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Discussions about consultation models in pediat-
ric psychology have historically focused on inpa-
tient consultation-liaison work with children who
have acute and chronic illnesses. Yet, less than
20% of pediatric patients have chronic health
conditions, and most children will be seen by a
medical provider at least annually in an outpa-
tient—either primary care or specialty—clinic
(Stancin & Perrin, 2014). Moreover, develop-
mental, behavioral, and emotional problems in
youth are common in primary care settings (as
many as 25% have diagnosable conditions that
cause functional impairment), but most do not
receive effective specialty mental health services
(Stancin & Perrin, 2014). As a result, outpatient
primary care settings provide a unique opportu-
nity for effective consultation, assessment, and
intervention in a medical context that reaches
beyond traditional inpatient-based models.
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A child born in the United States is expected to
see a pediatric primary care provider (PPCP)! a
minimum of 27 times by the time they turn 18,
including annual visits after their third birthday
(AAP, 2017). This affords an opportunity for lon-
gitudinal contacts that can promote and facilitate
trust and open communication between the patient,
family, and PPCP, and the medical provider can
assess the child’s development, health status,
mood, and functioning over time. Unfortunately,
there are many barriers that can impede the effec-
tiveness of the PPCP’s interventions. There are
conflicting priorities in pediatric primary care,
including pressure to increase visit volumes,
expanding anticipatory guidance and developmen-
tal screening recommendations, and increasing
demands for documentation. Many children will
present to their pediatric visits with a psychosocial
or behavioral health concern, yet inadequate prep-
aration of PPCPs to address developmental and
behavioral concerns of children is a well-known
problem (McMillan et al., 2018).

Momentum for a central presence for behav-
ioral health providers in primary care settings
was advanced by recent changes in health-care

"'We use “PPCP” to refer to a medical practitioner assum-
ing the role of pediatric primary care provider, coordinat-
ing all the health care that the patient receives. In the
United States, PPCPs are usually pediatricians, family
medicine physicians, advance practice nurses, nurse prac-
titioners, or physician assistants.
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legislation, especially the passage of the
Affordable Care Act (Patient Protection and
Affordable Care Act, 2010) which recognized the
importance of addressing behavioral health con-
ditions for improving health outcomes of the US
population and reducing overall costs. Health-
care redesign efforts have shifted the culture of
[pediatric] health care to focus more on quality
and health outcomes, emphasizing contributions
of integrated, team-based care to facilitate real-
time communication and an interdependence on
complementing expertise in the treatment of pri-
mary care patients (Tynan, 2016).

Research has shown that at least half of adult
mental health problems are present by the age of
14 years (Kessler et al., 2007), and there is often
a gap of more than 10 years between onset of
symptoms and treatment—especially for chil-
dren, as most individuals did not have contact
with mental health resources until early adult-
hood (Wang, Berglund, Olfson, & Kessler, 2004).
This combination of systemic, logistical, and
training issues creates an environment in which
psychosocial concerns may be missed or inef-
fectively addressed during primary care visits,
and thus, many of these issues will progress
into significant mental health problems later in
children’s lives.

Consider the following case scenario:

An 11-year-old girl presents to her PPCP for
routine well-child care and is accompanied by her
father. During her annual visit, the PPCP notes
that, since her last visit, her weight and body mass
index (BMI) have increased significantly, and she
is now within the range for pediatric obesity. It is
also revealed that her parents divorced within the
vear, and they share custody of her and her
younger brother. The PPCP is concerned that her
weight for height growth curve is rising sharply
and notes that her mood and affect appear flat-
tened. The father appears irritable and over-
whelmed, and the PPCP is unsure how best to
make recommendations about the girl’s weight
and inquire about her mood.

Imagine the trajectories for the child above in
each of the following scenarios. In one (and most
typical) scenario, the PPCP would focus primar-
ily on the medical issues presented in the visit

and offer an outside community referral to the
father for psychosocial or mental health services.
In a second scenario, the family and PPCP has
access to a behavioral health team member who
can provide a curbside consult or even work
directly with the family during the well-child
visit to begin a therapeutic intervention. There is
evidence that a family is twice as likely to initi-
ate treatment and seven times more likely to
complete treatment when services are provided
onsite, as in the second scenario (Kolko et al.,
2014).

Until very recently, conversations around inte-
grated primary care have focused on the “why”—
descriptions of the need and evidence that
behavioral health practitioners in integrated pri-
mary care may be an effective way to address child
behavioral health issues (Stancin & Perrin, 2014).
“How” to best address issues by way of possible
models to effectively integrate behavioral health
specialists have also emerged (Stancin, 2016). In
this chapter, we suggest that it may be time to shift
conversations to ‘“what” works—to determine
what evidence-based or informed models can be
best adapted to primary care settings and evalu-
ated. Which developmental, behavioral, and social
screening methods, assessment strategies, and
behavioral interventions can be effective in inte-
grated primary care? We will touch on the why,
how, and what in this chapter as we explore mod-
els and current evidence in the field of pediatric
integrated primary care.

Models of Application

More than half of primary care visits have pri-
mary or underlying psychosocial origins, which
have compelled health-care systems and policy-
makers to consider ways to address these needs
(Collins, Hewson, Munger, & Wade, 2010).
Integrated primary care can be traced as far back
as the 1970s to a health system in New York state
and has steadily gained momentum since the
early 1990s, especially in family medicine and
military settings (Blount, 2015). There have been
many advances since those first days of integrated
practice, and the current models of integrated
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primary care exist along a continuum, from coor-
dinated care to fully integrated practice (Stancin,
Perrin, & Ramirez, 2009).

In practices relying on coordinated or consul-
tation models of care, PPCPs seek consultation
by mental health professionals and may share
patients. Often, these two sets of professionals
are in separate locations, and communication
occurs via written, telephone, or electronic cor-
respondence, usually following a visit with the
patient/family. An example of coordinated care is
the Massachusetts Child Psychiatry Access
Project (MCPAP), which provides telephone hot-
line, staffed by a care coordinator who accepts
the referral and assigns to either the dedicated
child psychiatrist or psychotherapist (Collins
et al., 2010; Sarvet et al., 2010). Education and
resource support are also available. Practices
without immediate or ready access to behavioral
health providers (whether because of a lack of
providers in a region or other factors) may find
opportunities to improve care using coordinated
model resources.

New videoconferencing/telehealth approaches
have emerged as an effective means of delivering
coordinated and collaborative care. Telehealth, or
the practice of delivering health care via digital
(e.g., telephone, Internet) mediums, is an
approach that has been utilized in health care in
some form for over 50 years but has more recently
been formalized to include the direct delivery of
medical, preventive, and public health interven-
tions delivered remotely (Doarn et al., 2014).
Within a primary care framework, the Extension
for Community Healthcare Outcomes (ECHO)
model uses a hub and spoke model, where a cen-
tralized training center (“‘superhub”) aids in the
creation of a regional hub made up of interprofes-
sional team that provides remote simultaneous
consultation and support to satellite sites
(“spokes”) around a particular issue or problem
(Hager et al., 2018). This model has demon-
strated a variety of valuable outcomes, especially
in rural and underserved areas; some examples of
positive outcomes include increases in special-
ized treatment around opioid use disorder and
decreased emergency use utilization (Hager
et al., 2018). Fleischman et al. (2016) demon-

strated that when PPCPs in one rural setting
added a telehealth visit with an obesity specialist,
patient BMIs were reduced and maintained.
Importantly, however, insurance providers may
not reimburse for remote care delivery or time
spent consulting with remote interprofessional
team members, which may disincentivize institu-
tions and practitioners with high revenue and
clinical productivity expectations. However,
payor networks may find that telehealth may
have significant benefits once bundled payments
and value-based care are the industry standard
(Hager et al., 2018).

Colocated care practices involve closer col-
laboration among PPCPs and behavioral health
providers and imply that professionals share a
physical space. Often, the mental health profes-
sional occupies an office in the pediatric practice
or close to it. There may be shared electronic
health records and/or office staff. Key advantages
of colocated models include familiarity of the
setting and easier communication between pro-
viders. In addition, colocated models may also
offer greater control over scheduling and there-
fore may be attractive if fiscal predictability is a
priority to practices.

Finally, behavioral health integration is care
resulting from a practice team of primary care
and mental health professionals working together
to care for the whole child in the context of the
family, school, and community (Stancin & Perrin,
2014). Integrated care implies communication
about treatment planning, and progress occurs in
real time and face to face, often during the actual
clinic visit (Stancin & Perrin, 2014). This allows
for collaborative case conceptualization and
treatment planning gears to turn quickly.
Integrated care assumes that for any problem,
patients have come to the right place—that there
is no wrong door. Care may address mental
health, developmental disorders, health behaviors
that contribute to medical conditions, life stress-
ors and crises, stress-related physical symptoms,
or ineffective patterns of health-care utilization.

The MetroHealth Model is a mature pediatric
integrated care practice within an academic med-
ical center. Pediatric psychologists and psychol-
ogy trainees (interns and postdoctoral fellows)
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are present to staff all primary care, specialty
care, and urgent care clinic sessions and work
collaboratively with attending pediatricians and
pediatric resident physicians. Psychology staff
provide “warm handoffs” (a transfer of care
between the PPCP and psychologist that occurs
in front of the patient and family), same-day and
follow-up brief, problem-focused assessments
and treatments, and risk/suicide assessments. The
focus of attention varies greatly (e.g., develop-
mental screening follow-up, ADHD, adjustment
to medical conditions, family trauma, depression,
sleep problems, self-harming behaviors, to name
a few). Psychotropic medication consultation
with a child and adolescent psychiatrist or
developmental-behavioral pediatrician may be
requested after a psychology provider and PPCP
evaluate a child (Marwaha et al., 2017).
Utilization data over a 6-month period indicated
that 71% of psychology patient interactions
resulted in billable encounters (Pereira, Wallace,
Brown, & Stancin, 2016).

While not yet adapted for use with a pediatric
population, a variation of the integrated care
model has come be known as the “collaborative
care model.” The most well-known collaborative
care model in adult primary care is the Improving
Mood-Promoting Access to Collaborative
Treatment (IMPACT) model (Collins et al., 2010;
Uniitzer et al., 2001). The IMPACT model was
borne out of a need to address depression in older
patients with chronic medical problems who
were not following through on psychiatry refer-
rals and were not receiving mental health care.
The IMPACT model uses a stepped approach to
augment standard primary care with an embed-
ded behavioral health-care manager who assists
with screening, tracking, and guiding treatment
toward an antidepressant medication and/or psy-
chotherapy. An essential element to this model is
availability of a psychiatrist to provide caseload
consultation to the care manager who coordinates
services with patients and the PCP (Hegel et al.,
2002; Uniitzer et al., 2001).

Building on the collaborative care framework,
Richardson et al. (2014) implemented the
Reaching Out to Adolescents in Distress (ROAD)
intervention to address depression in adolescent

patients. Teenagers from pediatric primary care
practices were telephone-screened for depression
using the PHQ-2. Eligible participants who met
depression criteria after further assessment were
randomized to intervention or control groups. For
the intervention condition, the adolescents and
their families were empowered to engage in
ongoing choices around treatment (e.g., medica-
tion alone, cognitive-behavioral therapy (CBT)
alone, medication/CBT combination). Notably,
all intervention participants’ depression scores
were monitored, and changes in intervention con-
dition or dose were recommended based on these
dynamic scores. In the control group, patients
received care as usual along with a supplemental
letter recommending treatment and summarizing
the results of the telephone depression interview.
Results indicated that the collaborative care inter-
vention led to significant decreases in depression
symptoms over 12 months compared to the con-
trol group (Richardson et al., 2014).

Strategies and Challenges
in Implementation

Regardless of which integration model is selected
for a primary care practice, appropriate and
seamless introduction and application of a new
care model is not always intuitive. Medical prac-
tices and hospital systems vary in their culture of
integration and communication between medical
and mental health professions. Irrespective of the
setting, there are components that are crucial to
integrated care and issues that can complicate
implementation.

SAMHSA underscores four components that
are critical to successful integration: leadership
and organizational commitment, team develop-
ment, team process, and team outcome
(SAMHSA, 2014). Additionally, the
Interprofessional Education Collaborative (IPEC,
2016) promotes four core values that are neces-
sary in interprofessional collaboration: values/
ethics for interprofessional practice, roles/
responsibilities, interprofessional communica-
tion, and teams/teamwork. Each competency has
several sub-competencies, and these competen-
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cies are grounded in family- and patient-centered
care that is community- and population-oriented.
In pediatric integrated primary care practice,
each of these competencies has very real implica-
tions. Integrated care teams need to discuss com-
mon values/ethics considerations that may impact
the team practices, e.g., how confidentiality will
be maintained, how team members ensure they
are practicing within the scope of their expertise,
and how both provider and patient issues of
diversity are understood and respected. Similarly,
understanding team roles and responsibilities is
critical. Patients and families deserve to under-
stand who is contributing to their care and in
what way. Additionally, team members should be
clear with each other who is responsible for what
aspects of care and capitalize on the wide scope
of skills and competencies that are present in the
team. The communication competency highlights
the need to strive for clear, universal language
and content, both inside of the team and when
discussing plans with patients and families.
Finally, teams/teamwork involves reviewing the
team dynamics and outcomes to understand how
the team effectiveness may be improved (IPEC,
2016).

Consider how these four competencies are
fundamental to an effective warm handoff: a
clear presentation of the potential problem (com-
munication, values/ethics, and roles), a plan for
who will follow up with further assessment and/
or treatment (roles, communication, and team-
work), and how the plan is established and shared
with the patient and family (values/ethics, roles,
communication, and teamwork). Additionally,
having a consistent message for the patients and
families is also a very important factor. If a parent
arrives to a pediatric clinic visit and then is
offered an opportunity to speak to a mental health
professional, the style, tone, and content of how
that is communicated will likely determine the
receptivity (“buy-in”) of the families to this ser-
vice. Financial issues may also present an obsta-
cle to the delivery of mental health services.
Health-care systems may charge separate fees on
top of the cost of the visit per professional seen
that day. If this is not communicated to the fam-
ily, or the health-care system has not developed

solutions to this potential barrier, families may be
surprised to discover they have unexpected con-
sultation bills added to their visit and decline fur-
ther behavioral health services.

Integrated primary care models aim to iden-
tify, triage, and treat (when appropriate) behav-
ioral health issues. There is no universal gold
standard for effective integrated pediatric pri-
mary care. For example, coordinated care and
colocated models may be preferred in settings
where resources are limited, especially when
considering space and time/clinical flow factors.
Settings in which the organizational and/or clinic
cultures promote and facilitate collaboration
between medical and behavioral health practitio-
ners [and trainees] are more likely to have suc-
cess. Yet, other settings may have systemic and
logistical barriers that require creativity in imple-
menting an integrated care model. To address
these issues, a number of important consider-
ations should be considered. How easy it is for
interprofessional team members to readily access
one another? Do medical and behavioral health
providers practice alongside each other to help
facilitate impromptu conversation and “curbside”
consultations? If not, what other modes of expe-
ditious access are available: encrypted texting,
telemedicine, email, and regularly scheduled
interdisciplinary team meetings? Developing a
business model for a sustainable integrated care
program in the current health-care economic cli-
mate continues to be a challenge. However, the
creation of new collaborative care codes for
behavioral health integration has been developed
that may support some of the currently unreim-
bursed time spent participating in non-face-to-
face patient care, such as in treatment planning
collaboration, psychiatric consultation, and care
coordination (Centers for Medicare and Medicaid
Services, 2018).

The“Who” in Integrated Primary
Care

As highlighted above, integrated care models
vary widely and are predictably impacted by
economic, population, and health-care system
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variables. One important factor to consider is the
type(s) of professional that will be providing the
behavioral health arm of the team-based care.
There is a movement in the medical culture for
providers to practice at the “top” of their licenses,
with extenders (e.g., advanced practice nurses
and physician assistants) increasing patient
access to standard care and allowing physicians
to focus on more complex cases with higher
reimbursement potential (Moawad, 2017).
Similarly, in any given pediatric setting, there
may be a variety of behavioral health profession-
als (e.g., masters-level counselors and social
workers), child development specialists (e.g.,
child life), and health-care educators and provid-
ers (e.g., nurse clinicians, dieticians, health
educators). However, the unique skill sets offered
by these various disciplines are not always clear
to our interprofessional colleagues and system
administrators. Without a clear understanding of
the benefits related to the areas of unique exper-
tise of pediatric psychologists vs. nondoctoral
providers—as well as workforce availability—
practices may opt for less-expensive behavioral
health providers. Indeed, most studies examining
outcomes of collaborative care models have
described practices that rely on care managers or
other nondoctoral providers.

As a rapidly evolving subspecialty, pediatric
psychologists bring unique skills of benefit to the
primary care setting. In addition to providing evi-
dence-based training in screening, assessment,
and interventions, most pediatric psychologists
have specialized training in the program develop-
ment, evidence-based protocols, quality improve-
ment, health promotion, and adherence. They
often have training to provide supervision and
mentorship to interprofessional trainees, includ-
ing medical residents and other behavioral health
trainees (Stancin & Perrin, 2014). Integrated pri-
mary care practices may utilize psychologists in
leadership/supervision roles including the provi-
sion of support for more complex patient presen-
tations. It is essential that psychologists convey
the nature of our specialized training and skills so
they are afforded the opportunity to practice at the
highest levels of their licenses.

Clinical Practice Essentials

As we shift from theoretical models to actual
patient presentations in pediatric integrated pri-
mary care, consider that pediatric and adult pri-
mary care practices have distinct foci. While
adult integrated behavioral health care is respon-
sive and reactive to morbidity, pediatric mental
and medical health systems tend to focus some-
what more on early intervention and prevention
of chronic health problems and disease (Stancin
& Perrin, 2014). As a result, the types of prob-
lems encountered in pediatric primary care can
range from normalizing milestones and basic
behavior principles used to navigate typical child
development (e.g., sleep and toilet training, man-
aging tantrums) to addressing specific stressors
(e.g., bullying, learning problems, phobias), to
exploring emerging health issues with behavioral
origins (e.g., obesity, medication adherence), to
responding to acute risk and pathology (e.g., sui-
cide assessments, emerging psychosis).

Psychologists can play a critical role in
assessing and managing problems in pediatric
primary care and in other more specialized pedi-
atric clinics and emergency room settings.
PPCPs in primary care serve, in part, as medical
gatekeepers and decision-makers: they regularly
screen and assess medical/developmental con-
cerns, determine acuity, and facilitate admission
to inpatient medical settings as needed. In an
integrated primary and specialty care setting,
psychologists can serve a similar role, by screen-
ing for and assessing general psychosocial and
more urgent mental health concerns (e.g., sui-
cidal ideation, homicidal ideation, and self-
harm). Understandably, in order to function
within time and space constraints, efficiency in
identifying and triaging behavioral health needs
in the clinical setting is crucial.

Mental health issues account for more than
20% of visits in primary care (Cherry &
Schappert, 2014), and recent studies suggest that
nearly half patients in pediatric specialty clinics
screen positive for some mental health concern
(Shemesh et al., 2016). Data from the MCPAP
suggests that PPCPs generally accessed available
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behavioral health consultation for clarity on
diagnoses, community resources, medication
consultations, school issues, and mental health
crises (Sarvet et al., 2010). These data also high-
lighted the range of behavioral health presenta-
tions, including ADHD, common internalizing
and externalizing disorders, developmental disor-
ders, trauma, eating disorders, substance use, and
psychotic disorders (Sarvet et al., 2010). However,
this list does not include other consultations com-
mon in our own pediatric clinic, including sleep
issues, barriers to adherence, toilet training, and
feeding problems, among others. Specialized
training in applied child development, develop-
mental psychopathology, and the interconnected-
ness of physical and mental health is essential for
effective practice and endemic to the training of
most pediatric psychologists.

One of the challenges of integrated care is that
it does not fit traditional mental health models
used in training programs, and the setting, time
constraints, and logistical issues often require
adaptations of evidence-based interventions.
Several studies have demonstrated effectiveness
of adapted interventions to address behavior
problems, obesity, depression, and transdiagnos-
tic presentations in pediatric primary care
(Asarnow, Rozenman, Wiblin, & Zeltzer, 2015;
Fleischman et al., 2016; Richardson et al., 2014;
Weersing, Rozenman, Maher-Bridge, & Campo,
2012).

Suicide

One particularly urgent issue in pediatric primary
care is suicidality. Suicide currently represents
the second leading cause of death in 10- to
24-year-olds in the United States (WISQARS,
2017). In 2017, approximately 1 in 6 American
high school students reported that they had seri-
ously considered attempting suicide in the past
year, and 1 in 13 students reported that they had
attempted suicide in the past year (Kann et al.,
2018). In a traditional, nonintegrated outpatient
pediatric setting, patients who endorse suicidal

ideation in the pediatric visit are generally sent
urgently to an emergency room, where they can
wait many hours for a mental health assessment,
and many will be discharged home with a list of
referrals for mental health services (Doshi,
Boudreaux, Wang, Pelletier, & Camargo, 2005).
This process is not only inefficient and costly for
families and managed care providers, but it can
also be a stressful (Allen, Carpenter, Sheets,
Miccio, & Ross, 2003) and even traumatic expe-
rience for a young person to spend hours in a fast-
paced emergency department setting, watching
other psychiatric or critically ill or injured
patients.

In a fully integrated care setting, PPCPs con-
cerned about self-harm and suicidality can access
a mental health professional for an immediate
risk assessment and determination of acuity and
need (e.g., engage in safety planning and dis-
charge with appropriate supervision or facilitate
admission to an inpatient psychiatric setting).
One integrated care program (MetroHealth) dem-
onstrated that 90% of suicide/risk assessments
presenting in the primary care clinic resulted in
successful de-escalation of the crisis and a safety
plan outcome that did not require further emer-
gency room visits or inpatient psychiatric hospi-
talizations (Pereira et al., 2016).

When an inpatient psychiatric hospitalization
is deemed necessary, the outpatient primary care
team often needs to communicate the results of
the assessment to a psychiatric emergency room
team, who then conduct their own assessment,
and communicate results to an inpatient psychiat-
ric team. Upon discharge, the inpatient team
needs to communicate patient outcomes and coor-
dinate psychological follow-up with the outpa-
tient team. This last step is particularly important
given that patients are at higher risk for suicide in
the week immediately following discharge from
an inpatient psychiatric hospitalization. Pediatric
psychologists integrated in primary care clinics
can help to coordinate the difficult transition from
inpatient psychiatric hospitalization to outpatient
treatment by working closely with the inpatient
medical team.
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Acute and Chronic Health Issues

Psychologists in integrated care settings also col-
laborate closely with inpatient medical teams to
manage issues of adjustment and treatment
adherence for children with chronic and acute
medical conditions. Children with chronic medi-
cal conditions who face inpatient stays are dis-
charged for regular outpatient follow-up with
PPCPs and specialty care providers. Integrated
care psychologists can help families translate the
treatment recommendations of the inpatient med-
ical team into practically implemented strategies,
as well as to help the outpatient medical provid-
ers understand patient and family barriers and
potential resistance to implementing medical
advice and recommendations.

Young people managing chronic illness often
struggle to accept and adjust to symptoms, like
chronic pain, special diet, and restriction of daily
activities. Many young people with chronic med-
ical conditions report feeling hopeless and iso-
lated from peers, while others suffer anxiety
surrounding frequent medical procedures and
surgeries. Mental health professionals in outpa-
tient pediatric primary settings are in a unique
position to work to promote positive social, emo-
tional, and behavioral adjustment for patients
with chronic medical conditions.

Workforce Development

While health systems increasingly move toward
integrated models of care, mental health training
still largely focuses on traditional models of care.
In graduate school, psychology trainees typically
learn to provide traditional outpatient therapy
(i.e., weekly 50-min individual sessions with a
therapist) in an outpatient training clinic. Trainees
wishing to specialize in pediatric psychology
may choose to seek hospital-based training
opportunities to develop expertise in a medical
subspecialty (e.g., oncology, neurology, endocri-
nology) or to gain experience working in other
treatment settings (e.g., inpatient consultation-
liaison, psychiatric inpatient units). To date, few
programs offer such training opportunities in an

integrated care, leaving the mental health work-
force underprepared to meet the ever-growing
demand for integration. In fact, until relatively
recently, there were few generally agreed-upon
training competencies around which to build a
specialized training program. In 2012, the
American Psychological Association (APA) initi-
ated acall for the creation of an Interorganizational
Work Group to identify competencies for psy-
chology practice in primary care (McDaniel
et al., 2014) which were then further defined and
tailored for pediatric populations (Hoffses et al.,
2016). These competencies are important not
only to standardize training and best practices in
primary care but also serve to clearly identify
and differentiate the role of psychologists from
that of other behavioral health professionals in
primary care. Furthermore, they capture the mul-
tifaceted role of integrated primary care psychol-
ogists, including application and adaptation of
evidence-based clinical interventions, consum-
ing and producing research on integrated pri-
mary  care, building and  navigating
interprofessional relationships, training the next
generation of integrated primary care psycholo-
gists, and serving as leaders and advocates in the
community.

Many pediatric primary care settings incorpo-
rate interprofessional learners and supervisors at
varying levels. The inherent complexities in cre-
ating integrated care teams (complex and inter-
woven medical and behavioral health issues,
variety of training and practice cultures, and eco-
nomic and financial pressures of productivity and
reimbursement) underscore that training across
developmental levels of learners and practitio-
ners is critical to maintaining and cultivating a
responsive and effective, sustainable integrated
primary care practice.

Special Considerations
Facilitating Psychiatry Access
The national shortage of child psychiatrists has

created a high demand for pediatric psychophar-
macological intervention. Marwaha et al. (2017)
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piloted a model in which predoctoral psychology
interns embedded in pediatric primary care clin-
ics acted as access point to activate a formal psy-
chopharmacological medication consultation
with the collaborating pediatric psychiatrist. This
model aided in (1) extending pediatric psychiatry
service in the hospital, (2) preventing a bottle-
neck of referrals to outpatient psychiatry for sim-
ple medication requests, and (3) enhancing the
psychopharmacological knowledge of psychol-
ogy and pediatric residents (Marwaha et al.,
2017).

Culturally Informed Care

Studies suggest that African American, Hispanic,
Asian American, and Native American families
are less likely than White counterparts to utilize
traditional specialty mental health services, even
after accounting for symptom severity and other
socioeconomic factors related to service utiliza-
tion (Alegria et al., 2002). However, integrating
mental health services into primary care has been
shown to eliminate gaps between Hispanic
(Bridges et al., 2014), African American (Ayalon,
Aredn, Linkins, Lynch, & Estes, 2007), and
White adults’ access to and utilization of special-
ized mental health services. Spielvogle, McCarty,
and Richardson (2017) demonstrated effective-
ness in addressing anxiety and depression in
pediatric primary care, with the highest gains
among Hispanic populations. Furthermore, dis-
parities known to exist in the diagnosis and treat-
ment of developmental disabilities (e.g., autism
spectrum disorders) among minority children
(Zablotsky, Black, & Blumberg, 2017) may be
addressed through culturally sensitive develop-
mental screening facilitated by psychologists
integrated into pediatric clinics.

Resources

Pediatric psychology integration services should
be tailored to fit the features of the setting so ser-
vices may be organized differently for urban and
rural communities. In urban communities with

many mental health agencies and services to
choose from, an integrated care model may focus
on briefly addressing immediate patient concerns
and helping them to connect to long-term ser-
vices in the community. However, rural commu-
nities may have fewer community-based mental
health services, so options to refer to outside
agencies may be limited. Mental health providers
in the primary care setting may represent one of
the only mental health resources in a given area,
and patients often have to travel long distances
for specialty mental health services. Thus, in
rural communities, same-day consultation in the
primary care context may be preferable and more
accessible for families than traditional weekly
outpatient therapy appointments. It may also be
beneficial to consider ways of extending mental
health resources in a given area by using alternate
models of service provision, like telehealth psy-
chology, or by using trainees as extenders to
increase the number of available behavioral
health providers in the area. Families in urban
communities face their own barriers to care (e.g.,
reliance on public transport). Thus, in both set-
tings, mental health providers may need to be
flexible with attendance policies to allow patients
to easily reconnect with services even after
missed appointments.

Concluding Remarks

As we close, consider this account of a fictional
pediatric psychologist embedded in an inte-
grated primary care clinic and how it highlights
the variety of consultative roles required in a
single day:

Dr. Gomes starts her day by meeting with hos-
pital administrators to discuss reimbursement
rates and current billable services for psycholo-
gists integrated into primary care. Later that
morning, the pediatric endocrine specialist
requests a consultation for an 8-year-old boy
with diabetes who was recently discharged to the
outpatient endocrine team after a prolonged
inpatient admission for diabetic ketoacidosis. Dr.
Gomes helps the endocrine team to assess barri-
ers to adherence and helps to increase the fami-
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ly’s motivation to engage in effective care for the
boy’s diabetes. Dr. Gomes then observes a pred-
octoral psychology resident responds to a consult
request in primary care for a 6-year-old patient
presenting with tantrums, language delays, and
difficulty with sleep onset. After the visit, Dr.
Gomes discusses the management of the case
with the psychology and pediatric resident,
including how the communication of the consult
was handled with the family and if the team felt
that they were effective in meeting the needs of
this patient and family. During lunch, Dr. Gomes
delivers the weekly Pediatric Department Grand
Rounds about the management of adolescent
depression in primary care. As she returns to
lunch for the afternoon pediatric clinic, Dr.
Gomes receives a request for a consult regarding
a 17-year-old patient with chronic daily head-
aches. During the visit, the patient endorses
symptoms of hopelessness and anhedonia and
makes a “joke” to Dr. Gomes that she would be
“better off dead.” Upon further assessment, the
patient admits to acute suicidal ideation, with a
specific plan and access. Dr. Gomes works jointly
with the PPCP and the emergency department
team to facilitate admission to the inpatient psy-
chiatric unit. To wrap up the day, Dr. Gomes
meets with her hospital’s PPCPs to discuss how
to use available trauma screeners to screen and
identify children at risk for trauma in the growing
Puerto Rican community moving into the city
after the devastation left by Hurricane Maria.
Compared to traditional inpatient-based mod-
els of pediatric psychology consultation, inte-
grated primary care affords an opportunity to
screen, assess, triage, and intervene across a wide
range of physical, developmental, behavioral,
academic, mental health and psychosocial issues.
With access to children presenting along a con-
tinuum of health and functioning, integrated
pediatric primary care psychologists are afforded
the opportunity to consult within primary care
teams, teach and train interprofessional learners,
and apply [adapted] evidence-based interven-
tions to prevent and address pathology. Research
on “what” developmental, behavioral, and social
screening methods, assessment strategies, and

behavioral interventions can be best applied to
address problems in primary care settings is
needed but is emerging.
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