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IntroductIon

 Improving access to and quality 
of mental health care for children 
through care integration has been 
a long-standing national priority,1-4 
with more recent impetus from the 
Affordable Care Act to drive im-
provement by incentivizing the in-
tegration of pediatric and behavioral 
health care.5,6 Additionally, national 
recommendations to improve child 
mental health care emphasize re-
ducing disparities because children 
living in poverty and from racial or 
ethnic minority backgrounds are at 
greater risk for developmental delays, 
mental health problems, and poor 
access to care.7 Child poverty is also 
inextricably linked to greater risk of 
adverse childhood experiences, such 
as exposure to violence, established 

risk factors for poor school engage-
ment and higher rates of chronic 
disease.8 Thus, strategies to increase 
access to and quality of behavioral 
health care for children optimally 
should address social determinants 
that may impact child well-being.9 
 Findings from federally funded, 
randomized clinical trials suggest 
that integrated care models that in-
clude evidence-based practices are 
effective in improving clinical out-
comes for children and youth. A 
meta-analysis that included five ran-
domized clinical trials of integrated 
care models for the treatment of se-
lect, target disorders found a modest, 
statistically significant improvement 
of clinical outcomes when compared 
with children receiving usual care.10 
Of these five trials, three targeted ad-
olescent depression10-12 and two tar-
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geted children, aged 5-12 years, with 
externalizing behavior problems.13,14 
Nevertheless, only one of the inte-
grated care models for adolescent 
depression included youth from pre-
dominantly racial/ethnic minority 
backgrounds and purposively sam-
pled to include youth receiving pub-
licly funded health care.15 Together, 

and subsequent cycles of adaptation 
of the evaluation design, the process 
is organized within the conceptual 
framework of three partnered for-
mative evaluation stages; namely 
the developmental, implementa-
tion-focused and progress-focused 
evaluation stages.22 Guided by this 
framework, we describe the collec-
tive contributions of the partner-
ship across a private foundation, 
clinic leaders, providers and staff, 
and a university-based research 
center to develop two integrated 
care models and the evaluation. 

Methods

Partnership Context
 In 2013, the Illinois Children’s 
Healthcare Foundation (hereafter re-
ferred to as the “Foundation”) spear-
headed the Healthy Minds, Healthy 
Children, Healthy Chicago (H3) 
initiative to integrate primary and 
mental health care services through a 
team-based approach to improve the 
prevention and early intervention 
for child mental health problems.23 
This project was a natural extension 
of the Foundation’s long-standing 
commitment to invest in innovative 
programs designed to improve ac-
cess, early detection, treatment, and 
care coordination of child mental 
health care in community-based set-
tings across multiple care sectors (ie, 
schools, community mental health 
programs, primary care clinics). This 
project was also one of the Founda-
tion’s first efforts to target children 
served in federally qualified health 
care centers (FQHCs) in the Chi-
cago area, while also partnering with 

a university-based mental health ser-
vices research center outside Illinois.  
 Support for the clinic programs 
was allocated in two phases: 1) a 
6-month planning grant to develop 
an integrated care model tailored to 
the unique characteristics of each 
clinic organization and communities 
served; and 2) a five-year grant to 
implement the integrated care mod-
els. At the end of the planning phase, 
the academic partner was invited to 
submit a proposal for the evalua-
tion. A partnered formative evalua-
tion approach was proposed because 
the Foundation believed it was im-
portant for the clinic providers to 
be involved in how the program 
evaluation was to be designed and 
implemented. In addition, the clinic 
programs were expected to partici-
pate in the program evaluation, in-
cluding data collection, consistent 
with the Foundation’s approach for 
evaluation of an earlier, large scale 
project to improve community-
based systems of care for children.

Origin of the Primary Care 
Clinic-Specialty Mental Health 
Program Dyads

Site 1
 The lead agency was an FQHC 
located on the west-side of Chicago 
that cares for underserved and vul-
nerable communities. This clinic is 
part of a network of seven communi-
ty-based clinics and five school-based 
clinics serving Chicago’s north- and 
west-side communities. During the 
planning phase, Site 1 built upon 
their existing collaboration with a 
well-established community mental 
health agency that included five com-

We describe the collective 
contributions of the 
partnership across a 

private foundation, clinic 
leaders, providers and staff, 

and a university-based 
research center to develop 

two integrated care models 
and the evaluation. 

these findings validate the national 
call for partnered research and dem-
onstration projects to further refine 
the development and implemen-
tation of integrated care models 
for children receiving care in “real 
world” treatment settings.10,14,16-21

 To address this knowledge gap, 
we describe a partnered formative 
evaluation approach to develop and 
evaluate two integrated care models 
that serve predominantly poor, ra-
cial/ethnic minority children at high 
risk for trauma exposure. Given the 
dynamism of the implementation of 
mental health care interventions20 
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munity-based mental health centers. 
The team adapted their existing inte-
grated care model for adults to create 
an integrated care program for chil-
dren, adolescents, and their families. 

Site 2
 The lead agency was a large hu-
man services agency, with a well-
established outcome and data driven 
care process that has been integrally 
involved in the National Child Trau-
matic Stress Network’s Integrated 
Health Behavioral Health Commit-
tee.24 This agency engaged in a new 
partnership with an FQHC serv-
ing predominantly African Ameri-
can children and families from the 
southside of Chicago. This clinic is 
part of a well-established network 
of six community-based clinics and 
five school-based clinics, which are 
also affiliated with a major univer-

sity health center. Early challenges 
for Site 2 included building new re-
lationships with an FQHC affiliated 
with a large health system, adding a 
pediatric primary care clinic to a site 
that was originally a family medi-
cine center, and negotiating space 
for the mental health team within 
a building leased from the City.  

Partnered Formative 
Evaluation Stages
 To describe the transformation 
of our work together, the project 
is broadly conceptualized by three 
formative evaluation stages that 
are aligned with the project phases 
(Figure 1). A partnered formative 
evaluation approach is a highly val-
ued approach to identify problems, 
develop strategies, and gather input 
from stakeholders regarding effective 
remedies for local implementation 

barriers.25 The developmental stage 
(stage 1) corresponds to the plan-
ning phase of the care models by the 
clinic programs. The onset of the 
implementation stage (stage 2) cor-
responds to the early implementa-
tion of the care models and develop-
ment of the evaluation design. The 
progress stage (stage 3) corresponds 
to the data collection time period, 
during which early indicators of 
progress were reviewed using data 
tracking reports.  Because data col-
lection is underway, our work dur-
ing the final interpretive evaluation 
phase (stage 4) is not described.

Data Collection Procedures 
and Sources
 Clinic and academic partners met 
regularly, in person and by conference 
call, to identify the conceptual frame-
work, brainstorm about challenges 
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faced, trade-offs identified, solutions 
considered, discrepancies between 
planned and actual implementation 
of the care models and evaluation, 
unanticipated influences, early les-
sons learned and accomplishments. 

Data sources included meeting min-
utes, quarterly and biannual progress 
reports, work flow analyses drafts, 
clinical program proposals, and up-
dated evaluation design reports that 
documented changes during this 

study’s time period. In addition, a 
presentation was made summarizing 
the working group’s early findings 
during a recent on-site clinic visit. 
Feedback from the larger group, in-
cluding clinicians, data coordina-

Table 1. Partnered approach for development of integrated care models and evaluation by best practice

Stagea Partner Contributions Early Lessons Learned

Operationally Define Integrated Care Models

1 FOUNDATION: 6-month grants for clinic programs to plan 
integrated care models. CLINIC: Site-specific meetings of 
providers and staff across federally qualified health care center 
and community-based mental health program pairs.

Encouragement for the clinic sites to engage in planning 
care models together could provide opportunities for more 
shared learning and identifying common care processes. 
Early inclusion of the academic partner could: 1) strengthen 
foundation-clinic-academic partnership; 2) create work flow 
analyses prior to implementation; 3) consult on the scientific 
evidence for care processes; 4) advise on measurement-based 
care; and 5) integrate evaluation planning during care model 
development.

2 FOUNDATION: Support for additional time for clinic-
academic team to create work flow analyses. CLINIC: Provide 
consultation on care model by care process type (ie, screening, 
therapy, parent training, case management, specialty mental 
health care). ACADEMIC: Develop and refine work flow 
analyses.  

The staffing ratio between PCP and embedded MH team 
should be similar to account for differences in clinic volume. 
Divide evaluation plan into two phases: 1) operationally define 
care models; and 2) evaluation design to better align with 
developmental stage of care models.  

Measurement-based Care

2 FOUNDATION: Supportive of exploring use of adapting 
stepped care model for children. CLINIC: Provide consultation 
on how clinical decisions for transitions in care model 
are made. ACADEMIC: Delete in work flow analyses and 
evaluation design use of standardized measures to guide 
decisions at transition points between care processes.

Provider preference is to base decisions about recommended 
H3 care on clinical judgment. Use of standardized measures to 
guide decision points in care model perceived as burdensome.

Mental Health Screening

2 FOUNDATION: History of dedication to increase universal 
screening for developmental delays and child mental health 
problems to improve prevention, early detection and 
treatment. CLINIC: At both sites, during well child visits, 
pediatricians continue existing procedures for children ages 
0-3 years. Site 1 to continue  existing procedures for mental 
health screening for children ≥3 years.  At Site 2 the family 
resource developer engages family and hands out the mental 
health screener, and counselor scores the mental health screen 
during assessment. ACADEMIC: Conduct literature review to 
identify strength of evidence for child mental health screening 
measures in primary care settings.  

The process of the evaluation should be respectful of clinic 
partner’s decision to continue existing clinical practice. 
Scientific evidence supports use of the PSC to screen for 
mental health problems and track clinical outcomes for 
children ages 3-17 years.

Traumatic Events Screening

2 FOUNDATION: History of dedication to tailor mental health 
interventions to the needs of the community. CLINIC: Provide 
consultation on trauma exposure among the children and 
families served. Share information about existing trauma 
screening approaches from clinic involvement in the NCTSN. 
(site 2) ACADEMIC: Scientific literature review of existing 
trauma exposure screening tools for children and youth. 
Identify survey items from national surveys to address gaps in 
TESI (ie, bullying) identified by clinic partners.

Allow for flexibility to include traumatic event screening into 
the evaluation only (site 1) or as part of the mental health 
assessment (site 2).

a. Formative evaluation stages: Stage 1=Developmental, Stage 2=Implementation-focused, Stage 3=Progress-focused.
M-CHAT, Modified Checklist for Autism in Toddlers; ASQ, The Ages & Stages Questionnaires®; ASQ-SE, The Ages & Stages Questionnaires® Social Emotional; PSC, 
Pediatric Symptom Checklist; TESI, Trauma Events Screening Inventory; NCTSN, National Child Traumatic Stress Network.
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tors, clinic administrative leaders and 
Foundation leadership, was then inte-
grated into the working table drafts. 
During the submission and revision 
process, earlier manuscript drafts 
were reviewed by the Foundation and 
clinic partners, and further revisions 
in response to comments were made. 
Given the focus on partnership de-
velopment activities, the project was 

deemed not to be research by the 
UCLA Institutional Review Board. 

results

Partnered Approach: Early 
Lessons Learned
 The partnered approach for the 
development of the integrated care 

models and evaluation by best prac-
tice and corresponding formative 
evaluation stage with early lessons 
learned is summarized in Tables 1 
and 2. Lessons learned included: in-
corporate the academic partner early 
in the planning process; adjust staff-
ing of the embedded mental health 
team to align with clinic volume; 
and provide additional support to 

Table 2. Partnered approach for development of integrated care models and evaluation by best practice

Stagea Partner Contributions Early Lessons Learned

Evidence-based Therapy

1,2 FOUNDATION: History of dedication to improving the 
effectiveness of child mental health care in community-based 
settings. CLINIC: Provide consultation on clinical approach 
for psychotherapy provided and provider experience with 
evidence-based psychotherapies. Provide consultation on the 
existing parent training class that parents are referred. (site 
1) ACADEMIC: Conduct scientific literature review of parent 
training interventions.  Share strength of evidence for these 
interventions with priority placed on studies using similar target 
populations. Engage clinic partners in meetings with developers 
of the Chicago Parent Program and EZ parent (web-based 
version). (site 2)

Additional training and resources required to implement and 
monitor fidelity to evidence-based brief psychotherapy in 
primary care setting. If there is an existing protocol for referral 
to parent training, clinic preference is to continue referral to 
the regularly scheduled parent training classes (site 1). Integrate 
web-based 6-session parent training into care model, but 
additional on-site counselor needed to support referral follow-
up and deliver parent training at times convenient for parent 
(site 2).

On-site Psychiatrist

1,3 FOUNDATION: Supportive of on-site child psychiatrist to 
be integrated into H3 Care model. CLINIC: Approaches to 
include a child psychiatrist were: 1) provide lectures to primary 
care providers (site 1); 2) hire a psychiatrist and allocate two 
days/week at H3 primary care site (site 1); and 3) integrate 
child psychiatrist into embedded mental health team (site 2). 
ACADEMIC: Clarify roles for psychiatrist in care models by site. 
Continue to revise H3 Tracker programming and data entry 
responses to align with shifts in psychiatrist roles in care model.

Challenges to integrate and sustain on-site child psychiatrist 
in care model include shortage of child psychiatrists and 
Medicaid reimbursement policies.

Detection of Need for Primary Care in Affiliated Specialty Mental Health Setting

1,2 FOUNDATION: Supportive of an integrated care model that 
is accessible for children served in either primary care or 
by affiliated specialty mental health care program. CLINIC: 
Development of an integrated care model that has “no wrong 
door” was envisioned by both sites. ACADEMIC: Develop 
3-item screener that aligns with AAP guidelines for detection 
of probable need for primary care in affiliated specialty mental 
health site.

Changes in how referrals to specialty mental health care and 
expansion of options that included non-affiliated mental health 
programs made it problematic to screen for need for primary 
care in the evaluation.

Track Clinical Outcomes

2,3 FOUNDATION: Supportive of tracking clinical outcomes at 
3-, 6-, and 12-months. CLINIC: On-site data coordinator 
to conduct telephone follow-up interviews for parents and 
youth enrolled in evaluation. ACADEMIC: Build-in capacity 
in H3 Tracker to generate reminders for follow-up interviews 
within 4-week window for follow-up and document 6 contact 
attempts, 2 at each of 3 different time intervals of the day.

Consider at least two on-site data coordinators/site to provide 
additional coverage for data collection.  Build capacity 
to conduct follow-up interviews in the early evenings or 
weekends that may be more convenient for working parents 
and youth in high school.

a. Formative evaluation stages: Stage 1=Developmental, Stage 2=Implementation-focused, Stage 3=Progress-focused.
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on-site counselors for measurement-
based care as well as to implement 
and monitor fidelity to evidence-
based therapies. In addition, the 
evaluation should be respectful of 
existing clinical practice and build 
flexibility in the evaluation design 
to capture data from standardized 
measures that may be gathered from 
a clinician, front-line staff or on-site 
data coordinator. Further, tracking 
clinical outcomes among predomi-
nantly low-income families with 

children and youth may require ad-
ditional resources to expand capac-
ity to conduct follow-up interviews 
during evenings and weekends.
 Across all stages, challenges were 
identified consistent with “setbacks” 
described in implementation sci-
ence.21,26 Logistical constraints were 
identified and some were at best par-
tially addressed. For example, des-
ignated space for the mental health 
providers within the primary care 
clinic was a challenge for both sites. 

With the support of the Foundation, 
Site 1 built two consultation rooms 
near the primary care clinic area. 
Although development of a shared 
electronic health care record (EHR) 
system remains a future goal, both 
sites developed administrative ap-
proaches (ie, credentialing, changes 
in hiring practices) to enable the 
on-site mental health provider to 
access and enter progress notes in 
the primary care clinic’s EHR.  Ad-
ditionally, following financial reor-

Mental Health Assessment
Site 1: Usual carec

Site 2: Trauma screen

Psychoeduca�on, 
Parental Support

Referrals
Social services

Site 1: Integrated Health Assistant
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Judgment
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Figure 2. Partnered integrated care model 
a. Cutoff scores for the PSC are ≥24 for ages 3-5 years, and ≥28 for ages 6 -18 years.
b. Clinical judgment if need for mental health services may include children 0-2.
c. Trauma events screening included in baseline interview for evaluation.
FRD, Family Resource Developer; PSC, Pediatric Symptom Checklist; SMH, specialty mental health.
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ganization of their affiliated mental 
health agency at Site 1, the primary 
care clinic hired on-site behavioral 
health counselors to continue the 
embedded H3 care model. To ad-
dress poor service uptake at nearby 
offsite Center, Site 2 changed the af-
filiated specialty mental health pro-
vider to an on-site specialty mental 
health counselor. Further, across 
the implementation and progress 
stages, work flow analyses contin-
ued to change with subsequent re-
finements in the evaluation design.  

Partnered Integrated Care 
Models
 The basic design of the partnered 
integrated care models is depicted in 
Figure 2. Although there were site-
specific differences, the general work 
flow was similar, starting with par-
ent or youth engagement and men-
tal health screening upon arrival, 

referral for mental health assessment 
based on screening positive for a psy-
chosocial problem based using the 
Pediatric Symptom Checklist27-30 or 
clinical override. A clinical override 
is defined as clinical judgment of an 
unmet need for mental health servic-
es. For mental health screening, Site 
1 preferred to continue their existing 
clinical practice, which was to in-
clude the mental health screen in the 
pre-visit packet for parents to com-
plete when vital signs were checked 
and allow for physician discretion to 
determine when clinically indicated 
problems existed. Site 2 adopted 
routine trauma exposure screening 
using the Trauma Events Screening 
Inventory31 into their mental health 
assessment while Site 1 preferred that 
this screening be included only for 
children enrolled in the evaluation.
 At both sites, mental health as-
sessments were conducted by an 

on-site counselor who also provided 
psychoeducation, parental support, 
and referrals for social services, ther-
apy and parent training.  At Site 1, 
the counselors were licensed clinical 
social workers, while at Site 2, the 
counselor was a licensed clinical pro-
fessional counselor.32 Site 1 counsel-
ors provided a trial of brief therapy 
followed by referral to community-
based specialty mental health ser-
vices, when clinically indicated. For 
Site 2, there was one counselor as-
signed to provide mental health as-
sessment, short-term therapy, and 
on-site web-based parent training. 
Following the assessment, she could 
directly refer to the on-site specialty 
mental health provider who could 
provide more long-term therapy.  
 In addition, Site 2 employed a 
family resource developer who served 
as a parent navigator to assist in ac-
cessing community-based services. 

Table 3. Partnered approach for shared data collection for evaluation by task

Stagea Partner Contributions Accomplishments

Institutional Review Board (IRB) Approval

2 FOUNDATION: Supportive of additional time required to comply with existing 
clinic policies and procedures for approval of research. CLINIC: Provide 
guidance on clinic’s research committee application content and process. (Site 
1) ACADEMIC: Complete submission of Site 1 research committee application.

Site 1 Research Committee approval.

2 FOUNDATION: Supportive of additional time required to ensure protection 
of human subjects and compliance with related federal regulations. CLINIC: 
Consultation on clinic description for IRB application. (site 1) Senior H3 
Care Pediatrician to serve as Principal Investigator (PI) on IRB application 
for university-affiliated primary care clinic. (site 2)  On-site data coordinator, 
Director of Outcomes and Evaluation, and site PI complete IRB application 
and revisions. (site 2) Provide consultation on development of consent forms. 
ACADEMIC: Explore with IRB leadership at both universities administrative 
options to streamline and coordinate dual IRB application submissions. 
Technical consultation to site 2 on IRB application. Complete concurrent IRB 
application at academic institution. Develop consent forms.

IRB Approval from two major universities. 
Additional approval from the University 
Chancellor’s Office to include site 1 that was 
not affiliated with the university but is also a 
study site. 

3 FOUNDATION: Continued support for additional time required for approval 
of amendments to IRB applications. CLINIC: Completed and submitted IRB 
amendments to address changes in staff and refinement of study methods. (site 
2) ACADEMIC: Technical consultation on IRB amendments. Completion of 
amendments to IRB at academic institution.

Approval of several IRB amendments from two 
major universities.

a. Formative evaluation stages: Stage 1=Developmental, Stage 2=Implementation-focused, Stage 3=Progress-focused.
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The family resource developer was 
not only the point person who ini-
tially greeted the family at their visit 
and introduced them to H3 care, she 
also handed out the mental health 
screen and explained the nature and 
purpose of the integrated care mod-

el. If the parent was interested, the 
family resource developer provided 
referrals for social services and spe-
cial education while also remaining 
available to help parents access and 
use additional community-based 
resources. Site 1 case management 

support was offered by an integrated 
health assistant, who provided simi-
lar referrals and remained available 
to support access to recommend-
ed community-based resources. 
 At different time points during 
the implementation and progress 

Table 4. Partnered approach for shared data collection for evaluation by task.

Stagea Partner Contributions Accomplishments

Staffing

2 FOUNDATION: Carry-forward funding to support on-site data coordinator. 
(site 1) CLINIC: Recruit and hire on-site data coordinator. (site 1) Share staff 
person from mental health agency’s outcomes and evaluation division to serve 
as on-site data coordinator. (site 2) ACADEMIC: Interview candidates and 
provide consultation on extent of research experience and technical skills that 
would be required for the position.

Full-time on-site data coordinators at each 
clinic site.

Training

2 FOUNDATION: Support participation of program officers in data collection 
training. CLINIC: Participate in 3-day training to prepare for data collection. 
Provide computer lab space at mental health agency for group training. (site 2) 
Provide feedback on data collection procedures and H3 Tracker. ACADEMIC: 
Provide training in survey administration, standardized measures, and H3 
Tracker functionalities.

Further refine data collection procedures and 
H3 Tracker prototype.

3 FOUNDATION: Support for using a half-day of clinic visit time for training. 
CLINIC: Participate in additional training session for new on-site data 
coordinator (site 1) during clinic site visit. ACADEMIC: Designate site 2 on-site 
data coordinator as “H3 Tracker champion” to co-lead second wave of training. 
Provide additional training session.

Trained new on-site data coordinator for site 1.

2,3 CLINIC: Complete IRB-required research ethics training. ACADEMIC: Provide 
consultation on how to access and complete on-line CITI training.

Development of Web-based Data Collection Tool: H3 Tracker

2 FOUNDATION: Supportive of approach for electronic transfer of data from 
clinics to research center. CLINIC: Provide consultation on the design and 
features of the provider interface. ACADEMIC: Program H3 Tracker to align 
with data summary in evaluation design, with iterative cycles of testing new 
features and deployment. Create an interface to allow providers to view study 
data related to their patients. Create training manual.

Web-based data collection tool in both English 
and Spanish that includes clinic daily census, 
eligibility criteria checklist, H3 care processes, 
baseline and follow-up surveys, standardized 
outcome measures, and capacity for providers 
to view the care processes delivered and 
clinical outcomes of their patients. Training 
manual for H3 Tracker use.

3 FOUNDATION: Continued support to refine web-based data collection tool. 
CLINIC: Provide consultation on changes in H3 Care processes. ACADEMIC: 
Revise H3 Tracker and training manual to align with refinements in care model.

Revised H3 Tracker and training manual. 

Data Quality Monitoring

3 FOUNDATION: Participate in data quality monitoring calls. CLINIC: Provide 
weekly updates on data collection, advise academic partner about any 
discrepancies in the data tracking report, and inform academic team of any 
data entry errors for correction. ACADEMIC: Provide technical consultation 
on implementation of IRB-approved subject recruitment and data collection 
procedures, clarify and further refine operational definitions for inclusion and 
exclusion criteria in training manual, correct data entry errors in H3 Tracker 
database. Provide consultation to on-site data coordinators on real-time 
decision points by email or phone.

Partnered weekly data quality monitoring with 
regularly updated data tracking reports.

a. Formative evaluation stages: Stage 1=Developmental, Stage 2=Implementation-focused, Stage 3=Progress-focused.
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stages, both primary care programs 
increased their capacity for refer-
rals to an on-site psychiatrist. Site 
1 initially invited the child psychia-
trist from the affiliated community 
mental health agency to provide 
presentations to the pediatricians 
about the assessment and treatment 
of child psychiatric disorders. Mid-
stream during the progress stage, the 
primary care network at Site 1 hired 
a general psychiatrist and allocated 
two days per week to provide psychi-
atric care to adults and children at 
the Site 1 clinic. During the imple-
mentation stage, Site 2 integrated an 
on-site child psychiatrist into their 
care model. Duties included provid-
ing weekly one-hour clinical super-
vision by phone and, once-a-month, 
providing on-site psychiatric evalua-
tions and follow-up care. However, 
given staff turn-over, integration of 
a child psychiatrist into the model 
for Site 2 could not be consistently 
sustained during the progress stage. 

Partnered Evaluation Design
 During the implementation 
stage, the evaluation design was 
completed. The main aims of the 
longitudinal cohort study design 
were to: 1) describe the care process-
es received by children and parents 
in the H3 care models; and 2) to 
examine the relationship between re-
ceipt of H3 care processes and clini-
cal outcomes at 3, 6 and 12 months. 
The evaluation design integrated in-
put from the Foundation and clinic 
partners. Flexibility was built in for 
the clinics to use existing adminis-
trative data for select study variables 
and to conduct baseline interviews 
with parent and youth by telephone 

within the first two weeks after study 
enrollment. With the support of the 
Foundation leadership, funding for 
Site 1 was carried forward to sup-
port an on-site data coordinator, and 
we explored the option of includ-
ing a usual care site within the Site 
2 clinic network in the evaluation 
design to build capacity for exam-
ining the effectiveness of H3 care.

Partnered Approach for Data 
Collection
 Together, the partners devel-
oped a shared data collection ap-
proach summarized in Tables 3 and 
4. The accomplishments included 
approval from the Institutional Re-
view Boards (IRB) from two ma-
jor universities, a trained on-site 
data coordinator/site, a web-based 
data collection tool, and partnered 
weekly data quality monitoring calls 
with updated data tracking reports. 
During the progress stage, there was 
staff turnover in the data coordina-
tor position and additional refine-
ments were made in the study design 
and methods. To accommodate each 
of these changes, IRB amendments 
were submitted, additional training 
was provided, and revisions were 
made to the training manual, web-
based data collection tool, tracking 
reports, and data programming. 

dIscussIon

 Overall, the dynamism persisted 
in the partnership process as well as 
the development of the care models 
and evaluation across three partnered 
formative evaluation stages.  Togeth-
er, the Foundation, clinic, and aca-

demic partners continued to extend 
beyond their respective traditional 
roles of project oversight, clinical 
service, and research as adjustments 
were collectively made to accom-
modate barriers and unanticipated 
events. In addition to providing fund-
ing and oversight of the project, the 
Foundation partners were involved 
in activities to promote engagement 
between the clinic and academic 
partners throughout the project’s 
timeline. Our clinic partners were 
dedicated to providing clinical care, 

Together, the Foundation, 
clinic, and academic 
partners continued to 
extend beyond their 
respective traditional 

roles of project oversight, 
clinical service, and 

research as adjustments 
were collectively made to 

accommodate barriers and 
unanticipated events.

but also took on relatively new tasks 
such as participating in developing 
work flow analyses, providing input 
into the evaluation design, explor-
ing use of existing clinic administra-
tive data, obtaining IRB approval, 
implementing IRB-approved subject 
recruitment, consent and data col-
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lection procedures for a longitudinal 
cohort study, use of standardized 
measures, and data quality monitor-
ing. Further, the academic partner 
also flexed to step back and work 
with clinic partners to operation-
ally define their care models prior to 
developing the evaluation design, it-
eratively changed the evaluation de-
sign to accommodate changes in the 
care model, and shifted resources to 
support data collection as well as re-
quested changes in the study design 
and methods during data collection. 
 In addition, the implementation 
of the care models and their evalua-
tion were closely intertwined. Both 
the care models and evaluation design 
continued to adapt to constraints that 
were often shared, such as staff turn-
over, changes in the type of mental 
health providers, specialty mental 
health care site and agency reorgani-
zation, and changes in the availability 
of an on-site psychiatrist. Within the 
care models, there were also differ-
ences in the extent changes in existing 
clinical practice were made, such as 
family engagement, universal mental 
health screening for child well visits, 
and integration of routine trauma 
exposure screening during a child’s 
mental health assessment. For Site 2, 
there was greater flexibility in clinical 
practice, but this may have been due 
to having fewer pre-existing clinic-
based procedures because the pedi-
atric primary care clinic was created 
with Foundation funding. At Site 1, 
the clinic volume was higher and thus 
accommodations were made to safe-
guard against making referrals to the 
on-site behavioral health counselor 
beyond clinic capacity. In addition, 
both sites were not ready to adopt 

some best practices for collaborative 
care, such as measurement-based or 
“stepped care”.11-15,33 Nevertheless, the 
clinic program’s dedication to provid-
ing parental support, psychoeducation 
and on-site supportive therapy will 
provide an opportunity to describe 
“practice-based evidence” to better un-
derstand usual care processes and its 
relationship to short-term clinical out-
comes.34 Together, these observations 
are consistent with the findings that 
partnerships range across a continuum 
of collaboration and the process of in-
cluding multiple best practices within 
an integrated care model is uneven.20,35 

Limitations
 The major limitation of our work 
is related to being at the early phase 
of developing and maintaining our 
partnerships. Future partnered work 
to further refine the integrated care 
models and evaluate their impact on 
community health should consider 
extending our partnerships to in-
clude parents, youth and community 
partners in all phases of the decision 
making and evaluation.36 As this part-
nership matures, there will likely be 
more unanticipated events that will 
offer further challenges to the part-
nership, implementation of the care 
model, interpretation of data, and 
planning for next steps—challenges 
that may be more successfully nego-
tiated within an infrastructure guid-
ed by the principles of community-
partnered participatory research.37 

conclusIons

 The increasing synergy across the 
partners of this effort has enabled 

us to begin articulating early lessons 
learned and to develop an innova-
tive shared data collection approach 
that extends partnered research to 
include data collection being led by 
the clinic partners and supported by 
the technical resources of a univer-
sity-based research center. Together, 
we are well-positioned to work in 
partnership to improve access to 
and quality of mental health care 
for children served in two FQHCs 
serving low-income children at 
high risk for trauma exposure.
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