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Children and adolescents are increasingly being prescribed psychotropic medications to
address mental health needs. With the difficulty in accessing child and adolescent
psychiatrists, primary care providers are often tasked with initiating and managing
these medication regimens. The standard of care around psychotropic prescribing in
primary care often falls short of practice parameters and prescribing guidelines due to
a number of factors including lack of training, time, and payment reimbursement for
these services. Pediatric psychologists embedded in the primary care medical home are
well positioned to undertake collaborative medication-related roles as part of the
standard of care in these settings. This commentary highlights the rationale for pediatric
psychologists to undertake collaborative roles in medication management, outlines
what collaborative roles may look like in practice, and discusses implications for
training and research. A case example is also included to highlight a collaborative
consultation around medication management in primary care.
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Mental health needs of children and adoles-
cents are prevalent and are being managed in-
creasingly with the assistance of psychotropic
medications (Olfson, Druss, & Marcus, 2015).
These medications are far more likely to be

prescribed by primary care providers (PCPs)
than psychiatrists (Anderson, Chen, Perrin, &
Van Cleave, 2015). This is likely due to the
national shortage of child and adolescent psy-
chiatrists, particularly in poor urban and rural
areas (Thomas & Holzer, 2006), and the finding
that primary care is often the first and only
contact for a majority of families who seek and
receive mental health services (Polaha, Dalton,
& Allen, 2011). As a result, the American
Academy of Pediatrics (AAP) released a policy
statement (Committee on Psychosocial Aspects
of Child & Family Health & Task Force on
Mental Health, 2009) highlighting the need for
pediatricians to expand their role in managing
children’s mental health needs including around
psychotropic medication management.

While most PCPs consider it as their respon-
sibility to identify children with mental health
needs, they generally do not believe it is their
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responsibility to manage these conditions, with
the exception of ADHD (Heneghan et al.,
2008). Reasons why PCPs report they resist
managing mental health problems include a
lack of confidence, knowledge, skills, and time
to manage these concerns (e.g., Horwitz et al.,
2007). This is not surprising given the lack of
mental health training that PCPs receive in med-
ical school and residency (McMillan, Land, &
Leslie, 2017), and studies demonstrating that
PCPs spend more time with patients when a
mental health concern is raised and receive less
reimbursement (Meadows, Valleley, Haack,
Thorson, & Evans, 2011). In recognition of
these barriers, three approaches have been tri-
aled to address the concern related to the ability
of PCPs to confidently manage psychotropic
medication for youth in primary care: (a) clini-
cal practice guidelines/toolkits; (b) coordinated
psychiatric services; and (c) collaborative care
models.

Clinical practice guidelines and toolkits pro-
vide PCPs with screening measures as well as
step-by-step algorithms for determining diagno-
ses and selecting appropriate treatments includ-
ing medication dosing guidelines (e.g., Cheung
et al., 2007). Guidelines are designed to im-
prove PCP knowledge and confidence in man-
aging behavioral health conditions. However,
brief guidelines often lack the nuance needed to
address the complexity inherent in the manage-
ment of mental health conditions (e.g., physical,
mental, and social comorbities) and do not ad-
dress the time barriers that PCPs face. This may
be why practice-based studies have indicated
that practice guidelines and toolkits are imple-
mented with significant variability in commu-
nity pediatric settings (e.g., Epstein et al., 2014).

Coordinated psychiatric services provide
training and offsite consultation to increase the
knowledge, skills, and confidence of PCPs in
managing psychotropic medications in primary
care (e.g., MA Child Psychiatry Access Project
(MCPAP); Straus & Sarvet, 2014). The strength
of this model is that it affords support for PCPs
to manage more complicated cases that do not
neatly fit within the practice guidelines through
case-based consultation. Research examining
the effectiveness of coordinated psychiatric ser-
vice models suggests these services lead to con-
siderable improvements in access to psychotro-
pic medication management and PCP
confidence in caring for children with mental

health problems, and are generally well re-
ceived by PCPs (Kuehn, 2011). The limitation
of this model is that coordinated services often
do not address two of the most salient barriers
for PCPs: lack of time and reimbursement.

Collaborative care models strive to address
the needs of PCPs onsite by screening for a
specific, high-frequency condition (e.g.,
ADHD, depression) and engaging in a protocol-
driven decision process that may include onsite
or coordinated behavioral health services and
offsite psychiatric consultation (e.g., ROAD,
Richardson et al., 2014; IMPACT, Katon et al.,
1995). The strength of this model is that it
builds on the coordinated models to include care
managers that can provide brief, onsite behav-
ioral health services and help PCPs manage
administrative tasks such as administering,
scoring, and documenting screening measures.
Emerging evidence supports that these models
can be more effective than usual care for spe-
cific conditions such as depression (e.g., Rich-
ardson et al., 2014). A limitation of this model
is the need to hire care managers, which may be
financially unfeasible without grant support. A
model that addresses a limited scope of con-
cerns may be perceived as inconsistent with the
current zeitgeist of providing efficient care for a
large portfolio of presenting concerns (Stancin
& Perrin, 2014). Moreover, care managers often
lack sufficient training to support the PCPs in
achieving the diagnostic clarity that is necessary
for making decisions regarding treatment rec-
ommendations for complex cases or for identi-
fying behavioral treatment resources.

The purpose of this paper is to present col-
laborative medication management with inte-
grated primary care psychologists as a promis-
ing alternative model. Specifically, this paper
will outline the rationale for the involvement of
pediatric psychologists in collaborative medica-
tion management, describe practice roles, and
discuss implications for training and research. A
case example is also included to highlight key
advantages of collaborative medication man-
agement by pediatric psychologists.

Rationale for Involvement of Pediatric
Primary Care Psychologists

Collaborative psychotropic medication man-
agement refers to a partnership between a phy-
sician who prescribes a medication and a pro-
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fessional with specific drug therapy knowledge
and/or expertise on a clinical concern for which
a drug is being prescribed. The partnership is
intended to augment the competencies of the
physician in the context of assessment/diagno-
sis and treatment selection, implementation, and
monitoring. Pediatric primary care psycholo-
gists possess the clinical competencies to en-
gage in this type of collaborative professional
practice. Understanding neurobiological bases
of behavior and medication management of
chronic conditions are included as core compe-
tencies of pediatric psychologists (Palermo et
al., 2014). In fact, these competencies have long
allowed psychologists to undertake numerous
collaborative medication-related roles. Vanden-
Bos and Williams (2000) found that a majority
of psychologists are involved in determining
when medication evaluations are indicated
(95%), deciding whether to initiate medications
(87%), consulting with physicians about medi-
cation changes (94%), discussing medication-
related issues with patients (84%), and recom-
mending a specific medication (60%). As
further evidence of increasing competency that
many psychologists are obtaining, several states
(e.g., New Mexico, Louisiana, and Idaho,
among others) have passed legislation granting
prescriptive authority to psychologists.

Pediatric primary care psychologists’ posi-
tioning within the medical home allows for
comprehensive, coordinated, team-based care
that improves access and quality of care (Asar-
now, Kolko, Miranda, & Kazak, 2017; Stancin
& Perrin, 2014). Primary care psychologists
often serve many roles (e.g., consultant, coor-
dinator, treatment provider) and are equipped to
address the diverse range of physical and mental
health needs that present in primary care. This
breadth and flexibility allows psychologists in
primary care to be efficient and productive as
collaborative medication management is just
one of several clinical activities performed.

This role and function is increasingly impor-
tant with the high prevalence of off-label pre-
scribing (i.e., prescribing for an intended use
that is different from the FDA-approved use),
polypharmacy (i.e., prescribing of two or more
drug agents simultaneously), and black-box
warning labels (i.e., notification of increased
suicide risk with antidepressant use in pediatric
populations; AACAP, 2015). Of particular con-
cern is the rise in psychotropic prescribing in

preschool populations, particularly stimulants
and clonidine (Rappley, 2006).

Although AAP guidelines recommend be-
havioral interventions as a part of first-line treat-
ment for school-age children (e.g., AAP, 2001),
PCPs may be unaware of the range of evidence-
based treatment modalities such as psychother-
apy or family-based therapy. Further, limited
access to these services often force PCPs to
decide whether a child should go untreated or
start a medication trial prior to behavioral health
treatment. Pediatric psychologists in primary
care address this problem by increasing knowl-
edge of and access to evidence-based treatments
for pediatric patients within primary care which
additionally allows for careful joint manage-
ment and communication (Asarnow et al.,
2017), which may improve clinical outcomes
and reduce costs (e.g., Pelham et al., 2016; Page
et al., 2016).

Collaborative Roles in
Medication Management

Supporting Diagnostic Clarity

Routine and selective behavioral screening
has been encouraged to assist PCPs in iden-
tification of behavioral health conditions that
may benefit from psychotropic or behavioral
interventions (Weitzman et al., 2015). How-
ever, the proliferation of brief behavioral
screening measures for ADHD, depression,
and other pediatric behavioral conditions may
tempt a well-meaning PCP to confuse
“screening” with “assessment,” and to use
screening results as a basis for diagnosing
disorders and making psychotropic treatment
decisions (Perrin & Stancin, 2002). Primary
care psychologists are trained to diagnose
mental health disorders by incorporating his-
torical, interview, observational, and collat-
eral assessment data. They are also trained to
evaluate the psychometric properties and ap-
propriateness of screening and assessment
procedures for an intended purpose. Thus,
primary care psychologists are ideally pre-
pared to assist PCPs in providing diagnostic
clarity and guidance regarding treatment rec-
ommendations including psychopharmaco-
logic decision making.

63COLLABORATIVE MEDICATION-RELATED ROLES

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.



Providing Psychotropic
Information to Families

Psychologists may provide information re-
garding potential risks and benefits to assist
patients and families in making informed deci-
sions about pharmacotherapy as a stand-alone
treatment or in combination with behavioral
treatment. This information may include discus-
sion regarding what psychotropic medications
can and cannot do for a given condition. This is
important as in recent years there has generally
been increased public acceptance regarding the
pharmacological treatment of mental health
conditions, including overprescribing of chil-
dren in foster care and receiving Medicaid
(Pires et al., 2013; Government Accountability
Office, 2014). Meanwhile, there is wide recog-
nition that psychosocial interventions are gen-
erally underutilized (AACAP, 2015), particu-
larly with the most marginalized and
underserved child populations. This information
may empower patients for more active roles in
treatment decision making by advising them on
a wider range of treatment options that may
have varying levels of alignment with their be-
lief systems.

Joint Planning and Care Coordination
With PCPs

Psychologists can provide consultation to
PCPs regarding the integration of the pharma-
cological intervention within existing services.
The consultation can review the empirical sup-
port regarding relative benefits for psychother-
apy versus medication in a cost-to-benefit
framework. Data gathered by psychologists has
much to offer PCPs in terms of problem iden-
tification and treatment decision making. Psy-
chologists embedded in a primary care clinic are
positioned to recommend and implement appro-
priate evidence-based behavioral interventions,
perhaps as a first-line treatment (typically for
subclinical or mild to moderate clinical presen-
tations) before or in conjunction with medica-
tion initiation. Patients who do not improve
with behavioral intervention may have a fol-
low-up appointment with the PCP to discuss
potential medication initiation in conjunction
with ongoing behavioral therapy.

This collaboration should be guided by the
child and family with the goal of ensuring that

care provided is based on a case conceptualiza-
tion/formulation and encompasses a biopsycho-
social framework. This framework should in-
clude consideration for costs (financial and
clinical) and patient belief systems (acceptabil-
ity and preferences). Joint planning must recog-
nize and address the risk for fragmentation
and/or duplication in services and approach care
from the least restrictive/intrusive perspective,
particularly regarding medication usage.

Addressing Barriers to Adherence

Evidence-based treatments, including use of
psychotropic medication, are unlikely to be ef-
fective unless the patient and family are en-
gaged in their care and find the treatment to be
acceptable. Without engagement and empower-
ment in the decision-making process, the patient
and family are likely to feel marginalized and
not see the intervention as occurring in align-
ment with their values. While the efficacy of
psychotropic medication for certain conditions
is clear and robust, many patients may still not
find this treatment modality to be acceptable
from a patient preference perspective (e.g., side-
effect profile, stigma associated with taking a
psychotropic medication, family history/
experiences with prior usage; APA Presidential
Task force on Evidence-Based Practice, 2006).
These preferences may influence medication
adherence as the literature suggests that nonad-
herence and early discontinuation rates with
psychotropic medications, while variable de-
pending on the drug class, are generally high
(Gajria et al., 2014). Because the patient can
often follow up for their care with the psychol-
ogist after initiation of medication, this psychol-
ogist can identify and address unexpected issues
potentially affecting adherence or compliance
(e.g., pill swallowing difficulty, lack of infor-
mation regarding treatment regimen; taking dif-
ferent dosage than intended). Psychologists can
work directly with the patient and family to
address these variables or with the PCP to dis-
cuss alternative routes of administration such as
liquids, chewables, or transdermal patches.

Evaluation and Monitoring of
Medication Effects

Professional guidelines for physician pre-
scribing of psychotropic medications stipulate
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that medication use be monitored for safety and
effectiveness (AACAP, 2015). However, data
suggests that this close monitoring of response
to intervention does not routinely occur (Gov-
ernment Accountability Office, 2014; Epstein et
al., 2008). Given the continuity of care afforded
in the primary care medical home setting, psy-
chologists are positioned to conduct this moni-
toring using a number of evaluation approaches.

In general, these approaches use validated
instruments in the context of single-case design
frameworks to measure response to medication
initiation compared to baseline. The simplest
format occurs via narrow-band rating scales or
designated progress-monitoring forms (e.g., Co-
lumbia Impairment Scale; Bird et al., 1996;
NICHQ Vanderbilt Assessment Monitoring and
Follow-up; AAP, 2002; PHQ-9a; Kroenke &
Spitzer, 2002; SCARED; Birmaher et al., 1999;
Child and Adolescent Symptom Inventory
Progress Monitor-Teacher; Sprafkin, Mattison,
Gadow, Schneider, & Lavigne, 2011; IOWA
Conners Teacher Rating Scale; Sprafkin &
Gadow, 1996). For side-effect monitoring pur-
poses, there are instruments (e.g., Stimulant
Drug Side Effects Rating Scale; Barkley, 1998)
that may more accurately target specific physi-
ological effects not assessed in the progress-
monitoring scales.

Another tool that has a dual purpose as a
behavioral treatment and a progress monitor is a
daily report card (i.e., DRC or home–school
note) intervention. This approach provides a
cost- and time-effective method of monitoring
behavioral response to intervention in the per-
formance-based classroom setting where mental
health symptoms often present. Benefits of this
approach are its high acceptability to parents
and teachers (Chafouleas, Riley-Tillman, &
McDougal, 2002), its ability to enhance conti-
nuity between the home and school, and its
provision of quantitative and qualitative data
that can be shared periodically with the PCP for
progress monitoring and decision-making pur-
poses.

Considerations in Making Collaborative
Medication Management a Practice Reality

Training

Professional psychology, and specifically
health-oriented subfields such as pediatric psy-

chology, are deemed to be “health care profes-
sions” (Health Service Psychology Education
Collaborative, 2013). With that distinction,
there are assumed competencies in more tradi-
tional psychosocial and behavioral proficien-
cies, but also in medically oriented proficiencies
in care delivery. The growth of integrated pri-
mary care and patient-centered medical homes
have showcased the unique training competen-
cies that psychologists possess given their edu-
cation and training in APA-accredited doctoral
and internship programs.

These competencies are uniquely tailored for
collaboration with other health professionals,
including roles in medication management. For-
mal training in professional psychology encom-
passes knowledge in the neurobiological basis
of behavior, program evaluation and practice-
based research including single case research
designs, consultation and liaison methods, be-
havioral assessment techniques and therapies,
and behavior modification. Training in the area
of pediatric psychology in particular includes
knowledge of pediatric acute and chronic illness
and medical management from the medical lit-
erature, including the effects of disease process
and medical regimens (Palermo et al., 2014).

Pediatric psychologists are also versed in un-
derstanding the various systems in which chil-
dren interact (e.g., family, school, community,
and health care systems) and the importance of
coordinating care among these systems. These
cross-cutting knowledge competencies position
psychologists to undertake roles that bridge the
gap between where medication regimens are
prescribed (primary care clinic) and the perfor-
mance-based settings where children interact
(home, school, social settings). Hoffses and col-
leagues (2016) highlight the importance of
these intersystem skill sets in a recent review of
competencies necessary for pediatric psycholo-
gists in integrated primary care settings.

As early as 1981, the APA recognized the
need for psychologists to be trained in psycho-
pharmacology (McGrath, 2010), and has since
delineated a guiding model consisting of three
distinct levels for practice roles. Level 3 roles
are fixed and mandated in terms of the pathway
to that level of practice. Currently however,
recommendations regarding the intensity/
content of training necessary to undertake Level
1 and 2 roles are deemed to be “aspirational”
rather than as rigid mandates, thus providing a
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degree of flexibility in how practitioners and
training programs determine how they elect to
meet minimal competency standards for each
role. Ultimately, these medication-related roles
must correspond to the level of training one has
received to perform those roles per ethical
guidelines (APA, 2010).

Level 1 (i.e., Psychotropic Information Pro-
vider) roles pertain to involvement in treatment
collaboration and decision making through the
act of providing empirical/research support to
relevant stakeholders (families, PCPs, etc.) on
uses/indications, contraindications, and side/
adverse effects. This is the minimal acceptable
level of psychopharmacology training for psy-
chologists. Training for this minimal level of
involvement is attained via coursework that
should already be included at the doctoral level
(biopsychology, biological bases of behavior, or
psychopharmacology). Many graduate training
programs may only offer a full course in psy-
chopharmacology as an elective or elect to em-
bed psychopharmacology modules within pre-
existing coursework.

Level 2 (Collaborative Practice) roles pertain
to involvement in monitoring/evaluation of dos-
e–response for medication titration and side-
effect monitoring, as well as enhancement of
pharmacotherapy integration into a comprehen-
sive treatment plan. Training for these roles
includes multiple courses at the graduate level
(e.g., developmental psychopharmacology,
pathophysiology, and psychodiagnosis) plus
supervised practice. This practice role is ideal
for preparation to collaborate/consult on psy-
chotropic drugs with other prescribers who may
seek counseling of a psychologist. Practical
ways to achieve this level are through either
formal graduate coursework listed above or
through formal internships/fellowships that in-
clude this aspect in their training curricula (e.g.,
teaching hospitals that offer collaborative train-
ing with the departments of psychiatry; see ex-
ample description of MetroHealth model below
as a pathway for obtaining competency for
Level 2 roles).

Level 3 (Prescriptive Authority) roles allow
psychologists to prescribe, administer, discon-
tinue, and/or distribute medications used in the
diagnosis, treatment, and management of indi-
viduals with psychiatric, mental, cognitive, ner-
vous, emotional or behavioral disorders. While
prescriptive authority has long been the subject

of contention, increasing numbers of psycholo-
gists are opting to obtain the required training.
The APA Designation Committee for Postdoc-
toral Education and Training Programs in Psy-
chopharmacology for Prescriptive Authority
(“RxP Designation Committee”) was approved
by the APA Council of Representatives in 2009
to provide public recognition of postdoctoral
psychopharmacology education and training
programs that meet certain minimum standards
and published criteria. These standards assume
that training for prescriptive authority would be
conducted at the postdoctoral level with confer-
ral of a master’s degree or certificate in psycho-
pharmacology through specialized programs
(e.g., Alliant International University, Nova
Southeastern University, Fairleigh Dickinson
University; Shahidullah, & Carlson, 2012) and
passing of the Psychopharmacology Examina-
tion for Psychologists (PEP). Moreover, stan-
dards emphasize the integration of didactic in-
struction and supervised experience, competence
based assessment, and a capstone competency.

Although psychologists may never take a
graduate-level psychopharmacology course, the
training they do receive is grounded in psycho-
logical science with an emphasis on integrating
knowledge from biology, physiology, patho-
physiology, and neuroscience as appropriate.
Moreover, this training is aimed at equipping
practitioners to be critical consumers of the
scientific research in their reliance on selecting,
implementing, and evaluating empirically sup-
ported interventions, regardless of whether they
are psychosocial or biological in nature. Prag-
matically speaking, because of the already over-
extended training for most doctoral programs
and difficulty in adding additional coursework,
Shahidullah and Carlson (2012) acknowledge
that for many psychologists, training to under-
take collaborative medication roles comes from
informal didactic exposure (e.g., seminars, lec-
tures, grand rounds, supplemental psychophar-
macology readings, research) and clinical expo-
sure through practicum in mental health and
medical settings.

One innovative model for interprofessional
training to prepare psychologists working in
primary care to provide Level 2 (Collaborative
Practice) services has been piloted at Metro-
Health Medical Center. Psychology doctoral
residents are embedded and fully integrated in
pediatric resident primary (“continuity care”)
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clinics and provide a full range of prevention,
evaluation and brief interventions services, in-
cluding consultation regarding medication mat-
ters. In monthly psychiatrist-led didactic and
case-based psychopharmacology educational
conferences, psychology residents receive train-
ing on pediatric psychopharmacology, patho-
physiology, and evidence-based treatment rec-
ommendations for common pediatric conditions
(e.g., ADHD, Major Depressive Disorder)
alongside pediatric medical residents. They are
given guidance on gathering patient and family
information during mental health assessments
to inform medication decisions (e.g., previous
history of psychotropic medication, side-effect
history, family experiences with psychotropic
medications). In addition, they learn how to
monitor and evaluate effectiveness and side ef-
fects of medications, and can provide input on
medication adjustment decisions.

During continuity care clinics, psychology
doctoral residents (under supervision of faculty
pediatric psychologists) collaborate with pedi-
atric residents and attending pediatricians to
identify patients for psychotropic medication
consultation. Psychology residents conduct
mental health assessments of patients in the
clinic and review cases with a child and adoles-
cent psychiatrist. The psychiatrist then mes-
sages recommendations to the primary care
team (psychology resident, pediatric resident
and attending PCP) through electronic health
records. The pediatric resident assumes respon-
sibility for prescribing the medication and the
psychology resident collaborates in monitoring
medication response.

Preliminary program evaluation indicated
that not only did this program greatly increase
access to psychiatric consultation services for
patients, but it also increased psychology and
pediatric resident knowledge and comfort with
psychotropic medication management. Because
of this training, interns should be competent to
provide Level 2 psychopharmacology services
in integrated care settings.

It is important to note that due to the lack of
literature on graduate school training on medi-
cation-related roles, there is a lack of clarity
about the nature and intensity of training needed
to meet competency standards, particularly for
Level 1 and 2 roles. Trainers and practitioners
need to be mindful of the ethical issues related
to their professional competency to perform a

role and understand that there are not clear
answers regarding the pathway to “aspirational”
levels of competency. There is a need for future
work to clearly articulate necessary knowledge
and competencies so that training programs can
modify curricula to support psychologists to
take on Level 1 and 2 collaborative roles.

The interested reader can obtain more infor-
mation on increasing their competence in this
area by reviewing training resources from the
new APA Integrated Health Care Alliance at
http://pages.apa.org/ihca/?_ga�2.168648673
.1932055447.1498218267-694597681.149821
8266. Though not specific to psychopharmacol-
ogy training, the Integrated Health Care Alliance
provides training and support leading to essential
skills for integrated care including evidence based
clinical practices and working collaboratively on a
health care team. Also, psychologists interested in
learning more about advanced training in psycho-
pharmacology possibly leading to prescriptive au-
thority are referred to the APA website for infor-
mation on approved programs: http://www.apa
.org/education/grad/psychopharmacology.aspx?_
ga�2.8221810.1932055447.1498218267-
694597681.1498218266.

Outcomes of Collaborative and
Consultative Care

Research on adult models of integrated pri-
mary care have found that integration results in
improved PCP medication prescription prac-
tices (Katon et al., 1995) and increased patient
adherence and follow-through with treatment
(Mynors-Wallis, Gath, Day, & Baker, 2000).
However, there is limited data on the effects of
integrating psychologists into pediatric primary
care on the prescription practices of PCPs and
patient outcomes. Radovic and colleagues
(2014) found that pediatric PCPs who read a
clinical vignette describing an adolescent with
moderate to severe symptoms were more likely
to recommend psychotropic medication if they
had access to an onsite behavioral health pro-
vider. However, Mayne et al. (2016) found that
simply having a behavioral health provider co-
located in the practice was not associated with
differences in actual prescribing practices.
Richardson and colleagues (2014) found that a
collaborative care program for adolescents that
included specific interventions addressing ad-
herence resulted in improved adherence to psy-
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chotropic medications. Thus, the limited data
available suggest simply having a mental health
provider present in primary care may not impact
prescribing practices or outcomes.

Moving forward, it is recommended that re-
search on the effects of integrating pediatric
psychology services in primary care be orga-
nized around the “Quadruple Aim” of health
care reform (Bodenheimer & Sinsky, 2014).
Specifically, it will be helpful to determine
whether collaborative psychotropic medication
management improves provider satisfaction re-
garding medication management, patient satis-
faction with prescribing practices, patient out-
comes (e.g., improvements in adherence,
symptoms, and impairment), and whether inte-
gration can reduce health care costs. For exam-
ple, pediatric psychologists in primary care may
reduce costs through more accurate diagnostic
processes, improving adherence thereby reduc-
ing unnecessary dosage increases, and initiating
behavioral interventions, which has been shown
to reduce the need for and cost of medications
for some conditions such as ADHD (e.g., Pel-
ham et al., 2016; Page et al., 2016). This is
particularly important as ADHD and Autism
Spectrum Disorders are two of the fastest grow-
ing health care costs in pediatrics and ADHD is
currently the second costliest condition after
well-newborn care (Bui et al., 2017).

Finally, research efforts should explore how
uses of technology can facilitate collaborative
efforts to increase the effectiveness, efficiency,
and safety around medication decision making.
Web-portal-based programs have already been
developed for information sharing between
home and school providers with the prescribing
physician (e.g., myADHDportal.com; Epstein,
Langberg, Lichtenstein, Kolb, & Simon, 2013;
ADHD Care Assistant; Power et al., 2016).

Conclusion

The following case serves to illustrate a real-
world example incorporating many of the col-
laborative practice roles and functions de-
scribed in this paper:

Joey is a 9-year-old male presenting at his annual
well-child visit with parental concerns of inattention,
hyperactivity-impulsivity, and academic underachieve-
ment that have been persistent since early childhood.
Parents are raising the issue to the PCP now due to
extensive concerns raised by his third-grade teacher.

The PCP introduced the family to the onsite psychol-
ogist via a “warm hand-off,” in which the psychologist
conducted a brief evaluation and provided parents with
rating scales to complete along with Joey’s teachers
and return in 2 weeks to review. In the meantime, the
psychologist implemented a daily report card (DRC)
intervention with the family and school.

Two weeks later, the family returned to clinic for a
follow-up appointment with the psychologist to review
rating scale results (which included broad-based, mul-
tidimensional parent and teacher rating scales along
with the NICHQ Vanderbilt). These data, along with
history provided by parents, information obtained
through a phone call with Joey’s primary teacher, and
academic performance data, suggested that DSM–5
criteria were met for an ADHD-combined type diag-
nosis. However, based on symptom counts, percentile
ranks, and functional impairment, the severity fell in
the mild or borderline range. The psychologist dis-
cussed the range of evidence-based treatment options
for ADHD, and the risks–benefits associated with
each. Parents expressed a reluctance to initiate stimu-
lant medication unless absolutely necessary. They ex-
pressed preference for continuing the use of the DRC
as they had already noticed some improvement. The
psychologist agreed to continue to meet weekly with
the family to implement behaviorally based interven-
tion approaches involving the family as well as con-
tinue to monitor progress. The psychologist shared this
information with the PCP through a note in the elec-
tronic medical record as well as a brief face-to-face
information exchange. The PCP supported this plan
and expressed gratitude that the psychologist could
follow up with this family.

After one month of weekly appointments in which the
family brought the DRC forms and Vanderbilt moni-
toring and follow-up forms completed by teachers and
parents each week, modest behavioral improvements
were apparent at school and home as evidenced by
rating scale data and parent and teacher verbal feed-
back. Despite improvement, Joey still struggled with
behavioral- and attention-control in performance-based
situations such as the classroom and during homework.
The option of medication was again discussed with the
family as an additional treatment to be used in con-
junction with ongoing behavioral treatment. Handouts
on medications were provided to parents as they sched-
uled a joint medication initiation appointment with
their PCP and psychologist. The psychologist again
discussed this plan with the PCP who was in agree-
ment, pending physical exam results and review of
medical history to ensure that stimulant medication
was not contraindicated. While waiting for the next
available PCP appointment, Joey improved his pill-
swallowing skills via a protocol implemented by the
psychologist after this was identified as a potential
barrier to treatment plan adherence.

Later that week, the PCP initiated a trial of Adderall
XR 10 mg once daily in the morning with weekly 5 mg
dosage titrations until a therapeutic dosage was
achieved, pending the drug being tolerated well by
Joey. The parents continued to meet weekly with the
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psychologist to review ongoing Vanderbilt and DRC
data, and after 4 weeks, behavioral goals developed
collaboratively by parents and teachers were largely
being met. However, parents expressed concern that it
was difficult for Joey to complete homework when
medication effects wore off in the afternoon. In con-
junction with parent management training around
homework completion, the psychologist also discussed
the option for initiation of a nonstimulant in the after-
noons to help with homework completion. The PCP
added Guanfacine 1 mg to the treatment regimen to be
taken after school. The family continued periodic fol-
low-ups with the PCP and psychologist for ongoing
support to ensure maximal therapeutic benefits were
maintained with minimal side/adverse effects.

This case example shows how collaborative
medication management with pediatric psychol-
ogists can contribute to improving access to and
quality of care delivered in an integrated pri-
mary care practice setting via enhanced diag-
nostic and treatment decision making and fol-
low-up. This approach represents alignment
with delivering care that is clinically effective
while also adhering to tenets of the patient-
centered medical home model valuing patient
engagement, shared decision making, and au-
tonomy in patient care. Further, this approach
aligns with using the least restrictive/intrusive
treatment mantra with attention paid to most
efficiently utilizing systems resources. From the
provider’s perspective, this approach to care has
the potential to improve efficiency, and accord-
ingly billing reimbursement, from a patient
throughput standpoint by positioning providers
to manage aspects of care in which each pro-
vider is more competent, while efficiently rely-
ing on colleague expertise.

Innovations like coordinated psychiatric con-
sultation (e.g., MCPAP) and toolkits like those
put forth by the AAP are helpful, but not suffi-
cient to address unmet mental health needs of
children and adolescents. Pediatric primary care
psychologists are well trained and positioned to
collaborate with PCPs to support decisions to
initiate, integrate, monitor, and terminate psy-
chotropic and behavioral interventions in pri-
mary care. As a result, psychologists can play
an important and complimentary role in collab-
orative psychotropic medication management to
help address the many gaps and inefficiencies
that currently present in primary care practice.
These include a lack of adherence to practice
parameters and prescribing guidelines, limited
referral options to psychiatrists, and inadequate
training, time, and payment reimbursement for

when PCPs, as the de facto behavioral health
providers, are conscripted to perform these
roles.

Collaborative psychotropic management en-
ables pediatric psychologists to provide better
and more comprehensive services to patients in
primary care. In a competitive health care econ-
omy, pediatric psychologist collaborative sup-
port for PCP prescription practices are likely to
contribute to improvements in access to care,
value, outcomes and reduced cost. Moreover, a
psychotropic management role offers another
way in which psychologists can differentiate
their skill set from that of other behavioral
health providers (e.g., counselors, social work-
ers). Thus, despite challenges for obtaining
proper training and clinical supervision to func-
tion competently and ethically, there are com-
pelling potential benefits of pediatric psychol-
ogy moving in the direction of, and advocating
for, collaborative medication management roles
in primary care.
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