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Children’s Behavioral Health Advisory Council 

Recommendations to the Behavioral Health Integration Task Force 

The Children’s Behavioral Health Advisory Council is pleased to provide the Behavioral 

Health Integration Task Force with advice and recommendations on the issues identified 

in Section 275 of Chapter 224 as they affect behavioral health care for children.   

  

The Council was established by Chapter 321 of the Acts of 2008: An Act Relative to 

Children’s Mental Health as part of a comprehensive set of reforms in the children’s 

behavioral health system. The Council is a unique public-private partnership representing 

child-serving agencies, parents, and professionals with knowledge and with expertise in 

the field of children's behavioral health.  Council activities have ranged from viewing 

initial data on service utilization and penetration, including In-home Therapy, Intensive 

Care Coordination and Family Support and Training, to a detailed and thorough review of 

commercial insurance practices; from examining the challenges of workforce 

development to the research and development of culturally-informed best and promising 

practices, and the reduction and elimination of racial and ethnic disparities. We take a 

broad view of child health as encompassing healthy development over time, not just the 

amelioration of problems.  Although much of our work has focused on reforms in the 

public children’s behavioral health system, our purview encompasses the entire 

children’s behavioral health system, both public and private payers.  

 

We welcome the opportunity to assist the Behavioral Health Integration Task Force 

(BHTF) in completing its charge as outlined in Section 275 of Chapter 224: An Act 

Improving the Quality of Health Care and Reducing Costs Through Increased 

Transparency, Efficiency and Innovation.  We view Chapter 224 as the next critical phase 

in the ongoing improvement in the children’s behavioral healthcare system.  Over the 

past few years, significant effort and investment have been made to improve the 

MassHealth children’s behavioral health system, which serves approximately one-third of 

the children in the Commonwealth.  Some of that investment has extended into the 

privately insured healthcare system, e.g. the Massachusetts Child Psychiatry Access 

Program.   

 

Our recommendations are informed by our work together over the past five years as a 

Council.  In addition, we invited leaders from MassHealth’s Patient-Centered Medical 

Home Initiative, the Child Health Quality Coalition, and Boston Children’s Hospital to 

share their expertise with us.  Some Council members also attended the Task Force’s 

early meetings in order to learn from its expert guests.  Several Council members have 

shared their professional organizations’ (e.g., AACAP, AAP) white papers on primary 

and behavioral health integration.  We are excited to see an emerging consensus about the 

key principles and strategies for improving healthcare quality and cost through primary 

and behavioral health care integration.  We hope our advice helps to move the 

conversation from conceptual to operational.  
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CHILDREN AND HEALTHCARE REFORM 

 

 Approximately one in five children and adolescents experiences the signs and 

symptoms of a diagnosable mental health disorder during the course of a year.  

Among children ages 9 to 17, 11 percent experience “significant impairment” and 5 
percent experience “extreme functional impairment.”

1
 

 Half of all lifetime mental illnesses begin by age 14; three quarters by age 24.
2
 

 About 36% of youth with any lifetime mental health disorder receive services, and 

only half of these youth who were severely impaired by their condition received 

professional mental health treatment.  The majority (68%) of the children who did 

receive services had fewer than six visits with a provider over their lifetime.
3
  

 

It would be easy, but a mistake, to overlook the needs of children in the context of the 

healthcare reform efforts required by Chapter 224.  Children are not “cost drivers” when 

compared to some groups of adults, e.g. adults eligible for both Medicaid and Medicare. 

However, without intervention, child and adolescent psychiatric disorders frequently 

continue into adulthood and are increasingly associated with disability and increased 

medical costs.  For example, research shows that when children with coexisting 

depression and conduct disorders become adults, they tend to use more health care 

services and have higher healthcare costs than other adults.
4
  Moreover, the Adverse 

Childhood Events literature (discussed below in Section V) underscores the impact of the 

consequences of adverse childhood events on adult physical and behavioral health 

morbidity, mortality and costs.
5
  There is clear and expanding scientific evidence that 

toxic stress, associated with adverse child events, can permanently alter brain maturation 

broadly and particularly in the prefrontal cortex, hippocampus and amygdala, as well as 

the nerve interconnections between them.  These brain changes may be permanent and 

may not change easily, once established, underscoring the importance of prevention and 

early intervention. 
6
 

 

GUIDING PRINCIPLES  

 

In addition to an abiding commitment to children’s health and well-being, our 

recommendations are guided by the following beliefs.  

 

 Children’s development to become healthy adults should be supported through 

prevention and early intervention services and supports.  Families with risk factors for 

distress and impairment in the child should have access to, as well as support for 

engagement with, helpful resources that are community-based and culturally 
competent.  

 Healthcare services should be organized and delivered in a manner that helps families 

and youth become better health consumers and builds their self-efficacy skills and 

independence.  Healthcare providers must partner with families and transition age 
youth at all levels in the behavioral health care system.  
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 No one size fits all.  Pediatric and family medicine practices vary in size, 

communities vary in available resources, and families, youth, and children have 

different strengths, needs, and cultures.  Integration strategies must be sufficiently 

robust and flexible to address racial and ethnic disparities in access, treatment, and 

outcomes.   

 Current investments and initiatives should be leveraged for their operational capacity 

and emerging promising practices.  These initiatives include the Children’s 

Behavioral Health Initiative (CBHI)
 7

, the Massachusetts Child Psychiatry Access 

Program (MCPAP)
 8

, the Patient Centered Medical Home Initiative (PCMHI)
9
, and 

the Child Health Quality Coalition (CHQC)
10

.  

 The move to integrated care will and should be an evolution.  Moving from fee-for-

service to alternative payment methods might require some short-term bridging 

strategies.  Extending the empirical evidence base to support innovations and 

refinement of current precedents such as CBHI and MCPAP will take time and 

require systems that can adapt to emerging evidence about what works with the 
populations served.    

 Pediatric behavioral healthcare costs and return on investment (ROI) are dispersed 

into other systems (e.g., schools, child welfare, juvenile justice) and into the future 

(e.g. physical health, substance abuse, prison, employment, parenting competence).  

However, the inability to fully capture that ROI to fund healthcare reforms today 

should not deter us from investing in improving the quality of children’s healthcare.  

While the ROI within healthcare over the short term might be minimal, ROI to 
society as a whole over time and across generations will be substantial.  

 

RECOMMENDATIONS  

 

In order to facilitate the BHTF’s work, our recommendations are organized according to 

the six questions posed by the Legislature in Section 275 of Chapter 224.  In some cases, 

we have taken the liberty of addressing the general issues raised, rather than specifics, in 

a manner that best applies to children and their families.   

 

I. The most effective and appropriate approach to including behavioral, 

substance use and mental health disorder services in the array of services 

provided by provider organizations, including risk-bearing providers and 

patient-centered medical homes, including transition planning and 

maintaining continuity of care.  

 

Integrating behavioral health services with primary care requires several structural 

mechanisms to bridge these two care delivery systems.  We view the patient-centered 

medical home (PCMH) model and System of Care (SOC) 
11

 models as compatible with 

each other and as strong platforms on which to build these integrating mechanisms.  

 

We acknowledge that these mechanisms have not yet been established through empirical 

research as “effective and appropriate.”  However, there is expanding evidence and 
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consensus from a variety of sources, including references cited in this document as well 

as innovators’ experiences and the professional experiences of Council members, which 

has informed our deliberations.  Implementation of these integrating mechanisms should 

include a strong research / evaluation component in order to assess their cost-

effectiveness and to promote continuous quality improvement.  

 

Care Integration Recommendations    

1. Behavioral health screening, using evidence-based standardized tools, at every 

well child visit should be required and reimbursed for all primary care providers 

for all children up to age 21.  When a PCP deems necessary, both a mental health 

screening and a substance abuse screening should be allowed in a single visit.  

Post-partum depression screening should be included in well-child visits for 

parents of children under six months in age.  Primary care providers in the adult 

system should provide age appropriate behavioral health screening to their 

transition age youth patients.  

2. Behavioral health consultation should be readily accessible to primary care 

providers.  A range of arrangements supporting strong working relationships 

between behavioral health providers and primary care providers should be 

allowed.  These arrangements include, but are not limited to, co-location.  

3. Peer supports, including family partners with “lived experience” raising a child 

with behavioral health challenges and youth mentors, should be a standard service 

that is readily available.  Peer supports are critical for initial and on-going 

engagement of families and youth who might be reluctant to or lack knowledge 

about and/or skills for engaging with behavioral health care.  Reimbursement 

should be sufficient to allow for ongoing coaching and support for the emerging 

workforce.   

4. Care coordination should be a standard of care and reimbursed for all children 

receiving both primary and behavioral health care.  For most children, the PCP’s 

on-going relationship means that they will be best able to provide care 

coordination.  However, behavioral health providers might be better able to 

coordinate care for children with significant behavioral health conditions.   

 

 

1.  Behavioral Health Screening  

The first step in integrating behavioral health care is identifying the need for it.  

Nationally, the average delay between onset of symptoms and biopsychosocial 

intervention for children is between 8 and 10 years – critical developmental years in the 

life of a child.
12

  Behavioral health screening using validated tools provides an effective, 

evidence-based approach for increasing early identification and intervention, which can 

both improve outcomes and reduce the costs of mental illness.
13

    

 

Since 2008, MassHealth has required and reimbursed PCPs to conduct behavioral health 

screening at well child visits (up to age 21) as required by Medicaid’s Early Periodic 

Screening Diagnosis and Treatment (EPSDT) provision.  MassHealth established a list of 

clinically appropriate standardized screening tools from which providers select, based on 
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the age of the child.  The data below illustrate that it takes time to make significant 

progress and that, even with reimbursement available, screening does not occur at all 

visits for all children, as it should.  Frequent public reporting and monitoring are 

important and should be expanded beyond MassHealth.   

 

 

 Jan-March 2008 Jan – March 2011 

 % visits with 
BH screens 

% BH need 
identified 

% visits with 
BH screens 

% BH need 
identified 

< 6 months 8% 6% 43% 2% 
6 mo to 2 years 17% 6% 73% 5% 
3 years to 6 years 18% 9% 76% 9% 
7 years to 12 years  20% 11% 77% 11% 
13 years to 17 years 18.5% 12% 71% 11% 
18 years to 20 years  7% 24% 34% 11% 
ALL 15% 11% 67% 8% 
Source:  CBHI website  

 

 

For children under six months in age, the low screening rate has been explained by some 

as due to the lack of an appropriate screening tool.  Primary care providers have 

advocated for the substitution of postpartum depression screening for a child mental 

health screen.
14

  The Council recommends requiring and reimbursing post partum 

depression screening, in addition to developmentally appropriate screens, at well-child 

visits for parents of children under six months in age.  Identifying and treating post-

partum depression is critical.  Postpartum depression has a significant adverse effect on 

young children’s cognitive and emotional development in the preschool years.  Treating 

maternal depression improves the cognitive and social emotional development of young 

children even in the absence of any direct intervention with the child.
15

  

 

At the other end of the age spectrum, screening rates are likely lower among 18 to 20 

year-olds because they are frequently seen in adult care, rather than pediatric settings, 

where providers are more often unfamiliar with the screening requirement.
16

  The 

Council recommends educating primary care providers in the adult practices about the 

importance of behavioral health screening.  In addition, reimbursement should be allowed 

for both a mental health screening and a substance abuse screening in a single visit.  

Currently, providers are limited to one screening and must choose between screening 

tools that do not cover both mental health and substance abuse.  

 

2. Behavioral Health Consultation   

One quarter of pediatric primary care visits address behavioral issues.
17

  When a 

behavioral health concern is identified, the primary care provider must have access to a 

behavioral health provider for (1) clinical consultation, if needed, and (2) connecting a 

child / family either for a brief intervention or longer term services.  A licensed 

behavioral health provider should, ideally, be on site to provide “curbside” consultation 

to the primary care provider.  These consultations might take as little as ten minutes.  

Access to psychiatric consults will likely be through a combination of on-site and virtual, 
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since most primary care practices will not generate enough need to support a full-time 

psychiatrist on site.   

 

Based on the consult, a referral might be needed for direct services.  Some children will 

need only a brief intervention, which could be provided by the on-site behavioral health 

provider using a brief solution-oriented treatment approach.  Other children will need 

longer-term care provided by a community-based organization.  The on-site behavioral 

health provider or a care coordinator could locate an appropriate community-based 

provider and make the referral.  The MCPAP teams include care coordinators for this 

purpose. [MCPAP is described below under “Telemedicine”.] 

 

3.  Peer Support:  Family Partners and Youth Peer Mentors  

Every healthcare professional has a responsibility to engage families and children in the 

care delivery process. However, engaging with families and children presents unique 

challenges. Unlike adults where engagement is with the identified patient, for children 

(the identified patient) engagement is primarily with the parents.  Engaging parents 

around family behavior change and use of community supports can be challenging.  

Some parents don’t think their young children could have a behavioral health problem, so 

they see no reason to consult a behavioral health provider.  Some may view other needs 

in the family, such as employment, housing, childcare or transportation, as requiring 

priority attention before or concurrent with mental health treatment for their child and 

family.  Others may be wary of involvement with the “system” based on previous 

negative experiences with providers.  Others are burdened with their own medical, 

behavioral health and/or substance use disorders.  

 

A variety of engagement strategies are necessary, with choices available to families.  

Some families may prefer to engage with professionals with expertise in subject matter 

and exceptional family engagement skills.  Evidence-based strategies for family 

engagement by clinicians and behavioral health settings have shown excellent results.
18

  

However, some families will benefit from and want the support of a person, a Family 

Partner, who has lived experience caring for a child with behavioral health needs.  For 

older adolescents and young adults, young adult peer support, analogous to parent to 

parent support for parents, may be critical to promote the youth/young adult’s 

engagement in care coordination and treatment.  

 

A Family Partner service (called “Family Support and Training” services) and workforce 

has been built in the MassHealth system over the past five years.  Family Partners are 

individuals who have raised children with special health care needs (usually behavioral 

health needs) and who have been specially trained to work with other caregivers. Initially, 

this service was available only to families whose children received intensive care 

coordination (ICC).  Approximately three-quarters of the ICC users also accessed Family 

Partner services in FY2011.  Based on numerous requests by families, this service has 

been expanded to cover families whose children receive in-home therapy or outpatient 

services without receiving ICC.  Anecdotal evidence from MassHealth services shows 

extremely high family satisfaction with Family Partners and good success in engaging 

families who might otherwise not follow though with care.   
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On a smaller scale, MassHealth has funded “Therapeutic Mentor” services to support 

skill building and effective use of treatment by youth served within Intensive Care 

Coordination. As noted above, half of all lifetime mental illness develops by age 14 and 

three-quarters by age 24.  Good behavioral and primary care at this age can change the 

trajectory of their adult well-being. Yet, as youth transition to adulthood, the safety net of 

family is receding leaving them to manage health risks on their own with limited 

experience with self-care (e.g., making or keeping appointments).  Reaching out to and 

supporting transition age youth in accessing and engaging in behavioral health care is 

critical and deserves dedicated resources.   

 

Peer supports have value even beyond their work with families and youth.  They can be 

critical in promoting engagement by supporting cultural competence, by helping the 

workforce reflect the population served, as well as by serving as cultural “bridges” to 

other providers working with the family and youth.  They can also help educate their 

healthcare colleagues and de-stigmatize behavioral health conditions by sharing their 

lived experiences.  

 

The Council also endorses engaging families and youth beyond just the receipt of 

services for their children.  Patient and family engagement should include patients, 

families, their representatives, and health professionals working in active partnership at 

various levels across the health care system – direct care, organizational design and 

governance, evaluation, and policy-making – to improve health and healthcare.
19

  

 

The Council lauds the Chapter 224 requirement that Accountable Care Organizations 

include a consumer representative in their governing structure.  We recommend that 

ACOs appoint more than one consumer representative.  At least one should represent 

families whose children receive both primary and behavioral health care and one should 

represent transition age youth.  Examples worth noting include the Pediatric Primary 

Care Organization at Children’s (PPOC), which is working with several of its practices to 

establish family advisory councils, and the PCMHI Workgroup on Behavioral Health 

Integration and the CHQC Task Force on Care Coordination whose members include 

parents of youth with physical and behavioral health chronic conditions.   

 

4.  Care Coordination  

Care coordination should be a standard of care for all children.  We have benefited from 

the significant effort of our colleagues on the Child Health Quality Coalition in defining 

how care coordination functions as a key integrating mechanism.  The Council endorses 

the definition of care coordination put forth by Dr. Richard Antonelli and his 

colleagues
20

:  

 

Pediatric care coordination is a patient- and family-centered, assessment-driven, 

team-based activity designed to meet the needs of children and youth while 

enhancing the caregiving capabilities of families.  Care coordination addresses 

interrelated medical, social, developmental, behavioral, educational, and financial 

needs in order to achieve optimal health and wellness outcomes.   
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The MA Child Health Quality Coalition’s Care Coordination Task Force’s Care 

Coordination Framework identifies a structure for implementing care coordination as a 

standard of care.  The Framework was developed by a multi-stakeholder task force with 

strong family representation and builds on implementation experiences nationwide.  It 

offers a foundational set of care coordination services that is broadly applicable 

independent of condition, severity/acuity, or age, including adults, with the obvious 

additions of references to schools and transitions from pediatric to adult care. 

 

Key Elements of High-Performing Care Coordination Linked to Process, 

Structure, and Outcome Measures to Monitor Their Adoption 

1. Needs assessment for care coordination and continuing care coordination 

engagement  

2. Care planning and communication      

3. Facilitating care transitions  (inpatient, ambulatory) 

4. Connecting with community resources and schools 

5. Transitioning to adult care   

 

Antonelli and colleagues delineate the following functions incorporated into care 

coordination. They also note that these functions are applicable across all ages (i.e., 

children and adults).   

1. Provides separate visits and care coordination interactions 

2. Manages continuous communications 

3. Completes / analyzes assessments 

4. Develops care plans with families 

5. Manages / tracks tests, referrals, and outcomes 

6. Coaches patients / families and promotes family engagement in treatment  

7. Integrates critical care information 

8. Supports/ facilitates care transitions across both settings and ages  

9. Facilitates team meetings 

10. Uses health information technology to organize care coordination activities   

 

These functions could be performed by any member of a care team.  Some (likely larger) 

practices might establish a dedicated care coordinator position.  Others will distribute 

these functions among members of the care team.   The competencies that are needed by 

whomever provides care coordination are:   

1. Develops partnerships 

2. Proficient communicator 

3. Uses assessments for intervention 

4. Facile in care planning skills  

5. Integrates all resource knowledge  

6. Possesses goal/outcome orientation 

7. Approach is adaptable and flexible  

8. Desires continuous learning 

9. Applies solid team building skills  

10. Adept with information technology 
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Instruments to assess the need for care coordination for behavioral health needs as well as 

the need to enhance patient or provider engagement (“activation”) are needed.  Examples 

of the former are the AACAP Child and Adolescent Service Intensity Instrument 

(CASII)
21

 and the Patient Activation Measure.
22

   

 

Locus of Care Coordination  

For most children, it is the primary care provider who has an on-going connection and, 

thus, will be best able to serve as their medical home.  However, there may be periods of 

time during which children with more intensive and chronic behavioral health needs 

could be better served by their behavioral health provider as their medical home.  In fact, 

MassHealth is exploring how its 32 Community Service Agencies (CSAs) could serve as 

a health home (a special kind of medical home) for children with intensive behavioral 

health needs.  A recent publication, “Customizing Health Homes for Children with 

Serious Behavioral Health Challenges”, provides some helpful guidance on this, making 

the following points about how and why health homes are different from medical 

homes
23

: 

 

 Health homes are intended for populations with chronic conditions, including 

those with serious behavioral health conditions, while medical homes are intended 

for every individual.   

 Medical homes historically have focused on the coordination of medical care, 

while health homes are intended to build linkages to community and social 
supports and coordinate medical, behavioral and long-term care.  

 Medical homes tend to use physician-led primary care practices as the 

coordinating entity or team. Health homes may use other types of entities, such as 
behavioral health provider organizations. 

 General estimates are that two-thirds of the children served in intensive care 

coordination models like the CSAs are involved in child welfare and/or juvenile 

justice and sixty percent are involved with special education.  The coordination 

among these systems along with behavioral health services consumes most of the 
care coordinators’ time rather than the interface with primary care.  

 This extensive systems involvement as well as the need to work closely with 

caregivers creates a complexity that has implications for care coordinator staffing 
ratios and qualifications as well as reimbursement rates.  

 

Design and Operational Flexibility  

It is difficult to predict how many behavioral health providers, care coordinators, and 

peer partners would be needed at a PCP practice, an ACO, or system-wide.   We asked 

our guest experts about the ratio of these staff to a primary care pediatrician’s caseload 

within their practices.  They generally estimated five primary care pediatricians would 

generate a full time workload for one care coordinator, but cautioned that testing and 

refinement of processes and relationships is needed.  The demographics of the population 

served by each practice or ACO will have significant impact on the care coordinator and 
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peer partner capacity needed.  For minority populations and/or families living in poverty, 

there will likely be a relatively greater need in order to reduce disparities in access, 

treatment, and outcomes.  

 

The varying size of primary care practices indicated in the chart below means that a 

number of arrangements will be necessary.  These arrangements include: coordinated but 

not co-located, co-located and coordinated, and co-located and fully integrated.  Small 

group practices and solo practitioners will likely need to develop arrangements to share 

capacity.  Even a medium-sized group practice might not be able to afford a dedicated 

care coordinator but rather have a behavioral health specialist and peer partner share care 

coordination responsibilities.  MCPAP is a good model for sharing capacity virtually. The 

CSAs could provide a base of support for Family Partners and Youth Peer Mentors, as 

they currently do for CBHI Family Partners. 

 

Several experts shared with us the benefit of co-location in allowing a primary care 

provider to introduce the family/child to a behavioral health specialist, noting that a 

referral from a trusted provider increased comfort level with a behavioral health provider.  

They also noted the strong working relationships that develop because of co-location. 

They were careful to note that care coordination and co-location do not necessarily mean 

that care is integrated.  Co-location eases integration, making it more likely, but doesn’t 

guarantee it.  

 

There is no single model of primary care and behavioral health care integration that 

addresses all levels of need for treatment and care coordination. Care coordination, which 

is the key process for integrating care, should not be defined solely by its physical 

location. Primary care providers will need to be able to develop effective relationships 

with family therapy teams and with care management entities to support a significant 

portion of their patient populations. Attachment A provides vignettes of three children, 

their families, and their healthcare needs that illustrate the range of integration 

arrangements that will be needed in a well-functioning system.  
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Data from the MCPAP database.  Provided courtesy of the Massachusetts Chapter of the American 

Academy of Pediatricians  

 

 

Telemedicine  

Given the varying sizes of pediatric practices, telemedicine will be an important 

mechanism to support integration.  Small PCPs will likely need to access behavioral 

health consultation, peer supports, and care coordinators virtually.   

 

The Massachusetts Child Psychiatry Access Project (MCPAP) solves this problem by 

providing primary care clinicians with virtual access, via telephone, to child psychiatry 

consultation.  Funded by the Department of Mental Health and managed by the 

Massachusetts Behavioral Health Partnership, MCPAP is comprised of six regional teams 

of 1 FTE of a child psychiatrist, 1.5 FTE of a licensed social worker, and 1 FTE of a care 

coordinator.  The regional focus helps foster relationships between PCP practices and 

their MCPAP team and promotes a teaching orientation.  The program is designed to give 

primary care providers consultative support to manage children with less complex 

behavioral health needs, freeing the limited child psychiatry workforce to manage 

children with more complex needs.  Services include:  answering a PCP’s diagnostic or 

therapeutic question, assistance in accessing behavioral health services, transitional care 

until those services begin, and acute psychopharmacologic or diagnostic consultation.  

PCPs may access MCPAP for any child regardless of insurance type; more than half of 

the encounters are for privately insured children. 
24

  Commercial insurers have resisted 

requests to pay their fair share for MCPAP; we recommend that they be required to do so.  
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Workforce Development  

Our Council membership represents a range of disciplines, each one committed to 

working through the challenges of primary and behavioral health care integration.  We 

recognize that each of our disciplines has its own language, practice culture, professional 

licensure, and professional development resources.  

 

Whether working on an integrated team, co-locating, or coordinating care between two 

provider sites, all primary care and behavioral health providers will need to become “bi-

lingual”, able to speak the language of both the primary and behavioral health care 

systems.  Behavioral health specialists who work in primary care practice will likely be 

the solo practitioner and thus need to be a seasoned and skilled professional.  Primary 

care practices will need to be welcoming and supportive of behavioral health providers.  

 

We encourage the training programs and credentialing bodies of each discipline to take a 

leadership role in preparing and supporting professionals to collaborate with colleagues 

in order to deliver integrated care.  Training programs to produce skilled behavioral 

health specialists to work in primary care settings are needed, as are training programs for 

pediatricians in working with behavioral health specialists. An example is the AACAP 

“Toolkit in Training for Systems-Based Practice” developed to support training of child 

and adolescent psychiatrists in these areas.
25

   Licensing boards for the behavioral health 

professions should review licensure statutes and regulations to ensure that they do not 

create obstacles for training and supervised practice in innovative settings and practice 

models.  

   

Ongoing professional development and learning opportunities will be needed to help 

health care providers continue to develop their abilities to work in an evolving integrated 

healthcare system.  Continuing education requirements (e.g., CEUs) must reflect the 

specific knowledge and competencies needed to be an effective practitioner.  In addition 

to formal training, real-time learning opportunities and communities of practice will be 

important.  Payment methods and productivity expectations must allow for the time to 

participate in these opportunities.    

 

Peer supports need specific training and ongoing coaching and supervision, as well as a 

“home” where they can support each other.  Accreditation for peer support specialists is 

supported the National Federation of Families for Children’s Mental Health.
26

  Resources 

are needed to develop this new workforce.   

 

Performance Measurement  

The Council believes strongly in the importance of outcomes.  Ultimately, the significant 

effort and investment in integrating primary and behavioral health care is worthwhile 

only if it results in better health and wellbeing outcomes for children.  We believe that the 

integration mechanisms that we recommend will do so; however, we acknowledge that 

they have not been rigorously studied and should be.  Thus, we recommend that initial 

efforts focus on measuring and studying the quality and cost effectiveness of any 

integration mechanisms used.  We need to know how these mechanisms are operating in 

order to understand their impact on quality, cost, and outcomes.  The Council points to 
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work of the Child Health Quality Coalition in inventorying measurement domains as a 

useful starting place for developing and testing measures of care coordination.  Since care 

coordination measurement is in its earliest stages of development, we recommend that 

measures be promoted for usability and feasibility testing prior to requirements for pay-

for-performance. 

 

We also recommend measuring key process milestones towards good clinical outcomes 

(e.g., behavioral health and post partum screenings conducted, timely access to care, 

reduced missed appointments, family and youth satisfaction).   Payers should invest in 

creating a culture of reporting by providing incentive payments to providers for collecting 

and using data to improve their performance. Reporting should allow providers to 

demonstrate their quality, especially those in new areas of performance, as well as to 

identify areas needing improvement.  

 

Linking Pediatric Care with Care for Parents  

Parents of children with a behavioral health condition are often under great stress and /or 

burdened with their own physical and/or psychological disorders.  This can impede their 

ability to fully care for and to manage care for their children.  Care coordinators and 

family partners can help the parent become more aware of how their unmet healthcare 

needs may adversely impact their best efforts to care for their children.  Care 

coordination for children’s health care should be prepared to develop linkages with the 

parents’ medical care, in conjunction with the parent and the child’s PCP, as needed.  

 

 

II. How current prevailing reimbursement methods and covered behavioral, 

substance use and mental health benefits may need to be modified to achieve 

more cost effective, integrated and high quality behavioral, substance use 

and mental health outcomes.  

 

Our advice and recommendations come at a time of significant transition in healthcare 

payment methods.  Some health insurers have already or are in the process of 

implementing alternatives to the traditional fee-for-service payment methods.  We see 

great potential in using payment methods as a means to facilitating integration and 

achieving higher quality.  We caution against using payment methods simply as a means 

to drive down costs.  Investing in quality will be cost-effective over the long term.  That 

said, we anticipate that fee-for-service payment will exist for a while longer, whether at 

the provider organization level or at the individual practitioner level.  Therefore, our 

recommendations are intended to address both traditional and emerging payment methods.  

 

Whether by supplementing fee-for-service rate schedules or by incorporating an 

alternative payment method, the integration mechanisms described above must be 

reimbursed / funded in order to achieve cost effective, quality care for children.  In 

addition, reimbursement barriers to primary and behavioral care integration must be 

reduced so that we can learn what the service need really is and what it will take to 

deliver it.  The real cost of behavioral health services is not currently known since 

behavioral health services have historically been under-utilized and underfunded.  We 
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caution against developing alternative payment methods that include behavioral health in 

a comprehensive rate until there is sufficient data available to inform utilization and 

pricing targets.  Aligning billing requirements with the routines of integrated care, rather 

than with separated primary and behavioral health care as they are now, will help reveal 

actual need and cost.
27

  

 

 Care integration services should be reimbursed as a bundle that incorporates the ten 

functions and the CHQC care coordination framework elements listed above.  PCP 

practices will need leeway to determine the best way to staff those functions, given 

the size of their practice and the potential partners and resources available in their 

communities.  

 

 All payers should be required to reimburse pediatric primary care providers for 

administration, scoring, and interpretation of behavioral health screening at every 

well child visit.  Providers should not be limited to one screening per visit, as is the 

case currently.  If they deem necessary for assessing a youth’s health, they should be 

reimbursed for conducting both a mental health and a substance abuse screening.  In 

particular, reimbursement for behavioral health screening should be mandatory for 

any adolescent who screens positively for substance use disorder (SUD), given the 

very high rate of co-morbidity of a mental health diagnosis in the context of a SUD. 

 

 All payers should be required to reimburse pediatric primary care providers for 

administration, scoring, and interpretation of post partum screening in pediatric well 

child visits for parents of children under six months in age.   

 

 Several other changes are needed to make it possible to support and refine the 

integration of primary and behavioral health care.
28

 
29

    

o Eliminate any restrictions on same-day billing between behavioral health 

and primary care providers. 

o Allow both primary care and behavioral health providers to bill for 

overlapping time.  

o Waive any preapproval requirement for first visits to non-emergency 

behavioral health services so that issues identified in a primary care visit 

can be referred and addressed by a behavioral health specialist that same 

day.  

o Allow for brief intervention services to be billed before a full assessment 

is completed. 

o Allow for units of billing to be as short as ten minutes to reflect the brief 

consults that will be needed.  

o Set rates for consultation time to a PCP commensurate with rate for 

psychotherapy direct service.   

o Pay primary care clinicians, child and adolescent psychiatrists, and mental 

health professionals for sessions with parents without their child present 

when the focus of the visit is the child’s healthcare needs.  
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 Reimbursement methods should support the adoption of evidence-informed 

treatments as well as opportunities to develop and test innovative treatment 

approaches.  Integrating primary care and behavioral health care in a manner that is 

effective in achieving better outcomes will require more than a reorganization of 

existing treatment services.  An effective system must incorporate empirically 

supported treatment approaches as well as invest in building empirical evidence for 

new models of care.  Parent training programs have a particularly strong evidence 

base and we call attention to two: the Family Talk Preventive Intervention and the 

Positive Parenting Program (Triple P).  Developed by our colleague and Council 

member Dr. Beardslee, Family Talk is designed to help families identify the effects of 

parental depression, share individual experiences with parental depression, build on 

family strengths, improve family communication about depression, build coping 

skills and develop strategies to promote resilience in parents and children. 
30

   Triple P 

gives parents simple and practical strategies to help them confidently manage their 

children’s behaviors, prevent problems from developing, and build strong, healthy 

relationships.
31

 

 

 We recommend measuring structure and process (e.g., behavioral health and post 

partum screenings conducted, timely access to care, reduced missed appointments, 

family and youth satisfaction) before paying for outcomes.  Managing any alternate 

payment method will require good measurement of process and proximal outcomes.  

It also requires fully defining care coordination and measuring when it is occurring as 

appropriate in order to assess its contribution to improved outcomes.   

 

 Children will vary greatly in the amount of care coordination they require.  Payment 

mechanisms need to accommodate this variation and must be structured so that payers 

and providers share risk for the cost of care, particularly for children with complex 

health needs and costs.  Care coordination for children with modest needs for care 

coordination might be paid through a PMPM rate to the PCP, for example, while 

children with intensive needs requiring dedicated, low-caseload care coordination 

might receive this through a per diem rate.  

 

 Establishing rates for a new service model, without a payment or utilization history, is 

hard to get right the first time.  There must be sustained commitment and effort to 

review and adjust rates to ensure that they support both the service standards and the 

organizational supports required to manage the services (e.g., information 

technology).  Insurers and providers must work together to review and adjust 

payment rates and/or methods to ensure high quality care is provided in a cost-

effective manner.  

 

 In addition to alternative payment methods for healthcare, it might be fruitful to 

explore alternative financing methods across child-serving systems.  There are two 

points of access for children to receive behavioral health care services: pediatric 

primary care and schools.  However, funding is siloed and healthcare reform doesn’t 

impact some of the financing sources for school-based care.  Some school-based care 

is provided by community-based agencies and reimbursed by insurance, while some 
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services are provided directly by school personnel and financed by the school (e.g. 

municipal Medicaid, Federal grants).  Methods that integrate healthcare financing 

across child-serving systems might allow for even more effective healthcare delivery 

integration and reduced healthcare costs.  

 

 

III. The extent to which and how payment for behavioral health services should 

be included under alternative payment methodologies, including how mental 

health parity and patient choice of providers and services could be achieved 

and the design and use of medical necessity criteria and protocols.  

 

Parity  

Ensuring that behavioral health treatment is covered in the same way as treatment for 

physical health conditions, as legally mandated, is a critical foundation for the integration 

of behavioral health and primary care.  Clear guidance for both providers and consumers 

and enforcement regarding parity will remain necessary as new health care delivery 

arrangements are developed.  We support the numerous recommendations that our 

colleagues leading the Children’s Mental Health Campaign have provided to the Division 

of Insurance.  

 

Achieving Chapter 224’s quality and cost goals requires a broader view of what it means 

to treat behavioral health and physical health conditions on par with each other.  Focusing 

solely on the amount of services will not be sufficient as primary care providers become 

dependent on the quality of and access to behavioral health services.  Quality behavioral 

health services can help improve primary care outcomes and costs if they are broadly 

available as well as reimbursed sufficiently and in a manner that allows them to be 

delivered as we have recommended in this document.   

 

First, there must be a full array of community-based behavioral health services available 

to children and families regardless of where they live and what health insurance they 

have.  Currently, MassHealth offers a richer array than do private insurers.  Commercial 

insurers will need to offer an equally rich array in order to achieve quality and cost 

outcomes for children.  

 

Second, parity also needs to include support for behavioral health interventions (e.g. 

talking to the patient or family) at a rate based on time and complexity commensurate 

with rates that support physical health interventions.  For example, PCPs should not 

continue to be reimbursed more for the few minutes required to freeze off a wart than a 

half hour talking with the child or parents about a behavioral health issue such as the 

impact on the child of parental divorce when parents are putting the child in the middle of 

their conflict with each other.  Reasonable rates will help ensure a sufficient number and 

range of behavioral health providers and services.  
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Choice  

The Council believes strongly that families should be able to choose their healthcare 

providers.  However, we recognize the tension between the value of according broad 

choice to families and the strategy of co-locating primary care and behavioral health.   

Allowing families to choose to receive behavioral health from a provider that does not 

have a relationship with their PCP undermines the integration mechanisms that we 

recommend above.  In an integrated system, when families choose a primary care 

provider, they will increasingly also be choosing a behavioral health provider.   

Therefore, they should have access to information about how primary care providers 

integrate behavioral health services, how this might impact their children’s care, and the 

expected benefits of coordinated or integrated care.  Our hope is providers will offer 

primary care and behavioral health care services that are so responsive to and effective in 

meeting families’ needs and concerns that families will choose these new integrated 

arrangements.  Peer supports can help families understand their options, and make well-

informed choices, and be educated consumers of these new health arrangements.  
 
 

IV. How best to educate all providers to recognize behavioral, substance use and 

mental health conditions and make appropriate decisions regarding referral 

to behavioral health services.  

 

We believe that the functions and positions described in our response to Question I are 

key strategies for helping primary care providers recognize behavioral health conditions 

and to make appropriate referral decisions.  Using standard screening tools to identify 

behavioral health concerns, consulting with behavioral health providers, and working 

with peer supports and care coordinators to access appropriate services are important 

patient-level strategies.  

 

There are strategies at the macro level as well.  First, professional development and 

licensure /credentialing bodies must reflect the knowledge and competencies required to 

be effective in a more integrated healthcare system.  Experts in integrated care delivery 

could identify specific topics and competencies.  Second, primary care providers will 

need to establish clear referral pathways and relationships with community providers.  

PCPs will need knowledge about and confidence in the organizations to which referrals 

could be made.  Primary care and behavioral health care providers must work together to 

ensure that the right service capacity exists to meet the needs of children and their 

families.  This means that the behavioral health service array should be equally robust as 

physical health services.  

 

 

V. How best to educate all providers about the effects of cardiovascular disease, 

diabetes, and obesity on patients with serious mental illness.  

 

The co-morbidity issues for children are different from those of adults with serious 

mental illness.  Children with serious behavioral health challenges do have high rates of 

expensive co-morbid physical health conditions. Recent estimates suggest that about one-

third of Medicaid-enrolled children who use behavioral health care have serious medical 
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conditions, principally asthma.  However, Medicaid expenditures for children who use 

behavioral health care – even the most expensive of these children – are driven more by 

behavioral health service use than by use of physical health care – in contrast to the adult 

population.
32

  

 

For children, the issues of concern are more often in reverse:  it is the effect of emotional 

or psychological trauma, or toxic stress, on their physical health over their lifespan into 

adulthood about which healthcare providers need to be educated.  There is ever- 

expanding basic science research demonstrating how ongoing stress of sufficient intensity 

can cause enduring changes in brain maturation across childhood into young adulthood. 

The most compelling evidence of this impact has been produced by the landmark 

Adverse Childhood Experiences (ACE) study.  The ACE Study is a decade-long and 

ongoing collaboration between Kaiser Permanente’s Department of Preventive Medicine 

in San Diego and the Centers for Disease Control and Prevention (CDC). 

 

Adverse Childhood Experiences (ACEs) include 10 types of adverse childhood 

experiences:  childhood abuse (emotional, physical, and sexual abuse), neglect (physical 

and emotional), and family dysfunction (growing up in a household where there was 

substance abuse, mental illness, violent treatment of a mother or stepmother, a parental 

separation/divorce, or a family member incarcerated).  Over 20% of respondents 

experienced three or more categories of trauma, or ACEs.  The ACE Study examined the 

relationship between these experiences during childhood and reduced health and well-

being later in life.  It showed dramatic links between adverse childhood experiences and 

risky behavior, psychological issues, serious illness and the leading causes of death.  

 

As the ACE Study gains traction across the nation, some states have collected statewide, 

population level ACE data gathered through the Behavioral Risk Factor Surveillance 

System (BRFSS).  The MA Department of Public Health should explore the feasibility of 

incorporating the ACE questions in its annual BRFSS survey.  

 

Investing in Wellness  

According to the National Academy of Sciences, several decades of research have shown 

that the promise and potential lifetime benefits of preventing mental, emotional, and 

behavioral disorders are greatest by focusing on young people.  Interventions before the 

disorder occurs offer the greatest opportunity to avoid the substantial costs to individuals, 

families, and society that these disorders entail. 
33

 

 

Chapter 224 created a Prevention and Wellness Trust Fund, administered by DPH in 

collaboration with the Prevention and Wellness Advisory Board. All activities paid for by 

the fund must support Massachusetts’s goal to meet the health care cost growth 

benchmark and have at least one of the following functions: reduce the rates of common 

preventable health conditions; increase healthy habits; increase the adoption of effective 

health management and workplace wellness programs; address health disparities; and 

build evidence of effective prevention programming.  The Commissioner of DPH must 

award at least 75% of the fund each year through a competitive grant process to 

community-based organizations, health care providers, health plans, municipalities, and 
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regional planning agencies. The Commissioner can give priority to proposals in 

geographic areas with high need. 
34

 

 

DPH should take a strategically long-term approach to managing this Wellness Fund by 

investing, in part, in children’s well-being.  The Council recognizes that responding to 

ACEs and childhood trauma is not solely the purview of the healthcare system but also of 

the broader social services and public health systems.  This Wellness Fund offers an 

opportunity to promote connections between social services initiatives and primary and 

behavioral health care organizations.  It could utilize ACE data, along with other sources, 

to guide its grant-making and leverage existing initiatives that incorporate a trauma-focus 

into service delivery.  Wellness Fund investments should be studied for their ROI.   

 

 

VI. The unique privacy factors required for the integration of behavioral, 

substance use and mental health information into interoperable electronic 

health records. 

  

The Council recognizes that all of the above strategies for integrating care will have little 

impact if health information cannot be shared among all providers on a care team 

(regardless of physical location).  We fully acknowledge the tension that exists between 

promoting communication among all members of a child’s care team and ensuring that 

confidentiality and privacy protections are in place.  Our colleagues on the Child Health 

Quality Coalition’s Communication and Confidentiality Task Force are identifying issues 

impacting communications and confidentiality across the Coalition's stakeholder groups 

as well as resources that can help address those issues.  The Council supports their 

emerging recommendations, provided in Attachment B.  

 

One of the unique factors with respect to children exists in the relationship between 

healthcare providers and school-based health services.  Exchange of information between 

the two is both critical and challenging.  Recent conversations among DMH, DCF, and 

parents indicate that parents might be comfortable sharing information about a child’s 

behavioral health issues/care with a school as long as it is for a specific purpose; however, 

they don’t want to share the entire family history.  In addition, there are legal issues 

regarding consent to the sharing of information by parents and/or young people that must 

be resolved.  Consent by the parent(s) may be sufficient in one context, but consent by 

the parent and consent/assent by the young person may be required in other 

circumstances.  
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ATTACHMENT A:  Three Vignettes Illustrating Primary Care and Behavioral 

Health Integration  

 

The following three vignettes illustrate pediatric primary care and behavioral health 

integration at different levels of intensity of care coordination. We believe that family-

driven care coordination, at all levels of intensity, is they key element of service 

integration as experienced by the youth and family. These vignettes are fictitious and are 

not based upon any specific child or family.  

These vignettes are meant to demonstrate how a well-functioning system might respond 

to various levels of family need for care coordination. The system should meet whatever 

level of need the family experiences.  We do not mean to suggest that there should be 

three fixed models or that families should be assigned to fixed tiers of service intensity.  

Sara 

Sara is an 11 year old fifth-grade girl seen in a group pediatric practice. Her mother 

brings Sara to see her PCP with a chief complaint of recurrent headache of recent onset. 

Sara has always shown signs of shyness, and recently has been complaining of headaches, 

often on school mornings. On these mornings she refuses to go to school. Sara has also 

been coming home from school in tears saying the other kids make fun of her; this is not 

altogether new but is happening more often this year. Sara is highly verbal and 

historically has been very successful academically, but sometimes appears to be “off” in 

her social interactions. She's also beginning to have difficulty in some of her academic 

subjects. Sara is medically well and appears to have no notable family or neighborhood 

stressors. Her 8 year old sister is doing fine. 

Sara's mother is worried about Sara's headaches as she herself has a history of debilitating 

migraines (for which psychotherapy was prescribed but was not perceived as helpful). 

She is also concerned about Sara's social frustration and newly emerging academic 

problems. 

Sara's mother brings her to her PCP with the complaint of recurrent headache and stresses 

at school. The PCP suspects that Sara's recent headaches and school refusal are related 

and after conducting a physical exam defers further medical workup. The PCP practice is 

large enough, with 7 FTE primary care clinicians, to support a full time on-site 

psychologist who has a policy of being interruptible for PCPs “warm hand-offs”.  The 

psychologist provides training, curbside consults with PCPs, and offers assessment and 

brief treatment for patients like Sara with relatively simple and mild to moderate 

behavioral health conditions. He also makes referrals to community BH providers for 

children with more complex or acute conditions, and coordinates care of those children 

with those providers. In this case, the psychologist meets briefly with Sara and her mom 

and arranges a return appointment later in the week. Although Sara's mom is concerned 

about a possibly serious headache syndrome that might require further medical evaluation, 

she finds it easier to accept a psychological consultation with a provider to whom she has 

been already introduced by Sara's PCP, and who offers a quick follow-up consultation in 

PCP office. 
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The psychologist meets with Sara and her mother the following week. He, Sara, and 

Sara's mother are quickly able to agree that fifth grade is proving a stressful year for Sara 

and that she might benefit from learning some new skills to manage stressful moments. 

Over the next four months he meets six times with Sara and with Sara's mom or dad, 

teaching relaxation skills to Sara and the parents. He also suspects that Sara has some 

deficits in cognitive processing of social cues, and helps her parents request an evaluation 

of Sara for special education services. They are eager consumers of medical information 

and gladly read materials he provides on non-verbal learning disorders. He has time for 

several phone calls with Sara's school to assist in setting up her evaluation, and phone 

calls to her parents to coach them through the process of having Sara testing and IEP 

process. He also suggests to her parents that they explore some social skills groups in the 

community and he provides reference materials for two programs. With the parents, he is 

also able to explore with the school whether Sara is being bullied at school. 

School testing reveals that Sara does has some cognitive deficits that affect her reading of 

social cues, and of her own emotions, and that could affect her developing awareness of 

her own psychological functioning. The school offers special educational support with 

organizational tasks, and a social skills group. The school adjustment counselor also 

works with the Sara, Sara's parents and the school nurse to develop and support strategies 

that Sara can use when feeling “stressed out” by peer issues or academic challenges.  The 

school acknowledges that some bullying has occurred and includes a component in Sara’s 

IEP to provide greater supervision and intervention if bullying occurs. 

 Commentary on integration with Sara: 

Sara has a mild / moderate level of behavioral health acuity, and some complexity 

evident in the involvement of a non-medical service sector (education). It is clear that her 

difficulties could quickly escalate without the help provided in this scenario. The care 

Sara receives is timely and appropriate, and receiving counseling in the PCP setting may 

also reassure Sara's mother that the medical aspect of Sara's headaches is not being 

ignored. Sara's parents are willing consumers of the education offered by the co-located 

psychologist.  

The co-located practice model in this illustration is drawn from Dr. Glenn Focht's 

description of a very promising model being piloted at PPOC. This model is designed to 

work for practices with at least 6 PCPs; if Sara's PCP belonged to a smaller practice, full 

co-location would not be practicable. Also, if evidence arose that Sara would work better 

with a female therapist, or if cultural or linguistic factors favored a behavioral health 

clinician with different competencies, her behavioral health care would need to be 

referred out. This model is based on behavioral health services lasting for a short duration 

and not requiring a high level of care coordination as the behavioral health clinician is 

expected to see 15 (out of a total caseload of 30) new cases per week. Fortunately, Sara's 

need for treatment and care coordination in this illustration fit within these requirements. 

In general this model for integration appears to work best with children and families with 

relatively low acuity and complexity, and might be especially helpful when behavioral 

health problems have a strong somatic component. While medication was not considered 

for Sara, the co-location of the psychologist and the PCP could have helped to facilitate 

communication with a consulting psychiatrist if this had been needed. 
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▪ Kalina 

Kalina is an 11-year old girl attending sixth grade at a suburban middle school. She lives 

with her mother and younger brother and sister and has weekend visits to her father in 

another town, which she usually enjoys. Kalina is medically well, has routine PCP well 

child visits, and no behavioral health services. Her mother, to whom Kalina has 

historically been very close, is undergoing treatment for cancer and Kalina's two maternal 

aunts are frequently in the home to help out and to supervise the kids when Kalina's 

mother needs rest. Kalina's mother is worried she will lose her full-time job due to 

medical absence and has shared this with Kalina. Kalina is bright and has always been 

successful in school. She often tries to dominate her younger sisters and seems to 

compete with her aunts for control when they try to help out. Kalina's mother is more 

angry than usual with Kalina's father and when Kalina visits her father she rebuffs his 

attempts to cheer her up, and increasingly feels cut off from him. She also feels worried 

because her father has been sober for two years and she fears he will relapse if she upsets 

him. 

Kalina's teacher has become concerned about changes in Kalina's behavior: she seems 

increasingly irritable in class, has gotten into feuds with other girls, which in one case 

erupted into a physical fight, and her journals and poetry contain explicit suicidal imagery. 

She has also gotten into confrontations with a couple of teachers and is not turning in her 

work consistently. Last week she confided to her teacher that one of her aunts had 

repeatedly slapped her; the school nurse filed a 51A.  A DCF worker contacted the PCP 

seeking information and trying to determine how to help Kalina and her family. Later the 

PCP learns that DCF has screened out the report of abuse. 

 Commentary on integration with Kalina: 

Kalina's situation is not unusual: a child with no recent history of behavioral health care 

but with fulminating behavioral health problems. Although the child and family have 

many strengths, things seem to be falling apart. Clearly Kalina has need for psychological 

support, but there are also family needs that must be addressed.  The mother's medical 

crisis has realigned the family hierarchy resulting in disruption of Kalina's relations with 

her aunts, her father, her peers, and teachers. Initiating individual therapy would not 

address the family needs that are precipitating Kalina's behavior changes. 

The well-targeted intervention of limited intensity and duration that works for Sara 

(behavioral health clinician co-located within the PCP practice) will probably be 

insufficient for Kalina. Kalina needs resources mobilized quickly and intensively to 

assess the family situation, address concrete needs, and provide rapid treatment to de-

escalate and stabilize the developing crisis.  Someone needs to open a conversation 

immediately with Kalina's mom and Kalina, leading to subsequent conversations with 

Kalina's aunts, father, and siblings. In-home visits may be the best way to accomplish this. 

They must also get consent to talk with the PCP, DCF, and Kalina's school to understand 

her support system. Then they must be able to develop a plan with Kalina's mother that 

can unite various stakeholders in working to support the family through the crisis.  

Unlike Jacob (the vignette below), with his long history of problems and his need for 

long-term planning and coordination, Kalina and her family need a rapid mobilization of 
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resources including both treatment and care coordination. This type of resource is 

typically provided by a family therapy team with the capacity to do intensive outreach. 

Currently, MassHealth provides this resource through the In-home Therapy service.  

Some commercial plans pay for similar services, particularly on an individually-

negotiated basis.  Usually such teams are located in organizations that provide other 

behavioral health services. 

A co-located clinician in a PCP practice will probably not have the time needed to meet 

Kalina's needs. However, PCPs could contract with behavioral health teams to provide 

treatment and coordination for their clients with high-intensity treatment need. The 

behavioral health team would maintain close contact with the clinician in the PCP 
practice throughout Kalina’s treatment and while stepping her down, eventually, to less 

intensive treatment.   

▪ Jacob   

Jacob is an 11-year old boy, attending fourth grade at his local public school, adopted at 

age 8 through the Department of Children and Families. His adoptive family was 

previously his foster family; he has two adoptive siblings who are in their late teens and 

functioning well. Jacob has a long history of special educational services and behavioral 

health services including six stays in institutional settings (inpatient hospitalization twice, 

CBAT three times, and a DCF STARR program once). Jacob has a full-scale IQ of 85, is 

believed to have had significant fetal alcohol exposure, is of very short stature for his age, 

and is about two years behind grade level in reading and math. He is an affable and 

outgoing boy who is somewhat impulsive and inattentive and has difficulty following 

complex verbal instructions. He loves sports and with some support has been able to 

participate with great enthusiasm, despite being small, in his town's youth football 

program. He has occasional contact with his birth mother, which is regulated by his 

adoptive parents, and which often results in some behavioral decompensation. Jacob's 

adoptive parents and therapist agree that these contacts, while stressful to Jacob, are also 

very important to him and should be facilitated when possible.  

Historically Jacob has responded to stress and loss by running away, exploding with rage, 

and fabricating stories (confirmed untrue) of being abused. Since becoming adopted his 

behavior has stabilized considerably but his parents worry about his transition into 

adolescence and his ability to maintain a place in a pro-social peer group. After a CBAT 

admission last year, following particularly disruptive contacts with his birth mother, 

Jacob began boasting in school about drug use and sexual exploits, narratives that he 

apparently acquired from peers at the CBAT. 

Jacob is medically well and has had extensive medical workups for his short stature in the 

past, as well as neuropsychological assessment and psychiatric evaluations for 

medication. Despite concerns about his growth, he is currently on a regime of Adderall 

managed by his pediatrician. He has a counselor at a local clinic who has known him for 

two years and also consults frequently with his parents. During the past three years he has 

also had In-home Therapy, Intensive Care Coordination (ICC), and Therapeutic 

Mentoring at various points through his MassHealth plan. While in ICC, Jacob's family 

was connected with a Family Partner who has continued to work with them even since 
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graduating from ICC eight months ago. ICC helped to bring together all the known 

information from Jacob's complex history, to prioritize the family's goals for treatment, 

and to organize a plan of care that coordinates multiple services and supports (including 

medical services, Crisis Intervention, and CBAT discharge planning), putting the family 

in the driver's seat as much as possible. The family continues to work on the goals 

although no longer actively involved in ICC. The goals include: repeating Jacob's 

neuropsychological evaluation and meeting with the school to consider plans to help him 

catch up on critical academic skills; finding positive social and peer supports through 

sports, church and extended family; reevaluation of his medication on a regular basis. 

The family considers their Family Partner to have been one of the most significant 

components of the CBHI system in helping them learn to be empowered consumers who 

understand how to communicate effectively with other system partners, becoming as a 

result more independent and self-sufficient in managing Jacob's care. 

 Commentary on integration with Jacob: 

Jacob is a boy with moderate acuity, high complexity, and a fairly strong support system. 

He is likely to have significant emotional / behavioral challenges during every major life 

transition or period of loss. Although he has had some medical concerns relating to his 

short stature, most of his medical services have been behavioral health services, and his 

care has been coordinated primarily by behavioral health providers (previously ICC and 

Family Partner, currently outpatient therapist and Family Partner).  

The care coordination that integrates medical and behavioral care for Jacob is based on 

the model of CBHI services for MassHealth members (age birth to 21).   Intensive Care 

Coordination provides a high level of care planning and care coordination, referring to 

other services for treatment. When the child's need for intensive planning and 

coordination declines, this function can shift to another level of care (such as outpatient, 

in Jacob's case). In this model the PCP is an important partner in the process, while the 

locus of planning and coordination lies outside the PCP. Strengths of this model include 

the ability to deal with children and families with very complex needs (cultural and 

linguistic competence, crisis management, extensive efforts to engage the family and 

natural supports, liaison with state agencies and schools), and a very strong emphasis on 

culturally-informed family-driven care. The use of an external organization which is 

dedicated to care coordination and provider Family Partners gives the PCP an enormous 

resource for supporting and following the most complex and high risk children and their 

families. Challenges inherent in this model include the fact that it is not currently 

supported by commercial payers, the systemic need to train more behavioral health 

workers in the novel and demanding model of Intensive Care Coordination, and the need 

for primary care to develop relationships and role understanding to work effectively with 

external care management entities.  

▪ Summary comments  

These vignettes suggest that there is no single model of primary care and behavioral 

health care integration that addresses all levels of need for treatment and care 

coordination. A co-located behavioral health clinician in a primary care practice is 

convenient for the PCP and can help with the large number of PCP clients who need a 
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relatively light level of behavioral health intervention and coordination. Depending on the 

population served by the practice, however, there will be a segment whose needs are not 

fully met by this model. This includes children and families who need services mobilized 

intensively and quickly, and children with long-term needs for coordination of care for 

complex needs. Cultural complexity and caregiver impairment also create needs that are 

not easily met by brief intervention.  

As a result, care coordination, which is the key process for integrating care, cannot be 

defined by its physical location. PCPs will need to be able to develop effective 

relationships with family therapy teams and with care management entities to support a 

significant portion of their patient populations. Internally located behavioral health 

clinicians can facilitate those relationships but cannot take their place. External care 

management resources will help PCPs with family engagement, with mobilization of 

appropriate levels of treatment and care coordination resources, and with community 
engagement to meet families' non-medical needs.   
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ATTACHMENT B: 

 

MA Child Health Quality Coalition 
Communication and Confidentiality Task Force 

 

Suggestions for the Behavioral Health Integration Task Force Recommendations  
on Confidentiality/Privacy Issues 

(3-18-13) 
 
The MA Child Health Quality Coalition has an active Communication and 

Confidentiality Task Force created to support its work promoting improved care 
coordination for children in Massachusetts, including addressing special issues 
for children with behavioral health needs. 

 
Task Force Objective: Support effective communication between and 

among those who make up the child’s “coordination network”, 

while addressing issues of confidentiality. 
 
This Task Force has been identifying issues impacting communications and 
confidentiality across the Coalition’s different stakeholder groups and identifying 

resources that can help in addressing those issues.  Based on the task force 
work to date, the following recommendations for confidentiality and privacy 
considerations should be considered: 

 
(1) Identify the set of information different members of the care team need 

to ensure the child’s safety and ensure appropriate treatment and 

follow-up care.  Limiting the set of information that is shared is fundamental 
to addressing privacy/confidentiality. 

 

(2) Build rigor into the process of obtaining signed release forms to ensure 
they reflect true “informed consent” while promoting information 
transfer. 

- Release forms should include a time dimension to protect against sharing 
information that is no longer relevant as the child ages.   

- Provide guidance on the confidentiality protections that exist under the 

different federal, state and local laws governing treatment of minors (HIPAA, 
FERPA, etc.).  

- Strategies that encourage information sharing (e.g. “opt out”) still need safe 

guards that ensure informed consent. 
- Special issues of confidentially must be considered for adolescents 
- Peer networks offer important opportunities to support youth in 

understanding privacy protections and promote strategic sharing  
 
(3) Sharing behavioral health information with families/youth can improve 

accuracy and patient safety.   
 
(4) Look at privacy as a whole, not just within electronic health records. 
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Recommendations on Confidentiality/Privacy Issues for Behavioral Health 

Integration 
Expanded Detail on CHQC Task Force Input from Child/Adolescent 

Perspectives 

 
Identify the set of information different members of the care team need to 
ensure the child’s safety and ensure appropriate treatment and follow-up 

care.  Limiting the set of information that is shared is fundamental to addressing 
privacy/confidentiality. 

- Leverage work already done that identifies the communication needs in a 

way that will transfer just enough information.  See for example:  
o Combined MCE Behavioral Health Provider/Primary Care Provider 

Two-Way Communication Form in use for children receiving services 

under the Children’s Behavioral Health Initiative. 
o Re-entry planning for students returning to school following 

hospitalization for a behavioral health crisis developed by the 

MetroWest Foundation/Framingham Public Schools and the Brookline 
Resilient Youth Team. 

o Boston Public Schools Superintendent’s Circular on Sharing Student 

Health Information that offers guidance including expressing all 

diagnoses, especially those related to mental health, as a functional 
diagnosis.  

- Provide specific training/guidance around what types of information 
pediatricians/MDs want and/or need from behavioral health providers and 
what types of information behavioral health providers need/want from MDs.   

o The Task Force puts special importance on improving information 
sharing  when a child is getting psychotropic meds prescribed by a BH 
provider, but the pediatrician is providing ongoing monitoring of the 

medication.  Sharing best practices in this area would be especially 
useful. 

 

Build rigor into the process of obtaining signed release forms to ensure 
they reflect true “informed consent” while promoting information transfer. 

- Release forms should include a time dimension to protect against sharing 

information that is no longer relevant as the child ages.  This is especially 
true for behavioral health care where there is often an evolutionary process 
in settling on the correct diagnosis. 

- Providers need training on how to explain the confidentiality protections that 
exist under the different federal, state and local laws governing treatment of 
minors (HIPAA, FERPA, etc.).  Best practices including scripts and 

checklists should be disseminated widely. 
- Strategies that encourage information sharing such as having sharing as the 

default with families signing only if they want to “opt out” need important safe 

guards that ensure enough context is shared that the families know what 
they are agreeing to. 
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- Special issues of confidentially must be considered for adolescents, 
including how and when to transition from having their parent/proxy as the 

signer and also addressing the sensitivity in putting a diagnosis or 
confidential services delivered to a teen into the medical record to avoid 
being seen by the teen’s family.  Suggestions for how to document that, so 

that payers can have a record, and other providers can become aware, 
without risking release of confidential information would be helpful.   
o See for example issues raised in the MCPAP/DPH BSAS alcohol and 

substance abuse screening toolkit 
www.mcpap.com/pdf/CRAFFT%20Screening%20Tool.pdf, p. 15-16. 

- Peer networks offer important opportunities to support youth in 

understanding privacy protections that exist in different settings and promote 
strategic sharing that identifies what is appropriate information to share  

 

Sharing behavioral health information with families/youth can improve 
accuracy and patient safety.   

- Adolescents and families often do not see a lot of the information that is in 

their behavioral health records as well as information that is shared among 
staff at the primary care provider’s office and with the medical care team.  
Having providers consistently share information with the youth/family should 

be viewed as a fundament component to protecting patient safety and 
preventing sharing of incorrect information.   

- Share best practices where youth have been empowered to review their 

medical records.  
 
Look at privacy as a whole, not just within electronic health records. 

- New modes of communication (remote servers, email, the cloud…) offer 
important opportunities to improve communication among disparate 
members of a child’s care team.  Strategies for promoting effective use of 

these technologies should be part of the recommendations.  
- Still, it is important to recognize that electronic medical records make it so 

easy to share without thinking, so suggestions for how to ensure that only 

minimally necessary information is generated from an EHR, that still allows 
providers to take advantage of the ease of electronically generating 
records/forms, are crucial. 

 
References available on request.   

Please contact Val Konar, staff lead for the MA Child Health Quality Coalition 

Communication and Confidentiality Task Force: valerie.konar@state.ma.us 
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