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Background: Pediatric mental health care is a growing concern among primary care providers and is listed as a 
research agenda priority by NAPNAP. Rural low-income areas are especially impacted with sparse primary 
care and mental health resources. Primary care providers in our designated Rural Health Clinic reported a 
significant increase in depression, anxiety, and suicidality among youth ages 10-18 years during the Covid-19 
pandemic. Many of the youth treated at our local emergency department for suicidality and intentional 
medication overdose had been seen by their primary care provider for various reasons in the preceding days, 
weeks, and months. This trend highlighted an opportunity to provide meaningful intervention.  
 
Purpose: The purpose of our project is to create a system to improve identification and follow-up for youth at 
risk for depression, anxiety, and suicidality. Ultimately, supporting safety and well-being of youth in our 
community.  
 
Project Details: This grass roots approach quickly evolved to include three primary methods: 1. Screening 
processes were expanded upon to include a mental health inquiry at all adolescent visits, regardless of chief 
complaint. 2. Primary care provider partners with patients and families to develop individualized care plans, 
including formal safety plans when indicated. Referrals and medication management are provided where 
appropriate. Medication lockboxes were funded by the hospital foundation’s non-profit organization to be 
distributed at time of appointment. 3. For youth identified as at risk for a new or exacerbated mental health 
condition, permission is obtained from the youth for follow-up calls to be made either directly to the youth, the 
parent, or both. Contact information is confirmed, and the primary care provider places a message through the 
patient’s EMR to a designated peer support medical assistant. The MA receives the message, reviews the chart 
notes, and reaches out to the patient or parent/guardian to check on their progress with the documented plan 
and assist with any barriers or referral support. The MA continues to follow-up with the family via phone at 1–
3-week intervals until the patient is seen again in clinic or confirmed to be receiving care with a community 
mental health provider.  
 
Outcomes and Discussion: Early patient and parent feedback is very positive. Parents report feeling less 
isolated, and patients appreciate being contacted directly, empowering them to increase involvement in their 
own care. Among the primary care nurse practitioner and medical assistant involved, there is a sense of 
comradery, reassurance, and increased job satisfaction. Due to limited resources and urgent need for 
intervention, this project was initiated without formal QI project assessment or planning. Literature supporting 
similar models is limited and does not address individual clinic resources. Moving forward, the opportunity is 
rich for partnering with other organizations and academic institutions to create a formal research or QI 
approach to include objective measures. Depending on the organizational structure of other primary care 
groups, the MA role could be filled by other clinical staff with strong communication skills, training, and 
guidelines. 
 
Funding: Summit Pacific Medical Center Foundation provided grant funding for medication lock boxes. 
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 During the Covid-19 pandemic, mental 
health-related ED visits increased 31% over 
the previous year among adolescents 12-17 
years. 1

 This was seen subjectively within our rural 
health organization, although data sets not 
obtained for this project.

 Among these ED visits, adolescents were 
often seen by a primary care provider in the 
days, weeks, and months prior—often for 
non-mental health related visits.

 Among adolescents 10-19 years, suicide is the 
second leading cause of death 2

 Inconsistencies exist between guidelines 
regarding age to begin routine depression 
screening, ranging from age 8+ (AACP) to age 
12+ (USPSTF).  With even more inconsistency 
regarding suicide risk assessment.2,3

 Rural health clinic with two pediatric 
providers integrated within family practice 
clinic.

 Rural county covering large geographic area 
with limited mental health resources.

 Full primary care schedule with inadequate 
timely appointment availability to meet the 
increased demand and acuity.

Introduction and Background

Purpose

Project Details
 Patients report improved feelings of 

empowerment and respect.
 Parents report feeling more supported and less 

isolated.
 Provider and MA with sense of comradery, 

reassurance, and increased job satisfaction.
 49 medication lockboxes distributed in 2022.
 Moving forward, exploring strategies for 

standardization across the organization.
 Develop definition of “at-risk” criteria.
 Consideration of post-pandemic needs.
 More firmly define MA role description. Provide 

ongoing education and support.
 Explore tools to increase accessibility to mental 

health screening for gender diverse and youth 
<11 years.

 Continue to foster community behavioral health 
partnerships and streamline referral process.

 Partner with academic institutions who are 
interested in related research opportunities.
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Decrease risk for negative outcomes by quickly 
developing a systematic approach to provide 

consistent early identification, treatment, and 
follow-up for adolescents experiencing mental 

health disruption.
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Outcome and Discussion

Expand mental health screening

PHQ-A screening for all WCC >11 years and any 11+ year mental 
health visit.

New addition: Simple inquiry like “how is your mental health 
these days?” for all youth 10+, regardless of reason for visit. 

Starts the conversation and reduces stigma.

Collaborative plan of care and safety planning

Individualized formal and informal safety plans considering 
acuity, family needs, and available resources.  

Mental health referrals, school letters, and medications (when 
indicated).

Medication lockboxes dispensed if family agreeable.
Permission obtained for follow-up call from MA.

Medical Assistant follow-up

For any youth identified as at risk, message routed to MA upon 
chart closure to contact patient or parent/guardian in 1-2 

weeks to check-in on questions that came up after visit, any 
meds started, status of referrals, ensure follow-up scheduled, 

any other needs that the family identifies.

Primary care or behavioral health follow- up

MA follow-up calls continue approximately every 2 weeks until 
adolescent returns for follow-up, establishes care with 

community behavioral health partner, or declines further calls. 


