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Meeting Agenda

8. Adjourn

8. Next Steps

7. Review Selected Adult Capabilities

6. Review Pediatric Behavioral Health & Universal Home Visits for Newborns

5. Purpose of Today’s Meeting

4. House rules refresh

3. Approval of Minutes

2. Public comment

1. Introductions/Call to order 5 min
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45 min

5 min

5 min

5 min

45 min
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Introductions/ 

Call to Order
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Public Comment
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Approval of the 

Minutes
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House Rules
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House Rules for PTTF Participation
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1. Please identify yourself and speak through the chair during discussions

2. Be patient when listening to others speak and do not interrupt a speaker

3. 'Keep comments short (less than 2 minutes if possible) and to the point/agenda item (the 

chair will interrupt if the speaker strays off topic or talks longer than 2 minutes)

4. Members should avoid speaking a second time on a specific issue until every PTTF member 

who wishes to speak has had the opportunity

5. Members should take care to minimize interference (please mute all phones, turn off cell 

phones, limit side conversations or loud comments)

6. Please read all materials before the meeting and be prepared to discuss agenda/issues

7. Please participate in the discussion—ALL voices/opinions need to be heard

8. Participation in the meetings is limited to Task Force members and invited guests; all others 

may comment only during the initial public comment period

9. After the meeting, please raise any concerns with meeting process/content or other issues 

with members of the Executive Team (Elsa, Garrett, Lesley) 
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Purpose of Today’s 

Meeting
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Today’s Discussion Topics

•Review Pediatric Behavioral Health Capability

•Follow up on Pediatric Universal Home Visits for Newborns

•Review and approve selected Adult Capabilities
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Pediatric 

Behavioral Health
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Definition of Pediatric Behavioral Health Integration

• Unify pediatric behavioral health and primary care to focus on developmental, socio-emotional, and 

mental health promotion, prevention and early identification for child and family. 

• The practice supports full integration of dedicated behavioral health clinicians and care 

coordination functions into primary care

• Care coordination:

• Organizes patient care activities and information sharing among all care team participants to achieve safer and 

more effective care. 

• Identifies the patient's needs and preferences which are communicated at the right time to the right people 

who can provide safe, appropriate, and effective care to the patient. 

• Connects children and their families to specialty services and community supports to ensure optimal health and 

development, address social determinants of health needs and provide culturally and linguistically appropriate 

health promotion and self-care management education.
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Goal of Pediatric Behavioral Health Integration

• The child, family and pediatric clinician are at the center of a well-coordinated, set of behavioral 

health services integrated within the practice, available in the network and tied to services and 

resources in the community. 

• This model does not intend to enable pediatric primary care to treat individuals with serious 

behavioral health conditions, although it does aim to enable primary care to better address these 

individual's preventive and medical care needs.
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Pediatric Behavioral Health Concept Map

• Increases resources within the 

pediatric practice for both 

behavioral health and health 

behaviors

• Avoids duplication of services 

and coordination efforts.
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Care Team and Network Requirements

• Specific universal screenings at defined intervals to assess developmental and socio-emotional health, behavioral health and health 
behaviors and social and environmental factors that affect the child/family

• Dedicated behavioral health clinician (BHC) for each practice; clinician is integrated into the practice or available via “Warm 
Handoff” through phone or telemedicine visit

• Dedicated care coordinator with expertise in behavioral health who coordinates within the practice/network and community for child 
and family; establishes two-way information flow between community and practice. Level of support adjusted based on higher illness 
burden and social determinants of health.

• Treatment and brief interventions; referral for further treatment if needed 

• Medication management expertise within the practice and access to e-consultations with child psychiatrists

• Patient-to-clinician telemedicine visits (especially for adolescents)

• Tracking outcomes in EHRs

• Training for clinical staff on BH teaming and BH issues and for BH staff on chronic illness

• Referral and coordination with community-based BH specialists for extended therapy, counseling, evaluation and medication
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Building Team-based Care

• Training for pediatric care team for full integration of behavioral health clinicians and care 

coordinators

• Train primary care team to reduce stigma for patients with behavioral health issues; administering behavioral 

health screens, enhanced role-based training, and effective teaming with integrated behavioral health 

clinicians (BHCs), cultural sensitivity and awareness

• Train BHCs in defined core competencies, such as population care, culture of primary care, common chronic 

medical conditions, psychopharmacology, brief screening/assessment, brief intervention, brief documentation 

and effective teaming with pediatric team staff

• Care coordinator has expertise in addressing both the child and adult needs related to behavioral health and 

social determinants of health

• Prioritize on-site behavioral health clinicians with an option for smaller practices to use

telemedicine; use a common EHR platform
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Measurement 

• Measurement design will consider SDOH and other health equity indicators and the relationship to 

outcome measures. (The Payment Reform Council will develop a measurement and accountability 

framework).

• Develop outcome measures that reflect the effectiveness of the practice in addressing behavioral 

health needs through actions and activities led by the practice. Include measures that measure the 

impact on health equity and disparities between populations.

• Develop an implementation plan and measurement strategy

• Create meaningful, actionable measurement and monitoring mechanisms to measure practice’s 

progress in achieving defined goals and capabilities
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Questions

• Is there anything that should be added to this description?

• Does the group support including Pediatric Behavioral Health as a core component in the pediatric 

medical home?
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Follow Up: Universal Home Visits for New Parents

Evidence-based Outcomes1

• Evidence suggests improved prenatal and post-natal outcomes including lower infant mortality

• Potential long-term benefits: fewer unwanted pregnancies, reduced maternal criminal behavior, 

decreased use of welfare, decrease in verified incidents of child abuse and neglect, less maternal 

behavioral impairment attributable to alcohol and drug abuse

• Features of successful programs2

• Families consent to visit

• Focus on families in greater need of services

• Flexibility and family specificity

• Active promotion of positive health-related behaviors and infant care-giving

• Broad multi-problem focus to address the full complement of family needs

• Measures to reduce family stress by improving its social and physical environments

1http://pediatrics.aappublications.org/content/140/3/e20172150
2 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4503253/

https://www.ncbi.nlm.nih.gov/pubmed/27980028
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Universal Home Visit Capability 

How

• At least one home visit for all newborns and their families

• Visits by a nurse and a community health worker (CHW)

• Emphasis on community health workers who are parents and can provide 

peer-to-peer support

• Clear connection with the pediatric medical home

• Bi-directional communication between visitors (nurse and CHW) and 

pediatric medical home

• Information recorded in Electronic Health Record (EHR)

• Networks and practices may arrange for nurse and community health worker 

services
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Questions

• Is there anything that should be added to this description?

• Does the group support including Universal Home Visits for Newborns as a capability within the 

proposed pediatric medical home expanded care team? 
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Selected Adult 

Capabilities 

Summary 

Documents
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Purpose of the Capabilities Documents

• Provide a summary of the capability in a concise, attractive format for diverse audiences

• Recaps the concepts as developed by the Design Group and as previously reviewed by the Task 

Force

• First page: General audience

• Second page: More specific language about the approach 

• Plan to review all capabilities as a group at the next Task Force Meeting

• For the samples provided, is the amount and type of information in this document sufficient to

communicate the initiative to a wider audience?
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Adult Behavioral Health Integration
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Diverse Care Teams
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Questions for Discussion

• For the samples provided, is the amount and type of information in this document sufficient to 

communicate the initiative to a wider audience?

• Vote to approve these capabilities
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Next Steps on Capabilities

• Task Force will receive three more packets of capabilities over the next three weeks

• Review and vote at the next meeting on January 29
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Capability Summary Document Detailed Document Concept Map Approved

Adult Core Services

Behavioral Health Integration https://bit.ly/2AtwUSN https://bit.ly/2VqOS0W 

Diverse Care Teams https://bit.ly/2BYSvT6 https://bit.ly/2VqOY8O 

Pain Management 

E-Consults 

Older Adults with Complex Needs 

Phone/Text/Email/Telemedicine 

Remote Patient Monitoring 

Adult Elective Services

Community Integration 

Oral Health Integration 

Shared Visits 

Pediatrics Core Services

Behavioral Health Integration 

Pediatric Medical Home 

Community Integration 

Alternative Methods of Patient Engagement 

https://bit.ly/2AtwUSN
https://bit.ly/2VqOS0W
https://bit.ly/2BYSvT6
https://bit.ly/2VqOY8O


Questions

Vinayak Sinha

vsinha@freedmanhealthcare.com

617.396-3600 x205
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Adjourn
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