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In a recent epidemiological study in India, 
it was reported that 18.3% of a sample of In- 
dian school children were categorized as 
"disturbed" according to scores on behav- 
iour rating scales. ~ In the United States, it 
has been estimated that between 5 and 20% 
of children meet criteria for a mental, behav- 
ioural, or developmental disorder 2,3. Despite 
these high prevalence rates, it has been esti- 
mated that only a small proportion of these 
children receive specialized services in the 
United States (2-5%) 4 , and estimates for uti- 
lization of mental health services among In- 
dian children are not currently available. 

These findings underscore the need for 
effective identification and referral of chil- 
dren experiencing a range of behavioural, 
emotional, and developmental  disorders. 
The purpose of the article is to provide 
pediatricians and other child health care 
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providers with an overview of the types of 
problems typically reported in the medical 
setting, the kind of services that are routine- 
ly provided by pediatric mental health spe- 
cialists (e.g. psychologists, psychometri- 
cians, clinical social workers), and diagnos- 
tic interview information that can be imple- 
mented to determine referral needs. 

PEDIATRIC PROBLEMS 

Pediatric physicians have generally been 
shown to detect only a small proportion of 
mental health problems m the children they 
see s. Data from a number of studies indicate 
that pediatricians generally recognize 20- 
50% of children who meet criteria for a psy- 
chiatric diagnosis ~'. Increasing the rates of 
identification of children experiencing such 
problems will most likely have beneficial re- 
sults not only for the mental health of chil- 
dren, but for their physical health as well. 
One recent study demonstrated that chil- 
dren and parents (participating in an 
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HMO) who received brief (1-6 sessions) 
problem focused treatment for common be- 
haviour, school, toilet, and psychosomatic 
complaints experienced a 74% reduction in 
the problem behaviours with a high degree 
of satisfactionL These children were also 
less likely than a matched comparison 
group to require acute primary medical care 
in the year following the treatment. Thus 
pediatricians may benefit from the identifi- 
cation of mental and behavioural problems 
and the utilization of psychological serv- 
ices. 

One way to better understand the behav- 
ioural and emotional needs of children in 
the prtmary health care setting is to become 
familiar with the most common types of 
problems reported in such settings. A recent 
survey highlights the referral patterns to a 
pediatric psychology clinic and provides 
information on the degree of satisfaction ex- 
perienced by the referring physicians 8. 

The first part of this investigation exam- 
ined archival data from a pediatric psychol- 
ogy consultation service over a four year pe- 
riod. The service was housed in the medical 
centre of a large university in the U.S. where 
consultation was typically solicited via tel- 
ephone or writ ten request. Records were 
registered on the basis of the source of the 
referral, the referring problem, the location 
of service delivery, and the provider of con- 
sultation services. Results showed that the 
service received 1467 consultation requests 
in the four year period examined. The pro- 
portion of age groups involved was as fol- 
lows : less than 2 years old (4%), 2-5 years 
old (20%), 6-9 years old (29%), 10-12 years 
old (12%), 13-15 years old (24%), and 16-21 
years old (12%). General Pediatrics re- 
quested the most consultations (26%) fol- 
lowed by pediatric neurology (22%), sur- 
gery/transplantation (16%), and child and 

adolescent psychiatry (11%). Faculty and 
resident physicians accounted for 83% of 
referrals from within the health sciences 
centre. 

Based on the survey of Rodrigue et al., 
the most common primary referral problems 
were for cognit ive/neuropsychological  
evaluation (24.9%), externalizing behaviour 
problems (20.0%), comprehensive psycho- 
logical evaluation (16.8%), pre-surgery/  
transplantation evaluation (14.9%), and ill- 
ness specific adjustment problems (6.8%) ~. 
The most frequently administered interven- 
tions for these problems were as follows : 
intelligence tests (67.4%), behavioural  in- 
ventories (52.5%), personality tests (38.6%), 
achievement tests (31.0%), developmental 
tests (20.6%), family inventories (15.3%), 
neuropsychological batteries (15.0%), or in- 
terview only (10.8%). 

Based on the results of this survey, it 
would be useful to highlight the manner in 
which each of the most commonly pre- 
sented referral problems can adversely af- 
fect the well-being of the child and to dis- 
cuss how the assessment strategy selected 
by the pediatric mental health worker can 
be used to develop treatment. 

ASSESSMENT 

As noted by Rodrigue et al., the most com- 
mon referral problem/requests is for cogni- 
tive or intellectual evaluation 8. Borderline 
or deficient intellectual or neuropsychologi- 
cal functioning can either be a direct result 
of medical problem 9 or can impede the im- 
plementation of effective treatment regi- 
mens for chronic medical problems. Chil- 
dren and adolescents who need to engage 
in complicated treatment programmes such 
as metabolic control associated with insu- 
lin dependent diabetes mellitus or factor re- 
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placement therapy associated with hemo- 
philia may be at risk to carry out such regi- 
mens if they are cognitively less advanced 
than their peers. Intelligence tests can pro- 
vide information regarding how the child is 
functioning in terms of general cognitive 
abilities compared to typically developing 
peers of the same age and gender. 

The most commonly used intelligence 
tests include the Wechsler Intelligence 
Scales; particularly the Wechsler Intelli- 
gence Scale for Children, Third Edition 
(WISC-III, used for children ages 6-16) and 
the Wechsler Preschool and Primary Scale 
of Intelligence (WPPSI-R, used for children 
ages 3-7). For older adolescents (16 +), the 
Wechsler Adult  Intelligence Scale, Third 
Edition (WAIS-III) may be used. The 
Stanford-Binet, Fourth Edition (SB-IV, used 
for ages 2-23) is also well-standardized and 
widely used. Hindi, Punjabi, Gujarati, 
Marathi, Kannada,  and English versions 
are available2 ~ 

In the case of infants, developmental  
scales are used when developmental delays 

are suspected. Commonly used scales in- 
clude the Bayley Scales of Infant Develop- 
ment (BSID-II, for ages 1 month through 42 
months) and the Gesell Developmental 
Schedules (birth to 18 months) 1~ Informa- 
tion is gathered through direct observation 
of the infant and questions posed to the 
parent or caregiver. These tests are designed 
to assess the infant's current level of devel- 
opment. They do not predict long term de- 
velopment u. The Vineland Adaptive Be- 
haviour Scale (birth through 18 years) 
measures adaptive functioning in daily life. 
It consists of a series of questions that are 
answered by the caregiver. This scale is of- 
ten used in assessing mentally retarded 
children and adults. 

Mental health workers who administer 
standardized intelligence tests and devel- 
opmental scales must have specialized 
training in tests and measurements that in- 
clude test construction, administration, 
scoring, and interpretation. Results from in- 
teUigence and developmental tests are usu- 
ally presented in a narrative format. The ex- 

T^BL~ 1. Standardized Intelligence Tests 

Intelligence tests 

Instrument Age range (Years) 

Stanford-Binet IV 

Wechsler preschool and primary scale of intelligence - R 
Wechsler intelligence scale for children -lII 

Wechsler adult intelligence scale - Ill 

2-23 

3-7.3 
6-16.11 

16-89 

TABLE 2. Developmental Scales 

Instrument Age range 

Bayley scales of infant development - II 1-42 months 

Gesell developmental schedule Birth - 18 months 

Vineland adaptive behaviour scales Birth - 18 years 
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aminer 's  interpretation of the test re- 
sponses, scores, and a comparison of the 
child's response to others in his/her cohort 
group are typically included. 

In some cases, the medical problems of a 
child or adolescent may interfere with 
school functioning to a significant degree. 
When the academic functioning of a child 
is of interest, s tandardized achievement 
tests may be used by the pediatric mental 
health worker. Such scales yield informa- 
tion about how a child is functioning com- 
pared to her/his  peers in the same grade in 
common school subjects, such as reading, 
math, spelling, writing, and, in some cases, 
other subjects. It should be noted that 
achievement tests, while highly correlated 
with intelligence tests, do not measure the 
same domains of functioning. The most 
commonly administered achievement tests 
include the Woodcock Johnson Psychoe- 
ducational Battery (WJ-R), the Wide Range 
Achievement Test 3 (WRAT-3), and the 
Peabody Individual  Achievement Test 
(PLAT). 

Externalizing behaviour problems such 
as noncompliance, aggression and delin- 
quency, attentional problems, disruptive be- 
haviour, and others were identified as the 
second most common referral problem s . The 
most common way of assessing these kinds 
of behaviours is through behaviour rating 
scales. These are typically completed by 
parents or other adults in frequent contact 
with the child (i.e. teachers) and provide de- 
velopmental information about a number of 
commonly observed behaviour  problems. 
One of the most widely used and well- 
standardized scales is the Child Behaviour 
Checklist '2. This scale provides information 
across a range of child behaviour problems, 
including validated scales for problems in 
the following areas : anxious/withdrawn,  

somatic complaints, social problems, atten- 
tion problems, thought problems, and de- 
linquent behaviour. It has been shown to be 
sensitive in identifying externalizing be- 
haviour problems in a sample of Indian 
children 13. The Developmental  Psychopa- 
thology Checklist (DPCL) is another behav- 
tour rating scale that was developed exclu- 
sively with an Indian sample and has been 
shown to identify seven clusters of behav- 
tour problems : emotional disorder, 
hyperkinesis, childhood psychosis, learn- 
ing disorder, hysterical syndrome, conduct 
disorder, and autism 14. The DPCL has also 
been shown to have adequate psychometric 
properties and external validity. 

Pre-surgery and transplantation evaiua- 
tions as well as illness-specific adjustment 
problems can often be addressed through 
the use of personality and family adjust- 
ment measures. Although the identification 
of specific assessment instruments to meas- 
ure these features is beyond the scope of 
this article, Wallander, Varni, Babani, Banis, 
and Wilcox have provided a model for as- 
sessing the psychological and behavioural 
functioning of children experiencing 
chronic medical problemsC The specific 
domains identified (and that have empiri- 
cal support) as being related to positive out- 
come include disease parameters, particu- 
larly as they relate to levels of functional h~- 
dependence; psychosocial stressors, includ- 
ing major life events and daily hassles; in- 
terpersonal factors as temperament, prob- 
lem solving ability, and motivation; social 
factors, as level of family support,  family 
environment, and family adaptation to the 
illness, and stress processing, or how the 
children appraise and cope with stress. 
Each of.these areas can be assessed to pro- 
vide a clear picture of the child's adapta- 
tion to the medical problems and his /her  
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level of mental health impairment. 
After reviewing the kind of problems for 

which children in pediatric settings are 
typically referred for mental heath services 
and the kind of assessment strategies em- 
ployed by psychologists and other profes- 
sionals, we now explore in detail the 
pediatric assessment interview and the de- 
cision to refer for further assessment and /  
or treatment. 

D I A G N O S T I C  INTERVIEWING 

A thorough diagnostic interview is critical 
in assessing the psychosocial adjustment of 
children and adolescents. It is the 
pediatrician's best tool for gaining an accu- 
rate picture of the complexity of a child's or 
adolescent's life and the impact of the envi- 
ronment on his/her overall development. If 
pediatricians forego a complete diagnostic 
interview and treat only the immediately 
recognizable symptoms, it is likely that they 
will miss critical factors that impact health. 

Good interviewers share three character- 
istics �9 they are able to obtain a significant 
amount of accurate, relevant information; 
they obtain this information in a relatively 
short period of time; and they maintain a 
good working relationship with the pa- 
tient ~". The goal of the diagnostic interview 
is to gain as much knowledge of the pa- 
tient's life situation as is possible in the 
time allotted and to use this knowledge to 
provide accurate assessment and treatment. 
Respect, empathy and a comfortable ex- 
change of information using a shared col- 
laborative approach are integral to effective 
interviewing 17. 

A mistake commonly made by physi- 
cians is to exclude children from diagnostic 
interviews and from explanations of proce- 

dures and findings. Although most infor- 
mation regarding a child will be gathered 
by interviewing the parents or caretaker, 
children can and should be included in in- 
terviews by making eye contact and ex- 
plaining concerns, procedures and findings 
at a level which is understandable to them. 
Additionally, asking them about their con- 
cerns as age appropriate is a technique for 
including them in the interview. Explana- 
tions and questions to children are best for- 
mulated and presented in a brief, non-tech- 
nical, jargon-free manner. 

Wolraich 18 states that parents voice con- 
cerns that professionals often "fail to recog- 
nize parents as knowledgeable sources of 
information, observations, and judgments 
about their child" (pg 112). When inter- 
viewing parents, he recommends that the 
pediatrician must be cognizant of both the 
verbal and non-verbal aspects of the inter- 
view. The physician should be careful to 
talk at a rate that is slow enough to allow 
the parents, who may be somewhat anx- 
ious, to reflect upon what is being asked. 
The pediatrician should be patient when 
l~auses in parental responses occur, as the 
parent may still be formulating a complete 
response to the question posed. It is impor- 
tant to include open-ended questions in the 
interview rather than only questions that 
can be answered with a monosvllabic re- 
sponse. Open-ended questions such as 
"Tell me about what you observe ill your 
child" allow parents to more fully express 
their concerns, what has triggered these 
concerns, and to provide invaluable infor- 
mation for the formulation of a diagnosis 
and/or  a plan of action. 

For many pediatricians, interviewing tile 
adolescent is less familiar and of more con- 
cern than interviewing parents. 
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Interviewing Adolescents 

In dealing with the adolescent, it is im- 
portant to gather information from both the 
adolescent and the parents. This may mean 
interviewing the adolescent and the parents 
separately or as a unit. The decision regard- 
ing how to proceed should depend on the 
nature of the primary concerns and the rela- 
tionship among family members. If the fam- 
ily has open communication patterns, it is 
appropriate to interview the family mem- 
bers together. If the family has closed com- 
munication patterns and the issues are of a 
sensitive nature, it is wise to interview the 
adolescent and parents separately. This de- 
cision should be discussed with the family 
prior to beginning the interview, to enlist 
their support. 

The questions should be posed in clear, 
unambiguous terms that are appropriate for 
the adolescent's level of development. Us- 
ing terminology above the adolescent's 
level of comprehension may result in confu- 
sion and hinder the establishment of rap- 
port. 

A number of tasks should be accom- 
plished in the beginning of the diagnostic 
interview. The first is to ensure that the ado- 
lescent has an appropriate understanding 
of the reason he/she  is participating in the 
interview. Often adolescents come into con- 
tact with physicians due to situations im- 
posed on them by their parents, teachers, or 
other authority figures. Given this, they 
may not understand fully why they are be- 
ing seen for an evaluation and/or  treatment 
and may resent the interview. 

Indicating at the onset of the interview 
about how much time it will take and the 
nature of the questions to be posed is im- 
portant, as the pediatrician needs to de- 
velop a secure environment that allows the 

adolescent as much control as possible ~. 
An overview of what to expect from the in- 
terview allows the adolescent to ask ques- 
tions and make comments. This, in effect, 
permits him/her  to exercise a degree of con- 
trol over the situation and promotes secu- 
rity. 

Taking notes while following a written 
format of questioning is important. Some 
physicians believe that note taking hinders 
rapport. However, accurate recording of in- 
formation for later evaluation is critical. It is 
appropriate and helpful to state to the ado- 
lescent about the importance of taking 
down notes as this communicates respect 
for the adolescent. 

In order to gather enough information to 
make a correct diagnosis, the interview 
must be structured, and the interviewer 
must steer the conversation. The inter- 
viewer should use a focused line of ques- 
tioning to help the adolescent remain on 
topic. Whenever possible, open-ended ques- 
tions should be used. This allows the ado- 
lescent to fully explain concerns and re- 
duces the risk of influencing the adoles- 
cent's responses. Studies have shown that 
patients give the most valid information 
when allowed to answer freely ~. Valid in- 
formation results in accurate diagnosis and 
better referral and/or  treatment outcomes. 

It is important for pediatricians to be 
aware of the pervasiveness of co-morbid- 
ity 19. It is rare for adolescents coping with 
psychosocial difficulties to have only one 
problem. Troubled adolescents typically 
have multiple emotional, psychological and 
environmental difficulties. It is imperative 
that the interviewing pediatrician probe for 
all possible issues. 

Accurate assessment often involves ob- 
taining information from a number of 
sources, including the adolescent, the par- 
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e.nts, the school and significant others'L 
The pediatrician should contact all signifi- 
cant individuals in the adolescent's life to 
investigate her/his functioning throughout 
the environment. The more comprehensive 
the concerns, the greater the probability that 
the adolescent experiences significant psy- 
chological difficulties. If concerns appear 
focused in particular areas or with specific 
individuals, greater is the likelihood that 
the difficulties are specific to that environ- 
ment or relationship. 

After gathering demographic informa- 
tion, the pediatrician should begin the in- 
terview by asking the adolescent why he /  
she is seeking treatment. It is common for 
adolescents to be uncommunicative at the 
beginning of the interview process. At that 
point it is appropriate for the pediatrician 
to state that he /she  will begin by interview- 
ing the parents and the adolescent can add 
information. Typically adolescents become 
more communicative as the process contin- 
ues. Explore thoroughly the problems that 
have brought the adolescent into treatment. 

Adolescents coping with psychosocial 
difficulties often engage in behaviours that 
are inappropriate or detrimental. It is im- 
portant not to exhibit disapproval of the be- 
haviour unless necessary. The adolescent 
may interpret immediate disapproval as a 
personal attack and refuse to engage in fur- 
ther dialogue with the interviewer. The in- 
terviewer should focus on developing a 
trusting relationship before criticizing or 
challenging behaviours.  For obvious rea- 
sons, actions that pose an immediate dan- 
ger to the adolescent or others should be ad- 
dressed as quickly as possible. 

As the adolescent tells h i s /her  story, 
pediatricians should probe for the presence 
of vegetative symptoms. Vegetative symp- 
toms refer to changes in body function in- 
cluding sleep, appetite, weight and energy 

level. Many patients with serious problems 
such as anxiety, depression and psychosis 
experience vegetative symptoms ~-~'. While 
adolescents experiencing psychological 
and emotional difficulties frequently exhibit 
conscious or unconscious denial, signifi- 
cant changes in body functioning are warn- 
ing signs of disturbance. 

After exploring the primary concerns, a 
natural transition is to explore the adoles- 
cent's family history. Here the pediatrician 
has the opportuni ty to accomplish a 
number  of tasks : develop a biographical 
sketch, learn about relationships, and learn 
about family history of disorders j~'. 

The pediatrician should explore the his- 
tory of both the immediate and the extended 
family. A family history of mental illness or 
emotional difficulties increases the likeli- 
hood that the adolescent copes with similar 
issues. A family history of disorders may be 
genetically linked or the result of historical 
environmental factors. 

Next the pediatrician should explore the 
adolescent 's educational history. How is 
she/he performing in school, both academi- 
cally and socially? If problems exist, when 
did they begin? Has the adolescent 
changed schools? Troubled adolescents fre- 
quently cope with academic difficulties that 
have not been identified or addressed due 
to the more visible emotional and behav- 
ioural issues. 

The interviewer should explore the ado- 
lescent's medical history. Does he/she have 
a medical condition that contributes to psy- 
chological difficulties and vise versa? If the 
adolescent has a medical condition, by 
whom has he/she been evaluated? Do they 
require additional referrals for assessment? 

Does the adolescent have a history of le- 
gal involvement? Legal involvement is typi- 
cally a sign of significant psychological or 
emotional difficulties. If the adolescent has 
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commit ted a crime, what  was it and when  
did .it occur  ? Is h e / s h e  cur ren t ly  be ing  
moni tored  by  the legal sys tem? If so, it is 
wise to contact the court  to gather informa- 
tion regarding the extent of the illegal activ- 
ity. 

Any events  in the ado lescen t ' s  h is tory  
that are cons ide red  t raumat ic  or abus ive  
should also be recorded. Trauma and abuse 
usually leave psychological  and emotional  
damage that is often left unaddressed.  Does 
the adolescent currently experience t rauma 
or abuse? If so, what  steps should be taken 
to resolve the situation? 

Pediatricians should investigate any cur- 
rent stress factors in the adolescent ' s  life 
that cont r ibu te  to h i s / h e r  difficulties.  An 
adolescent  exhib i t ing  behav ioura l ,  emo- 
tional or psychological  difficulty frequently 
experiences some triggering event in the en- 
vironment  that either causes or exacerbates 
the problem. 

It is also he lpfu l  to exp lore  the adoles-  
cent's t reatment  history. Which physicians, 
psychologists  or other  helping profession- 
als have  e~caluated or t rea ted  this adoles-  
cent? Material  obta ined from other  profes- 
sionals can be helpful in the current  assess- 
ment process. 

Explor ing  sensi t ive subjects such as 
sexual activity, subs tance  abuse,  and sui- 
cidal behav iou r  is a must~L Most  adoles-  
cents will feel as comfor tab le  as the 
pediatrician appears  to be. It is appropria te  
to state that these are general questions that 
all pat ients  are asked as par t  of the inter- 
view. If the adolescent indicates that he / she  
is sexually active or uses psychoactive sub- 
stances, these responses should be followed 
by open-ended questions to explore the ex- 
tent of the activity. 

W hen  adolescents  indicate  a posi t ive  
history of suicidal ideation or behaviour,  it 

is important  to assess their current  level of 
risk. Has the adolescent  ever  made  a sui- 
cide at tempt? If so, the likelihood that h e /  
she will make another  at tempt increases. Is 
h e / s h e  cur ren t ly  suicidal? If so, does  the 
adolescent  have  a plan to engage  in self- 
harm? The more  concrete  the plan, the 
grea ter  the risk that the adolescent  will 
make a suicide attempt. Does the adolescent 
have the means to carry out the plan? if so, 
the risk for an actual a t tempt  increases. A 
family h is tory  of suicide or p rev ious  at- 
tempts  at se l f -harm by the adolescent  can 
indicate a high risk of suicide attempt. Drug 
and alcohol  use also increase the risk, as 
most  comple ted  suicides occur  while the 
victim is under  the influence. A significant, 
but  somet imes  over looked,  risk factor is a 
sense of hopelessness.  Asking the adoles- 
cent  about  fu ture  hopes  and plans is one 
way to assess hopelessness. 

Somet imes  adolescents  th rea ten  self- 
ha rm while they are angry with their par- 
ents or other authority figures. If the adoles- 
cent is threatening while angry, the threats 
are non-specif ic ,  no his tory of suicide at- 
tempts exists, no history of alcohol or other 
psychoact ive  substance use exists, and no 
on-going preoccupa t ion  with self-harm or 
death exists, the likelihood of an actual sui- 
cidal a t t empt  decreases.  It, however ,  the 
adolescent  has posi t ive risk factors and 
poor  impulse  control,  the chance ot a sui- 
cide at tempt  increases. It is critical that the 
pediatrician determines the level of risk and 
takes appropriate  steps to pre\  ent a suicide 
attempt. 

A diagnostic interview should include a 
mental status exam. Typically, this exam ex- 
plores both behavioural and cognitive func- 
tioning~L The behavioura i  p~rtiola of the 
exam includes an evaluatio,~ t,f the adole>- 
cent 's  appearance ,  mood,  and flow of 
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thought - aspects that are observable by the 
interviewer and do not require questions. 
Behavioural observations provide the 
pediatrician with immediate  information 
regarding the adolescent's functioning. 

The cognitive port ion of the exam ex- 
plores the adolescent 's  thinking and re- 
quires direct questioning. The pediatrician 
is looking for inaccuracies in the adoles- 
cent's thought processes. Does he or she ex- 
perience delusions or hallucinations? Is the 
adolescent oriented ap.,propriately regard- 
ing time and space? Doe's he /she  cope with 
any anxieties, phobias or obsessions? Are 
there problems regarding concentration or 
attention? How accurate is the adolescent's 
long and short term memory? Does he /she  
exhibit appropriate judgment? 

A mental status exam is critical in ruling 
out serious psychological impairment and 
should not be omitted unless the interview- 
ing pediatrician is positive that the adoles- 
cent is not experiencing serious psychologi- 
cal disturbance. 

REFERRAL 

Pediatricians routinely refer children and 
adolescents to psychologists or mental 
health workers when intellectual, academic 
a n d / o r  developmental  delays or deficien- 
cies are suspected. These professionals 
typically use the standardized test batteries 
and behavioural checMists discussed early 
in this article. The pediatrician's dilemma 
over whether to refer to the mental health 
professional most  often occurs when the 
child or adolescent exhibits inappropriate 
behaviour. As a result of the diagnostic in- 
terview, pediatricians may be able to iden- 
tify areasof concern in the psychosocial do- 
main that require further exploration by a 
mental health professional. 

When deciding whether or not to refer, 
Patterson 2~ suggests that pediatricians ask 
themselves questions such as? 

"What is the natural course of this par- 
ticular situation if no intervention is 
made?" 

"What is the minimal intervention neces- 
sary to achieve the changes I or the family 
want?" 

"What is the child's or family's attitude 
about this problem and about therapy? 
What do they want to happen?" 

"Do I have the time, energy, and skills to 
treat this problem?" 

"Am I unwitt ingly colluding with this 
adolescent or family by minimizing what is 
potentially a very serious situation?" 

"Are there any experiences from my own 
childhood that are clouding my judgment 
in this situation?" 

Another basic question that pediatri- 
cians in rural areas may need to ask is, 
"Are there referral resources available to 
this family?" If not, the pediatrician may 
have to develop creative ways to obtain as- 
sistance for families in need. This may in- 
volve enlisting extended family members or 
community  members,  such as religious 
leaders or teachers, to assist. 

Cruikshan and Cooper: '  developed a 
flow chart that provides an additional 
framework from which the referral decision 
can be made if referral resources are readily 
available. 

One final rule of thumb: If the problem is 
so severe or complex that two to three visits 
with the pediatrician combined with read- 
ing materials and /o r  hlformational videos 
will not resolve it, a referral is in order. 

Conclusion 

An overview of behaviour assessment for 
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chi ldren  and  ado lescen t s  has  been  pre-  
sented.  Also  a d d r e s s e d  are  the types  of 
chi ldhood and adolescent  p rob l ems  that re- 
sult in referral  to menta l  heal th  profession- 
als; the types  of tests typically adminis te red  
by those  p rofess iona l s ;  the ped i a t r i c i an ' s  
role in d i a g n o s i n g  t h r o u g h  in te rv iewing ;  
and suggest ions for mak ing  the referral  de- 
cision. 

G iven  that  mos t  hea l th  care services  in 
India are located in the met ropol i tan  areas, 
wi th  services in the rural  communi t i e s  be-  
ing l imited 22, this article will app ly  mos t  di- 
rectly to pediatr icians w h o  work  in the met-  
ropoli tan areas. In rural  and  isolated areas, 
ped ia t r i c i ans  m a y  f ind t h e m s e l v e s  mos t  
c o n c e r n e d  wi th  issues  of safe water ,  ad-  
equate  nutrit ion, and  the physical  heal th of 
patients2L Time and  abili ty to add res s  be- 
hav iou ra l  or m e n t a l  hea l th  issues m a y  be 
l imited.  Refe r ra l  r e sources  to a d d r e s s  
ped ia t r i c  m e n t a l  hea l th  concern  m a y  also 
be limited. In these situations, the diagnos-  
tic interview section of this article m a y  be of 
m a x i m u m  use and  interest as the basic ten- 
ets of i n t e r v i e w i n g  can  be app l i ed  w h e n  
ga the r ing  med ica l  or men ta l  heal th  infor-  
mation. 
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LAPAROSCOPY IN MANAGEMENT OF IMPALPABLE TESTIS 

A study from U.K. was done to analyse, critically, both the laparoscopic findings and results 
o f  the laparoscopic interventions for both unilateral and bilateral impalpable testes. It 
included 87 consecutive boys who were undergoing laparoscopy for 97 impalpable testes. A 
retrospective analysis of  clinical findings, interventions and outcomes was conducted. 

By groin exploration, 57 testes were removed which were absent or present as remnants. 
Twenty seven were intra-abdominai in nature out of  which 4 were hypoplastic and 
laparoscopically removable. The remaining 13 testes were in the groin. In 17 cases it was 
possible to successfully conduct a conventional orchidopexy after laparoscopy for 21 testes. 
In 8 cases out of  13 intra-abdominal testes, a two-stage laparoscopically assisted Fowler- 
Stevens orchidopexies were done. The number of  orchidopexies was reduced significantly by 
use of  ultrasound. Thus, it was concluded that laparoscopy is safe and useful in the 
management of  unilateral/bilateral impalpable testes. 

Abstracted from : Arch Dis Childh. 1998; Vol. 79 (5) : 419-422. 


