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Abstract
Background Collaborative pediatric mental health and primary care is increasingly

recognized as optimal for meeting the needs of children with mental health problems. This

paper describes the challenges faced by freestanding specialty mental health clinics and

pediatric health practices to provide such coordinated mind-and-body treatment. It

describes critical elements of a proactive approach to achieving collaborative pediatric care

under real-world circumstances using the patient-centered medical home neighborhood

(PCMH-N) model.

Objective The current study evaluates the field test of the practitioner-informed model to

facilitate interdisciplinary collaboration (PIM-FIC), a systematic approach to improving

inter-professional collaboration by building relationships and enhancing communication

between pediatric mental health and primary care practices.

Methods Thirty-nine providers at two mental health and two pediatric primary care

practices participated in a pilot project and completed surveys prior to and following their

participation. Key informant interviews were also conducted prior to the project.

Results Participating practitioners’ survey and interview responses indicate that the

quantity and quality of communication between pediatric mental and medical health care

providers increased post-project, as did satisfaction with overall collaboration.

Conclusions Improving relationships and communication are first steps in building the

infrastructure to support effective coordinated care. Project results highlight practical and

easily implemented strategies that pediatric mental health and primary care practices can

take to strengthen their collaboration. Findings also suggest a need for collaborative care
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policies and competencies for child mental health providers working in freestanding

practices within the PCMH-N.

Keywords Collaborative care � Communication � Interdisciplinary relationships � Mental

health care � Pediatric primary care

Introduction

Pediatricians want and need mental health colleagues with whom they can collaboratively

care for their patients in a coordinated and effective manner (e.g., Foy and Perrin 2010).

While an increasing number of pediatric practices include co-located behavioral health

professionals who conduct brief assessments and interventions, children requiring more

intensive or long-term treatment benefit from referral to specialty mental health providers

who generally practice in separate locations from pediatric medical primary care sites

(Nash et al. 2013; Pomerantz et al. 2014). However, working in physically separate

locations can pose significant barriers to timely and efficient inter-professional collabo-

ration and communication. Unlike the practice guidelines that have been developed for use

by behavioral health providers practicing in primary care settings (Alexander et al. 2010),

specific strategies and practical tools that specialty child mental health providers working

in freestanding practices can use to facilitate and enhance systematic collaborations with

the medical providers practicing in their communities have not been well developed or

empirically tested in community settings. The purpose of this project, therefore, was to

develop and preliminarily test a systematic model for facilitating collaboration between

free-standing pediatric and mental health practices.

The current paper, therefore, goes beyond describing the barriers to inter-professional

collaboration and reports on the field test of the practitioner-informed model to facilitate

interdisciplinary collaboration (PIM-FIC), a proactive and practical approach to addressing

barriers to achieving collaborative mental health care under real-world circumstances

consistent with the patient-centered medical home neighborhood (PCHM-N) model and the

tenets of relational coordination (Gittell 2000). The PIM-FIC aims to dismantle isolated

practice models and foster collaborative mental health and pediatric partnerships by

building interdisciplinary relationships and improving communication practices. Further,

rather than reflecting the perspectives of one discipline, as much of the current literature

tends to do (e.g., Beacham et al. 2012; Brucker and Shields 2003; Massa et al. 2012;

Williams et al. 2005), a critical strength of the PIM-FIC is that the guidelines and strategies

were responsively developed from feedback provided by both the mental health and

pediatric primary care providers participating in the project to meet their specifically

identified needs and preferences.

Collaborative Care for Children: From Medical Home to Medical
Neighborhood

There is increasing recognition of the advantages to addressing children’s behavioral and

mental health needs within primary care. Approximately 10–25 % of the 74 million

children younger than 18 in the United States (Howden and Meyer 2011) experience

mental health problems (Costello et al. 2003; Ford et al. 2006; Jellinek 2013), and most of

these youth are seen by pediatric primary care providers (PPCPs) (Bloom et al. 2013). The
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American Academy of Pediatrics (AAP) therefore recognizes that pediatricians must attend

to mental health issues as part of their ongoing care of children (American Academy of

Pediatrics 2009, 2014). Furthermore, guidelines and standards for the patient-centered

medical home (PCMH) require that pediatric primary care providers not only identify and

deliver early intervention for mental health concerns, but also coordinate and oversee the

ongoing provision of their patients’ mental health care (National Committee for Quality

Assurance 2014).

Most pediatricians do not wish to be solely responsible for the treatment of mental

health problems (Pidano et al. 2011; Stein et al. 2008) and thus seek mental health pro-

fessionals with whom they can consult and to whom they can refer their patients. Even if a

practice has an in-house mental health practitioner who provides behavioral health inter-

ventions such as consultations and brief courses of treatment, the needs of children whose

mental health challenges are complex and severe are generally best met by referral to

specialty mental health providers for intensive and/or long-term treatment (Nash et al.

2013; Pomerantz et al. 2014). Therefore, specialty mental health psychologists in the

community serve a valuable role for meeting the collaborative care requirements of the

PCMH.

However, the PCMH model does not address the changes to the infrastructure of spe-

cialty mental health practice that are needed to implement greater communication and care

coordination among mental health and primary care providers. (Huang and Rosenthal

2014). Collaborative care between separate practice sites requires purposeful communi-

cation, because chance meetings ‘‘in the hallway’’ are not possible and regular staff

meetings at each practice only include onsite providers. Inter-professional relationships

must be initiated, nurtured and sustained despite limited (if any) points of personal contact.

An extension of the PCMH, the Patient-Centered Medical Home Neighborhood

(PCMH-N) is a promising framework developed in the healthcare arena to address col-

laboration by primary care and specialty providers (Fisher 2008; Pham 2010). While the

medical home focuses on the processes and components of quality primary care, the

medical neighborhood concept provides guidance and structure to relationships between

primary care medical home providers and specialists, hospitals, and other clinicians and

facilities that make up the healthcare and larger community service system (American

College of Physicians 2010; Fisher 2008; Pham 2010; Taylor et al. 2011), and therefore

can inform the work of pediatric mental health and primary care clinicians practicing in

separate settings but needing to collaborate in the care of shared patients. Core components

of effective inter-professional relationships in the medical neighborhood include: bi-di-

rectional communication, timely consultation, effective flow of information across care-

givers, and the development of formal agreements to guide communication, coordination

and co-management (American College of Physicians 2010; Taylor et al. 2011).

Improving Collaborative Practice

The concept of relational coordination (RC) can also guide efforts to improve inter-pro-

fessional collaborative practice (Gittell et al. 2013). First developed in the aviation

industry, RC posits that the two connective elements of relationships and communication

are essential to effective shared task completion among individuals participating in

interdependent, uncertain and time-constrained work settings such as patient care (Gittell

2000).
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Fostering Collaborative Mental Health-Medical Partnerships by Building
Relationships

With some notable exceptions, the fields of mental health and medicine have historically

engaged in separate education, training, and treatment approaches (Kessler et al. 2009). This

separation has fostered a lack of understanding of each other’s activities that impedes providers’

ability to work together (Kainz 2002). Building these relationships and fostering understanding

of the other’s professional culture contributes to enhanced communication and referrals, dis-

mantling a key barrier to collaboration between primary care and specialty mental health.

Physicianswho have a relationshipwith amental health provider engage in greater coordination

of care, report greater availability of consultation and communication with psychiatric provi-

ders, and greater availability of telephone consultation with non-psychiatric mental health

providers (Pfefferle et al. 2006; Pidano et al. 2014). A survey of 48 PPCPs revealed that

although 73 %of providerswere aware ofmental health resources in the community, only 42 %

could identify a specialist with whom they could consult (Pidano et al., 2011). Clearly, being

aware of providers who can offer treatment resources is different from actually having a

collaborative relationship with them. Noteworthy is the fact that 85 % of PPCPs stated they

would be interested in a formal relationship with a mental health professional.

Enhancing Collaborative Mental Health-Medical Partnerships by Improving
Communication

Studies of physician referral patterns and barriers to integrated care highlight the need for

improved bidirectional communication once a mental health need has been identified

(Kainz 2002; Pidano et al. 2011; Sarvet and Wegner 2010; Williams et al. 2005). Insuf-

ficient communication interferes with the continuity and coordination of care, and ulti-

mately compromises treatment outcomes (Williams et al. 2005). While communication is a

challenge amongst all primary care and specialty providers (Stille et al. 2006), the gaps in

the information that flows between primary care and mental health practitioners appear to

be especially problematic (Foy and Perrin 2010; Williams et al. 2005; Yuen et al. 1999).

Surveys of pediatricians consistently reveal that they do not receive sufficient information

from mental health clinicians to whom they have referred their patients (Gerdes et al. 2001;

Ross et al. 2011; Williams et al. 2005). Additionally, pediatricians report that they provide

information to mental health providers on referred patients less than half of the time (Ross

et al. 2011; Yuen et al. 1999), and mental health providers report that they are frequently

the initiators of collaborative contacts (Brucker and Shields 2003). However, to our

knowledge no studies have been published that attempt to identify barriers to information

exchange from both the mental health and primary care providers’ perspectives. In a recent

study of the co-management of pediatric depression and anxiety, communication between

mental health and primary care providers occurred for only 6 % of patients, despite the

inclusion of communication templates (in the absence of relationship-building compo-

nents) in a pediatric toolkit (Rubin et al. 2014). Nevertheless, providers in both professions

agree that regular contact is important for optimal patient care (Miller et al. 2004).

Complex state and federal privacy laws, time constraints, and lack of reimbursement for

communication outside of patient visits are a few of the well-documented barriers to inter-

professional communication (American Academy of Pediatrics 2012; Knowles 2009). Addi-

tional barriers are the differing expectations regarding frequency of communication (‘‘need to

know’’ vs. routine updates) and the content of information to be shared (diagnosis and
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treatment plan vs. detailed summaries of treatment) that results from the separate, or ‘‘siloed,’’

approach to training and practice of mental health and medical professionals. Although

‘‘communication toolkits’’ consisting of sample letters and forms that can be used to enhance

collaboration have been developed and recommended previously by both psychologists

(Ruddy et al. 2008) and pediatricians (American Academy of Pediatrics 2010), standardized

and efficient collaborative communication policies and practices that detail what information

to share, and when, are largely non-existent. This inhibits the collaborative practices between

specialty mental health and primary care providers unlike the standardized practices that occur

between primary care and most other health specialists (Massa et al. 2012).

Case Study in Collaborative Mental Health-Medical Care: The PIM-FIC
Project

Researchers at the University of Connecticut Health Center, Department of Psychiatry

developed the practitioner-informedmodel to facilitate interdisciplinary collaboration (PIM-

FIC) as a project grounded in research on the core elements of relational coordination (Gittell

2000) and designed to address the collaborative care needs of bothmental health and pediatric

primary care providers working in the PCMH-N. The goal of PIM-FIC was to responsively

create tools for establishing andmaintaining enhanced relationships and timely, efficient, and

effective communication between children’s specialty mental health and pediatric primary

care providers. Themodelwas based on the premise that relationships and communication are

the two connective elements upon which collaboration is based, and therefore the mecha-

nisms of change by which collaboration can be enhanced. The project consisted of two

phases. The first phase utilized surveys and key informant interviews to elicit from both

mental health and pediatric providers information about current practices, needs, and pref-

erences. In the second phase, researchers used this information to inform the development of

relationship-building and communication-enhancing strategies and tools.

Current Study

The current study describes a preliminary field-test of PIM-FIC in two pairs of mental

health and pediatric practice groups aimed at increasing interdisciplinary collaboration by

introducing relationship- and communication-enhancing strategies among the providers. It

was hypothesized that these strategies would result in the providers reporting increased

collaboration, as measured by (1) increased rates of information exchange; (2) increased

satisfaction with the rates of information exchange, specifically; (3) increased satisfaction

with the level of interdisciplinary collaboration overall; and (4) increased expectations for

shared care management. To our knowledge, this is the first time the use and effectiveness

of collaborative relationship- and communication-enhancing strategies have been moni-

tored and measured by both mental health and primary care providers concurrently.

Methods

Participants

Providers at two mental health (with 16 and 7 clinicians, respectively) and two pediatric

primary care (with 6 and 10 PPCPs, respectively) practices located in Connecticut com-

pleted surveys prior to and following participation in the PIM-FIC project. The majority of
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both mental health and pediatric providers were female (100 and 86 percent, respectively).

Six (26 %) mental health providers responded to the surveys at both time points; two

(33 %) were psychologists (PhD or PsyD), three (50 %) were licensed clinical social

workers (LCSW), and one (17 %) was a master’s level marriage and family therapist. The

mean age of mental health providers was 48.83 years (SD = 8.37), and the mean years in

practice was 14.83(SD = 6.37). Seven (44 %) pediatric providers responded to the surveys

at both time points; five (71 %) were MDs, one (14 %) was a DO, and one (14 %) was an

APRN. The mean age of primary care providers was 42.29 (SD = 6.47) and the mean

years in practice was 13.43 (SD = 7.48). Nine mental health and pediatric practitioners did

not complete either survey. Those who completed only the pre- or post-project surveys

(n = 17) did not differ significantly in professional background, age, or years in the

practice from those who completed both interviews (data not shown here but available

from the first author).

Procedures

The protocol for this study was approved by the University of Connecticut Health Center

Institutional Review Board. None of the authors has any conflict of interest to declare with

respect to publication of this manuscript. The first author takes responsibility for the

integrity of the data and the accuracy of the data analysis.

The study employed an observational single-group cohort design utilizing a sample of

convenience. The first phase of the study involved intensive information gathering.

Researchers conducted key informant interviews with 12 mental health and 10 primary

care providers and staff members at two pairs of geographically proximate pediatric mental

health and medical practices to identify needs and preferences related to collaborative care.

Interviews elicited preferred strategies for achieving timely, responsive, collaborative

communication and treatment. Respondents also provided feedback on proposed rela-

tionship-building methods including joint trainings, continuing professional education

sessions, case conferences, meetings and e-mail exchanges with the goal of establishing

relationships and increasing knowledge about each other’s areas of expertise and expec-

tations. Researchers also surveyed the clinical providers at each practice to ascertain their

current practices and attitudes, and distributed a questionnaire to parents in the practices to

identify their experiences with, and preferences for, treatment coordination and commu-

nication amongst their children’s providers (see Greene et al. 2015).

In the second phase of the study, results from the surveys and interviews informed the

development of strategies and tools to foster collaboration across each pair of mental health

and pediatric practice groups. An iterative process of consensus building guided the

pairings in creating a six-month step-wise action plan to increase collaboration. Specific

components of the plan fell into two categories: relationship-building activities and

communication tools. Respondents completed a follow-up survey at the end of the six-

month project period to reassess their communication and collaboration practices and

attitudes.

Relationship-Building Strategies in the PIM-FIC

Participants’ responses during Phase 1 interviews suggested that enhanced, mutual

familiarity across disciplines would improve providers’ ability to work together.

Researchers then incorporated several relationship-building strategies into the project: (1) a

meet and greet ‘‘kick-off’’ luncheon at the start of the project, (2) creation of a staff
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directory that included a picture and contact information for each provider as well as the

types of insurances accepted, (3) a series of mini trainings during which providers from one

discipline led an informal lunch-time discussion on a topic of interest for their cross-

discipline colleagues (e.g., mental health providers visited the pediatric office to address

bullying, and at the mental health site a pediatrician conducted a presentation on conditions

requiring a medical rule-out), and (4) implementation of a listserv that providers could use

for ongoing, informal, patient non-specific consultation.

Communication Protocols in the PIM-FIC

Interviews solicited mental health and primary care providers’ views about the type and

frequency of information that would be most helpful. Research staff designed a streamlined

protocol to guide the timing and content of future communication between the providers

based on their responses. Because both groups identified time constraints as a barrier to

effective communication, concise, easy-to-use, faxable forms were drafted to include

desired data and clinical impressions. Where possible, check boxes were used to allow

providers to document information to be communicated. Providers agreed upon an

expected minimum level of information to be shared by each discipline, including: noti-

fication when a patient initiated behavioral health treatment, reason for referral by a

pediatric provider accompanied by relevant history, regular status updates, and notification

of significant clinical and/or environmental changes.

Survey Instrument

Research staff at the University of Connecticut Health Center developed and piloted the

surveys for this project, based in part upon a survey developed by Pidano and colleagues

(2011), with additions and revisions guided by published studies of mental health and

primary care collaboration (Kainz 2002; Williams et al. 2005; Yuen et al. 1999). The

survey captured providers’ perceived satisfaction with current levels of communication and

collaboration (rated on a 5-point scale ranging from ‘‘very dissatisfied’’ to ‘‘very satis-

fied’’); perceived barriers to communication and collaboration (rated on a 4-point scale

from ‘‘not at all a barrier’’ to ‘‘a large barrier’’); and key markers of collaboration

including: the frequency of referrals made or received between primary and mental health

care providers in the past 6 months (‘‘never,’’ ‘‘rarely,’’ occasionally,’’ or ‘‘frequently’’),

and the frequency and purpose (e.g., referral, follow-up care, case consultation) of phone or

email contacts made or received between mental health and primary care providers in the

past 6 months.

Statistical Analyses

Thirteen providers (33 % of the total number of participating providers) completed the

survey both prior to and following the 6-month project. Inferential statistics were not used

to test comparisons between baseline and post-project survey responses or differences

between mental health and pediatric providers due to the small Ns and exploratory nature

of the project. Instead, descriptive results highlight responses for survey items on which

there were (a) relatively few (i.e.,\33 %) or high levels of ([67 %) endorsements, or

(b) an absolute difference of[20 % between groups at a single time point or within a

group on the pre-test and post-test endorsement of item(s).
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Results

Barriers to Communication

Prior to the project, mental health and pediatric providers rated potential barriers to

effective communication. Survey results are presented in Table 1. Both professions cited

time constraints as a barrier to communication. Mental health providers identified a need to

better understand the information desired by PPCPs, and PPCPs identified failure to

receive timely information from mental health providers as a barrier to collaboration. None

of the providers noted concerns about stigma as a barrier to referral, and fewer than 33 %

cited privacy concerns and lack of reimbursement as barriers to communication. Mental

health and pediatric providers who completed only the pre-project survey did not differ in

their ratings of potential barriers from providers who completed surveys at both time points

(data available from the first author).

Rates of Information Exchange

Prior to and following the project, mental health and pediatric primary care professionals

reported the rates at which they transferred information (Table 2) to the other provider.

Baseline results were consistent with other accounts of communication between profes-

sions providing care in separate ‘‘silos’’ (Ross et al. 2011): all providers reported very little

information exchange. Only 50 % of mental health providers and 29 % of pediatric pro-

viders reported at least occasionally sending or receiving clinical information at the outset

of treatment (i.e., reason for referral, notification of the initiation of mental health treat-

ment, or a mental health treatment plan). Both mental health and pediatric providers rated

this information exchange as insufficient. Mental health and pediatric providers who

completed only the pre-project survey did not differ in their ratings of information

exchange from providers who completed surveys at both time points (data available from

the first author).

Following the six-month project, mental health providers and PPCPs reported levels of

information exchange that were higher both from the perspective of sending and receiving

information. Mental health providers reported sending their medical colleagues written

information following the project at a higher rate (83 %) as compared to baseline (50 %),

Table 1 Pre-project survey results: barriers to communication

Percent identifying item as moderate or large
barrier

MH providers (n = 6) PPCP (n = 7)

Time constraints 100 % 86 %

Not receiving helpful information n/a 57 %

Not receiving timely updates n/a 71 %

Not knowing what type of information would be helpful 67 % n/a

Not knowing frequency of updates wanted 33 % n/a

Lack of reimbursement for communication 33 % 0 %

Patient privacy constraints 17 % 27 %
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and indicated that they received the PPCP’s reason for referral more frequently than at

baseline. Likewise, PPCPs reported an increase in all types of written documentation

received from mental health providers, and 71 % of PPCPs rated this higher level of

communication as sufficient post-project. A possible exception to this positive response by

PPCPs was that two PPCPs who completed only the post-project survey rated the fre-

quency of receiving mental health evaluations and updates and the overall exchange of

information as insufficient.

However, mental health providers reported obtaining referral information occasionally

or frequently from PPCPs at a rate that was lower (50 %) than that described by PPCPs as

senders (100 %), and they continued to report after the project that they were not receiving

periodic updates from PPCPs. Only 33 % of mental health providers rated the information

received from PPCPs as sufficient following the project (equal to the percentage who rated

information from PPCPs as insufficient before the project).

Satisfaction with Information Exchange and Inter-professional Collaboration

None of the providers were satisfied with inter-professional collaboration at baseline,

whereas 67 % of the mental health providers and 86 % of the PPCPs were satisfied with

the collaboration post-project (Table 3). Thirty-three percent of mental health providers

and 29 % of PPCPs were satisfied with the inter-professional information exchange at

baseline, and this remained at 33 % for the mental health providers post-project, but

increased to 57 % of the PPCPs. Mental health providers who completed only the pre- or

post- project survey did not differ in their ratings of satisfaction from providers who

completed surveys at both time points; however, four pediatric providers who completed

Table 2 Survey results: information exchange

Pre-project
(%)

Post-project
(%)

Mental health care providers (n = 6)

Notification of treatment is occasionally or frequently sent to the PPCP 50 83

Initial evaluation or treatment plan is occasionally or frequently sent to the
PPCP

33 50

Mental health provider occasionally or frequently receives:

Reason for referral 33 50

Periodic update 0 0

Level of information exchange is sufficient or somewhat sufficient 33 33

Pediatric primary care providers (n = 7)

PPCP’s reason for referral is occasionally or frequently sent to the mental
health provider

29 100

PPCP occasionally or frequently receives:

Notification of treatment 29 71

Mental health evaluation 14 57

Periodic updates 14 57

Discharge summary 14 71

Level of information exchange is sufficient or somewhat sufficient 14 71
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only baseline surveys reported slightly higher levels of satisfaction with collaboration, and

two pediatric providers who completed only post-project surveys reported slightly lower

levels of satisfaction with collaboration than did pediatric providers completing surveys at

both time points (data available from the first author).

Expectations for Care

Table 3 also provides survey results of provider expectations for collaborative manage-

ment of children’s care. While only 33 % of mental health providers expected to share

management of their patients’ mental health problems, 86 % of PPCPs held this expec-

tation prior to the project and continued to expect to share the care for their patient’s

mental health needs at post-project. There was a modest increase to 50 % of mental health

providers expecting to share collaborative care at post-project. Mental health and pediatric

providers who completed only the baseline or post-project surveys did not differ on these

responses from those who completed both surveys (data available from the first author).

Discussion

This pilot project aimed at increasing collaboration between specialty mental health and

pediatric primary care providers included the introduction of several relationship-building

and communication-enhancing activities and tools over a six-month period. Participating

practitioners’ survey responses indicate that the quantity and quality of communication

increased, as did satisfaction with overall collaboration. In fact, satisfaction levels fol-

lowing the project were consistent with those reported by primary care providers working

within an integrated system (Gerdes et al. 2001), suggesting that it is not necessarily the

physical proximity of providers, but the level of communication and relationship with

interdisciplinary colleagues that is important. However, it also is noteworthy that mental

health providers tended to express dissatisfaction with the inter-professional information

exchange with PPCPs and had relatively low expectations for shared care management

even after the project.

Table 3 Survey results: satisfaction and expectations

Pre-project
(%)

Post-project
(%)

Mental health care providers (n = 6)

Satisfied or very satisfied with level of collaboration 0 67

Satisfied or very satisfied with amount of information currently being
exchanged

33 33

Expectation for shared management of behavioral health care concerns 33 50

Pediatric primary care providers (n = 7)

Satisfied or very satisfied with level of collaboration 0 86

Satisfied or very satisfied with amount of information currently being
exchanged

29 57

Expectation for shared management of behavioral health care concerns 86 86
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While the results of this study need to be replicated on a larger scale and the primary

components of the pilot project further examined for their independent contributions as

well as assessed for effects on patient outcomes, there are some interesting implications for

child mental health providers. Specifically, these preliminary findings suggest that several

easily implemented activities consistent with the tenets of relationship coordination and

PCMH-N recommendations and standards may bridge the gap between specialty child

mental health and pediatric providers, contributing to increases in both the level of

information exchanged amongst providers and the satisfaction of the providers. The results

offer a number of lessons learned about practical steps to improve communication amongst

interdisciplinary providers and to create the infrastructure needed to support collaborative

treatment of children’s mental health within the PCMH-N model.

Lessons Learned

Efficiency is Key and Brief Written Feedback can be Effective

Mental health providers and physicians who find collaborative care burdensome are less

likely to engage in it, and physicians who experience collaboration as burdensome are

more reluctant to address patients’ mental health issues (Gavin et al. 1998). At the outset of

this study, providers’ cited time constraints as the biggest barrier to communication.

Therefore, this project included the design and implementation of a communication pro-

tocol and standardized forms to assist providers in sharing key information as efficiently as

possible. Following the initial exchange of referral and treatment information, the com-

munication protocol asked clinicians to send updates quarterly in the absence of significant

changes (e.g., modifications to medications, level of acuity, or diagnoses), utilizing a one-

page form designed for this purpose. The following recommendations address improving

inter-professional communication efficiency: (1) Jointly determine key information to be

shared and frequency of updates. For this project, key information identified by project

participants include: physician referral question and child’s history; diagnoses; treatment

plans; medications; frequency of visits; and referrals to other providers. (2) Clearly define

expectations for communication and follow-through with agreed upon time frames for

written updates. (3) Judiciously use technology. Email systems and other electronic

information exchanges that meet confidentiality requirements can expedite communication

and will continue to become increasingly available. However, when current infrastructure

constraints limit the use of electronic technology, employing faxes for routine updates can

help to streamline communication between busy professionals, reserving the use of phone

calls for urgent matters and pre-planned consultative discussions.

Organizational Infrastructure is Needed

Even efficient communication is time-consuming, especially in an environment of

increased documentation demands, and specialty mental health practices are less likely

than pediatric offices to have administrative staff or electronic records in place to aid

communication. Therefore, organizational infrastructure facilitating collaboration is criti-

cal and makes it more likely to happen, including the implementation of office procedures

to ensure exchange of information between the primary care practice and mental health

specialists (Foy et al. 2010; Gavin et al. 1998). In this study, the forms were developed by

the research team, and given to the practices to implement as they saw fit. No additional

research team resources were provided to ensure their use (e.g., the team did not send
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reminders). One mental health practice left the use of the forms up to the individual

providers, and one mental health practice (with an administrative staff) provided clinicians

with reminders when forms were due. Not surprisingly, the second practice was more

likely to use the forms. This suggests that practitioner-informed models to facilitate

interdisciplinary collaboration between child mental health providers working in specialty

practices and pediatric practitioners may be feasible with a modest allocation of resources

if the practices are willing to invest in fostering collaborative communication in a number

of ways, including: (1) use of an automated tracking or tickler system, such as an electronic

calendar reminder system to prompt busy clinicians when paperwork is due; (2) allot time

for organization-sanctioned communication and collaboration; (3) advocate for payment

for clinical care coordination.

Collaborative Care Rests on the Foundation of Relationships

To bridge the two types of practices, the project incorporated relationship-building com-

ponents, fostering familiarity and understanding between providers. While improvements

in relationships are difficult to measure, feedback following the project suggests that these

aims were at least partially met. For example, a mental health participant reported that,

‘‘Having time face-to-face…takes some of the mystery out of who I am talking to… it is

really okay that I’m leaving messages.’’ A pediatrician stated, ‘‘I definitely feel that there is

more of a connection there for me now…I could call them [mental health practice col-

leagues] and say, ‘Hey, we’re seeing a lot of this [mental health problem], can you help us

with it?’’’ On the other hand, when the professional-to-professional relationship is not

established, pediatric practitioners may, unbeknownst to the mental health provider, want

that communication and view the mental health provider as failing to be sufficiently

collaborative. For example, this may have been the case with the two PPCPs who only

completed the post-project surveys and, in contrast to PPCPs who completed both pre and

post surveys, rated communication as insufficient and were dissatisfied with collaboration.

Increasing Mental Health Providers’ Focus on Interprofessional
Collaboration is Critical

From the outset, the PPCPs in this study were very clear in their desire for, and appre-

ciation of, routine communication from mental health providers. The counterpart was not

true for the mental health clinicians, however. Perhaps one of the most significant benefits

of this project was the shift in mental health providers’ expectations for communication

and their increased awareness of the importance and benefits of involving pediatric primary

care providers in monitoring and contributing to the clinical outcomes of ongoing mental

health care. Whereas in interviews with mental health clinicians prior to the project,

statements such as, ‘‘Unless there’s a reason medically, to be in touch with the pediatri-

cian’s office, we do not routinely do that’’ were common, at the post-project interviews,

they reported that the project, ‘‘raised everyone’s awareness of how important [regular

inter-disciplinary communication] is,’’ and ‘‘opened up my eyes so much more to now

wanting written feedback [from pediatricians].’’ In fact, these increased expectations may

help to explain the lack of increase in mental health providers’ satisfaction levels in this

study. Mental health clinicians who do not expect to co-manage children’s behavioral

health concerns may be ‘‘satisfied’’ with little or no information from their pediatric

colleagues. However, as they become more aware of the importance and benefits of

involving pediatric primary care providers in sharing history and concerns and monitoring
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the clinical outcomes of mental health care, the gaps or absences in communication

become a source of potential dissatisfaction. Therefore, although the mental health pro-

viders reported receiving more information, because their expectations had increased this

was not associated with a corresponding rise in their level of satisfaction.

Nevertheless, at the close of the study fully half of the mental health providers con-

tinued to express low expectations for shared care management, a finding that has not

previously been identified in the extant literature. Yet expectations guide behavior, and

thus this represents a significant barrier to interdisciplinary collaboration and communi-

cation. Shifting this expectation will be important to establishing effective collaborative

relationships. Therefore, a goal of future research will be to gain a better understanding of

the factors that influence providers’ expectations and ultimately their decision whether or

not to engage in collaborative care.

Concluding Comments

While the small number of practices included, the relatively low response rate, and the

reliance on clinician self-reports limits generalizing from this exploratory study, the results

support the need for, and importance of, specialty child mental health provider-PPCP

relationships and communication. The results further provide direction for practical and

easily implemented steps that freestanding practices in the PCMH-N can take to enhance

collaborative care addressing children’s mental health needs. Even strategies as seemingly

minor as creating brief forms for exchanging information and sharing staff directories

containing brief biographical information have the potential to improve both communi-

cation and satisfaction with collaboration. Technologically dependent strategies such as

encrypted e-mails and customized listservs can further dismantle the communication

barriers. Future research to determine if enhanced relationships and communication ulti-

mately also result in better care and outcomes for the many youth who are in need of

mental health services is critical.

Despite the growing movement in health care toward service integration, specialty

mental health and pediatric primary care continue to be largely provided in separate

‘‘silos.’’ In order for collaboration between specialty mental health and pediatric primary

care practitioners to become the standard of care for referral and treatment of our nation’s

youth with mental health challenges, child mental health providers must proactively

partner with pediatric practitioners to develop standardized processes for referral, com-

munication, joint treatment planning and monitoring. Although competency recommen-

dations and practice standards have been established for mental health providers working

in primary care settings (e.g., American Psychological Association 2013; National Asso-

ciation of Social Workers 2005), they do not yet exist for mental health providers working

in freestanding practices. Models of training and care as well as competency guidelines

that support collaboration need to be delineated for specialty child mental health providers.

The development and implementation of such guidelines is consistent with, and informed

and incentivized by, the newly released NCQA Patient-Centered Connected Care

Recognition program (National Committee for Quality Assurance 2015). Mental health

clinics or practices providing outpatient consultation or treatment in the medical home

neighborhood are now eligible for recognition if they meet specified standards, including

the sharing of information with patients’ primary care providers (National Committee for

Quality Assurance 2015). In sum, overcoming the real-world barriers to achieving
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collaborative care for children with mental health needs must be a priority for the field of

child mental health.
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