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During infancy and early childhood, the brain develops at its 

fastest rate, with the potential of more than one million neural 

connections made each second (National Scientific Council on 

the Developing Child, 2020). Recognizing this crucial age, the 

American Academy of Pediatrics (AAP) recommended universal 

early childhood developmental and psychosocial screening 

(Council on Children With Disabilities et al., 2006). These 

standardized tools provide low-barrier, evidenced methods for 

the widespread identification of potential developmental and 

social–emotional concerns. 

As the most universal and accessible setting within early child-

hood, pediatric primary care is an optimal setting for universal 

screening. However, a decade and a half after the guidelines 

were first published by the AAP, significant disparities in screen-

ing, diagnosis, and referral rates persist. Despite the availability 

of validated developmental screening tools across multiple lan-

guages, non-English-speaking children, and children of color 

in general, are far less likely to be screened than White children 

(Hirai et al., 2018). This disparity in screening is especially con-

cerning because Black children often require a positive screen 

in order to receive a referral from their pediatrician to early 

intervention (EI) services while White children are often referred 

before a positive screen (Wallis et al., 2021). In addition, women 

from racial and ethnic minority backgrounds, particularly 

those who are publicly insured, both have the greatest risk for 

postpartum depression and are the least likely to be screened 

(Sidebottom et al., 2021). Given that postpartum depression 

can have long-term adverse developmental, social–emotional, 

and health consequences, screening is again critical. Together, 

these findings suggest that sociodemographic factors, rather 

than developmental or psychosocial risk, play an inequitable 

role in screening and service referral and that true universal 

screening could mitigate these disparities. 

In the 2 years since the onset of the COVID-19 pandemic, 

toddlers, especially those from families with low socioeconomic 

status (SES), have experienced significantly increased incidence 

of developmental and social–emotional delays (Deoni 

et al., 2021) as children face increased exposure to traumatic 

events such as abuse, domestic violence, substance abuse, and 

increasingly severe maternal depression (Araújo et al., 2021). 

The disparities in identification and referrals for developmental 

and social–emotional delays have important implications for 

how primary care practices can prioritize equitable care and 

reduce disparities in screening and referral practices. Evidence-

based interventions, such as the HealthySteps program, and 

quality improvement initiatives hold promise in mitigating 

disparities. However, many of these e�orts have fallen short. 

As young children remain out of crucial pre-K programs 

(Weisenfeld, 2021) pediatricians amass even more responsibility 

for identifying and intervening in potential developmental 

and behavioral health concerns. It is now more essential than 

ever that the challenges to equitable, universal screening in 

pediatric primary care are addressed to support the health and 

well-being of all infants and young children. This article reviews 

the importance of standardized screening tools for early 

recognition and intervention of developmental and social–

emotional needs as well as the disparities that continue to exist 

in screening and referral practices. 
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Abstract

There is great opportunity in pediatric primary care to lay the foundation for lifelong health and well-being during the 

critical period from infancy to early childhood. However, many of these opportunities are missed, particularly for the most 

vulnerable children. The challenges to equitable, universal developmental and behavioral screening in pediatric primary 

care must be addressed to support the health and well-being of all infants and young children. This article reviews the 

importance of standardized screening tools for early recognition and intervention of developmental and social–emotional 

needs as well as the disparities that continue to exist in screening and referral practices. 
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Screening in Pediatric Primary Care

As the medical home, primary care practices are uniquely 

positioned to identify, refer, and track patients who may be at 

increased risk for developmental or behavioral health concerns. 

In 2006, in response to growing concerns that pediatricians 

were underidentifying developmental delays (DDs) and 

social–emotional risk factors, the AAP published guidelines 

recommending the use of evidence-based screening tools 

(Council on Children With Disabilities et al., 2006). Current 

guidelines include the administration of standardized 

postpartum depression screening at 1-, 2-, 4-, and 6-month 

visits; social–emotional screening annually beginning at birth; 

and developmental screening at 9-, 18-, and 30-month visits 

with supplemental screenings at 18- and 24-month visits for 

autism spectrum disorder (ASD). Developmental surveillance 

is recommended at all other health supervision visits (Lipkin, 

Macias, Baer Chen, et al., 2020; Lipkin, Macias, Council on 

Children With Disabilities, et al., 2020).

Despite evidence of their utility, standardized tools remain 

underused in pediatric settings, with only 30% of children 

receiving proper behavior and developmental screening 

(Keating & Heinemeier, 2022). These screens are used even 

less frequently with children of color (Morgan et al., 2015), 

which has contributed to disparities in disorder recognition and 

treatment across languages and races (Meurer et al., 2022). Even 

among pediatric o�ces that have prioritized developmental 

screening, overcoming inequity has been di�cult. For example, 

despite initiatives which have improved overall screening rates, 

children who are Black, publicly insured, and living in lower 

income zip codes maintain significantly lower screening rates 

than their White, privately insured peers (Meurer et al., 2022). 

As a result, preschool children from minority or non-English-

speaking backgrounds are significantly less likely to receive a 

DD diagnosis from their primary care provider (PCP) compared 

to White children (Gallegos et al., 2021; Rosenberg et al., 2008). 

Even by the end of middle school, racial and ethnic disparities 

in DD diagnoses rates persist, leading to decreased access 

for children of color to special education classrooms and 

needed classroom adaptations (Morgan et al., 2015). Overall, 

even though racial and ethnic minorities are at greater risk 

for developmental and mental health issues (Bowers, 2021), 

they are the least likely to access needed services. The impact 

of a missed early diagnosis and lack of needed services can 

last a lifetime as disparities continue to compound, resulting 

in lifelong physical and mental health impairments (National 

Scientific Council on the Developing Child, 2020). 

Screening Tools

See Table 1 (pp. 48–49) for examples of some frequently used 

screening tools for postpartum depression, child development, 

and autism symptoms.

Postpartum Depression Screens

Postpartum depression screens are currently recommended at 

1-, 2-, 4-, and 6-month pediatric visits. The use of standardized 

postpartum depression screening tools in the primary care 

setting has led to increased identification and treatment of 

postpartum depression. However, less than half of pediatricians 

screen for postpartum depression (Kerker et al., 2016). Given 

that maternal anxiety and depression symptoms are significant 

predictors of toddler emotional and social–emotional concerns 

(O’Connor et al., 2002; Wesselhoeft et al., 2021) it is likely that 

even before a child reaches their first developmental screen, 

early risk indicators have already presented to pediatricians. 

The Edinburgh Postnatal Depression Scale (EPDS), a popular 

screening tool, is an e�ective and low-cost screening tool that 

has been validated in low-income, Black, and Latina women—

populations with higher rates of clinically significant depression 

than the general population (Tandon et al., 2012; see Table 1). 

Despite the EPDS’s translation into more than 60 di�erent 

languages, disparities in usage for non-English speaking 

families remains (Sidebottom et al., 2021).

Developmental Screens

AAP guidelines include the administration of standardized 

developmental screen for all children at 9-, 18-, and 30-month 

visits (Lipkin, Macias, Baer Chen, et al., 2020). Developmental 

screens are used to identify delays that may otherwise be 

missed by parents or clinicians (Gabrielsen et al., 2015; Wallis 

& Guthrie, 2020). Without routine screening, 70% of children 

with developmental or social–emotional concerns will go 

undetected before kindergarten (Rice et al., 2014). Clinics with 

routine screening report identifying developmental delays 

more frequently and at younger ages (Wallis et al., 2021). In 

addition, developmental screens are largely available in a 

variety of languages and validated across multiple cultures (see 

Table 1). They often take less than 15 minutes to complete and 

can be completed prior to the appointment or in the waiting 

room. Despite this, only 63% of pediatricians use standardized 

screening tools (Lipkin, Macias, Baer Chen, et al., 2020), with 

non-English-speaking patients being less likely to receive 

both standardized screening and developmental surveillance 

(Rodrigues et al., 2016). 

As the most universal and accessible setting within early childhood, 

pediatric primary care is an optimal setting for universal screening.
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Table 1. Frequently Used Screening Tools

Tool Time to complete Cultural and literacy considerations Languages validated in

Frequently used screening tools for postpartum depression 

Edinburg Postpartum 

Depression Scale 

(EPDS) 

To complete: Less than 

5 min 

To score: Less than 3 min 

Health care professionals should 

administer if low literacy 

Arabic, Chinese, Dutch, English, French, German, Igbo, Italian, 

Japanese, Malay, Maltese, Norwegian, Portuguese, Punjabi, Spanish, 

Swedish, Turkish, Vietnamese 

Patient Health 

Questionnaire-9 

(PHQ-9) 

To complete: Less than 

5 min 

To score: Less than 3 min 

Health care professionals should 

administer if low literacy

African, Arabic, Assamese, Bengali, Bulgarian, Cebuano, Croatian, 

Czech, Danish, Dutch, English, Filipino, Finnish, French, German, 

Greek, Gujarati, Haitian Creole, Hebrew, Hindi, Hungarian, 

Indonesian, Italian, Japanese, Kannada, Korean, Lithuanian, Malay, 

Malayalam, Mandarin, Marathi, Norwegian, Oriya, Polish, Portuguese, 

Punjabi, Romanian, Russian, Serbian, Slovakian, Spanish, Swahili, 

Swedish, Tamil, Telugu, Thai, Turkish, Ukrainian

Frequently used screening tools for developmental screening 

Parents Evaluation 

of Developmental 

Status (PEDS) 

To complete: 2 min 

To score: Less than 2 min

Standardized several times 

with representative samples of 

children from diverse ethnic and 

socioeconomic backgrounds, 

including Spanish-speaking

Literacy Level: 5th grade

Arabic, Chinese, English, French, Indonesian, Laotian, Malaysian, 

Portuguese, Somali, Spanish, Swahili, Taiwanese, Thai, Vietnamese

SWYC: Milestones To complete: 5 min 

To score: Less than 2 min

Literacy Level: 3rd–4th grade Arabic, Burmese, Haitian Creole, Khmer, Nepali, Portuguese, Somali, 

Spanish, Vietnamese

Ages and Stages 

Questionnaires– 3 

(ASQ-3) 

To complete: 15 min

To score: 5 min

Standardized on children from 

diverse ethnic and socioeconomic 

backgrounds. May require adaptation 

for cultural variations

Literacy Level: 4th–6th grade

English, French, Hmong, Korean, Norwegian, Somali, Spanish

Frequently used screening tools for autism spectrum disorder (ASD) screening 

Modified Checklist 

for Autism in 

Toddlers-R/F 

(M-CHAT-R/F) 

To complete: 10 min 

To score: 5 min 

Have made several adjustments 

to account for di�erences in 

socioeconomic factors 

Literacy Level: 5th grade

Albanian, Arabic, Arabic-Syrian, Bangla, Bulgarian, Chilean, Chinese, 

Creole, Czech, Dutch, English, Finnish, French, French Canadian, 

Georgian, German, Greek, Hebrew, Hindi, Icelandic, Indonesian, 

Italian, Kazakh, Korean, Latvian, Macedonian, Marathi, Mongolian, 

Nepali, Omani, Persian, Polish, Portuguese, Punjabi, Romanian, 

Russian, Serbian, Slovene, Somali, Spanish, Swedish, Tagalog, Tamil, 

Thai, Turkish, Ukrainian, Vietnamese 

Parent’s 

Observations of 

Social Interactions 

(POSI) 

To complete: Less than 

5 min

To score: Less than 2 min

Can be administered by a health care 

professional if the caregiver has low 

literacy

Arabic, Burmese, Haitian Creole, Khmer, Nepali, Portuguese, Somali, 

Spanish, Vietnamese 

Sources: 

Earls, M. F., Yogman, M. W., Mattson, G., Ra�erty, J., & Committee on Psychosocial 

Aspects of Child and Family Health. (2019). Incorporating recognition and 

management of perinatal depression into pediatric practice [Policy statement]. 

Pediatrics, 143(1), e20183259. https://publications.aap.org/pediatrics/article/143/1/

e20183259/37241/Incorporating-Recognition-and-Management-of

Glascoe, F. P. (2013). Collaborating with parents: Using Parents’ Evaluation of 

Developmental Status (PEDS) to detect and address developmental and behavioral 

problems. PEDStest.com

Lipkin, P. H., Macias, M. M., Council on Children with Disabilities, Section on 

Developmental and Behavioral Pediatrics, Norwood., K. W., Brei, T. J., 

Davidson, L. F., Davis, B. E., …McGuinn, L. J. (2020). Promoting optimal 

development: Identifying infants and young children with developmental 

disorders through developmental surveillance and screening [Clinical report]. 

Pediatrics, 145(1). https://publications.aap.org/pediatrics/article/145/1/

e20193449/36971/Promoting-Optimal-Development-Identifying-Infants

Ra�erty, J., Mattson, G., Earls, M. F. & Yogman, M. W., & Committee on Psychosocial 

Aspects of Child and Family Health. (2019). Incorporating recognition and 

management of perinatal depression into pediatric practice [Technical 

report]. Pediatrics, 143(1), e20183260. https://publications.aap.org/pediatrics/

article/143/1/e20183260/37306/Incorporating-Recognition-and-Management-of

Robins, D. L., Casagrande, K., Barton, M., Chen, C.-M. A., Dumont-Mathieu, T., & 

Fein, D. (2014). Validation of the modified checklist for autism in toddlers, revised 

with follow-up (M-CHAT-R/F). Pediatrics, 133(1), 37–45. https://publications.aap.

org/pediatrics/article-abstract/133/1/37/68336/Validation-of-the-Modified-

Checklist-for-Autism-in

Sheldrick, R. C., Marakovitz, S., Garfinkel, D., Carter, A. S., & Perrin, E. C. (2020). 

Comparative accuracy of developmental screening questionnaires. JAMA 

Pediatrics, 174(4), 366–374. https://jamanetwork.com/journals/jamapediatrics/

fullarticle/2760904?resultClick=3
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ASD Screens

Standardized screening tools for ASD are recommended at 

18- and 24-month visits (see Table 1). Identification of ASD 

in the pediatric o�ce can be di�cult due to its relatively low 

prevalence and atypical behavior which often may not present 

during a visit (Gabrielsen et al., 2015; Wallis & Guthrie, 2020). 

ASD screening tools have proved to be a valuable piece in 

early identification of autism, in some cases decreasing the 

age of diagnosis by 2 years (Robins et al., 2014). However, 

most parents of children with ASD will raise developmental 

or behavioral concerns 2 years before formal diagnosis (Baio 

et al., 2018). Although a diagnosis of ASD can be made at 

2 years old, the average wait time to diagnosis is 3 years, with 

significantly longer delays in children from lower income and 

racial and ethnic minority backgrounds (Aylward et al., 2021). 

This delay in recognition is more profound in Black and 

Hispanic children, who are evaluated and diagnosed later than 

White children (Maenner et al., 2020).

Barriers to Screening

Many potential barriers to screening noted by the AAP in 2006 

are still observed today. In order to address low screening rates, 

it is essential to troubleshoot these known roadblocks. 

Provider Barriers

Despite decades of research supporting the use of screening 

tools, rates of use have remained low. Physicians continue 

to report a preference for clinical acumen over the use of 

screening tools (Morelli et al., 2014), a consistently unreliable 

practice that contributes to inequity (Brown & Wissow 2010).

In fact, standardized screening has proven to be a better and 

more reliable tool for accurately identifying children with 

developmental concerns compared to physicians (Jonsdottir 

et al., 2020). Still, pediatricians routinely overestimate their rates 

of developmental surveillance and screening (Lipkin, Macias, 

Baer Chen, et al., 2020). This overestimation is especially 

problematic as physicians consistently provide lower quality 

health care to low-income and minority patients (Smedley 

et al., 2001).

Most pediatricians cite lack of time, sta�, and reimbursement as 

barriers to standardized screening (King et al., 2010). However, 

both pediatricians who do and do not administer standardized 

screenings cite these barriers (Lipkin, Macias, Baer Chen, 

et al., 2020), suggesting that while barriers will always exist, it 

is ultimately a matter of priority. Barriers can also include a lack 

of education. Many PCPs may be unaware of the limits of their 

clinical interview and surveillance, including that developmental 

surveillance alone may miss up to 50% of developmental delays 

(Lipkin, Macias, Baer Chen, et al., 2020) and that positivity rates 

on standardized depression screenings can be almost 4 times 

higher than a clinical interview (Olson et al., 2005). In addition, 

PCPs may not understand the long-term implications of 

missed postpartum depression, social–emotional risk factors, 

and developmental delays. For example, educating providers 

that delayed intervention is both more expensive and less 

e�ective, and that the annual burden of childhood mental 

health disorders is $10.9 billion (Suryavanshi & Yang, 2016), 

can help reinforce the importance of early social–emotional 

screening. Finally, the majority of pediatricians report a lack of 

confidence in their ability to treat developmental and behavioral 

issues (McMillan et al., 2017). In the context of the competing 

demands of a brief well-child visit, it is even more di�cult for 

PCPs to prioritize screening when they are uncertain how to 

adequately address the developmental and behavioral concerns 

that screenings may identify.

Administrative Barriers

A consistent barrier to screening is a lack of clear clinic 

workflow and education to the pediatric practice as a whole. 

For example, although front desk sta� are often the first point 

of contact for patients and provide the screenings directly to 

patients, they are often not provided with adequate training 

on the screenings themselves, the importance of screenings, 

or how to introduce the screenings or answer questions from 

families. Also, clinic workflows are often unclear, particularly 

related to who is ultimately responsible for following up on 

incorrect, missing, or incomplete screens during the clinic visit, 

resulting in a di�usion of responsibility.

Furthermore, in clinics with diverse patient populations, it 

may be di�cult to have all the required languages for screens 

on hand. Sta� and providers may also be unaware of all the 

languages in which a screen is available, resulting in providers 

simply not completing the standardized screenings or using 

interpreters to complete screens despite the existence of 

standardized, validated translations. However, having and 

using screens in all available languages is essential. Even if 

interpretation services are available, screenings should be 

administered in the patient’s preferred language because using 

a translation service can impact the reliability of the screen 

(Kuhn et al., 2021). 

For example, in primary care clinics in California, less than 

10% of centers o�ered developmental and ASD screenings in 

Spanish (Zuckerman et al., 2013). Not using screeners in the 

appropriate language increases inequity because it encourages 

Schonhaut, L., Armijo, I., Schönstedt, M., Alvarez, J., & Cordero, M. (2013). 

Validity of the Ages and Stages Questionnaires in term and preterm infants. 

Pediatrics, 131(5), e1468-74. https://publications.aap.org/pediatrics/article-

abstract/131/5/e1468/31289/Validity-of-the-Ages-and-Stages-Questionnaires-

in?redirectedFrom=fulltext

Weitzman, C., Wegner, L., Section on Developmental and Behavioral Pediatrics, 

Committee on Psychosocial Aspects of Child and Family Health, Council on 

Early Childhood, Society for Developmental and Behavioral Pediatrics, American 

Academy of Pediatrics, …Wildman, B. (2020). Promoting optimal development: 

Screening for behavioral and emotional problems. Pediatrics, 135(2), 384–395. 

https://publications.aap.org/pediatrics/article/135/2/384/33387/Promoting-

Optimal-Development-Screening-for
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the PCPs’ use of personal judgement disproportionately among 

Spanish-speaking families. It may also be more di�cult to 

transition to completing screeners in the electronic health 

record (EHR) because the majority of EHRs do not include 

many of the most-used screening tools in all the languages in 

which they are validated. 

Patient and Societal Barriers 

One of the largest barriers to screening children of color 

and those from low SES backgrounds is decreased access 

to primary care, including children’s reduced likelihood of 

attending early infancy physician appointments. As a result, 

these families have fewer opportunities for early identification 

and for parents to discuss developmental concerns (Child and 

Adolescent Health Measurement Initiative, 2021). Even when 

children and families access primary care, those from minority 

and lower SES backgrounds also experience additional barriers 

to screening. For one, patients of color consistently experi-

ence lower quality primary care and lower quality of a�liation 

with their providers (Stevens & Shi, 2003). Families of color are 

also far more likely to struggle with low health literacy (Child 

and Adolescent Health Measurement Initiative, 2021), a barrier 

which lead to missed early ASD symptoms and to not recog-

nizing developmental milestones (Gallegos et al., 2021).

The Role of Screening in 

Reducing Inequity

Despite the many barriers to equitable screening, it is critical 

that true universal screening be prioritized. Developmental 

screening has proven to be both a feasible and e�ective tool 

to reduce disparities and identify developmental concerns 

earlier across populations. Patients screened are more likely 

to be referred for EI services compared to those who receive 

developmental surveillance alone (Lipkin, Macias, Baer Chen, 

et al., 2020; Marks et al., 2009). Furthermore, children of 

color are significantly more likely to be referred only following 

a positive screen (Wallis et al., 2021), suggesting that true 

universal screening can decrease disparities in referral rates in 

racial and ethnic minorities.

Overall, the implementation of screening has increased identifi-

cation of developmental delays and social–emotional concerns 

(Lipkin, Macias, Baer Chen, et al., 2020; Marks et al., 2009). 

The role of screening in reducing inequity is multifaceted. For 

one, screening tools o�er some bu�er against provider bias 

as a standardized way for parents to indicate concerns they 

may have and to ensure that parents are heard. This is espe-

cially important for Black and Hispanic children, as providers 

are more likely to dismiss parental developmental concerns in 

Black families compared to White families. Furthermore, even 

when the concern is noted, it is more likely to be attributed to 

a social risk rather than a medical one (Tang et al., 2012). Also, 

providers do not equally elicit parent concerns, as Spanish-

speaking and Black families are less likely to be asked about 

developmental concerns than are White families, even when 

the child is considered high risk (Guerrero et al., 2011). Screens 

may also provide education on developmental expectations for 

parents. After completing the Ages and Stages Questionnaire, 

the majority of respondents reported having learned about 

their child’s strengths and challenges (Morelli et al., 2014). 

Screenings can also be an important tool for improving health 

literacy as parents of diverse racial and ethnic groups may di�er 

in their beliefs and expectations for developmental milestones 

(Pachter & Dworkin, 1997). 

For providers, especially those with less experience, screening 

tools can assist with more accurately identifying developmental 

concerns compared to surveillance alone (Lipkin, Macias, Baer 

Chen, et al., 2020). Considering low-income, publicly insured 

patients are disproportionally seen by medical residents, 

screening can help reduce this disparity in symptom recog-

nition (Zallman et al., 2010). Screening tools can also remove 

elements of provider biases which may have led to dismissing 

developmental concerns, a phenomenon most seen with pro-

viders treating Black families (Tang et al., 2012).

Recommendations

The challenges to equitable, universal screening in pediatric 

primary care must be addressed to support the health and 

well-being of all infants and young children. Despite recom-

mendations for universal screening, rates of developmental 

screening remain low, particularly for children from racial and 

ethnic minority backgrounds. Over time, these disparities com-

pound and lead to higher rates of developmental risk, missed 

or delayed time to diagnosis, and lower usage of services. 

Although there is great opportunity in the primary care setting 

for accessible and equitable care, many of these opportu-

nities are missed for the most vulnerable children. Without 

sustained e�orts, disparities will continue to be perpetuated. 

Opportunities and quality improvement e�orts to promote 

equitable screening and referral practices in early childhood are 

presented in the following sections.

Reliable screening is necessary to increase the identification of potential 

developmental delays, and ultimately is a tool for improving the timeliness 

of diagnoses and referral rates.
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Technology

Screenings must be integrated into the EHR so that they can be 

distributed prior to visits. Electronic screening has allowed for 

screenings to be complete and scored even before PCPs begin 

their visits, saving valuable time and allowing PCPs to be more 

proactive in prioritizing developmental and psychosocial issues 

as needed in response to positive screens. In addition, elec-

tronic screening can facilitate scoring and using algorithms to 

provide decision support for providers. Standardized algorithms 

for responding to positive screens can help these needs be 

addressed within primary care and mitigate the barrier of not 

administering or addressing screens due to provider discom-

fort. Registries can be created to track and report clinical data 

related to screening and positivity rates, as well as provider 

responses. However, in order to use technology as a health 

equity tool, practices must create policies and invest in having 

screenings available in multiple languages.

Provider Training and Education 

In the context of a busy pediatric primary care clinic and time 

constraints, it is often di�cult to prioritize developmental and 

social–emotional screening, particularly when the screenings 

need to be completed in languages other than English or 

need to be completed with an interpreter, resulting in the 

disparities documented in the literature. Education must focus 

on the limits of developmental surveillance, the importance 

and implications of missed screens, and how pediatricians 

can address the developmental and behavioral health needs 

that the screenings may identify. Furthermore, although the 

Accreditation Council for Graduate Medical Education now 

mandates that pediatric residents complete a Developmental 

and Behavioral Pediatrics rotation, the scope of training 

through this rotation is not necessarily applicable to the 

primary care setting. Developmental and social–emotional 

screening must be part of the primary care practices where 

pediatric residents complete their training, and national 

graduate medical training organizations should mandate 

adherence to AAP policies on screening in these clinics. 

Clinic-Wide Training

It is essential that all members of the team are trained in the 

screening workflow. The workflow must be clearly outlined at 

each step, including establishing the team members who are 

responsible for assigning the appropriate screening to each 

patient, distributing the screenings to patients, monitoring 

missed and incomplete screenings, and reviewing and respond-

ing to positive screens. Clinic-wide training related to the 

importance of screening can also help prioritize the screening 

workflow despite a busy clinic setting. Providing brief scripts for 

the purpose of each screening can aid team members who are 

the first point of contact for families in distributing the screens

Clinic Data

Presenting data regularly can help PCPs understand that, 

despite their estimations, screening is still far from universal. 

In our clinic, we provide the monthly screening rate for the 

EPDS, Ages and Stages Questionnaire, Survey of Well-being of 

Young Children, and Modified Checklist for Autism in Toddlers. 

Furthermore, presenting data from our clinic related to racial 

and ethnic disparities in screening rates provides evidence that 

our clinical practices are not free from bias. For example, we 

have found significant disparities in postpartum depression 

screening in our clinic by preferred language despite the 

availability of the EPDS in almost every language. Providing 

these data to providers reinforces that there are disparities 

Even among pediatric o�ces that have prioritized developmental 

screening, overcoming inequity has been di�cult.
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Learn More

Developmental Monitoring and Screening

Centers for Disease Control and Prevention

www.cdc.gov/ncbddd/childdevelopment/screening.html

A Policy Statement on the Impact of Racism on Child and 

Adolescent Health 

American Academy of Pediatrics

https://pediatrics.aappublications.org/content/144/2/e20191765

General Resource for Overview of Screening Tools 

American Academy of Pediatrics

www.aap.org/en/patient-care/screening-technical-assistance-and-
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in our clinic and that we must recognize and address these 

disparities in order to provide equitable care. 

Screening Passport 

A screening passport can track a young child’s developmental 

and social–emotional screening history and results, much like 

a vaccine record. Screening passports can first normalize early 

on the discussion of social–emotional and behavioral health 

issues that both families and PCPs may be hesitant to address. 

Also, it is often di�cult for families, particularly for families 

from racial and ethnic minority backgrounds, to know if their 

child is being screened at appropriate times as recommended 

by the AAP. Particularly given that racial and ethnic minorities 

generally receive poorer quality health care, it is important 

for both families and PCPs to be aware of recommended 

and missed screenings. Much like vaccine passports which 

easily identify care gaps and prompt interventions, screening 

passports can serve the same function. 

Team Based Approach 

The needs that a PCP must address during a well-visit can 

be overwhelming. Team-based approaches such as the 

HealthySteps program are well suited to meet the often-

complex psychosocial needs of racial and ethnic minority 

families and can provide additional support in responding 

to positive screening. HealthySteps is an evidence-based, 

interdisciplinary program that integrates a behavioral health 

provider into pediatric primary care to promote healthy 

relationships, foster positive parenting, strengthen early 

social–emotional development, and ensure access to services 

(healthysteps.org). By integrating another provider who can 

specifically provide support around developmental and social–

emotional screening and needs for the pediatric primary care 

team, HealthySteps can help prioritize screening by working 

alongside PCPs to ensure screenings are completed, by 

providing education related to the importance and implications 

of screening, and by providing accessible intervention to 

families within the primary care setting.

A Culture of Promoting Health Equity

Ultimately, these recommendations will be useful only when 

pediatric practices shift the culture to one of prioritizing and 

promoting health equity. Rather than continuing the standard 

of care, which perpetuates disparities, health care providers 

must take intentional e�orts to recognize and mitigate the 

aspects of their care that are biased and inequitable. Framing 

screening and referral processes as health equity issues can 

help prioritize and infuse discussions of health equity into 

standard clinic practice.

Limitations of Screening

Reliable screening is necessary to increase the identification 

of potential developmental delays, and ultimately is a tool 

for improving the timeliness of diagnoses and referral rates. 

However, even if equitable screening rates were achieved, only 

a fraction of children are properly referred for a suspected delay 

(Rice et al., 2014). Studies suggest that even after identification 

of developmental delays, Black and Hispanic children are 

both far less likely to receive EI referrals and access services 

(Rosenberg et al., 2013). This inequity is likely in part responsible 

for long-term disparities in diagnostic and behavioral outcomes 

(Gallegos et al., 2021; Rosenberg et al., 2008). 

Ultimately, truly reducing persistent inequity in long-term 

outcomes and treatment of children with developmental and 

behavioral health needs will require a shift in how society 

addresses cycles of poverty, health care access, internal biases, 

and more. Still, addressing the disparities in early childhood 

screening and referral practices in pediatric primary care is 

an important first step in working to address inequity. It is 

only through focused initiatives aimed at reducing disparities 

experienced by communities of color that these populations 

will receive the identification, interventions, and care to create 

a more equitable nation.

Rachel Wirtshafter, MPH, is a public health professional 

currently working at Weill Cornell Medicine as a pediatric 

behavioral health program specialist. She earned her graduate 

degree at Northeastern University and has worked in a variety 

of roles including direct service, project management, and pro-

social marketing. Professionally, Ms. Wirtshafter is especially 

interested in suicide prevention among high-risk pediatric 

populations, improving prevention, identification and treatment 

of precursors to chronic mental illness and substance abuse, 

and reducing disparities in access to mental health care access 

among low-income pediatric populations.

Diane Lee, PsyD, is a licensed clinical psychologist and 

HealthySteps specialist at New York-Presbyterian Hospital/Weill 

Cornell Medicine. Dr. Lee completed her graduate training 

at the University of Denver and completed her postdoctoral 

Developmental screening has proven to be both a feasible and e�ective 

tool to reduce disparities and identify developmental concerns earlier 

across populations.
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fellowship with the Irving Harris Program in Child Development 

and Infant Mental Health at the University of Colorado School 
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