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Abstract

Opportunities created by the Patient Protection and Affordable Care Act along with the
increased prevalence of pediatric behavioral and mental health concerns provide new challenges
for pediatric health care providers. To address these matters, providers need to change the manner
by which they provide health care to families. A novel approach is providing brief, rapid response,
evidence-based parenting interventions within the pediatric primary care setting. Family-focused
parenting programs support the American Academy of Pediatrics recommendations of improving
mental health via supports in pediatric primary care to maximize the social and psychological
well-being of families. A considerable body of research indicates that parenting interventions
reduce the severity and frequency of disruptive behavior disorders in children and provide support
to parent by bolstering parental resilience and improving overall family functioning. Providing
these services within the pediatric primary care setting addresses the need for fully integrated
health services that are family-centered and easily accessible.

Brief, Rapid Response, Parenting Interventions Within Primary Care Settings

Health care reform and the Patient Protection and Affordable Care Act (ACA) present new
challenges for all health care providers, especially those in pediatrics. The largest challenge
involves the full integration of the provision of health services for the child and family. This
includes addressing both the physical needs and the increasing number of mental health needs, for
both the child and family unit.1 The ACA, like most other health care initiatives, is modeled around
adult health care needs, including chronic illnesses, as well as quality measures that focus on
individual patient-centered outcomes.2 Translating these initiatives into the pediatric care setting
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will require creativity because the pediatric primary care setting is less extensively characterized by
issues related to chronic illness. While the American Academy of Pediatrics (AAP), as part of the
patient-centered medical home model (PC-MHM), endorses the provision of supports to maximize
the social and psychological well-being of families,3,4 much flexibility exists regarding
implementation strategies. The purpose of the this paper is to discuss a novel approach for
integrating brief, rapid response, evidence-based parenting interventions into the pediatric primary
care setting as a response to the ACA and the AAP’s PC-MHM recommendations.

Health Care Reform and a Need for Integrated Services

As childhood social, behavioral, and neurodevelopmental conditions continue to grow in
prevalence in the pediatric population,5 it has become especially important to develop novel
approaches to care delivery in the primary care setting. It is estimated that 13–20% of children
living in the USA experience social-emotional problems.6 Research suggests that many of these
social-emotional problems are clinically significant but do not necessarily rise to a level of
psychiatric diagnosis and could benefit from parental behavioral supports and intervention—an
area where access to service remains low.7 A truly integrated primary care approach that maximizes
positive developmental trajectories for children and their families has the potential to reduce long-
term comorbid mental health conditions.

The concepts and ideas contained in the ACA are focused around the Btriple aim^ of improving
the patient’s experience of care, improving the health of the population, and reducing health care
costs.8 The key to achieving the triple aim is in balancing health care goals, policies, and outcomes
which will require providers to view health care from a different lens—one where providers accept
the responsibility for all components of the triple aim and view the population they care for as a
whole.8 Pediatric health care providers (HCPs) must place a greater emphasis on prevention and
quality outcomes, through integrated services, or forgo reimbursement.9

Over the past few decades, services for children and families have developed into a unique
patchwork of programs with variable quality and focus; thus, the need for innovative methods for
delivery of services to children and families is imperative.10,11 What has been traditionally viewed
as Bprimary care^ needs to be redesigned into a more integrated, multidisciplinary model. Pediatric
HCPs were the pioneers in developing the concept of the PC-MHM. Today, pediatric providers
have an opportunity to blaze a new trail modeling greater and more expanded, integrated care for
families. This is critically important regarding primary prevention of behavioral problems,
specifically targeting the area of early response and support for childhood behavioral and mental
health concerns. Because pediatric HCPs have frequent contact with families and children in the
early years, they are well positioned to provide a critical link both in intercepting problems and in
providing support for parents to manage early behavioral challenges before they develop into long-
term mental health comorbidities.12–14 The AAP has long recognized the need for pediatric
providers to build on the continuity relationships and trust that they hold with families in order to
develop a healthy, therapeutic relationship with regard to behavioral counseling.12

Family-Focused Positive Parenting Interventions

In an effort to meet the needs of families under the ACA’s call for quality innovative delivery
designs, family-focused parenting interventions need to be fully integrated and rapidly delivered
within the pediatric primary care office. The development and implementation of programs and
practices that promote both child and family health and well-being into the larger system of social
and psychological support for families has been recommended by the AAP, the Institute of
Medicine, and the National Research Council.10,12,15,16 Working with parents on parenting
strategies specific to their child and family’s concerns reduces the frequency and severity of
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problematic behaviors, thus reducing long-term behavioral and mental health disorders.17 Research
indicates that parenting programs also provide Bcare^ to the caregiver by bolstering parenting
resilience, focusing on the parent’s strengths, reducing parent stress levels, reducing acts of child
maltreatment, and improving overall family functioning.18–20 Delivering a parenting intervention in
the pediatric primary care setting provides parents with private, immediate, and efficient access to
these services without referral to an outside provider. The recognition of both need and provision of
parental support through the offering of effective behavioral strategies underscores the foundation
of the patient/family-centered primary care medical home. Therefore, a truly integrated service,
such as this, satisfies the ACA’s quality indicators of being efficient, effective, patient/family-
centered, and cost-effective.

Positive parent training programs are family-centered, strength-based parenting interventions
that teach parents the skills necessary to manage and prevent challenging child behaviors. The
programs, often based in social learning theory, increase parental self-efficacy and parental
resilience by empowering the parent and equipping them with the skills and confidence to manage
family and parenting issues. Parenting programs vary in mode, length, intensity, format, and
implementation costs; this enables practitioners to select which program fits their particular practice
setting. Several evidence-based parenting programs exist including Triple P Positive Parenting
Program,21 Bavolek’s Nurturing Program,22 and the Incredible Years.23 Because many of these
programs can be delivered by a variety of health providers, they are ideal programs to be co-located
within a pediatric primary care setting for children and families with less complex or mild-
moderate behavioral concerns.

Integration into the Primary Care Setting

Integrating positive parent training programs as an office-based support is feasible, beneficial,
and acceptable by parents.24,25 Researchers have found, within public and private sectors,26 that
compliance with program attendance and program completion improved when programs are
offered in the primary care location.24 This may be due to both the lack of outside behavioral and
mental health services and lengthy waiting lists to access services.14 Other possible explanations
include the following: the comfort of accessing services in the familiar primary care setting, a
perceived feeling of fewer stigmas which can improve compliance with appointments and follow
through,27 and a reduction in the burden on outside services reserving those for more difficult,
complicated, or severe concerns.

Positive parent training programs may be delivered by an array of personnel including
physicians, nurses, case managers, social workers, or other family support specialists allowing for a
more cost-effective approach. Educational training often does not adequately prepare primary care
providers to address even non-complicated behavioral health concerns,28 with which parents
struggle. By using an evidence-based parent training program, HCPs can be accredited and trained
in a program with proven outcomes as well as feel confident they are providing consistent
information to families. Incorporation of monthly team meetings in the office setting can further
ensure the fidelity of the program used.

Co-location of parent training within the primary care office requires outlining the process and
flow within the office setting. Quick screening tools, such as the Children with Special Health Care
Needs Screener29 or Pediatric Symptom Checklist,30 can be incorporated into the primary care visit
to help the provider identify families who would benefit from these services. Once identified, brief
support can be provided or it may be determined that a return consult visit would be more
beneficial. Depending on the evidence-based parent training program being used, most have
flexible formats allowing for individualized, brief (30 min or less) interventions. The use of several
brief psychosocial interventions has been found to be feasible and successful in the adult primary
care setting.31
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Offices may also find it beneficial to provide group parent training which may be beneficial in
determining if parents would benefit from individual consults. Additionally, individual sessions
may serve as a bridge to longer-term professional mental health counseling while families are
waiting for these (often hard to get) appointments. Ideally, next steps would include incorporation
of this model of care into a large academic pediatric practice in order to assess feasibility,
outcomes, costs, and patient experiences.11,32

Implications for Behavioral Health

Pediatric providers have the opportunity to lead the changes in health care reform through novel
care delivery approaches. The need for this change is recognized by the AAP as their Vision of
Pediatrics 2020 noted a much greater emphasis on the provision of mental health care by pediatric
providers, requiring change of the traditional practice model and development of new skills and
capacity by an empowered pediatric workforce.33 By providing early access and front-loading
parenting supports in a child’s early years, providers can build on protective factors by supporting
parents through parenting interventions.13 Pediatric primary care providers have an identified role
to play in fostering family resilience in the context of challenging child behaviors,19 and the
pediatric primary care setting is a promising and practical locale for a rapid response intervention
when that is needed. By accomplishing this goal, pediatric practitioners may meet the triple aim of
improving the patient experience, reducing cost, and improving the mental health of children and
families.

Acknowledgments

This manuscript was supported by funding from Saint Louis University School of Medicine,
Department of Pediatrics.

Conflict of Interest The authors declare no conflicts of interest other than employment by Saint
Louis University.

References

1. Karakus MC. Affordable Care Act and behavioral health services: Special Section Editor’s Note. The Journal of Behavioral Health
Services & Research. 2014;41(4): 408–409.

2. Bittle MJ. A new vision and leadership challenge: Implementing the Affordable Care Act to improve the organization and delivery of
health care services. Journal of Public Health Management and Practice. 2015;21(1): 59–61.

3. Leslie LK, Slaw KM, Edwards A, et al. Peering into the future: Pediatrics in a changing world. Pediatrics. 2010:peds: 2010–1890.
4. Starmer AJ, Duby JC, Slaw KM, et al. Pediatrics in the year 2020 and beyond: Preparing for plausible futures. Pediatrics. 2010;126(5):

971–981.
5. Stancin T, Perrin EC. Psychologists and pediatricians: Opportunities for collaboration in primary care. American Psychologist.

2014;69(4): 332.
6. Perou R, Bitsko RH, Blumberg SJ, et al. Mental health surveillance among children-United States, 2005–2011. Morbidity and Mortality

Weekly Report Surveillance Summary. 2013;62(Suppl 2): 1–35.
7. Briggs-Gowan MJ, Owens PL, Schwab-Stone ME, et al. Persistence of psychiatric disorders in pediatric settings. Journal of the American

Academy of Child & Adolescent Psychiatry. 2003;42(11): 1360–1369.
8. Berwick DM, Nolan TW, Whittington J. The triple aim: Care, health, and cost. Health Affairs. 2008;27(3): 759–769.
9. Fry-Bowers EK, Nicholas W, Halfon N. Children's health care and the patient protection and affordable care act :What's at stake? Journal

of the American Medical Association Pediatrics. 2014;168(6): 505–506.
10. Keller D, Chamberlain LJ. Children and the Patient Protection and Affordable Care Act: Opportunities and challenges in an evolving

system. Academic Pediatrics. 2014;14(3): 225–233.
11. Ader J, Stille CJ, Keller D, et al. The medical home and integrated behavioral health: Advancing the policy agenda. Pediatrics.

2015;135(5): 909–917.

698 The Journal of Behavioral Health Services & Research 44:4 October 2017



12. Coleman WL, Dobbins MI, Garner AS, et al. Policy statement - The future of pediatrics: Mental health competencies for pediatric
primary care. Pediatrics. 2009;124(1): 410–421.

13. O'Malley DM. The Affordable Care Act, science, and childhood adversity: A call for pediatric nurses and physicians to lead. Nursing
Administration Quarterly. 2013;37(3): 216–221.

14. Ward-Zimmerman B, Cannata E. Partnering with pediatric primary care: Lessons learned through collaborative colocation. Professional
Psychology: Research and Practice. 2012;43(6): 596–605.

15. Jones RM, Perou R, Shih A. Unique opportunities and challenges in implementing family-focused interventions for children with
developmental disorders. Institute of Medicine of the National Academies. 2014. Available online at http://nam.edu/wp-content/uploads/
2015/06/familyfocusedinterventions.pdf

16. Subcommitttee on Attention-Deficit/Hyperactivity Disorder, Steering Committee on Quality Improvement and Management
Improvement. ADHD: Clinical practice guideline for the diagnosis, evaluation, and treatment of Attention-Deficit/Hyperactivity
Disorder in Children and Adolescents. Pediatrics. 2011;128(5): 1007–1022.

17. Furlong M, McGilloway S, Bywater T, et al. Cochrane review: Behavioural and cognitive-behavioural group-based parenting
programmes for early-onset conduct problems in children aged 3 to 12 years. Evidence-based Child Health: A Cochrane Review Journal.
2013;8(2): 318–692.

18. Prinz RJ, Sanders MR, Shapiro CJ, et al. Population-based prevention of child maltreatment: The US Triple P system population trial.
Prevention Science. 2009;10(1): 1–12.

19. Zand DH, Braddock B, Baig W, et al. Role of pediatricians in fostering resilience in parents of children with Autism Spectrum Disorders.
Journal of Pediatrics. 2013;163(6): 1769–1771.

20. Sanders MR, Kirby JN, Tellegen CL, et al. The Triple P-Positive Parenting Program: A systematic review and meta-analysis of a multi-
level system of parenting support. Clinical Psychology Review. 2014;34(4): 337–357.

21. Sanders MR. Triple P-Positive Parenting Program: Towards an empirically validated multilevel parenting and family support strategy for
the prevention of behavior and emotional problems in children. Clinical Child and Family Psychology Review. 1999;2(2): 71–90.

22. Bavolek SJ. Assessing and treating high‐risk parenting attitudes. Early Child Development and Care. 1989;42(1): 99–112.
23. Webster-Stratton C, Mihalic SF. The Incredible Years: Parent, teacher and child training series: Center for the Study and Prevention of

Violence, Institute of Behavioral Science, University of Colorado at Boulder; 2001.
24. Kolko DJ, Campo J, Kilbourne AM, et al. Collaborative care outcomes for pediatric behavioral health problems: A cluster randomized

trial. Pediatrics. 2014:peds: 2013–2516.
25. Perrin EC, Sheldrick RC, McMenamy JM, et al. Improving parenting skills for families of young children in pediatric settings: A

randomized clinical trial. Journal of the American Medical Association Pediatrics. 2014;168(1): 16–24.
26. Wildman BG, Langkamp DL. Impact of location and availability of behavioral health services for children. Journal of Clinical

Psychology in Medical Settings. 2012;19(4): 393–400.
27. Hampton E, Richardson JE, Bostwick S, et al. The current and ideal state of mental health training: Pediatric resident perspectives.

Teaching and Learning in Medicine. 2015;27(2): 147–154.
28. Bethell CD, Read D, Stein RE, et al. Identifying children with special health care needs: Development and evaluation of a short screening

instrument. Ambulatory Pediatrics. 2002;2(1): 38–48.
29. Jellinek MS, Murphy JM, Robinson J, et al. Pediatric Symptom Checklist: Screening school-age children for psychosocial dysfunction.

The Journal of Pediatrics. 1988;112(2): 201–209.
30. Collings S, Mathieson F, Dowell A, et al. Acceptability of a guided self-help mental health intervention in general practice. Family

Practice. 2012;29(1): 43–49.
31. Foy J. The medical home and integrated behavioral health. Pediatrics 2015;135(5): 930–931.
32. Foy JM. Introduction. Pediatrics. 2010;125(Supplement 3): S69-S74.
33. McMillin SE, Bultas MW, Wilmott J, et al. Rapid-response parenting intervention in diagnostic centers as a patient-centered innovation

for Autism Spectrum Disorders. Journal of Autism and Developmental Disorders. 2014: 1–3.

Integration of Parenting Program in Primary Care 699BULTAS ET AL.

http://nam.edu/wp-content/uploads/2015/06/familyfocusedinterventions.pdf
http://nam.edu/wp-content/uploads/2015/06/familyfocusedinterventions.pdf

	Brief, Rapid Response, Parenting Interventions Within Primary Care Settings
	Abstract
	Brief, Rapid Response, Parenting Interventions Within Primary Care Settings
	Health Care Reform and a Need for Integrated Services
	Family-Focused Positive Parenting Interventions
	Integration into the Primary Care Setting
	Implications for Behavioral Health
	Acknowledgments
	References


