Importantly, screening identifies who needs

assessment; it does not itself predict who will die by suicide or replace clinical
judgment.

Subgroup factors that most change management strategy

79.6% 11.3% 4.9%4.2%

Suicidal ideation or self-harm ·
79.6%

Substance use · 11.3%

Trauma or adverse experiences ·
4.9%

Chronic medical illness · 4.2%

07
F O L L O W - U P  I N T E N S I T Y

Clinicians step care down when improvement is sustained, not simply
when a treatment task is finished
62.4% say sustained symptom improvement best supports reducing follow-up intensity.

C O N T E X T

Follow-up intensity is a clinical decision about stability, not a calendar
milestone. An adolescent may finish a psychotherapy course or remain on a

stable medication yet still have residual symptoms, functional impairment,

family stress, or recurrent safety concerns.

W H AT  T H E  D ATA S H O W S

Sustained symptom improvement leads at 62.4%. Restored daily functioning

follows at 24.8%, stable medication response at 7.8%, and completed

psychotherapy at 5.0%. The pattern strongly favors demonstrated clinical
improvement over process milestones.

T H E  I N S I G H T

The survey separates treatment completion from recovery. Clinicians appear

to want evidence that improvement persists before reducing contact, with
functioning as an important secondary marker.

W H Y I T  M AT T E R S

For practice, follow-up plans should define what improvement looks like and

what would trigger re-escalation. Symptom measures, school and social
function, adherence, safety, and family observations can all contribute to that

decision.

Criteria that best support reducing follow-up intensity

Sustained symptom
improvement

62.4%

Restored daily
functioning

24.8%

Stable medication
response

7.8%

Completed

psychotherapy course
5.0%
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S Y S T E M  C A PA C I T Y

Limited psychiatric access is the dominant barrier, and fragmented
referrals add a second layer of friction
55.3% identify limited psychiatric access as the biggest barrier to effective adolescent
mental healthcare.

C O N T E X T

Pediatric clinicians can screen, assess, counsel, prescribe within their

competence, and coordinate care, but some adolescents need specialist

psychiatry, psychotherapy, crisis services, or multidisciplinary support. When
those services are delayed or fragmented, the pediatric practice becomes the

bridge.

W H AT  T H E  D ATA S H O W S

Limited psychiatric access leads at 55.3%. Fragmented referral pathways
account for 22.7%, insurance or treatment costs for 19.1%, and confidentiality

constraints for 2.8%. Access and coordination therefore make up most of the

perceived system problem.

T H E  I N S I G H T

The barrier is not simply a shortage of appointments. Fragmented handoffs

can leave unclear ownership for follow-up, medication, risk monitoring, family

communication, and re-entry into care if symptoms worsen.

W H Y I T  M AT T E R S

The AAP mental-health competency framework emphasizes collaborative
relationships, warm handoffs, shared roles, and systems that support care

coordination. The survey suggests these are not optional refinements; they

are central to whether identified need becomes continuous care.

What most limits effective adolescent mental healthcare

Limited psychiatric
access

55.3%

Fragmented referral
pathways

22.7%

Insurance or treatment
costs

19.1%

Confidentiality

constraints
2.8%
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W H AT  P R A C T I C E  N E E D S  N E X T

Integrated behavioral health is the future option clinicians select by a
wide margin
73.4% say integrated behavioral health clinics could most transform adolescent mental-
health care within the next 3–5 years.

C O N T E X T

The survey’s final question asks clinicians to look beyond individual treatment
decisions and identify the development most likely to change care delivery.

The answer is not primarily more digital screening or AI. It is integration.

W H AT  T H E  D ATA S H O W S

Integrated behavioral health clinics lead at 73.4%. Personalized treatment
pathways account for 12.9%, digital mental-health screening for 8.6%, and AI-

supported risk stratification for 5.0%. The margin is substantial and mirrors the

earlier access findings.

T H E  I N S I G H T

Clinicians appear to be asking for shorter clinical distance between pediatric

care and behavioral-health expertise. Better detection has value, but detection

without treatment capacity can simply make the access gap more visible.

W H Y I T  M AT T E R S

Integrated models can support consultation, shared treatment, warm handoffs,
crisis planning, and follow-up while preserving the pediatric relationship. The

survey does not test a specific model, but it clearly identifies integration as the

preferred direction of travel.

Developments most likely to transform care within 3–5 years

8.6%

Digital mental-
health screening

73.4%

Integrated
behavioral health

li i

5.0%

AI-supported risk
stratification

12.9%

Personalized
treatment pathways

O P E N  R E S P O N S E  L E N S

Real cases show that the hardest part is often keeping care moving
after risk has been recognized.
The open-ended question asked clinicians to describe a challenging adolescent mental-health case, what triggered intervention, how management

changed, and what remained difficult. The comments add practical context to the quantitative findings without being formally coded into percentages.

Self-harm and suicidal ideation changed urgency

Several comments describe suicidal thoughts, repeated admissions, or the need
for emergency evaluation and close monitoring. These cases reinforce the
quantitative finding that self-harm risk changes management more than any other

subgroup factor.

Access delays became part of the clinical problem

Respondents describe unavailable psychiatry, months-long waits, inaccessible
urgent therapy, distance from services, and the cost of treatment. In these cases,
the treatment plan was constrained by whether the next service could actually be

reached.

Family dynamics affected follow-through

Comments mention parental hesitation about medication, family conflict, poor

engagement, and adolescents refusing therapy. These factors often complicated
otherwise reasonable treatment plans.

School function was both a signal and an outcome

School refusal, avoidance, poor functioning, and the need for day-program or

counseling support appear in several cases. Functional change therefore
mattered alongside symptom severity.

Comorbidity increased coordination needs

Responses describe substance use, foster-care complexity, diabetes, asthma,
chronic illness, and eating concerns alongside mental-health symptoms. These
cases required care across more than one clinical or social system.

Referral did not end the work

The qualitative responses repeatedly show that referral can begin another difficult
phase: waiting, monitoring, supporting the family, revisiting medication, and
ensuring the adolescent actually reaches care.

P E O P L E  A L S O  A S K  ·  T O P I C  FA Q

Frequently asked questions about adolescent
mental health in pediatric care.

What mental health screening is recommended for adolescents?

Current pediatric guidance supports routine mental, emotional, and behavioral screening, with depression and suicide-risk screening beginning in adolescence. Local
recommendations, validated tools, age, clinical presentation, and practice setting should guide implementation.

What should happen after a positive adolescent depression screen?

A positive screen should lead to clinical assessment rather than being treated as a diagnosis by itself. Assessment typically considers symptom severity, functional impact,
comorbidity, safety, family context, and whether treatment, active monitoring, referral, or shared care is needed.

When does suicidal ideation require urgent assessment?

Suicidal thoughts, self-harm, or a positive suicide-risk screen require prompt clinical evaluation of current risk, intent, plan, access to lethal means, protective factors, and
immediate safety needs. The level of care should match the assessed risk and local emergency pathways.

What treatments are used for moderate adolescent depression?

Evidence-based psychotherapy and, when clinically appropriate, antidepressant treatment are established options for moderate adolescent depression. Choice depends on
severity, patient and family preference, safety, comorbidity, treatment access, and the clinician’s ability to monitor response and adverse effects.

What can pediatric clinicians do when psychotherapy access is delayed?

Referral should not end the pediatric clinician’s role. Guidance supports active support, monitoring, safety planning where indicated, evidence-based treatment within the
clinician’s competence, and comanagement or consultation when specialist care becomes available.

What is integrated behavioral health in pediatric care?

Integrated behavioral health brings mental-health expertise closer to pediatric care through shared workflows, colocated or collaborative clinicians, consultation, coordinated
follow-up, and clearer handoffs. The goal is to reduce fragmentation between identification, treatment, and specialist support.

P E D I AT R I C  M E N TA L - H E A LT H  L E N S

What this means at four points in the pediatric consultation.
The survey suggests that adolescent mental-health care becomes safer and more workable when screening, risk assessment, active treatment, referral,
and follow-up are treated as one connected pathway.

C L O S I N G  P E R S P E C T I V E

The central challenge is no longer whether pediatric care should
address adolescent mental health, but whether the care pathway
can respond fast enough.
The MDForLives data describe a clinical sequence that many pediatric HCPs will recognize: anxiety and depression bring adolescents into

evaluation, structured screening and safety concerns determine assessment intensity, psychotherapy is preferred for moderate symptoms, and

worsening illness may require medication changes or urgent escalation.

The larger problem is what happens between those decisions. Limited psychiatric access is the leading system barrier, limited psychotherapy access and poor follow-

up adherence constrain early treatment, and qualitative cases describe long waits, family reluctance, cost, fragmented care, school difficulty, and recurrent risk. These

are not peripheral implementation issues; they shape the treatment the adolescent can actually receive.

That helps explain why integrated behavioral health dominates the future priorities. The strongest opportunity may be to shorten the distance between screening and

treatment, keep pediatric clinicians connected to specialist expertise, and make safety, follow-up, and care coordination part of the same system rather than separate

handoffs.

The direction suggested by the data is therefore family-centered and developmental: ask a better screen history, protect the routines most vulnerable to displacement,

build replacement behaviors, and keep a parallel pathway open for any concern that persists beyond the media change.

Make the screen history contextual
Prioritize timing, setting, purpose, content, co-use, and what media displaces.

Use sleep as an early measurable target
Bedtime resistance and delayed sleep are common, visible, and reviewable at follow-up.

Reassess without delaying developmental care
Screen reduction can generate information, but persistent concerns still need validated
assessment.

Design changes the whole family can follow
Caregiver modeling and practical alternatives are central to whether screen-reduction
advice survives at home.
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1. Ask beyond minutes

Start with context: when screens are used, where they are used, why the
family uses them, what the child watches, and whether use is shared or solitary.

2. Protect sleep first

Use bedtime as a high-yield target: remove devices from bedrooms, reduce
pre-bed exposure, and review whether sleep and daytime behavior change.

3. Keep development on a parallel track

Do not let screens become the whole explanation: persistent language,
communication, attention, sensory, or behavioral concerns still warrant
surveillance, validated screening, and referral when indicated.

4. Treat the household as the intervention unit

Make the plan realistic: include caregiver modeling, device-free spaces,
replacement activities, and a small number of rules that the family can actually
maintain.

T H E  G L O B A L  P U L S E  O F  H E A LT H C A R E  ·  P E D I AT R I C S  I N S I G H T  R E P O R T

Adolescent Mental Health in Pediatric
Care: When Access Shapes Treatment
Pediatric HCP perspectives on adolescent mental-health screening, self-harm risk, treatment decisions, specialist access, and

the case for integrated behavioral-health care.

SCREENING & PRESENTATION → RISK ASSESSMENT → TREATMENT → ACCESS & FOLLOW-UP
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Help future pediatric mental-health insights reflect the realities of screening,
treatment, access, and follow-up.
Join MDForLives to share professional perspectives on adolescent mental health, suicide-risk pathways, integrated behavioral health, and
continuity of care.
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