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About 
This guide is for multi-disciplinary, primary care teams seeking to improve care access and behavioral 

health outcomes for children and adolescents through implementing Collaborative Care. Centered around 

the core principles of Collaborative Care, this guide serves as a roadmap to healthcare leaders, managers, 

clinicians, and staff in primary care as they:   

 start a new Collaborative Care program, or

 expand an existing integrated care or Collaborative Care program to pediatrics, and/or

 partner with community and behavioral health agencies.

Common Abbreviations 

AACAP = American Academy of Child and 

Adolescent Psychiatry 

AAP = American Academy of Pediatrics 

APA = American Psychiatric Association  

BHCM = Behavioral Health Care Manager 

BHA = Behavioral Health Agency  

CoCM = Collaborative Care  

EHR = Electronic Health Record 

PCP = Primary Care Provider 

SCR = Systematic Caseload Review 

A Note On Terminology 

Throughout this guide, there are several terms that we may use interchangeably, as follows: 

 Behavioral Health and Mental Health

 Integrated Care and Integrated Behavioral Healthcare

 Patient and their family, patient and their caregiver, and patient and their parent

Recommended Citation 

This guide may be freely used for non-commercial purposes with acknowledgment of the source. 

AIMS Center. (2023). Pediatric Collaborative Care Implementation Guide. University of Washington 

Department of Psychiatry and Behavioral Sciences, Advancing Integrated Mental Health Solutions 

(AIMS) Center. https://aims.uw.edu/    

https://aims.uw.edu/
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Context 
Existing behavioral health treatment programs do not have the capacity to address growing demand for 

services. Limited funding, critical shortages of providers, and a fragmented healthcare system all contribute 

to this public health issue. Services for children and adolescents are even more scarce than those for adults. 

Increasing Prevalence of Behavioral Health Conditions in Pediatrics  

Prevalence of behavioral health conditions in children and adolescents is high and likely to continue to 

increase. Before COVID-19, behavioral health challenges were the leading cause of disability and poor life 

outcomes in young people, with up to 1 in 5 children ages 3-17 in the U.S. having a mental, emotional, 

developmental, or behavioral disorder (1,2). From 2009 to 2019, the share of high school students who 

reported persistent feelings of sadness or hopelessness increased by 40%, to more than 1 in 3 students. 

Suicidal behaviors among high school students also increased during the decade preceding COVID-19, with 

19% seriously considering attempting death by suicide, a 36% increase from 2009 to 2019 and about 16% 

having made a suicide plan in the prior year, a 44% increase from 2009 to 2019. Between 2007 and 2018, 

suicide rates among youth ages 10-24 in the U.S. increased by 57% (3). Early estimates show more than 6,600 

suicide deaths among this age group in 2020 (4). 

In the US, death by suicide is the 2nd leading cause of death for 

young people ages 10-14 and the 3rd leading cause of death for 

those ages 15-24. In 2020, there was a 24% increase in 

emergency room visits for mental health reasons for those ages 

5-11, and a more than a 30% increase in visits for those ages 

12-17 (5).  

Impacts of COVID-19 

The impact of COVID-19 on the mental wellbeing of children and adolescents appears to have been 

considerable though scientific literature on it is still in an early stage. Children, particularly those living in 

poverty or from racial and ethnic minority groups, are showing increased anxiety and depression, thought to 

be worsened by social isolation and a lack of physical activity (6). A higher proportion of children with a 

COVID-19 diagnosis experienced new onset of a mental health condition compared to children without (7). 

Challenges with Treatment Access  

Half of all psychiatric conditions emerge by age 14, and 75% by the mid-20's. Treating persons earlier in 

their lifespan reduces the overall negative impact of these conditions on quality of life and reduces the 

chance of premature morbidity that accompanies untreated conditions (8). Despite the need for earlier and 

more effective behavioral health treatment for children and adolescents, lack of access is a severe and 

worsening problem. Only 15% to 25% of children with psychiatric conditions receive specialty care, and 

approximately three-quarters of children with mental health conditions were seen only by their pediatric 

primary care provider (9–12). Many families who seek specialty care encounter long waiting lists or discover 

that providers do not accept their insurance (13).  

 
In the US, death by suicide  

is the 2nd leading cause of death  
for young people ages 10-14.  

https://www.cdc.gov/mmwr/preview/mmwrhtml/su6202a1.htm?s_cid=su6202a1_w
https://www.cdc.gov/nchhstp/dear_colleague/2020/dcl-102320-YRBS-2009-2019-report.html
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There is also a disparity in access to mental health treatment among different racial and ethnic groups 

compared to white persons. For example, children who identify as African-American and Hispanic/Latinx 

have 1.5 to 3 times higher odds of having an unmet mental health need than children who identify as white 
(10).   

Furthermore, one study estimated the need for 30,000 child and adolescent psychiatrists but found that 

only 6,300 were in practice (14). The shortage of child and adolescent psychiatrists is most acute in 

communities of color with lower incomes (15). Significant shortages exist for other behavioral health 

providers, as well. Figure 1 displays United States county-level data on Mental Health Professional Shortage 

Areas (MHPSAs). It indicates counties that are entirely in a MHPSA, partially in a MHPSA, or not in a MHPSA. 

Health Resources & Services Administration (HRSA) defines a MHPSA as having at most one mental health 

provider for every 30,000 persons.   

Figure 1. Map of HRSA Designated Mental Health Professional Shortage Areas in the US (16) 

Mental Health Professional Shortage Areas by US County (November 2022) 
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Need for Culturally Responsive Behavioral Health Services 

It is critical to ensure care is appropriate and culturally responsive to address the unique needs of many 

communities. In addition to less access to treatment, individuals from racial and ethnic minority groups are 

also more likely to receive poorer quality of care (17). Black children and adolescents are more likely to be 

misdiagnosed or underdiagnosed for mental health conditions, often resulting in more diagnoses involving 

hostility or aggression than their white peers, and less diagnoses that include internalizing conditions (18). 

Additionally, youth from communities of color and ethnic minority groups who exhibit or are thought to 

show behavioral or learning problems in school settings are less likely to receive high-quality mental health 

assessments and treatments. They are alternatively more likely to be directed toward disciplinary responses, 

such as detention and/or incarceration, whereas the justice systems then replaces mental health services for 

these children (17). These diagnostic misperceptions may be the result of prejudice, but also could be related 

to the fact that on average, teens of color spend less time being seen by the appropriate mental-health 

professionals (18,19).  

It is imperative for pediatric patients and their families to have early access to providers with appropriate 

clinical expertise, who embody cultural humility, and have a strong understanding and sensitivity to the 

societal forces, including structural racism, biases, and structural inequalities that may be influencing the 

emotions and behaviors of children and adolescents (19). 

Summary: Context 

 Behavioral health services for children and adolescents in the United States are scarce and

there are many challenges with access to appropriate and timely services.

 The prevalence of behavioral health conditions among pediatric populations has been

increasing.

 Though literature is still emerging, COVID-19 has had considerable impact on the behavioral

health of pediatric populations, including an increase in depression and anxiety.

 The shortage of child and adolescent psychiatrists is most acute in low-income communities

and communities of color.

 Children and adolescents from racial and ethnic minority groups are more likely to be

misdiagnosed or underdiagnosed and less likely to receive the same quality of care as white

youth.

Jump to Table of Contents 
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Integrated Care as One Solution  
Integration of behavioral health care into settings that provide care for physical health conditions is a 

feasible and powerful strategy to improve the behavioral health of pediatric populations (13). One meta-

analysis of pediatric integrated care programs noted a 66% probability that a patient receiving any type of 

integrated care would have better outcomes than they would in usual care (20). Primary Care Providers 

commonly mention lack of time, training, and confidence to treat pediatric behavioral health conditions in 

primary care (21), but with added support from integrated behavioral health providers they are more 

supported to deliver effective care to children and adolescents with behavioral health conditions (22).   

Integrated Care Approaches  

PCBH, Child Psychiatry Access Programs, and Collaborative Care are pediatric integrated care approaches 

that reflect current efforts toward fully integrated pediatric mental health care. Though this guide focuses 

on Collaborative Care as one specific integrated care approach, find summaries of others as follows:   

 Primary Care Behavioral Health (PCBH): PCBH typically includes an onsite behavioral health 

consultant (BHC) co-located in a clinic. The BHC provides real-time collaboration and care 

coordination for patients identified by the PCP with behavioral health needs. Interventions 

might focus on behavior change and a physical health diagnosis such as sleep or bed wetting.  

A psychiatric provider might be involved through a referral or onsite access. 
 

 Child Psychiatry Access Programs: These population-focused programs aim to increase 

geographical care access. They provide cooperative relationships between PCPs and regional 

child psychiatry teams that offer consultation, care coordination, and education. Consultation is 

offered via phone, email, telepsychiatry, among others. Some programs offer brief 

psychotherapy interventions or social work assistance.  
 

Why Collaborative Care?  

After examining the available integrated care 

approaches, Collaborative Care (CoCM) was found to 

be the most promising approach to date (23). CoCM has 

the largest evidence base for improving outcomes. 

More than 90 randomized controlled trials support 

CoCMs effectiveness for treating depression and other 

behavioral health conditions in adults and children across a broad range of populations (24). 

Principles of Collaborative Care  

CoCM is based on five core principles that distinguish it from other forms of integrated care.  

 

 

  
1. Patient-centered  

 team 
2. Population-based 3. Measurement-based   

treatment to target  
4. Evidence-based 

treatments 
5. Accountable 

 

Everybody should have a pediatric  
CoCM program. People will come. Patients  

feel seen and heard, families are so appreciative 
to bring in kids to clinic. It is so helpful to have 

this program in house.  
- BHCM 
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Essential Elements 

Across programs and organizations that have implemented CoCM, there is substantial variation in the 

structure and composition of teams, evidence-based brief behavioral treatments provided, the modality of 

Behavioral Health Care Manager (BHCM) contacts (in-person, telemedicine), and the behavioral health 

conditions treated. Evidence suggests that increased adherence to all five core principles in a CoCM program 

improves clinical outcomes (20,25,26). In the table below, the right column reviews essential elements for each 

CoCM principle and the left column indicates notable features unique to pediatric CoCM.  

Patient-Centered Team 

Essential Elements of CoCM Features of Pediatric CoCM 
 Multidisciplinary team that includes the patient,

PCP, BHCM, and Psychiatric Consultant
 Team also includes patient’s family/caregivers

 BHCM task sharing with other team members can
occur

 Program partnerships with schools, community,
and behavioral health agencies

Population-Based 

 Systematic screening & identification of patients

 Longitudinal measurement of outcomes using
validated monitoring tools tracked in a registry

 Stepped approach to care with referral options
for patients who need higher levels of care

 BHCMs collaborate with patient’s school or other
support systems until referral connection is made

 BHCM or PCP may provide referrals for the
patient’s family to receive services

Measurement-based Treatment to Target 

 Longitudinal measurement of treatment
response

 Scheduled Systematic Caseload Review meetings
between the BHCM and psychiatric consultant

 Timely treatment adjustments through regular
review by a psychiatric consultant

 Monitoring symptoms may vary in frequency
based on a patient’s age, developmental level,
caregiver involvement, and measure/tool

 Systematic Caseload Review meetings may cover
fewer pediatric cases due to complex family
systems

Evidence-based treatments 

 Individualized structured treatment plans that
include evidence-based medications and/or
brief behavioral interventions

 Workforce trained to deliver brief behavioral
interventions appropriate for primary care

 Treatment recommendations focus on behavioral
interventions as first line

 Workforce trained to deliver brief behavioral
interventions appropriate for pediatrics

 PCPs trained to use psychiatric medications for
pediatric populations

Accountable 

 Longitudinal measurement of provider- and
practice-level performance metrics

 Use of metrics to drive quality improvement

 Plans for program sustainment

 Inclusion of Family Advocates to help with
continuous quality improvement and program
development
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Evidence for Pediatric CoCM 

Children and adolescents most commonly present with behavioral health concerns in primary care settings. 

Effective treatments for pediatric populations 

with behavioral health conditions have been 

shown to be successfully delivered in such 

settings. Early screening and follow-up of 

psychosocial conditions can serve as a starting 

point for addressing common behavioral health 

conditions in pediatrics (20). 

Adolescents treated for depression in CoCM have shown greater improvements in treatment when compared 

to usual care. CoCM’s emphasis on engagement for both the patient and their family, shared decision-making 

on evidence-based treatment options, use of psychoeducational materials with the patient and their family, 

and consideration for treatment accessibility, demonstrated adolescent depression symptom improvement 

of 50% after 12 months in treatment, compared to 20% improvement in care as usual (12).  

Treating children ages 5 and up with behavior concerns, ADHD, and anxiety in CoCM has also been found to 
be feasible and broadly effective (23). Factors including solicitation of input from staff and family, training for 
PCPs on ADHD care management protocol, personalized evidence-based interventions delivered by a BHCM, 
and supervision from a psychiatric consultant, were all associated with higher rates of patient treatment 
initiation and completion, and improvements in behavioral problems and parental stress. Pediatricians also 
reported greater perceived practice change, efficacy, and skill to treat ADHD in CoCM, when compared to 
usual care (22).    

Additionally, when BHCMs are trained in both Motivational Interviewing skills and parent management 
techniques to help parents identify and initiate ADHD care in an integrated model, children’s ADHD 
symptoms are shown to have greater improvement in treatment compared to usual care (23). 

Summary: Integrated Care as One Solution 

 Collaborative Care is an integrated care model with a robust evidence-base that can provide

effective behavioral health treatment for children and adolescents.

 Collaborative Care has five core care principles: patient-centered team, population based,

measurement-based treatment to target, evidence-based treatment, and accountable.

 Adherence to all five core principles in a CoCM program improves clinical outcomes.

Jump to Table of Contents 

Establishing our pediatric CoCM program has 
been the most fulfilling part of my 17 years of 

work so far. Seeing relief on families faces that we 
can care for their mental health needs in our 

clinic - there is a huge burden that is lifted. 

- Pediatrician
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Patient-Centered Team 

Every member of the Collaborative Care team plays a critical role in care delivery. Team members 

typically include the primary care provider (PCP), Behavioral Health Care Manager (BHCM), psychiatric 

consultant, and at the center, the patient and their family. All four of these roles collaborate to implement 

a shared care plan. In addition, some pediatric CoCM programs include Family Advocates and/or build 

relationships with community behavioral health agencies, schools, and social service organizations.  

In all cases, clearly defined team member roles are important for a successful program. All members of the 

pediatric CoCM team should be able to describe the roles of the other members of the team, as well as 

their own. Figure 2 shows the members of the CoCM team and the frequency of their contacts with each 

other.  

 

Figure 2. Pediatric Collaborative Care Team  
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Team Roles 

The following sections explore each role on the pediatric CoCM team. 

Patient & Family/Caregivers 

At the center of the team is the patient and their family/caregivers. Patients and family/caregivers agree to 

collaborate in care planning with their PCP and BHCM, 

engage in treatment, report outcomes, and participate in 

relapse prevention planning. The patient and their family/ 

caregiver’s active involvement is critical to ensure care is 

family-centered and can be adjusted as needed to be most 

effective. 

Behavioral Health Care Manager 

The BHCM is responsible for many core CoCM activities. They 

facilitate communication among all team members and act as 

the main point of contact for the patient and their family. The 

BHCM role can be filled by many different types of providers, 

including clinical social workers, professional counselors, 

clinical psychologists, and nurses.  

BHCMs that are a good fit for this role: 

 have a strong interest in working with children and adolescents and partnering with their
families

 are comfortable with the pace and style of primary care which includes delivering brief
evidence-based interventions and supporting medication management

 are willing to develop knowledge of developmental pediatrics to support facilitation of
appropriate referrals and psychoeducation

 are willing to learn brief evidence-based behavioral interventions for pediatric populations

 can balance the needs of patients and their family(ies) while collaborating with other systems
involved in the patients’ care

 can deliver care with a diversity equity and inclusion (DEI) and trauma-informed lens

BHCM Tasks 

Tasks for the BHCM role typically fall into    

two categories: care coordination and 

evidence-based brief behavioral 

interventions. In addition, many BHCMs in 

pediatric CoCM programs describe tasks 

related to program development and 

partner organization collaboration, 

particularly early on as the program is being developed. 

Download a sample 
BHCM job description here. 

 

 

Pediatric CoCM program staff highlight 
 the importance of giving BHCMs 

time to build relationships with local schools, 
community organizations, and social service 
systems, despite this time not being billable. 

Incorporating patient and family(ies) 
goals for care from the beginning 

increases engagement and results in a better 
healthcare experience and improved outcomes. 

https://aims.uw.edu/resource-library/care-manager-role-and-job-description
https://aims.uw.edu/resource-library/care-manager-role-and-job-description
https://aims.uw.edu/resource-library/care-manager-role-and-job-description
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The table below summarize these tasks: 

Care Coordination Evidence-Based Brief Behavioral Interventions 

 Use evidence-based tools to monitor
symptoms and maintain a registry that tracks
treatment progress

 Facilitate ongoing communication with all
members of the care team, including at
times with external providers and resources
(e.g., schools and legal system)

 Coordinate treatment with PCPs

 Follow up with patient and their family in the
active caseload

 Support medication treatment as indicated

 Prepare for and attend Systematic Caseload
Review sessions with psychiatric consultant

 Assess for social determinants of health and
support referrals

 Engage patients and/or family in treatment

 Provide brief behavioral interventions
appropriate for primary care, e.g., Behavioral
Activation (BA) or First Approach Skills Training
(FAST)

 Co-develop relapse prevention plans with
patients and their families

BHCM Task Sharing 

While BHCM tasks are often completed by one person, many successful pediatric CoCM programs 

have also divided the BHCM role between two people. One is the clinical provider who is assigned 

tasks that require a clinical license, and the other is a team member, sometimes called a care 

coordinator, who is assigned tasks that do not require a clinical license. A care coordinator can have a 

range of responsibilities that vary based on the needs of the patient population, priorities of the 

CoCM program, and availability of community resources. Typical tasks of a care coordinator include:   

 Providing specific information about their pediatric CoCM program

 Scheduling appointments with the BHCM

 Making reminder calls for appointments with the BHCM

 Providing information about additional resources in the community when appropriate

 Assist with the assigning and collection of standardized behavioral health screening tools

 Managing or assisting with documentation in the registry

 Assisting with communication to providers involved in care, including external providers

 Facilitate specialty behavioral health referrals when appropriate

While care coordinators might not always be able to bill for their services, the task sharing role can 

still be a useful approach to mitigate the workforce shortage for licensed behavioral health providers 

and can reduce costs by reserving more highly trained staff for 

the tasks that only they can do. We interviewed several 

organizations that expressed their satisfaction with having two 

individuals support the BHCM duties. One organization 

described their care coordinator as “the glue between primary 

care and families, and the glue between practice and different 

parts of the community” while another referred to having an Integrated Care Assistant as the “special 

sauce” to their program.  

Our care coordinator is the glue 
between primary care and families, 

and the glue between the practice and 
different parts of the community. 

- PCP Champion
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Psychiatric Consultant 

Psychiatric Consultants support both the BHCM and the PCP to deliver effective behavioral healthcare. 

They do not typically see patients or prescribe medications; however, they are available during business 

hours for ad-hoc patient and provider consultation as needed. They meet regularly with the BHCM for 

Systematic Caseload Review (SCR) sessions to discuss a caseload of patients in active treatment, 

prioritizing review of patients that are not improving.  

Psychiatric consultants provide:  

 input on diagnostic assessment,  

 identification of co-morbid behavioral health conditions,  

 medication recommendations,  

 and overall treatment planning.  

Treatment recommendations are communicated to the PCP, typically through the electronic health record 

(EHR). With training in both psychopharmacology and evidence-based psychotherapies, psychiatric 

consultants can support a full range of evidence-based treatments for depression, anxiety, and behavioral 

problems. They can serve as an educational resource as well, for example, presenting on clinical topics or 

advising on clinic routines related to mental health. 

Psychiatric consultants may include psychiatrists, psychiatric nurse practitioners, or psychiatrically trained 

physician assistants, depending on state scope of practice rules. Due to limited availability of child and 

adolescent trained psychiatric providers, some pediatric CoCM programs choose to use an adult trained 

psychiatric provider and find this option effective when the psychiatric consultant can then consult with 

trusted colleagues trained in pediatric psychiatry. When psychiatric consultation time is especially limited, 

some programs use psychiatric consultants for select urgent cases while the PCPs also utilize psychiatric 

consultation lines, such as the PAL line in Washington or the MC3 Program in Michigan for psychiatry 

support on other cases.   

Primary Care Provider  

PCPs are critical members of the CoCM treatment team. Their role 

includes the identification of pediatric patients who need treatment, 

describing and strongly endorsing the program to patients and their 

families, and typically consenting patients to CoCM. The PCP’s ongoing 

involvement in team communication regarding the patient and their care plan, and the provision of 

effective pharmacotherapy when indicated with support as needed from the psychiatric consultant are 

important for effective CoCM. 

One PCP we spoke with commented on the positive impact of team-based care on PCP burnout. Before 

the implementing pediatric CoCM at their practice, 

the PCP noted many busy days where they would go 

home and worry about a complex case, such as a 

teenager with trauma. They would worry because 

they felt they did not have capacity to support the 

patient and their family effectively and had concerns 

for the patient’s long-term outcomes - which in turn 

Download a description of                    
the PCP’s role here.  

  

Being part of a team helped me to feel like a 

patient’s safety and wellness doesn’t solely 

depend on just me. If I miss something there is 

still the rest of the team to help ensure success.  

- PCP Champion 

Download a sample  
psychiatric consultant job 

description here. 
 

https://www.seattlechildrens.org/healthcare-professionals/access-services/partnership-access-line/wa-pal/
https://mc3.depressioncenter.org/
http://aims.uw.edu/collaborative-care/team-structure/primary-care-provider-pcp
http://aims.uw.edu/collaborative-care/team-structure/primary-care-provider-pcp
https://aims.uw.edu/resource-library/psychiatric-consultant-role-and-job-description
https://aims.uw.edu/resource-library/psychiatric-consultant-role-and-job-description
https://aims.uw.edu/resource-library/psychiatric-consultant-role-and-job-description
https://aims.uw.edu/resource-library/psychiatric-consultant-role-and-job-description
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made them feel like they were ineffective at their job. After implementing pediatric CoCM and adding the 

BHCM and psychiatric consultant to the team, they felt like a patient’s safety and wellness didn’t solely 

depend on them and it was a relief.  

 

Roles Unique to Pediatric CoCM  

Family Advocates  

Practices we interviewed sometimes included Family Advocates on their implementation team. A Family 

Advocate is typically a parent, caregiver or family member of a patient who has received care at the 

practice. They partner with a practice to ensure the program is inclusive and family-centered. They 

participate in the planning, 

implementation, and program 

evaluation activities by participating in 

meetings and providing feedback. 

Programs that can compensate Family 

Advocates for their time may increase 

the number of families available to 

participate and include families with 

more diverse experiences and backgrounds. Practices may choose to survey families who have opted to 

give feedback on the program rather than hiring someone into a Family Advocate role.  

Community Behavioral Health Agencies, Schools, and Social Services  

Pediatric CoCM practices have the unique opportunity to build beneficial relationships with community 

behavioral health agencies (BHAs), schools, and social service organizations. Throughout interviews, 

practices emphasized the importance of developing these relationships to:  

 support patients and their families,  

 address family social needs,  

 and coordinate behavioral health treatment not provided in primary care.  
 

Several primary care clinic teams we interviewed, partnered with a community behavioral health agency 

to develop their pediatric CoCM programs. When this happens, it is important to involve a manager or 

supervisor from the partner organization early on. This includes inviting partners to planning meetings to 

develop the program goals and population served and to work out contractual and clinical relationships. 

Often in this partnership, the community behavioral 

health agency hires the BHCM role for the primary 

care team and then contracts with primary care to co-

locate the BHCM and provide CoCM services within 

the primary care practice.  

During interviews, the CEO of a BHA that partners 

with a pediatric CoCM program stressed the importance of their partnership to improve access to specialty 

care services. In their partnership, the BHA focuses on early intervention (birth to 3 years old) and certain 

Family Advocates provide valuable insights from the patient/ 

family/ caregiver perspective and give a voice to families 

receiving care at their specific practice by:  

 Participating in program meetings  

 Reviewing workflows, resources, policies, and practices 

 Facilitating linkages with community organizations 

 

 

A key to success is to  
involve partner leadership early on to  

develop program goals, population served  
and otherwise define the partner relationship.  
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school-age and adolescent patients in need of intensive treatment, while the pediatric CoCM team sees 

school-age and adolescent patients with mild to moderate symptoms.  

The table below highlights some benefits and challenges associated with this type of partnership. 

Challenges can often be addressed if given consideration in early planning phases. 

 

CoCM Team Processes  

Patient & Family Engagement  

Team members should engage the patient and their family in a culturally appropriate manner and with a 

trauma-informed lens. This means approaching patients in a manner that is flexible, inclusive, respectful, 

developmentally appropriate, sensitive to the impact of trauma, and effective. Similarly, they should use 

materials and deliver care that is inclusive of race, ethnicity, cultural background, immigration status, 

religion, disability, gender, gender identity, gender expression, sexual orientation, and sexual behavior.  

The team organizes treatment to be responsive to 

the patient and their family’s goals and 

preferences and understands the importance of 

the patient’s social family needs as well as how to 

support the patient and their family during times 

of stress.  

Initial engagement is often done by PCPs, which can be especially helpful when patients and families 

already have a trusting and established relationship with the PCP. Other clinic staff, such as medical 

assistants and front desk staff can be great advocates for the program as well and may have significant 

insight into patient and family behavioral health needs. Making written information about the program 

available in patient spaces, such as brochures in the front lobby and exam rooms, are great tools for 

sharing information and the program.  

Benefits 
Community BH Agencies can provide:   

 required clinical supervision for unlicensed 

providers working towards licensure 

 support for licensed providers who want to 

connect with other behavioral health providers  

 familiarity with the credentialing and 

documentation processes for billing 

psychotherapy codes 

 referral relationship for patients needing more 

intensive treatment  

Challenges 
CoCM programs will need to:  

 train BHA staff in a new way of practicing in 

primary care (i.e., adapting to shorter visits and 

more frequent interruptions) 

 provide access to primary care’s EHR and 

registry for the BHCM and psychiatric 

consultant 

 create workflows for billing the CoCM codes out 

of primary care 

  

Try to meet the patients and their families where     

they are at and see from their lens how things look. 

Make the environment conducive so they can        

follow up and be seen, heard, and feel comfortable. 

- BHCM 
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The PCP and BHCM are almost always encouraged to engage both 

patients and their family. This dual engagement not only supports 

the patients’ success in care but can also help to identify potential 

needs of the parent and recognize that the parent and child’s 

needs are interconnected and interdependent. Pediatric CoCM practices have the unique opportunity to 

take a family-centered lens to care, which includes assessing and identifying the needs and goals of a 

patient's family. By assessing the needs of the patient's family and connecting them to support and 

services that align with their needs and goals, the CoCM team can have an even greater impact on the 

patient's treatment outcomes and increase impacts on the patient's family. 

The pediatric CoCM practices we interviewed reported more successful treatment and engagement in care 

when a patient’s parent is involved. Depending on the age of the patient, the PCP and BHCM may meet 

with the patient and their family each individually and then together to help identify the behavioral health 

needs of both the patient and their family.  

Once a patient is identified, it’s important to gather the primary contact information and ideal times to 

reach the patient and family. Some organizations we interviewed rely heavily on texting with HIPAA 

compliant apps or communicate frequently through EHR 

portals to reach patients instead of using the phone. These 

programs noted both parents and teens were less responsive 

to the phone. Many programs also highlighted the benefits 

of offering both in-person and virtual appointments; BHCMs 

described the benefits of parents being able to attend 

appointments virtually during their workday, while some 

schools will arrange private spaces for patients to attend 

remote BH sessions. Several BHCMs we spoke with offer later afternoon or early evening appointment times 

so patients and their families don’t have to disrupt their school or workday to attend appointments. BHCMs 

will then use morning hours not occupied by patient appointments to complete documentation, attend 

meetings, work on program development, and coordinate services with other providers involved in patient 

care.  

Treatment can be difficult when a teenager has 

“fired their parent” from being involved with their 

care, as noted by one BHCM during an interview. It’s 

important for PCPs and BHCMS to explore a patients' 

acceptable care involvement from their parent/ 

caregiver, while still honoring a teenager’s desire for 

privacy and adhering to confidentiality laws.  

Team Communication & Collaboration 

Promoting trust and positive partnerships between PCPs and the psychiatric consultant is an important 

aspect to successful CoCM programs. In interviews with pediatric CoCM programs, we received 

suggestions for enhancing the relationship between PCPs and psychiatric consultant which include:  

 
Engaging both the patient 

and their family in care 
supports better outcomes.   

Sometimes teenagers will refuse to talk to their 
parents about their care. It can be helpful to work 
with a teenager to identify just one thing they will 

talk to their parents about, not all of it. The goal is to 
get the teenager to welcome the parent back in, 

otherwise it is just hard. 
- BHCM

 

 

To maximize engagement, 
BHCMs can offer later afternoon 

or early evening appointments to minimize 
disruptions to the school and work schedules 

of patients and their families. 



Pediatric Collaborative Care Implementation Guide 

©University of Washington AIMS Center 18 

 

 providing the psychiatric consultant with access to the EHR,  

 including the psychiatric consultant in program development and decision-making conversations,  

 and building in opportunities for the psychiatric consultant to provide PCPs general 

psychopharmacology education. 

PCPs in a clinic may differ in the preferred means of communication for patient updates and questions, 

and BHCMs should be flexible about communication to meet the needs of the PCP. Communication from 

the primary care staff back to the psychiatric consultant can be effective in engaging PCPs in the program 

and should be facilitated. Programs have done this successfully with the BHCM or through messaging 

within an electronic health record.  

Some pediatric CoCM practices choose to run a monthly meeting between BHCMs and PCPs to review 

shared caseloads, discuss challenging cases, and otherwise touch base about patient care. BHCMs have 

noted this type of regular meeting has helped promote program engagement from team members and 

build stronger team relationships. These meetings vary in length depending on each PCP’s caseload size.   

Systematic Caseload Review sessions are typically between a psychiatric consultant and a BHCM. See the 

Measurement-based Treatment to Target section for details. 

Pediatric Integrated Care Collaborative (PICC) Toolkit 

The Pediatric Integrated Care Collaborative (PICC) Toolkit is 

a useful guide for enhancing trauma-informed integrated 

care, which is essential to incorporate into pediatric CoCM. 

The PICC Toolkit highlights services that unite primary care, 

mental health care, families and communities to effectively understand, prevent, detect and address 

trauma in the community, and focuses on six inter-related and inter-connected elements as a guiding 

framework for transitioning or enhancing trauma-informed care in each setting (27).   

 

Download the Pediatric Integrated    
Care Collaborative (PICC) Toolkit here.   

Summary: Patient-Centered Team 

 Hire or contract with a BHCM and psychiatric consultant with some pediatric experience 

and expertise.  

 Consider adding other care team members to the core CoCM team including a care 

coordinator to assist with all of the coordination tasks and Family Advocates who can help 

develop a family-centered program.  

 Find innovative ways to engage with families and patients after hours, on weekends, and 

through telehealth, texts, and patient portals to help enhance engagement.  

 Promoting trust and positive partnerships between PCPs and the psychiatric consultant is 

an important aspect of successful CoCM programs. 
Jump to Table of Contents 

 

 

https://picc.jhu.edu/
https://picc.jhu.edu/
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 who is administering the screening tool,  

 where the score will be documented, and 

 the action that will occur when the score is positive.  

 

Population-Based  
A CoCM program is designed to provide effective behavioral health treatment to a population 

of patients. To maximize the number of patients who can be treated, teams must systematically identify 

the individuals in need of care within the primary care setting. This is typically done through routine, 

standardized screening. 

Evidence-based Behavioral Health Screening for Pediatrics 

Programs should have a protocol for screening patients that specifies: 

 who will be screened,  

 when they will be screened,  

 how they will be screened,
 

In practice, this might look like asking a patient or 

their family to complete the PSC-17 during a 

Preventive Pediatric Care Visit. The screener can be 

handed to the patient or their family at check-in or 

by a medical assistant who alerts the PCP if the 

score is positive. 

Who Will Be Screened: Determining a Population of Focus 

PCPs see patients with a wide array of mental health and substance use concerns. As your program is 

launching, we recommend choosing a subset of ages and/or disorders to focus on. Then, when your program 

has matured, expanding the program focus to include other diagnoses, ages, and perhaps clinic sites. In 

pediatrics, there will be different mental health needs across the age spectrum, patient, and family. In 

pediatrics, defining your population of focus for CoCM early will help when program drift may happen.   

Pediatric CoCM program staff that we talked to shared that their 

programs initially focused on depression, anxiety, and/or ADHD. 

Children and adolescents in need of ongoing care and treatment 

for conditions such as autism, learning disabilities, eating 

disorders, obsessive compulsive disorders, or substance use, 

among others may be better served by programs offering specialized treatment for these conditions. 

How they will be Screened: Using Validated Screening Tools  

Once a population of focus has been identified, pediatric CoCM programs should choose validated 

screening tool(s). Note that while all the tools below are validated for screening, they are not all validated 

to be used as symptom monitoring tools as is needed with measurement-based care. Find a table of 

common symptom monitoring tools in the Measurement-based Treatment to Target section. Each tool will 

have guidance on how administration should be done, including who is qualified to administer them.  

  

 

 

Programs can be reimbursed for BH  
screening done by the PCP. The implementation 

team should consider how best to build screening 
reimbursement into their workflow. 

 

 

 

Most pediatric CoCM  
programs start with a focus on  

depression, anxiety, and/or ADHD. 
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Common Behavioral Health Screening Tools 

Below is a list of commonly used validated screening tools used by pediatric CoCM practices.  

Condition Tool Ages(28) 

Depression 

PHQ-9 (Patient Health Questionnaire – 9 item) 12 and older 

PHQ-A (Patient Health Questionnaire – for Adolescents) 12 and older 

SMFQ (Short Mood and Feelings Questionnaire) 6 – 19 

Anxiety 

GAD-7 (Generalized Anxiety Disorder – 7 item) 12 and older 

SCARED (Screen for Child Anxiety Related Disorders) 8 – 18 

PROMIS (Patient-Reported Outcomes Measurement Information System) 8 and older 

Behavior/ADHD Vanderbilt (NICHQ Vanderbilt Assessment Scale) with subscales  6 – 12 

Trauma 

SCARED-PTS (Screen for Child Anxiety Related Disorders – Post Traumatic 
Stress) 

7 – 19 

CATS (Child and Adolescent Trauma Screen) 7 – 17 

CTS (Child Trauma Screen) 6 – 17 

Autism CAST (Childhood Autism Spectrum Test) 5 – 11 

General Mental 
Health/ 
Developmental  

PSC-17 (Pediatric Symptom Checklist -17 item) 4 – 17 

PSC-35 (Pediatric Symptom Checklist – 35 item) 4 – 16 

Survey of Well-being of Young Children (SWYC) Forms 2 – 60 months 

Suicide 
C-SSRS (Columbia Suicide Severity Rating Scale) 6 and older 

ASQ (Ask Suicide-Screening Questions) 8 and older 

Drug Use  CRAFFT 12 – 18 

More information about behavioral health screening for pediatric populations can be found in Appendix 1 

Additional Resources.  

Eligibility for a Pediatric CoCM Program  

Programs will need to specify the score that will serve as the threshold for referral to CoCM, and many tools 

include guidance about score interpretation. Screening with tools like the PSC-17, SCARED or PHQ-A should 

augment but not replace clinical judgment of the PCP. If the PCP determines that the patient may benefit 

from CoCM without meeting screening score threshold, patients should be assessed for eligibility. 

Age of Patient Consent and Patient Confidentiality 

Pediatric CoCM programs stress the value of engaging parents/family in their child and/or adolescent’s 

behavioral health treatment. The PCP and the BHCM play an important role in supporting adolescent 

patients to navigate conversations about their care with supportive adults. Consideration for the age of 

consent and confidentiality laws for behavioral health treatment is a critical part of this process.   

https://www.phqscreeners.com/
https://www.phqscreeners.com/
https://pediatrics.tuftsmedicalcenter.org/The-Survey-of-Wellbeing-of-Young-Children/Age-Specific-Forms
https://cssrs.columbia.edu/
https://www.nimh.nih.gov/research/research-conducted-at-nimh/asq-toolkit-materials
https://crafft.org/
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Age of consent and confidentiality laws may differ by 

state and understanding the laws for behavioral health 

treatment in your state is essential. This process should 

include clear written and verbal information shared with 

the patient, and family when appropriate, about age of 

consent for treatment and the patient’s rights to 

confidentiality. Information should be shared about when the care team would need to break a patient’s 

confidence, such as in the case of abuse or neglect, or risk of harm to oneself or others etc. It is important 

to create a workflow for how to manage the consent process with a patient and their family. Obtaining 

consent by a PCP can be required for billing, and often preferable to patients and families who may already 

have an established and trusting relationship with their PCP. Consent of adolescent patients who have legal 

autonomy of their behavioral health care can be complicated if patients do not want their parents involved 

or the parents do not want to be involved. PCPs must consider the patient’s insurance and if the parent will 

receive their child’s behavioral health or medication bill and how this may impact confidentiality of the 

patient’s care.  

Early Engagement 

A “warm connection” is a real-time introduction of the BHCM to 

the patient (in-person or virtual) by the PCP. For patients who are 

eligible for pediatric CoCM, the PCP initiates a warm connection to 

the BHCM, giving a strong endorsement of the program to the 

patient and family. If a warm connection is not possible, finding 

ways to connect to the BHCM virtually soon after the patient is 

identified can be a way to increase patient and family engagement 

in care. Early engagement has been demonstrated in the literature 

as key to improvement in outcomes (29).  

If the clinic uses a case finding technique to identify patients in need of care (could be a report by diagnosis, 

social determinants of health and/or screening scores), it is important for the PCP to communicate their 

endorsement of this program and encouragement to engage with it. This can be accomplished through a 

letter, portal message or similar communication to the patient or, if the patient is scheduled for a visit with 

the PCP in the very near future, a cue to the PCP to do this endorsement at that visit.  

After the patient is identified by the PCP, the BHCM completes an initial assessment, obtaining clinical 

information that can help the team confirm the diagnosis, identify co-morbid behavioral health disorders, 

and assess the patient’s level of risk for self-harm. Additional 

screening instruments can be used to identify more serious 

and complex disorders (e.g., SCARED-PTSD or CRAFFT) for 

which referral to specialty mental health treatment might be 

more appropriate.  

 

 

One pediatric clinic noted the time 

from when the patient is identified to 

when a BHCM can connect with the 

patient averages 1.2 calendar days, 

with an 80% engagement rate.  

This was done with the BHCM seeing 

patients and their family virtually! 

 

 

It is important for PCPs to endorse the 
pediatric CoCM program to patients and 

their families and encourage engagement.   

 

 

Understanding the laws for age  
of consent for behavioral health treatment  

in your state and creating a workflow for how 
to manage the process is critical. 
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Using a Registry  

CoCM cannot be implemented without a registry to 

document care delivery. A registry is a caseload 

management tool used by a BHCM and psychiatric 

consultant to monitor caseloads of patients, track their 

treatment progress, identify patients that are not improving as expected and may need treatment 

adjustments or who are improved enough to complete an active episode of care.  

An effective registry tracks three different types of information:  

1. Patient-level: treatment delivered and progress toward reducing or eliminating symptoms 

2. Caseload-level: data and information about the current active caseload of patients for a BHCM 

that facilitates Systematic Caseload Review by the BHCM and psychiatric consultant 

3. Program-level: information that supports monitoring progress toward program goals 

Figure 3 shows an example of a registry at the caseload level. Important data points that are included 

include the caseload size, type of contacts and engagements with the patients, whether systematic 

caseload review has happened, and clinical outcomes.  

Figure 3. Example Registry Showing Caseload-level Data  

Some practices use the cloud-based AIMS Caseload Tracker 

(ACT) alongside an EHR that allows for tracking of PHQ-9 and 

GAD-7 scores with minimal double data entry. There is also an 

EHR interoperable version. Other practices have created tools 

using Microsoft Access, REDCap, and directly in their EHRs. 

Pending the creation of a definitive registry in their EHR, some use a simple Excel-based registry, tracking 

patients’ dates of visits, measurement scores, and dates of psychiatric consultation.  

 

 

Use of a registry in the SCR process  
has been proven to significantly improve 

outcomes in the treatment of depression. 

The CoCM Registry                 
Requirements Guide further details 

important considerations for a registry. 

https://aims.uw.edu/registries/aims-caseload-tracker
https://aims.uw.edu/registry-tools
https://aims.uw.edu/registry-tools
https://aims.uw.edu/resource-library/integrated-care-registry-requirements
https://aims.uw.edu/resource-library/integrated-care-registry-requirements
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Some organizations have found the process of tracking scores (or navigating a registry) so burdensome that 

they discontinued the regular weekly use of a registry, just pulling data for quarterly funding purposes. This 

is unfortunate, as the use of a registry in the SCR process has been proven to significantly improve outcome 

in the treatment of depression (25).   

In addition, data tracked in the registry can provide information that can demonstrate progress towards 

goals of the program to provide improved access to effective behavioral health care. In pediatrics, 

determining which measures to track over time without overwhelming the CoCM team, including the 

patient, is an important consideration since there are many validated tools depending on the age of the 

patient and diagnosis. Review the Measurement-based Treatment to Target section of this guide for details.  

Caseload Size 

Balancing a BHCM caseload that is large enough to sustain a CoCM program and small enough to maintain 

quality clinical care and model fidelity can be difficult. In practices we interviewed, pediatric CoCM 

caseloads were smaller than those for adult patients, given the need for engagement with family, 

caregivers, schools, social service organizations. In our sample of pediatric practices we interviewed, 

caseloads varied from 25 - 75, though about 40 - 65 was most common for a full time BHCM. The size of the 

caseload for a given clinic also depends on several key factors related to the clinic population, including the 

prevalence of the target mental health conditions, complexity (rate of co-morbidities and psychosocial 

needs), availability and wait times for specialty behavioral health care, social determinants of health, and 

whether one BHCM performs all aspects of the job or shares 

the role with another team member. To maximize access 

to care, an episode of care with CoCM is time limited and 

lasts six months on average, though the actual duration is 

clinically determined.  

 

Summary: Population-Based 

 Programs should start narrow when choosing a population of focus for their program and can 

eventually expand this scope as the pediatric CoCM program matures.  

 Programs should have an evidence-based behavioral health screening protocol using validated 

screening measures.  

 Design a registry that is actionable for the CoCM team and not overly burdensome, plan 

carefully what measures to track over time. 

 Understanding the age of consent and confidentiality laws for behavioral health treatment in your 

state is essential and should inform the creation of a workflow to manage the consent process.  

 Consider the social determinants of health and care coordination needs of your population of 

focus when setting your optimal caseload size. In pediatrics, we have found caseloads closer 

to 40 - 65 to be more realistic than caseloads for adults.  
Jump to Table of Contents 

  

 

  

Learn more with the AIMS Center’s 
BHCM Caseload Guidelines.   

http://aims.uw.edu/resource-library/caseload-size-guidance-behavioral-health-care-managers
http://aims.uw.edu/resource-library/caseload-size-guidance-behavioral-health-care-managers
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Measurement-Based Treatment to Target  
Measurement-based care is the evidence-based practice of systematic monitoring of the 

patient’s symptoms through self or caregiver report scales. Patient progress is reviewed by the BHCM and 

treatment is adjusted based on patient’s response to care. There is robust evidence that measurement-

based care improves outcomes in treatment of depression in adolescents, and evolving evidence to show 

support for measurement-based care for children under age 12 as well (30).   

Anecdotally, many patients and their caregivers appreciate seeing how symptom scores change over the 

course of treatment. It can help them remember where they started once they are feeling better 

or that things have improved even if they don’t feel like they have. 

Further, measures can provide an excellent frame for providing 

psychoeducation about symptoms. Teaching self-monitoring skills 

can empower patients and their caregivers and increase their 

engagement in care.  

In Practice  

At the initial CoCM visit and throughout care, the BHCM works collaboratively with the patient and their 

caregiver to identify and review their goals for treatment. These goals are individualized and should reflect 

the patient and their caregivers’ values, preferences, and culture. The BHCM also works with the patient 

and their caregiver to select quantitative targets for the patient’s treatment that can be tracked through 

measurement-based care.  

For example, for adolescents, a clinically significant response to treatment or “response” is defined as 50% 

or greater reduction in PHQ-9 score from baseline or a PHQ-9 score <5 (remission of depression). Such 

measurement is not intended to be a substitute for clinical judgment, but rather to provide more 

objective evidence of response to treatment (or lack thereof).   

The BHCM reviews the clinical symptom monitoring tool in the session, observing together with the 

patient and caregiver which symptoms have (or have not) improved, and enters this information into the 

registry. The scores are then used in deciding next steps in care and can be reviewed during the 

Systematic Caseload Review session with the psychiatric consultant.   

For children who have multiple comorbid diagnoses or 

clinical symptoms that cut across domains, the clinician 

should take into consideration the patient’s most 

important identified goals and then use the most 

relevant measure and focus on a particular impairment 

or a specific group of symptoms or behaviors related to 

the main treatment goal (31).  

Symptom Monitoring  

Ideally, ongoing measurement of symptoms with a validated symptom monitoring tool is best completed 

immediately before or during every patient encounter. Due to the length of some of the screening tools in 

 

 

Teaching self-monitoring skills can 

empower patients and their caregivers 

while also increasing engagement in care. 

 

 

Measures do not need to be  
comprehensive, nor do they need  

to precisely match the complexity of the  
clinical presentation to be useful as an  
adjunct to the clinical examination (31). 
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pediatrics and possible challenges in collecting symptom monitoring responses, this is not always a realistic 

expectation. However; practices should do their best to collect symptom monitoring tool responses as close 

to the appointment as possible, and results should be reviewed in collaboration with the patient and/or 

their families to guide treatment (30).   

Many pediatric measurement scales include both caregiver and patient versions. This is helpful for 

gathering collateral information about how the patient is doing. It’s important for clinicians to recognize 

that there are often discrepancies in patient and caregiver responses and to monitor changes in both 

patient and caregiver reports to assess treatment progress (32).   

For children under age 12, most of the practices that we spoke with aim to collect symptom monitoring tool 

responses from both the caregiver and the patient for baseline information. Depending on the age, 

cognitive level of the patient, and level of the caregiver’s involvement in care, ongoing measures may then 

be completed by either the caregiver or the patient, but generally not both. This is done to minimize 

monitoring response fatigue and to be efficient with time.  

Some programs we spoke with also adjusted the frequency of administering the symptom monitoring 

response tools based on their patient’s situation and the length of the tool. For example, when using longer 

symptom monitoring tools like the 41-question SCARED, several practices we spoke with administer these 

tools monthly rather than at every clinical contact. 

Most Common Symptom Monitoring Tools  

Condition Tool Ages(33) 

Depression 

PHQ-9 (Patient Health Questionnaire – 9 item) 12 and older 

PHQ-A (Patient Health Questionnaire – for Adolescents) 12 and older 

SMFQ (Short Mood and Feelings Questionnaire) 6 – 19  

Anxiety 

GAD-7 (Generalized Anxiety Disorder – 7 item) 12 and older 

SCARED (Screen for Child Anxiety Related Disorders) 8 – 18 

PROMIS (Patient-Reported Outcomes Measurement Information System) 8 and older 

Behavior/ 
ADHD 

Vanderbilt (NICHQ Vanderbilt Assessment Scale) with subscales  6 – 12 

 

More information about symptom monitoring tools for pediatric populations can be found in Appendix 1 

Additional Resources. 

Individualized Assessments  

Some pediatric BHCMs also include individualized 

(non-standardized) assessments to track patient 

and/or parent goals over times. An example is the TOP 

Problems Assessment, which involves the patient 

Find more information about the Top  
Problems Assessment approach here.    

https://www.phqscreeners.com/
https://www.phqscreeners.com/
https://weiszlab.fas.harvard.edu/measures
https://weiszlab.fas.harvard.edu/measures
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and/or parent identifying one to three “top problems” they want to work on. Once identified, the specific 

problems are re-assessed for severity throughout care, typically at each clinical contact (34).  

This type of assessment creates another 

opportunity, in combination with standardized 

assessments, to track change over time and 

adjust strategies if needed. Some BHCMs we 

interviewed appreciated the option to 

incorporate individualized assessments into 

their practices. They noted for some patients, 

especially adolescents with frequent mood 

changes, monitoring a specific behavior such as 

the frequency with which they argued with 

their family in a week, provided beneficial information in combination with standardized assessments.  

Symptom Monitoring Workflows 

Successful CoCM programs develop efficient symptom monitoring tool workflows. For telehealth 

appointments, some programs have the patient or caregiver complete the tool shortly before they login to 

their virtual follow up appointment, while others have processes for patients and caregivers in clinic to 

complete the tool before their appointment begins. See the Using a Registry section for more information 

on documenting symptom monitoring tool scores. 

Suicide Prevention Protocols  

It is critical for practices to develop a process to respond to suicidal ideation in a timely manner, which is 

more difficult when symptom monitoring tools are completed virtually. Practices should weigh the risks and 

benefits of administering tools asynchronously and have a protocol for how to identify and respond to 

those positive scores in a clinically appropriate manner. From the 

beginning of treatment, providers should be communicating with 

patients about their rights and explain confidentiality protocols when 

conducting suicide screening and crisis response, including the 

sharing of clinical information in emergency situations and mandated 

reporting scenarios. Resources for developing or enhancing your current suicide prevention protocols 

including guidance around adolescents’ confidentiality can be found in Appendix 1 Additional Resources.    

Systematic Caseload Review 

A core CoCM activity is the Systematic Caseload Review (SCR). During an SCR session, the psychiatric 

consultant and BHCM meet to review a caseload of patients and discuss specific patient cases. The 

psychiatric consultant provides recommendations based 

on data from the rating scale scores, as well as clinical 

information from the BHCM, EHR, and/or PCP. SCR 

sessions are typically 60 minutes. However, they can vary 

in length depending on the complexity of patient cases, 

Example individualized assessment:  

A parent and the patient identify the problem as 

the patient feeling anxious about attending 

school thus resulting in frequent tardiness. The 

patient, parent, and BHCM would then track 

how often the patient is able to get ready on 

time and arrive to school before the bell rings. 

Download a suicide prevention 
protocol development or      

refinement guide here.  

Read more about SCR best  
practices and download templates  

from the article appendix here.  

https://aims.uw.edu/resource-library/suicide-prevention-protocol
https://aims.uw.edu/resource-library/suicide-prevention-protocol
https://aims.uw.edu/resource-library/suicide-prevention-protocol
https://pubmed.ncbi.nlm.nih.gov/31451067/
https://pubmed.ncbi.nlm.nih.gov/31451067/
https://pubmed.ncbi.nlm.nih.gov/31451067/
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the number of patients on the caseload, the rate patients are coming off the caseload, and the experience 

of the team.  

Both the psychiatric consultant and the BHCM should have access to the registry and EHR. They should use 

data from the registry at the meeting to mutually prioritize patients for review and track action items from 

the meeting. Both should reserve time before meetings for preparation and after for documentation and 

follow-up. Meetings should begin with agenda setting, followed by discussion of individual patients in order 

of priority. 

A typical 60-minute session for pediatric patients involves the discussion of three to six patients on the 

caseload. New or complex patients may require longer discussion. SCR sessions should be held consistently 

regardless of caseload size; research suggests that ad hoc case review meetings lead to poor outcomes (35).  

Making time in a busy practice for this regular meeting can be challenging, but studies in adults have shown 

that the addition of the SCR doubled response to depression treatment, and it is not unreasonable to 

conclude that the meeting has significant clinical value. 

Prioritizing Patient Cases  

When reviewing the registry to identify patients to prioritize for SCR discussion, consider the following:  

 patients with elevated rating scale scores who have not been reviewed in the past 8 weeks (the time 
it would typically take to see a treatment response, though it can occur earlier), 

 those who are not consistently engaged in care (e.g., no BHCM contact for 4 weeks), 

 patients who are not tolerating treatment or who have had recent emergency visits or 
hospitalizations, 

 new patients (if need diagnostic clarification or recommendations for initial treatment planning), 

 and patients who are ready to end an active episode of care.  
 

Pediatric teams we spoke with are finding that consultation 

recommendations often focus more on behavioral 

interventions, social factors, and interactions with family and 

school rather than psychopharmacology. One BHCM we 

interviewed also mentioned bringing to the SCR details on 

developmental milestones and parent’s pregnancy history that 

is unique with a pediatric population. 

At the completion of an SCR session, the team should have arrived at clear plans for ongoing treatment. 

These should be forwarded to the PCP, especially when action by the PCP is required, like changes in the 

medication regimen or requests for laboratory testing. This transmission of recommendations should be 

made in a way that is clearly agreed upon by all parties – this can be as simple as the psychiatric consultant 

writing brief consultation note in the EHR for the PCP. Some PCPs may feel more engaged with a more 

personal means of communication, and request that the BHCM speak with them briefly about the 

treatment recommendations.  

  

Download an outline for  
what a BHCM should be 

 prepared to discuss about prioritized 
patients during SCR.   

https://aims.uw.edu/resource-library/case-review-care-manager-psychiatric-consultant
https://aims.uw.edu/resource-library/case-review-care-manager-psychiatric-consultant
https://aims.uw.edu/resource-library/case-review-care-manager-psychiatric-consultant
https://aims.uw.edu/resource-library/case-review-care-manager-psychiatric-consultant
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Barriers to Population-Based and Measurement-Based Care 

Despite evidence showing support for population-based and measurement-based care, there are several 

challenges to recognize and address with pediatric populations. Barriers include a range of categories that 

interact across patient, provider, infrastructure, and organizational factors. 

Patient-level Barriers  

Patient-level barriers include motivation to complete measures, time to complete measures, concerns 

about confidentiality between patients and families, and comfort level of navigating technology used for 

administrating symptom monitoring tools (36). Additionally, youth and their families may incur cultural 

barriers, such as differences from providers in interpreting the cultural equivalence of the screening and 

monitoring questions, which may impact their engagement with the measures (37). To support patient and 

family engagement, it is beneficial for staff to orient patients and families to the screening and symptom 

monitoring tools and process for the first time. Though time consuming, walking patients and families 

through the tools often helps the BHCMs assess for cognitive or language barriers, can support patient and 

families’ understanding of its values and facilitation of the tool, and save time in the long run. Additionally, 

it is important that the symptom rating scales have been culturally validated with communities who are 

underserved by mental health resources (38), and for providers to attend to the development of culturally 

tailored education interventions for measurement-based care that may offer supportive approaches to 

addressing cultural barriers to measurement-based care. With regular administration of symptom 

monitoring tools and collaborative review of symptoms, patients and families generally become quickly 

independent, efficient, and accustomed to the process. 

Provider-level barriers  

Provider-level barriers can range from a provider’s preference for their own clinical assessment, lack of 

recognition of the value of measurement-based care, perceived administrative burden, impact on payments 

and coverage, and lack of training (36). Further, choosing which symptom monitoring tool to use can be 

challenging as many are available that are free, in multiple languages and validated for monitoring.  

Efficient workflows that promote administration of assessment tools prior to appointments and scores 

automatically entered in the EHR, as mentioned before, can help alleviate some of these administrative 

burdens. Collaborative conversations that involve the CoCM team and clinic management can help with 

provider buy-in and decisions around which screening and symptom monitoring tools will be the best fit for 

each setting. It’s important to consider if providers are already familiar with the tool, if the tool is already 

available in your EHR, and what populations your program has chosen to serve and track. 

Organizational and Infrastructure Barriers  

Organizational and infrastructure barriers include the identification and installation of a suitable registry, 

which can be complex when a program wants to incorporate it into an existing EHR. Experience has shown 

that registries most effective at guiding the care of a caseload have a small number of entry fields. We 

found that some practices try to include many different conditions in their registry, including information 

on complex social needs whose conditions aren’t being tracked with measurement-based tools. This can 

result in confusion over how to monitor and organize the caseload and reduce the usefulness of the 
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registry. It’s recommended that practices choose a population for their registry whose symptoms can be 

tracked with measurement tools, such as anxiety tracked with the SCARED tool, to support efficient 

management of the caseload, productive use of the registry, and clear gathering of data to guide treatment 

to target. Practices that have the capacity to work with patients with complex social needs separate from 

mental health needs could consider a second basic registry, such as a HIPPA Compliant Excel sheet that 

allows them to track on those patients as well without combining with the CoCM caseload.    

Financial Barriers  

For nearly all practices, the most significant barriers are financial, these will be discussed in the Accountable 

section.  

 

  

 

Summary: Measurement-Based Treatment to Target 

 There is robust evidence that measurement-based care improves outcomes in treatment of 

depression in adolescents.  

 To be most effective in assessing patient’s response to treatment, ongoing measurement 

of symptoms with a validated symptom monitoring tool is best completed immediately 

before or during every patient encounter. 

 Systematic Caseload Review for a pediatric population should also include reviewing the 

family and behavioral interventions, social factors, and interactions with family and school. 

 
Jump to Table of Contents 
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Evidence-Based Treatments 
The treatments offered to patients and their families by the pediatric CoCM team should be 

based on research evidence demonstrating their effectiveness in treating behavioral health 

conditions in children and adolescents. When the research evidence is inconclusive or incomplete, 

treatments offered should be directed by expert clinical guidelines. Children and adolescents in pediatric 

CoCM may receive brief behavioral treatment, medications, or both as part of their care.  

Sources of Evidence 

Some sources of evidence that are pre-appraised for scientific merit and clinical relevance include ACCESSSS 

from McMaster University, Cochrane Database of Systematic Reviews and UpToDate.com. In addition, practice 

guidelines published by major practice organizations (like the AAP or AACAP) are also helpful to reference. 

Resource Author 

Primary Care Principles for Child Mental Health Care Guide Seattle Children’s 

Guidelines for Adolescent Depression in Primary Care Toolkit The REACH Institute 

Guidelines, Updates, and Parameters 
American Academy of Child and Adolescent 
Psychiatry (AACAP)  

Pediatric Psychopharmacology for Primary Care (3rd Ed) American Academy of Pediatrics (AAP) 

Pediatrics Journal American Academy of Pediatrics (AAP) 

Patient Care: Mental Health Initiatives American Academy of Pediatrics (AAP) 

Brief Behavioral Interventions 

Commonly used evidence-based, brief behavioral interventions that we came across in our interviews with 

practices include Behavioral Activation (BA) for adolescents, Cognitive Behavioral Therapy (CBT) for children 

and adolescents, Behavioral Parent Training (BPT), and Solution Focused Therapy for children and 

adolescents. These approaches can be delivered by the BHCM or others on the care team who have clinical 

training, supporting the behavioral health needs of the patient and family. 

We recommend that organizations provide specialized training to BHCMs in the specific evidence-based 

brief behavioral interventions offered by your CoCM program. Implementing brief interventions can often 

be a shift in thinking for those unfamiliar with or not trained to practice in primary care.  

Additionally, organizations should plan to check in with the CoCM team on the use of the specific 

interventions, as there can be “drift” away from standardized provision of these practices. Program 

leadership and the psychiatric consultants can support these practices and their implementation.  

In Appendix 2 we summarize evidence-behavioral approaches and link to supporting materials or training 

resources. These approaches can be delivered by the BHCM or others on the care team, supporting the 

behavioral health needs of the patient and family.  

See Appendix 3 for resources for commonly encountered behavioral management issues. 

https://www.seattlechildrens.org/healthcare-professionals/access-services/partnership-access-line/resources/
http://www.gladpc.org/
https://www.aacap.org/AACAP/Resources_for_Primary_Care/Practice_Parameters_and_Resource_Centers/Practice_Parameters.aspx
https://shop.aap.org/pediatric-psychopharmacology-for-primary-care-3rd-edition-ebook/
https://publications.aap.org/pediatrics
https://www.aap.org/en/patient-care/mental-health-initiatives/
https://www.uptodate.com/contents/search
https://www.cochranelibrary.com/about/about-cochrane-reviews
https://www.accessss.org/Pages/About
https://www.accessss.org/Pages/About
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Psychopharmacology 

There is limited evidence for the use of psychiatric medications in children and adolescents. Appendix 4 

provides an overview of recent psychopharmacology guidance for common behavioral health conditions for 

pediatric populations. Find more practical guidance in Seattle Children’s Hospital’s Primary Care Principles 

for Child Mental Health Care Guide or in Pediatric Psychopharmacology for Primary Care (3rd Edition),   

published by the American Academy of Pediatrics. 

  

  

 

Summary: Evidence-Based Treatment  

 Children and adolescents in pediatric CoCM may receive brief behavioral treatment, 

medications, or both as part of their care. 

 Commonly used evidenced-based, brief behavioral interventions used in a pediatric CoCM 

program include BA, CBT, BPT, and Solution Focused Therapy for children and adolescents. 

 Specialized training for behavioral health providers and PCPs in the evidence-based brief 

interventions is recommended.  

 There is limited evidence for the use of psychiatric medications for children and 

adolescents. When the research evidence is inconclusive or incomplete, treatments offered 

can be directed by expert clinical guidelines.  
 

Jump to Table of Contents 

 

https://www.seattlechildrens.org/healthcare-professionals/access-services/partnership-access-line/resources/
https://www.seattlechildrens.org/healthcare-professionals/access-services/partnership-access-line/resources/
https://publications.aap.org/aapbooks/monograph/692/Pediatric-Psychopharmacology-for-Primary-Care
https://www.seattlechildrens.org/healthcare-professionals/access-services/partnership-access-line/resources/
https://www.seattlechildrens.org/healthcare-professionals/access-services/partnership-access-line/resources/
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Accountable 
Accountable care happens at both the care delivery and organizational levels.  

Care Delivery Level 

The treatment team is accountable to the patient and their family for proactive follow-up and making 

treatment changes if the patient is not improving. In addition, teams must recognize when patients may be 

better treated by specialty care or with community and school resources and refer them appropriately. 

Lastly, members of the treatment team are accountable to each other for performing their roles and 

communicating effectively with each other.  

Organizational Level 

The organization is accountable to the program for developing and regularly monitoring program quality 

metrics. This is to ensure care is achieving the clinic’s vision and meeting achievable benchmarks based on 

the evidence-base for CoCM. An ideal method for this is continuous quality improvement using the Plan, 

Do, Study, Act (PDSA) approach. In addition, the organization is accountable to payers for the quality of care 

delivered. 

Sustainment  

To sustain a program, teams must decide how to demonstrate 

the value of their program, build the business case, and plan for 

sustainment over time. This includes specifying which process 

and outcomes quality measures to track at the program and 

caseload level, funding for the program to be sustainable, and whether patient and provider satisfaction 

data will be gathered. Teams then utilize continuous quality improvement strategies such as the Plan, Do, 

Study, Act approach to work to improve program accountability metrics over time.  

In CoCM, it is important to think of sustainment across three 

categories: financial, program, and clinical sustainment. These 

concepts should be discussed early in program design and 

throughout program implementation.  

Financial Sustainment 

Upfront Costs of Starting a CoCM Program  

The upfront costs to starting a pediatric CoCM program include hiring and training team members, 

developing a registry, building EHR templates, and creating communication pathways across teams. In 

addition, there is time and effort spent fostering and maintaining relationships with community 

mental health, schools, and social service partners. In pediatric CoCM, relationships and pathways for 

adults to access primary care and mental health services is important, too. Often families (particularly 

the postpartum population) may need their own referrals for mental health treatment and for 

ongoing parenting education and support.  

Review guidance on how to           

Build a Business Case for CoCM here.  

Download the guide to Broadly 
Defining Value here.   

https://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementTestingChanges.aspx
https://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementTestingChanges.aspx
https://aims.uw.edu/collaborative-care/building-business-case-cost-effectiveness-studies-collaborative-care
https://aims.uw.edu/collaborative-care/building-business-case-cost-effectiveness-studies-collaborative-care
https://aims.uw.edu/resource-library/broadly-defining-value-your-model-integrated-care
https://aims.uw.edu/resource-library/broadly-defining-value-your-model-integrated-care
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Most of the pediatric practices we interviewed talked about how their programs were jumpstarted 

with government, health insurance payor, health system investments, and/or grant funding. This 

financial support provided the practices with the ability to fully develop a CoCM team and 

partnerships in the community. An article that reviewed innovative community partnerships with 

primary care CoCM programs, noted that the most successful partnership teams also spent the most 

time planning their programs. Success in a partnership team meant that there was time spent to build 

the infrastructure and workflows, planning meetings across the partnership, and ongoing training and 

collaboration. In these programs, initial planning and implementation costs ranged from $39,280 to 

$60,575. After the program was implemented, the cost per patient ranged from $154 to $544 (39).  

One PCP champion at a rural pediatric clinic, talked about her role and the commitment it took to 

develop the program. She became an advocate amongst her colleagues and in the community and 

learned to be okay failing when trying new things with the program. She worked beyond the primary 

care walls by attending partnership meetings and helping to 

secure funding with the local government, schools, and 

social services to meet the youth mental health needs of the 

community. One marker of success was the “symbiotic 

relationship” where community organizations supported 

their program and primary care reached out to community 

organizations on behalf of patients.  

A CEO of a community behavioral health agency that partners with primary care talked about seeing 

these upfront funds as a critical “runway” for developing a sustainable program and partnership. 

Emphasizing that one can’t underestimate the time needed from a dedicated PCP champion to help 

early with program design and implementation, and the importance of building this time and resource 

into the upfront costs. Their program and partnership took a solid two years to be able to spread to 

additional clinics and sustain the program. 

Even after four and a half years the 

implementation team continues to meet 

regularly while the leadership across the two 

agencies meet monthly to review finances 

and sustainment plans.  

Ongoing Financial Costs and Sustainment 

Once you have hired and trained your CoCM team, developed workflows and referral pathways into 

the community and within your health system, and the infrastructure for population-based care, there 

are the ongoing maintenance costs that programs hope to sustain through financial revenue.  

Depending on financial payors, many of the pediatric clinics interviewed are also billing the Psychiatric 

CoCM codes first introduced by Medicare in 2017. These codes bundle the payment under the 

medical treating provider as “incident to” under “general supervision” for all CoCM activities that take 

place in a month by the BHCM.  

  

  

You have to be willing to stick your  
feet and arms out into the community and 

reach out on behalf of young people. 
 

 -- PCP Champion and Advocate 

 

 

This time investment by a  
PCP champion to work within the clinic  

and out in the community is a real upfront cost  
to be considered in pediatric integrated care.  
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A BHCM tracks activities such as: 

 the outreach and engagement of patients and families,  

 assessments and follow-ups (in person, by phone, virtual or through a portal),  

 time spent during SCR with the psychiatric consultant,  

 and updating the registry throughout the month.  

Different codes are billed depending on number of minutes in a month 

and whether a clinic qualifies as a FHQC/RHC or other type of health 

care provider. Depending on the payor, the CoCM codes allow for a 

broader level of education backgrounds for staffing the BHCM role so 

that primary care practices can hire associate level behavioral health clinicians and nurses to fulfill the 

BHCM role.  

Washington State Medicaid covers the CoCM codes. Providers need to attest that they have a CoCM 

program before submitting claims for reimbursement. Additional details can be found in the 

Washington State Physician-Related Services/Health Care Professional Services Guide. The Meadows 

Institute also published a paper reviewing Medicaid CoCM billing for youth across the country.  

Billing and Sustainment Challenges  

In our interviews, some of the challenges with CoCM billing and financial sustainment of pediatric 

CoCM programs include the following:  

 Caseload sizes are generally lower in pediatric CoCM, yet the reimbursement amount is the 
same as adult populations.  
 

 Programs stressed the importance of treating the social determinants of health, community 
outreach with social service providers, and engagement with schools. This type of outreach and 
engagement is not reimbursable with FFS billing. Some teams have used care coordinators, 
community health workers, and outreach workers for this support, but these positions are not 
currently a reimbursable service under a FFS model and are mostly grant funded.   
 

 Several pediatric practices that we interviewed are small 
independent practices and don’t have a full billing team 
to advocate with payors for CoCM reimbursement and to 
track denials, particularly early on, with payors. There 
continues to be much payor education required about 
CoCM billing codes.  
 

 There may be times when it’s clinically appropriate for a BHCM to see the family separately from 
their child (the patient.) In these circumstances, billing can be more complicated if the patient is 
absent for the entire visit.  
 

 In States where adolescents may receive mental health treatment without parental consent, it 
can be difficult to get billing consent from the family if care is first initiated with the adolescent. 
One pediatric practice talked about the extra burden and challenge for providers to then track 
down the caregiver for this consent. 

Find quick guides for         

bundled BHI payments here.  

Find the APA’s Payor 

Advocacy Toolkit here.  

https://www.hca.wa.gov/billers-providers-partners/prior-authorization-claims-and-billing/provider-billing-guides-and-fee-schedules#billing-guides-fee-schedules
https://mmhpi.org/topics/policy-research/improving-behavioral-health-care-for-youth-through-collaborative-care-expansion/
https://aims.uw.edu/resources/billing-financing
https://aims.uw.edu/resources/billing-financing
https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care/get-paid/medicaid-payment-and-collaborative-care-model
https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care/get-paid/medicaid-payment-and-collaborative-care-model
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Other financial payment options that practices are using to cover the program costs include: 

 Many practices incorporate developmental, social determinants of health, and behavioral
health screening codes (including postpartum depression) into their workflows and are finding
payors are paying for screening as they take a population approach to screening. Washington
State Medicaid has a thorough guide on Early and Periodic Screening, Diagnosis, and
Treatment (EPSDT) and nationally providers can review the AAP resource.

 Fee-For-Service psychotherapy codes if the organization has hired a licensed behavioral health
clinician to be in the BHCM role.

 General Behavioral Health Integration codes (99484/G0511) (not covered under Washington
Medicaid) for non-CoCM brief interventions happening in the clinic.

 Health and Behavior Codes (for which the primary
diagnosis is a physical health condition) when their
CoCM teams work on behavior change and brief
interventions around topics such as anger
management, bed wetting, sleep, etc.

 Exploring Alternative Payment Models that might include quality metrics and incentive funding.
One practice talked about a contract with a managed care organization that included quality
incentive funding for meeting the HEDIS mental health treatment penetration measure along
with immunization and well child check visit quality
measures. These contracts and relationships that
include quality incentive funding for a CoCM 
program take time to develop, particularly when 
you have a diverse payor mix. 

Program Sustainment 

Program sustainment is defined as the methods and systems that will be used to monitor metrics that 

demonstrate program success. It is important for the team to consider how they will evaluate whether the 

program is maintaining fidelity to CoCM and providing effective treatment according to their vision and 

goals for the program. A program evaluation plan should include program metrics that monitor processes 

of care, patient clinical outcomes, and help identify potential areas for improvement in the program.  

Selecting Metrics & Targets 

We recommend selecting three to 

five measures to start with; ideally 

ones for which data is readily 

accessible. Teams will also need to 

specify the targets for their metrics. 

The targets in Table 7 are based on 

benchmarks from published 

literature (35,40,41), when available, 

or practice experiences, but there is likely to be wide variation in program performance (42). 

Select metrics that: 

 reinforce the core principles of CoCM

 align with the goals and vision of the program as well

as the organization’s broader quality reporting goals 

 consider health equity and ways to disaggregate

metrics to allow tracking of metrics for diverse 

populations (i.e., stratified by race, ethnicity, language) 

Find a summary of the Health 
and Behavior Codes Guidelines 

for Use and Billing here. 

Find a brief overview of     
basic CPT and Medicare billing 

codes for CoCM here. 

https://www.hca.wa.gov/billers-providers-partners/prior-authorization-claims-and-billing/provider-billing-guides-and-fee-schedules
https://www.hca.wa.gov/billers-providers-partners/prior-authorization-claims-and-billing/provider-billing-guides-and-fee-schedules
https://downloads.aap.org/AAP/PDF/coding_factsheet_developmentalscreeningtestingandEmotionalBehvioraassessment.pdf?_ga=2.52551912.1123295570.1675708684-2120625925.1671479022
https://static1.squarespace.com/static/5935ee95893fc011586f1304/t/635182355d81eb1bfeedc2b0/1666286136738/VBC+report_final+for+distribution.pdf
https://www.hca.wa.gov/assets/billers-and-providers/health-and-behavior-codes-matrix1.pdf
https://www.hca.wa.gov/assets/billers-and-providers/health-and-behavior-codes-matrix1.pdf
https://www.hca.wa.gov/assets/billers-and-providers/health-and-behavior-codes-matrix1.pdf
https://aims.uw.edu/resource-library/basic-coding-integrated-behavioral-health-care
https://aims.uw.edu/resource-library/basic-coding-integrated-behavioral-health-care
https://aims.uw.edu/resource-library/basic-coding-integrated-behavioral-health-care
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An organization’s goals should be informed by data from their current practice, regional and national 

data. For example, the target for depression and anxiety screening should be informed by current 

rates of screening. Mature programs should aim to screen 80-90% of their population of focus—but 

new programs that are currently doing little to no screening might aim initially to double their current 

rate. The table below reviews example program performance metrics by relevant CoCM principle.  

Example Program Performance Metrics 

Population-Based 

Evaluation Question Metric Target 

Does the screening workflow 
have adequate reach?  

 % of patients screened for developmental milestones, ex)
postpartum depression, and anxiety

 Screening data by race, ethnicity, language, and age

80% of 
population 

Is there adequate access to 
the program?  

 Average time between identification and first BHCM visit ˂2 weeks 

Is the referral rate of new 
patients adequate to build 
and sustain the program? 

 % of eligible patients who enroll in CoCM

 Enrollment data by race, ethnicity, language, and age
≥50% 

 % of active caseload that began treatment in the past
month (caseload reach)

10-20% 

Are enrolled patients being 
followed regularly with 
proactive outreach? 

 % of pts. with ≥ 1 contact/month ≥80% 

 % of pts. with no contact for ≥ 2 months ≤10-15% 

Measurement-based Treatment to Target 

Evaluation Question Metric Target 

Is the BHCM monitoring 
treatment with an evidence-
based screening tool? 

 % of contacts with BHCM that include a PHQ-9, GAD-7,
SCARED, etc. in past month

≥75% 

Is the team meeting for SCR?  Average # of SCR sessions per month ≥3-4 

Are the appropriate patients 
prioritized for review? 

 % of patients without adequate improvement who have
been discussed during SCR within the previous 60 days

90% 

How effective is the 
treatment provided? 

 % of patients with baseline score >10 who achieve 
clinically significant response (≥50% decrease in PHQ-9 
score) or remission (PHQ-9 ≤5)

 % of patients who achieve anxiety improvement (5-point 
improvement in GAD-7 score) and baseline score is >10

 Symptom improvement on Vanderbilt ADHD Assessment 
(42)

 Missed school days and workdays by patients/family

45-65% (40,41) 

Evidence-based treatments 

Evaluation Question Metric Target 

Are evidence-based 
psychotherapeutic 
treatments being used? 

 Among patients treated with behavioral treatments, % of
those who are not receiving evidence-based treatments

˂10% 



Pediatric Collaborative Care Implementation Guide 

©University of Washington AIMS Center 37 

Routine Metric Review 

A clearly articulated process and plan for the implementation team to routinely review these metrics 

will ensure regular attention to areas needing improvement and support metric reporting goals. The 

team will need to define the frequency of review, which clinic/organization members will be involved 

in reviewing these metrics, and what corrective action will take place when areas for improvement 

are identified. Developing a structured approach to implementing this corrective action aligns with 

evidence-based approaches to continuously improving the quality of clinical programs, such as the 

Plan, Do, Study, Act model (43). 

Clinical Sustainment 

As your program matures and grows, it is important to meet periodically to revisit whether the program is 

continuing to maintain fidelity to the core principles of CoCM. The following are some commonly 

encountered challenges and potential solutions as you work to clinically sustain your program.  

Staff and Provider Turnover 

Effective implementation teams proactively plan for turnover, especially for the BHCM role, by 

developing an onboarding protocol (include training 

materials) for newly hired team members. There are 

a variety of online resources for foundational 

training in CoCM from the AIMS Center and the 

American Psychiatric Association (APA).  

Anticipating turnover, vacations, or extended leave, some teams train more than one staff member as 

BHCMs. If turnover becomes a pattern, teams should investigate the root causes. If burnout is cited as a 

common reason for turnover of the BHCM role, consider the following:  

 ensure caseload size is appropriate for patient
complexity and size of the clinic

 ensure the BHCM does not have many non-
CoCM program responsibilities

 consider a task-sharing collaboration
between a BHCM and care coordinator type
role as discussed in the Patient-Centered
Team section

Programmatic Drift 

As mentioned previously, it is important that an implementation team clearly define the vision, goals, 

and population of focus for the pediatric CoCM program. As the program grows and matures, these 

should be revisited and revised regularly. If this does not occur, programs can drift from the core 

principles of CoCM. Drift can cause BHCM burnout/turnover, delays in care access, and negatively impact 

the quality of care delivery. 

Consider the following online trainings: 
- For BHCMs (AIMS Center)
- For Psychiatric Consultants (APA)
- For PCPs (APA)

 
Care coordinators typically have 

more capacity to address the social needs 
of patients and their families which can 
enhance engagement in CoCM overall. 

https://aims.uw.edu/online-bhcm-modules
https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care/get-trained
https://education.psychiatry.org/diweb/catalog/item/eid/C16076
https://education.psychiatry.org/diweb/catalog/item/eid/C16076
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Pediatric CoCM programs can intervene early and potentially change the trajectory of a patient’s 

symptom development. With this profound impact, many programs want to expand their program scope 

to support patients and their families through the many developmental stages, or as one PCP champion 

described, the “developmental arc”. However, each developmental stage comes with unique 

programmatic challenges. Some pediatric practices noted challenges specifically with meeting the needs 

of perinatal/postpartum parents, children under age 6, and patients with complex diagnoses without 

adequate referral options or long waits for specialty services. In these cases, consider the following:  

 develop and nurture partnerships with community agencies, specialty behavioral health, and 
adult primary care to streamline the referral process  

 for more mature programs, add team members such as, care coordinators, care navigators, 
or another behavioral provider to increase capacity of the pediatric CoCM program   

Inconsistent Registry Use 

Several practices we spoke with consider the registry to be more an administrative/data entry tool and 

less a clinical tool to drive care and treatment decisions. To capitalize on efficiency, the registry becomes 

most functional when a BHCM uses it daily to track patient outcomes, organize their daily work (e.g., 

which patients need outreach, which patients are ready for relapse prevention planning, which patients 

are ready for completing the episode of care), and when both the BHCM and psychiatric consultant use it 

to support Systematic Caseload Review. A team consistently reviewing the registry data and using the 

registry during SCR can help enforce the population-based care principle of CoCM.  

 

 

Summary: Accountable 

 Financial, clinical, and program sustainment should be discussed early in program design and 

throughout program implementation.  

 Initial funding to help with upfront costs allows time to build a CoCM team and community 

partnerships, including pathways for adults to access behavioral health services.  

 As your program matures and grows, it is important to continue to meet periodically to revisit 

whether the program continues to maintain fidelity to the core principles of CoCM. 

 Select 3-5 program metrics with readily accessible data that reinforce the core principles of 

CoCM, align with the goals and vision of the program, align with the organization’s broader 

quality reporting goals and take into consideration health equity. These should include ways to 

disaggregate data to allow for tracking of metrics for diverse populations (e.g., data stratified 

by race, ethnicity, age, language).  

 A clearly articulated process for the implementation team to routinely review these metrics will 

ensure regular attention to areas needing improvement and support metric reporting goals.  

Jump to Table of Contents 
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Conclusion  

Around the country primary care practices are addressing the need for more timely culturally responsive 
behavioral health care by developing robust Collaborative Care programs that partner with community, 
schools, and behavioral health agencies.  

Collaborative Care is a promising model for providing behavioral health services to pediatric populations in 
primary care. Based on the meta-analysis of treatment outcomes for over 13,000 pediatric patients, CoCM 
was better at improving outcomes compared to usual care (20). There is still much work to be done at a 
policy level to help pediatric practices transform care. As outlined in “Policy Recommendations to Promote 
Integrated Mental Health Care for Children and Youth,” there needs to be financial incentives and policy 
barriers removed as we transform pediatric practices to support a family’s psychosocial needs (21). We need 
to expand our workforce to include a variety of educational backgrounds and experiences, including lay 
community health workers who bring critical skills working with families across racial, ethnic, and 
socioeconomic backgrounds. With both new emerging roles and current primary care roles in integrated 
care settings, comes the need for robust training programs and pathways for financial sustainment of this 
workforce.  

Collaborative Care is a powerful evidence-based approach to improving access and treatment outcomes in 
pediatric populations. We look forward to continued innovation in the field to make care increasingly 
accessible and effective for pediatric populations. 
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Appendix 1  
Additional Pediatric Collaborative Care Resources  
Implementation Support Resources  

 Using CoCM for Pediatric Populations (APA) 

Provides a brief overview about how CoCM can be used to treat pediatric populations.  
 

 Pediatric Integrated Care Resource Center (AACAP)  

Designed to promote the integration of medical and behavioral/mental health services for children, 

adolescents, and their families through resources to professionals working in a variety of settings.  
 

 Resources for Primary Care (AACAP)  

Compilation of materials include pediatric practice parameters, pediatric resource centers, 

information for patients and their families, and resources for integrated care and Collaborative Care.  
 

 Guidelines for Adolescent Depression in Primary Care Toolkit (The Reach Institute)  

Toolkit for providers to implement best practices in adolescent depression care, including screening 

information, intervention guides, and psychoeducation tools.  
 

 Improving The Capacity of Primary Care to Serve Children and Families Experiencing Trauma and 

Chronic Stress Toolkit (Pediatric Integrated Care Collaborative)  

Describes the importance of trauma-informed pediatric integrated care, while encouraging adaptive 

practices and customization. 

 

Suicide Prevention  

 Zero Suicide for Children and Youth (Zero Suicide)  

Suicide prevention resources for pediatric populations.  
 

 Blueprint for Youth Suicide Prevention (AAP)  

This resource was designed to support pediatric clinicians in advancing equitable youth suicide 

prevention strategies in all settings. 
 

 Supporting Adolescent Patients in Crisis Toolkit (Washington Chapter AAP)  

This toolkit is designed to: (1) support the development of a process for managing a suicidal patient 

in primary care practices, (2) offer a foundation from which practices can adapt and refine their 

workflow for responding to suicidal patients, and (3) provide resources and strategies for how 

pediatric primary care providers can support suicidal adolescents as they wait for care.  

  

https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care/implement/special-populations
http://integratedcareforkids.org/
https://www.aacap.org/AACAP/Resources_for_Primary_Care/Home.aspx
http://www.gladpc.org/
https://picc.jhu.edu/the-toolkit.html
https://picc.jhu.edu/the-toolkit.html
https://zerosuicide.edc.org/resources/populations/children-and-youth
https://wcaap.org/webinars/introducing-the-supporting-adolescent-patients-in-crisis-toolkit/
https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-prevention/
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Measurement-Based Care  

 Measurement Based Care in the Treatment of Mental Health and Substance Use Disorders 

(Meadows Mental Health Policy Institute)  

Appendix 2 of this report includes recommended pediatric measures. 
 

 Screening Technical Assistance and Resource (STAR) Center (AAP)  

Resource that specifies screening tools with pediatrics. 

 

 Mental Health Tools for Pediatrics (AAP)  

Compilation to help determine what tools might be most appropriate for each stage of screening, 

evaluating, and treating pediatric mental health needs. 

 Pediatric Integrated Care Resource Center: Instruments (AACAP)  
A repository for instruments useful for measuring outcomes in pediatric integrated care. 
 

  Self-Report Rating Scales to Guide Measurement-Based Care in Child & Adolescent Psychiatry 

This article provides a summary of self-report rating scales for measurement-based care. 

 

For Patient’s and Their Families  

 HealthyChildren.org (AAP)  

Provides general information related to child health and specific guidance on parenting issues.  
 

 Kids, Teens and Young Adults Resources (NAMI)  

Compilation of essential information and resources intended to help young people get the mental 

health support they need. 

 

Washington State Resources 

 Reporting Guide for Research and Evidence-based practices in Children's Mental Health (UW CoLab) 

This guide offers instruction on how to report research- or evidence-based practices for children’s 

public mental health care (under 18) in Washington State, including encounter types and 

documentation requirements. 
 

 Partnership Access Line Care Guides and Resources (Seattle Children’s)  

Guides with resource for screening tools, evidence-based behavioral treatment, and pharmacology 

options for pediatric behavioral health care. 

  

https://mmhpi.org/project/measurement-based-care-in-the-treatment-of-mental-health-substance-use-disorders/
https://mmhpi.org/project/measurement-based-care-in-the-treatment-of-mental-health-substance-use-disorders/
https://www.aap.org/screening
https://downloads.aap.org/AAP/PDF/Mental_Health_Tools_for_Pediatrics.pdf
http://integratedcareforkids.org/instruments/
https://pubmed.ncbi.nlm.nih.gov/32891365/
https://healthychildren.org/
https://www.nami.org/Your-Journey/Kids-Teens-and-Young-Adults
https://uwcolab.org/ebp-reporting-guidance
https://www.seattlechildrens.org/healthcare-professionals/access-services/partnership-access-line/resources/
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Appendix 2  
Evidence-Based Behavioral Interventions for Children & Adolescents  

Commonly used evidence-based, brief behavioral interventions that we came across in our interviews with 

practices include Behavioral Activation (BA) for adolescents, Cognitive Behavioral Therapy (CBT) for children 

and adolescents, Behavioral Parent Training (BPT), and Solution Focused Therapy for children and 

adolescents. These approaches can be delivered by the BHCM or others on the care team who have clinical 

training, supporting the behavioral health needs of the patient and family.  

Below we summarize common evidence-based brief behavioral intervention for primary care. For each, we 

provide links to supporting materials or training resources. They are in alphabetical order.  

 

Acceptance & Commitment Therapy (ACT)  

ACT is an extension of traditional CBT which focuses on acceptance and mindfulness strategies. It has been 

shown to be useful in supporting families with children with psychological and physical difficulties. Direct 

treatment for mental health difficulties is described as “promising.” Learn more in the book Acceptance and 

Commitment Therapy. The Process and Practice of Mindful Change.  

Behavioral Activation (BA)  

BA is a core CoCM behavioral intervention, addressing depression by increasing engagement in rewarding 

activities and decreasing avoidant behavior. Learn more about training or in the book A Clinician’s Guide to 

BA with Adolescents.   

Behavioral Parent Training (BPT) 

BPT has been found effective in reducing ADHD symptoms, aggression, disruptive behaviors. BPT helps 

parents learn ways to help their child improve their behavior by introducing concepts such as routines, 

clear instructions, praise and ignoring of certain behaviors, planning with children for public outings, and 

using systems with rewards and consequences. Mental health professionals meet with parents individually 

or in groups to teach these skills. There are several training resources, including: Parent Training in Behavior 

Management for ADHD (CDC), 12 Behavioral Programs for Managing ADHD (CHADD), Choosing a Parent 

Training Program (Child Mind Institute).  

Cognitive Behavioral Therapy (CBT)  

For children, meta-analyses have shown large effect sizes for treatment of anxiety disorders, in particular 
for OCD, where it is shown to be more effective than medication, medium effect sizes for depression, and 
some efficacy for ADHD, though not superior to medication. It is widely cited as a treatment modality used 
in the programs surveyed for this toolkit. Find CBT Training from the Beck Institute or the Academy of 
Cognitive and Behavioral Therapies.  
  

https://www.guilford.com/books/Acceptance-and-Commitment-Therapy/Hayes-Strosahl-Wilson/9781462528943
https://www.guilford.com/books/Acceptance-and-Commitment-Therapy/Hayes-Strosahl-Wilson/9781462528943
https://www.cdc.gov/ncbddd/adhd/behavior-therapy.html
https://www.cdc.gov/ncbddd/adhd/behavior-therapy.html
https://chadd.org/adhd-weekly/12-behavioral-programs-for-managing-adhd/
https://childmind.org/article/choosing-a-parent-training-program/
https://childmind.org/article/choosing-a-parent-training-program/
https://beckinstitute.org/training/
https://www.academyofct.org/page/TrainingPrograms
https://www.academyofct.org/page/TrainingPrograms
https://aims.uw.edu/training-support/behavioral-interventions/behavioral-activation-BA
https://www.guilford.com/books/Behavioral-Activation-with-Adolescents/McCauley-Schloredt-Gudmundsen-Martell/9781462523986
https://www.guilford.com/books/Behavioral-Activation-with-Adolescents/McCauley-Schloredt-Gudmundsen-Martell/9781462523986
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First Approach Skills Training (FAST) 

FAST is a brief behavioral approach for youth and families, intended to address behavioral issues commonly 

encountered in primary care settings. There are specific materials for anxiety, behavioral issues, depression, 

trauma, and for parenting teens. Find resources and training from Seattle Children’s here.  

Interpersonal Therapy for Adolescents (IPT-A)  

IPT-A is an intervention developed to address depression symptoms experienced by adolescents. The focus 

of IPT-A is to explore and address how relationship issues are related to the onset or ongoing occurrence of 

depressive symptoms. Learn more about this intervention here.   

Motivational Interviewing (MI)  

Motivational Interviewing is a widely implemented evidence-based approach for addressing behavior 

change. There is evidence for positive outcomes in children for obesity, asthma, medication adherence and 

HIV. It is thought to be especially promising within the adolescent population when increasing 

independence can contribute to poorer health outcomes. Read more in this book or in this article.  

Psychoeducation 

Psychoeducation can be defined as providing information about a behavioral health condition to patients 
and their family to improve their understanding of the condition, their engagement with treatment, and 
their clinical outcomes. Providing information in several different formats has been shown to improve 
outcomes. Definition of the term psychoeducation is variable in the literature. Practical approaches to 
several frequently encountered clinical situations can fall under the heading of psychoeducation (35,36).  
Research evidence for some of these is incomplete. See Appendix 3 for example psychoeducation resources.  

Safety Planning Intervention 

Safety planning is an evidence-based and effective technique to reduce suicide risk. Working with the 
patient and their family, clinicians can guide patients to identify effective coping techniques to use during 
crisis events. Learn more here. Additional Suicide Prevention resources are found in Appendix 1 Additional 
Resources.  

Solution Focused Therapy 

Solutions focused therapy is a brief psychotherapy model shown to be useful for children and adolescents 

with externalizing problems, such as conduct disorder, and internalizing problems such as depression, 

anxiety, and self-esteem. Learn more here.  

  

https://www.seattlechildrens.org/healthcare-professionals/access-services/partnership-access-line/fast/
here:https://childadolescentpsych.cumc.columbia.edu/articles/interpersonal-therapy-adolescents-ipta
https://www.guilford.com/books/Motivational-Interviewing/Miller-Rollnick/9781609182274
https://pubmed.ncbi.nlm.nih.gov/31505012/
https://solutionfocused.net/online-training/
https://suicidesafetyplan.com/forms/
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Appendix 3 
Support for Commonly Encountered Behavior Concerns in Children and Adolescents 

Many pediatric patients and their families present to primary care with concerns around specific behavior, 

such as poor sleep, overuse of screens, nutrition, exercise, and/or general health habits. While these issues 

may not always correlate with a positive score on a symptom rating scale like the PHQ-9, they may still be 

concerning for the patient and family and meet criteria for support from the CoCM team.  

 

Below are some psychoeducation resources for commonly encountered behavior concerns in primary care.   

Sleep Disturbance 

 General Sleep Medicine Resources (Seattle Children’s)  

A compilation of handouts for parents and families that include, Sleep Hygiene for Children, Sleep 

Tips for Teenagers, and Bedtime Problems.  

 
 

Problems with Screen Use 

 Screen Time & Technology (Child Mind Institute)  

A compilation of resources for parents and families to guide setting technology limits and teaching 

children and adolescents how to use screens in a healthy way.  
 

 How Using Social Media Affects Teenagers (Child Mind Institute)  

An article for parents and families about minimizing the risks associated with technology. 
 

 Screen Time (Seattle Children’s)  
A brief handout for families about the effects of screen time and strategies for reducing time spent 

in front of screens.  

 

Nutrition Concerns 

 Take Charge of Your Health: A Guide for Teenagers (NIDDK) 

An overview of nutrition, exercise, and sleep for teens.  
 

 Healthy Eating Habits (Seattle Children’s)  

A brief handout for families about improving healthy eating habits.  
 

 

Behavior Change Around Exercise 

  Exercise and Children (Seattle Children’s) 

An overview for families about healthy exercise for children and teens.  

  

https://www.seattlechildrens.org/clinics/sleep-medicine/patient-family-resources/
https://childmind.org/topics/screen-time-technology/
https://childmind.org/article/how-using-social-media-affects-teenagers/
https://www.seattlechildrens.org/health-safety/keeping-kids-healthy/development/screen-time/
https://www.niddk.nih.gov/health-information/weight-management/take-charge-health-guide-teenagers
https://www.seattlechildrens.org/health-safety/keeping-kids-healthy/development/healthy-eating-habits/
https://www.seattlechildrens.org/health-safety/keeping-kids-healthy/development/exercise/
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Appendix 4 
Evidence-Based Psychopharmacology for Pediatrics  

The following is an outline of the evidence base for pediatric psychopharmacology as of February 2022. The 

goal is to facilitate a quick review by busy pediatric practitioners as well as provide linkage to more 

definitive literature and resources. The sections are organized by clinical frequency.  

Find practical guidance and dosing information in Seattle Children’s Hospital’s Primary Care Principles for 

Child Mental Health Care Guide or in Pediatric Psychopharmacology for Primary Care. Riddle M et al, 

American Academy of Pediatrics, 3rd ed., 2022. 

ADHD   

Standard prescribing with stimulants and non-stimulant medications is well-described in the standard child 

psychiatry literature. First line treatment is stimulant medication, all of which are versions of amphetamine 

or methylphenidate. Secondary options, though also FDA-approved, are alpha-2 adrenergic agonists such as 

guanfacine and clonidine, and norepinephrine reuptake inhibitors such as atomoxetine and viloxazine.  

There has been interest in pharmacogenetic tools to predict best treatment for each child, but available 

scientific literature does not support their clinical utility. 

Resources 

 A compact visual guide to the currently available, FDA-approved medications for ADHD is available 

online at www.ADHDMedicationGuide.com.  

 Wolraich ML, Hagan JF, Allan C, et al; Subcommittee on Children and Adolescents with Attention-

Deficit/Hyperactive Disorder. Clinical Practice Guideline for the Diagnosis, Evaluation, and 

Treatment of Attention-Deficit/Hyperactivity Disorder in Children and 

Adolescents. Pediatrics. 2019;144(4):e20192528. (2020). Pediatrics, 145(3), e20193997. 

https://doi.org/10.1542/peds.2019-3997   

Anxiety  

The SSRIs sertraline, fluoxetine, citalopram and escitalopram are safe and effective treatment for anxiety in 

children and adolescents. SNRIs have some empirical support as an additional treatment option: duloxetine 

is an SNRI that is FDA approved for treatment of Generalized Anxiety Disorder. Combination treatment of 

Cognitive Behavioral Therapy and SSRI could be offered preferentially over CBT or SSRI alone in anxiety 

disorders. There is no increased risk of suicidality in meta-analyses of RCTs of SSRIs for anxiety only.   

Resources 

 Walter, H. J., Bukstein, O. G., Abright, A. R., Keable, H., Ramtekkar, U., Ripperger-Suhler, J., & 

Rockhill, C. (2020). Clinical Practice Guideline for the Assessment and Treatment of Children and 

Adolescents With Anxiety Disorders. Journal of the American Academy of Child and Adolescent 

Psychiatry, 59(10), 1107–1124. https://doi.org/10.1016/j.jaac.2020.05.005  

  

https://www.seattlechildrens.org/healthcare-professionals/access-services/partnership-access-line/resources/
https://www.seattlechildrens.org/healthcare-professionals/access-services/partnership-access-line/resources/
https://www.seattlechildrens.org/healthcare-professionals/access-services/partnership-access-line/resources/
https://www.seattlechildrens.org/healthcare-professionals/access-services/partnership-access-line/resources/
http://www.adhdmedicationguide.com./
https://doi.org/10.1542/peds.2019-3997
https://doi.org/10.1016/j.jaac.2020.05.005
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Aggression and Irritability, or “Emotional Outbursts” and Use of Antipsychotic Medications 

Antipsychotic medications are often used off-label to manage aggression and irritability or emotional 

outbursts in several conditions, including Oppositional Defiant Disorder, Conduct Disorder, Disruptive Mood 

Dysregulation Disorder (DMDD), Tics/Tourette’s Disorder, and Autism Spectrum Disorder. 

Atypical antipsychotics present even higher risk for weight gain, glucose metabolism issues and movement 

disorder, including tardive dyskinesia than when used in adults. Weight checks, fasting glucose and lipids 

and assessment of movement status using the AIMS (Abnormal Involuntary Movement Scale) are indicated 

semiannually, and weight check at every visit.  

Less commonly used for these clinical situations are alpha-2 agonists, such as guanfacine, described in the 

section on ADHD, and antidepressant medications.  

Treating comorbid ADHD, depression or anxiety can improve oppositional behavior, especially when 

combined with parent management training. 

Resources 

 “Group 2 Medications: FDA-Approved Antipsychotics and Mood Stabilizers.” In Pediatric

Psychopharmacology for Primary Care. Riddle M et al, American Academy of Pediatrics, 3rd ed., 2022.

 Impairing Emotional Outbursts: Parents’ Medication Guide. AACAP / American Psychiatric

Association, 2021. 

Depression 

SSRI’s (except paroxetine), preferably fluoxetine, could be offered to adolescents and children with major 

depressive disorder.  

Treatment with fluoxetine in combination with cognitive behavioral therapy (CBT) accelerates response. All 

SSRIs have a boxed warning for suicidal thinking and behavior through age 24 years, but treatment 

guidelines continue to support their use, as the reduction in suicide risk in treated populations is much 

greater than the risk of suicidal ideation associated with SSRIs. Close monitoring for suicidality is 

recommended by the FDA, especially in the first months of treatment and following dosage adjustments. 

Continued fluoxetine alone or cognitive behavioral therapy plus continued fluoxetine could be offered to 

adolescents and children responding to acute treatment with fluoxetine to prevent relapse/recurrence of 

major depressive disorder.  

Resources 

 Walter, H. J., Abright, A. R., Bukstein, O. G., Diamond, J., Keable, H., Ripperger-Suhler, J., &

Rockhill, C. (2022). Clinical Practice Guideline for the Assessment and Treatment of Children and

Adolescents With Major and Persistent Depressive Disorders. Journal of the American Academy of

Child and Adolescent Psychiatry, S0890-8567(22)01852-4. Advance online publication.

https://doi.org/10.1016/j.jaac.2022.10.001

https://www.aacap.org/App_Themes/AACAP/docs/resource_centers/resources/med_guides/Outbursts_Parents_Medication_Guide-web.pdf
https://doi.org/10.1016/j.jaac.2022.10.001


Pediatric Collaborative Care Implementation Guide 

©University of Washington AIMS Center 49 

 

Post-Traumatic Stress Disorder (PTSD) 

More evidence exists for trauma-focused psychotherapy than for medication treatments. However, 

medications are often prescribed for children with PTSD symptoms. Prazosin may be effective in treating 

sleep disturbances in youth with PTSD. SSRIs, propranolol, and clonidine have shown benefit in small open 

trials. No randomized trials of alpha-2 adrenergic agonists, such as guanfacine, or for antipsychotic or 

anticonvulsant medications exist. 

Resources 

 Judith A. Cohen and Anthony P. Mannarino, “Posttraumatic Stress Disorder and Persistent 

Complex Bereavement Disorder”, in Dulcan’s Textbook of Child and Adolescent Psychiatry, 3rd 

edition, American Psychiatric Press, 2022. 

Autism Spectrum Disorder (ASD)   

There is no medication approach to the core symptoms of ASD. Pharmacotherapy may be offered to 

children with ASD when there is a specific target symptom or comorbid condition (e.g., anxiety, depression) 

or other features, such as aggression, self-injurious behavior, hyperactivity, inattention, compulsive-like 

behaviors, repetitive or stereotypic behaviors, or sleep disturbances. Medications may have more side 

effects and more limited therapeutic effects than when used in patients without ASD.  

Risperidone and aripiprazole have been approved by the FDA for the treatment of irritability, consisting 
primarily of physical aggression and severe tantrum behavior, associated with autism. If there is an ADHD 
comorbidity, trial of low dose of methylphenidate may be of benefit. SSRI’s may be considered if an anxiety 
or depression comorbidity appears to be present. Melatonin has been shown to be useful for sleep 
disturbances associated with ASD. 

Resources 

 Hyman, S. L., Levy, S. E., Myers, S. M., & Council On Children with Disabilities, Section on 

Development Pediatrics (2020). Identification, Evaluation, and Management of Children with 

ASD. Pediatrics, 145(1), e20193447. https://doi.org/10.1542/peds.2019-3447  

Bipolar Disorder 

There are limited controlled treatment trials in pediatric patients; most treatment recommendations are 

derived from the adult literature. For mixed or manic episodes, aripiprazole, risperidone, and quetiapine are 

FDA approved for patients aged 10 to 17, olanzapine is FDA-approved for patients aged 13 to 17 and lithium 

is FDA-approved for the treatment of acute mania in patients aged 7 to 17. Mood stabilizers such as 

carbamazepine, divalproex, and lamotrigine are not FDA approved and have not been shown to be effective. 

Bipolar depression has at present no treatment guidelines for children. Based on studies in adults, lithium is 

recommended as a treatment option for children with bipolar depression. Other mood stabilizers, such as 

divalproex and lamotrigine have also shown benefits but are not FDA approved.  

Resources 

 Gabrielle A. Carlson, Caroly Pataki, Anne Duffy, “Bipolar Disorder” in  Dulcan’s Textbook of Child 

and Adolescent Psychiatry, 3rd edition, American Psychiatric Press, 2022. 

https://doi-org.offcampus.lib.washington.edu/10.1176/appi.books.9781615374809.md16
https://doi.org/10.1542/peds.2019-3447
https://doi-org.offcampus.lib.washington.edu/10.1176/appi.books.9781615374809.md16
https://doi-org.offcampus.lib.washington.edu/10.1176/appi.books.9781615374809.md16
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Disrupted Sleep 

The evidence for pharmacotherapeutic approaches with children for insomnia only supports the use of 

melatonin, with most efficacy found in children with neurodevelopmental conditions such as autism 

spectrum disorder or ADHD. Data supporting use of melatonin in developmentally normal children are 

limited. Dosages in studies ranged from 1-12 mg per night. The standard sleep medications used in adults, 

such as zolpidem, eszopiclone and diphenhydramine were not found to be effective and were associated 

with significant side effects. As in adults, in spite of a limited evidence base, trazodone is commonly used in 

older adolescents.  

Resources 

 McDonagh, M. S., Holmes, R., & Hsu, F. (2019). Pharmacologic Treatments for Sleep Disorders in

Children: A Systematic Review. Journal of child neurology, 34(5), 237–247.

https://doi.org/10.1177/0883073818821030

https://doi.org/10.1177/0883073818821030


 

Research has shown that clinics receiving 

implementation support from the AIMS Center 

have significantly better patient outcomes. 
 

For training support and technical assistance 

implementing Pediatric Collaborative Care, reach 

out to the AIMS Center: uwaims@uw.edu   

 

mailto:uwaims@uw.edu



