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abstract
BACKGROUND: Inadequate access to care for mentally ill children and
their families is a persistent problem in the United States. Although
promotion of pediatric primary care clinicians (PCCs) in detection,
management, and coordination of child mental health care is a strat-
egy for improving access, limitations in training, time, and specialist
availability represent substantial barriers. The Massachusetts Child
Psychiatry Access Project (MCPAP), publicly funded with 6 regional
consultation teams, providesMassachusetts PCCswith rapid access to
child psychiatry expertise, education, and referral assistance.

METHODS: Data collected from MCPAP teams measured participation
and utilization over 3.5 years from July 1, 2005, to December 31, 2008.
Data were analyzed for 35 335 encounters. PCC surveys assessed sat-
isfaction and impact on access to care.

RESULTS: The MCPAP enrolled 1341 PCCs in 353 practices covering
95% of the youth in Massachusetts. The MCPAP served 10 114 children.
Practices varied in their utilization of the MCPAP, with a mean of 12
encounters per practice per quarter (range: 0–245). PCCs contacted
the MCPAP for diagnostic questions (34%), identifying community re-
sources (27%), and consultation regardingmedication (27%). Provider
surveys revealed improvement in ratings of access to child psychiatry.
The rate of PCCs who reported that they are usually able to meet the
needs of psychiatric patients increased from 8% to 63%. Consultations
were reported to be helpful by 91% of PCCs.

CONCLUSIONS: PCCs have used and value a statewide system that
provides access to teams of psychiatric consultants. Access to child
mental health care may be substantially improved through public
health interventions that promote collaboration between PCCs and
child mental health specialists. Pediatrics 2010;126:1191–1200
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Access to mental health care for chil-
dren has been a significant problem
for children and families in the United
States.1,2 As a result, the majority of
children with mental health conditions
severe enough to impair their func-
tioning are not receiving any treat-
ment.3–6 Given the high prevalence of
psychiatric illnesses among children
and adolescents, it has become clear
that the workforce of specialists in
child and adolescent psychiatry is not
large enough, by itself, to meet the
needs of these children.7 Conse-
quently, there is a growing realization
that improving access to children’s
mental health care will require the de-
velopment of new system-based prac-
tice models that emphasize collabora-
tion among health care providers.8–10

Pediatric primary care providers are
eminently suited to play a critical role
in responding to the mental health
needs of children.11–13 Mental health is-
sues present in the pediatric primary
care setting at a high frequency, often
well before any contact with the spe-
cialty mental health system.14 Because
of their longitudinal, trusting relation-
ships with children and families, pri-
mary care clinicians (PCCs) are well
positioned to recognize deviations in
children’s social and emotional devel-
opment and to identify mental health
needs before they cause significant
morbidity.15 It is unfortunate that, with
minimal child psychiatry training pro-
vided during general pediatrics resi-
dency in combination with limited
availability of child psychiatry special-
ists to whom to refer, PCCs often feel
unable to adequately manage chil-
dren’s mental health problems.16,17

The results of several previous studies
have demonstrated the feasibility and
value of systematic models of collabo-
ration between child and adolescent
psychiatrists and pediatricians within
specific practice settings for improv-
ing access to children’s mental

health care.18–21 However, large-scale,
population-based implementation of
a contemporary child psychiatry/
primary care collaboration model has
not previously been described.

THE MASSACHUSETTS CHILD
PSYCHIATRY ACCESS PROJECT

In June 2005, the Massachusetts state
budget included funding for the Mas-
sachusetts Child Psychiatry Access
Project (MCPAP). The political will and
funding for the project was the result
of long-term advocacy work by several
broad-based coalitions of professional
and consumer stakeholders working
with public policy makers committed
to finding solutions for urgent con-
cerns regarding inadequate access to
care. Modeled after a promising pilot
study at the University of Massachu-
setts22 and other previously described
localized collaborativemodels, the aim
of the MCPAP was to bring a system for
child psychiatry/primary care collabo-
ration to scale across the entire state
of Massachusetts. The overarching
goal of the project was to improve ac-
cess to care for children with mental
health problems through (1) promot-
ing and supporting the role of the PCC
as a legitimate, front-line mental
health provider for children and (2)
bridging the large gaps between men-
tal health systems and primary care
systems, which impede access to men-
tal health services.

The state was divided into 6 regions,
and MCPAP teams were created within
academic medical centers for each of
these regions. The MCPAP teams were
tasked with providing collaborative
support to all PCCs of their respective
regions by implementing a system for
the PCCs to obtain (1) immediate infor-
mal telephonic consultation regarding
the mental health needs of any child in
the primary care setting, (2) timely, as-
needed provision of formal outpatient
consultation for children referred by

the PCC, (3) assistance in coordinating
care for children who need various
community mental health services,
and (4) continuing professional edu-
cation regarding children’s mental
health designed specifically for PCCs.

The central planning, administration,
and coordination of the program was
provided by a managed behavioral
health organization (Massachusetts
Behavioral Health Partnership, a sub-
sidiary of ValueOptions) under con-
tract with Massachusetts for state-
wide public-sector mental health
initiatives, including the Medicaid pro-
gram. The MCPAP serves all children
and adolescents in the state regard-
less of the child’s or family’s insurance
status.

METHODS

MCPAP Operations

Staffing

Each of the 6 regional MCPAP teams is
hosted by a division of child psychiatry
within a regional academic medical
center and composed of �1 full-time
equivalent (FTE) child psychiatrist, 1
FTE licensed child and family psycho-
therapist, and 1 FTE care coordinator.
Several of the teams include a special-
ized advanced practice registered
nurse (APRN) whoworks, under super-
vision, in a role similar to that of the
child psychiatrists. The child psychia-
trist FTE is usually shared by a group of
3 to 5 faculty members who each con-
tributes a portion of his or her time for
performing consultations and fielding
telephone calls from enrolled PCCs.
The group of child psychiatrists pro-
vides on-call coverage for PCCs during
usual business hours, Monday through
Friday. The psychotherapist and care
coordinator are usually full-time em-
ployees on their respective teams.

Recruitment/Enrollment of PCCs

Before any provision of service, the
MCPAP teams established formal rela-
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tionships with primary care practices.
Teams were provided lists from both
Medicaid and commercial insurance
directories of all primary care prac-
tices serving children and adolescents
in their regions. PCCs included pedia-
tricians, family practice physicians,
and nurse practitioners. To make MC-
PAP services universally accessible to
all children and adolescents across
Massachusetts, teams arranged on-
site orientation meetings for all prac-
tices in their region. At thesemeetings,
PCCs met members of the MCPAP
team, participated in collegial discus-
sion regarding mental health needs of
patients within their practices, and re-
ceived an introduction and orientation
to the program. Most importantly,
teams negotiated mutual expectations
with PCCs of the practice. For example,
although the MCPAP promises to pro-
vide assistance and support for the
role of the PCC in responding tomental
health needs of children, PCCs are ex-
pected to maintain involvement in the
patient’s mental health follow-up to a

degree appropriate to the complexity
of the patient’s issues. Orientation
meetings concluded with the estab-
lishment of an agreement to partici-
pate in the program and subsequent
completion of an enrollment document
by the lead physician of the practice.

Core MCPAP Services

Telephone Response
Telephone communication is cen-

tral to the MCPAP clinical process (Fig
1). Enrolled PCCs access the staff of
their regional MCPAP team through a
hotline, which is answered directly by
the care coordinator. The care coordi-
nator personally handles calls to re-
quest help in finding community men-
tal health services for children.
Otherwise, he or she routes the call for
telephone consultation to the appro-
priate member of the team after iden-
tifying the type of PCC question. Clinical
questions may be routed to either the
available child psychiatrist or the team
psychotherapist. The call is exclusively
routed to the child psychiatrist if the

PCC identifies a need for discussion of
psychiatric medication or differential
diagnosis. Other types of clinical ques-
tions regarding family functioning, be-
havior management, crisis manage-
ment, and/or treatment planning are
routed to either the MCPAP child psy-
chiatrist or the psychotherapist ac-
cording to PCC preference and/or the
immediate availability of the team
member. The telephone consultation is
intended to be provided while the pa-
tient is still in the PCC’s office so that
recommendations can be communi-
cated and implemented efficiently. The
MCPAP telephone consultant may rec-
ommend additional mental health ser-
vices such as referrals for outpatient
therapy, specialized child psychiatry
follow-up, crisis services, and/or acute
inpatient treatment. In these in-
stances, assistance from the MCPAP
care coordinator is offered for im-
plementation of these referrals. In
addition to providing “curbside” an-
swers to clinical questions, the tele-
phone consultations also serve a tri-

FIGURE 1
MCPAP clinical process algorithm.
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age function for the direct face-to-
face consultations provided by the
MCPAP team.

Outpatient (Face-to-Face)
Consultation
MCPAP clinicians, including child

psychiatrists, psychotherapists, and
APRNs, provide outpatient consulta-
tions when telephone consultations
are not sufficient for answering the
clinical question of the PCC. Outpatient
consultations are scheduled as soon
as possible, generally within 2 weeks.
The MCPAP care coordinators keep
PCCs informed about their efforts to
schedule these consultations. Concise
consultation letters that include de-
tailed recommendations are transmit-
ted to PCCs within 48 hours of the
appointment.

Coordinating Care
Acknowledging the practical and lo-

gistic needs of PCCs surrounding the
provision of mental health care, assis-
tance with identification, referral, and
coordination of mental health services
is provided by all MCPAP team mem-
bers. This assistance may be provided
in the form of advice to the PCC during
telephone consultations regarding se-
lection of resources, intake proce-
dures, securing insurance authoriza-
tion, and various idiosyncratic access
requirements of mental health pro-
grams. When needed, the service of the
MCPAP care coordinator is offered di-
rectly to families to help them secure
appointments for services that are dif-
ficult to access. The care coordinator
becomes an expert at finding clinical
resources for families by maintaining
close working relationships with in-
take coordinators at community men-
tal health agencies and keeping up-
dated information regarding waiting
times and availability of clinicians for
special clinical populations in the local
communities within that region. MC-
PAP clinicians may internally refer pa-
tients for an outreach call by the care

coordinator at the conclusion of a tele-
phone consult or outpatient consulta-
tion. An MCPAP psychotherapist may
provide interim outpatient psychother-
apy if the waiting time for a recom-
mended clinical resource in the com-
munity is unacceptably long (Fig 1).

Continuing Education
All consultative communications

are intended to function as individual-
ized, case-based education for PCCs.
MCPAP clinicians are encouraged to in-
clude discussion of topics such as rel-
evant research, best-practice guide-
lines, and interviewing/assessment
methods in telephone consultations.
Web-based educational resources pro-
vided by the MCPAP included a blog on
which consultants and staff posted
brief articles and news alerts regard-
ing topics related to children’s mental
health in primary care. More recently,
the blog was replaced with a more
comprehensive public Web site enti-
tled “MCPAP: Connecting Primary Care
With Child Psychiatry.”23 This site
serves as an educational resource for
PCCs regarding children’s mental
health in primary care and provides
original content and links to vetted
sources of clinical information, prac-
tice guidelines, patient and family
handouts, and clinical rating scales. In
addition, MCPAP teams organize large
regional conferences that deliver con-
tinuing education programming on
children’s mental health in primary
care.

Funding

Each medical center is fully reim-
bursed for the direct and indirect op-
erational expenses of its team through
contracts with the program. The team
members are employed by their re-
spective medical centers and are able
to have “protected time” to devote to
the operation of the program. The cost
of the program, including administra-
tive expenses, is $2 per child/adoles-

cent per year ($0.16 per member per
month) or $3 million for the 1.5 million
children in Massachusetts.

Data Collection

MCPAP Encounters

Each discrete service performed by a
member of the MCPAP team (including
all of the activities represented in Fig
1) is considered an “encounter” and is
logged into a secure, Health Insurance
Portability and Accountability Act
(HIPAA)–compliant structured-query-
language online database system. Cli-
ent applications communicate with a
central server via a virtual private net-
work (VPN) tunnel. MCPAP providers
enter the data from each encounter on
either a desktop computer or personal
digital assistant (PDA). Data for statis-
tical analysis are transmitted securely
to the central server with identifying
information accessible only to the
members of the originating MCPAP
team.

PCC Satisfaction With the MCPAP

To monitor PCC satisfaction, a brief
baseline and follow-up PCC survey in-
strument that measures perception of
access to care, ability to meet the
needs of patients with mental health
problems, timeliness of access to a
child psychiatrist, and satisfaction
with MCPAP consultative services is
sent to all enrolled providers. PCCs are
asked to complete the baseline ques-
tionnaire on enrollment. Follow-up
questionnaires are mailed annually.
Approximately 1 month after follow-up
questions are mailed, a reminder call
is placed by an MCPAP care coordina-
tor to the PCC office manager to en-
courage completion and return of the
surveys. Follow-up questionnaires do
not contain personal information but
are labeled with a tracking number to
associate the data with the baseline
assessment.
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RESULTS

Encounter Data

MCPAP utilization as measured by en-
counter volumes has increased signif-
icantly since the inception of the pro-
gram in 2005 (Fig 2; Table 1). By the end
of 2008, 353 practices including 1341
PCCs were oriented and voluntarily en-
rolled to participate in the program.
The combined panel size for these
practices was estimated to be 1.36mil-
lion children and adolescents, which
represented 95% of the child/adoles-
cent population of Massachusetts.24

The total number of encounters ac-
cording to services provided and pro-
vider type from July 1, 2005, through

December 31, 2008, are listed in Table
2. The majority of telephone consulta-
tions were provided by the child psy-
chiatrist (45%), which indicates PCCs’
high level of demand for discussion
with a physician. The face-to-face con-
sultations were equally provided by
MCPAP child psychiatrists (2517 en-
counters) and psychotherapists (2537
encounters). The relatively low fre-
quency of interim psychotherapy en-
counters (1294 of 33 335 [2.4% of the
total]) suggests that interim psycho-
therapy was not needed or that psy-
chotherapeutic referrals were accom-
plished in the community outside of
the MCPAP system. MCPAP interim psy-
chotherapy was provided for 243 pa-

tients for an average of 4.1 sessions
per patient. The reasons why PCCs ini-
tially telephoned MCPAP team mem-
bers are listed in Table 3 (data col-
lected from April 1, 2008, to December
31, 2008). The 3 major reasons were
diagnostic assistance (34%), informa-
tion about resources in the community
(27%), and medication questions
(27%).

Telephone consultations culminated in
the negotiation of a plan for the pa-
tient’s subsequent care. Outcomes of
these negotiations for all of the initial
telephone encounters during the study
period are summarized in Table 4. In
28% of these encounters, the decision
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FIGURE 2
Number of MCPAP encounters according to month, all regions.

TABLE 1 MCPAP PCC Enrollment and Utilization Data

Time Period Cumulative No. of
MCPAP-Enrolled Practices

No. of MCPAP
Encountersa

Encountersa Per
Enrolled Practice

No. of PCCs
Enrolled

% of Enrolled Practices
That Used the MCPAP

Maximum No. of
Encountersa Per Practice

Q1, FY 2008 (7/1/2007–9/30/2007) 278 2326 8 1140 63 112
Q2, FY 2008 (10/1/2007–12/31/2007) 290 3261 11 1170 71 200
Q3, FY 2008 (1/1/2008–3/31/2008) 314 4231 13 1211 72 209
Q4, FY 2008 (4/1/2008–6/30/2008) 331 4486 14 1237 74 215
Q1, FY 2009 (7/1/2008–9/30/2008) 339 3744 11 1251 67 214
Q2, FY 2009 (10/1/2008–12/31/2008) 353 5058 14 1341 69 245

Q indicates quarter; FY, fiscal year.
a Includes encounters for all activities including telephone, face-to-face, and care coordination.
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was made for the child to receive a
face-to-face consultation by the MCPAP
child psychiatrist or APRN. For 15%, the
MCPAP psychotherapist provided an
outpatient consultation. Almost one-
fourth (24%) of these initial telephone
encounters resulted in the PCC main-
taining primary clinical responsibility
for the mental health problem. A sepa-
rate analysis (not presented here) in-
dicated that PCCs agreed to continue
to follow 50% of the patients after the
initial MCPAP team member encoun-
ter. The 92 initial telephone encounters
for dangerously troubled children who
required hospitalization or immediate
crisis services represented a rela-
tively small percentage of the total.

The diagnoses made by MCPAP team
members after telephone encounters
are summarized in Table 5. Although
attention-deficit/hyperactivity disor-
der, depressive disorder, and anxiety
disorders were the most frequent di-
agnoses (32%, 24%, and 23% of en-
counters, respectively), there was a
wide range of psychiatric diagnoses
including complex disorders such as
bipolar disorder (5%) and psychosis
(1%). Encounters in which substance
abuse was discussed were relatively
infrequent (2%). Results of additional
analysis indicate that 40% of the pa-
tients had more than 1 psychiatric di-
agnosis, and 17% of the patients were
receiving more than 1 psychiatric
medication. The outcomes of tele-
phone consultations for the 3 most
common diagnoses (attention-deficit/
hyperactivity disorder, depression,

and anxiety disorders) mirrored the
outcomes of all mental health diag-
noses, as depicted in Table 4. Crisis
evaluations, although uncommon,
were a more frequent outcome for
telephone consultations regarding pa-
tients with depression (2% [31 of
1915]) than for patients with either
anxiety (1% [13 of 1709]) or attention-
deficit/hyperactivity disorder (0.4%
[10 of 2300]).

In addition to the educational content
of telephone consultations, MCPAP
teammembers organized 8 major con-
tinuing medical education full- or half-

TABLE 2 Encounters According to Services Provided and Provider Type From July 1, 2005, to December 31, 2008 (Encounters, N� 35 335; Patients, N�
10 114)

Provider Type No. of
Encounters

Telephone
Consult Encounters

Face-to-Face
Encounters

Care-Coordination Encounters
With Providersa

Care-Coordination
Encounters With Families

Other

Psychotherapist 13 288 3693 2537b 4843 1608 606
Child psychiatrist 11 169 6370 2517 676 750 856
Care coordinator 6173 1236 0 3130 1000 807
APRN 4705 2874 965 403 169 294
Grand total 35 335 14 174 5019 9052 3527 2563
a May include assistance with early intervention, special education, partial hospitalization, short-term residential programs, and referrals to local behavioral health resources.
b Of the encounters, 1243 were face-to-face without therapy; 1294 encounters included interim therapy.

TABLE 3 Reason for Initial Telephone
Encounters From PCCs to the MCPAP
Team From April 1, 2008, to
December 31, 2008 (Initial Telephone
Encounters, N� 3497)

Reason for Initial
Telephone Encounter

No. of
Initial
Telephone
Encounters

% of Total
Initial

Encounters

Diagnostic 1190 34
Resources-community
access

957 27

Medication questions 956 27
Advice for parents 152 4
Second opiniona 80 2
School issues 79 2
Crisis 54 2
Otherb 23 1
Non–member-relatedc 6 0
a PCC raises question or concern about care provided by a
community mental health provider.
b Miscellaneous clinical question regarding assessment
or treatment of a specific patient.
c General question regarding mental health topic, not
linked to a specific patient.

TABLE 4 Outcomes of Initial Telephone
Encounters From July 1, 2005, to
December 31, 2008 (Initial Telephone
Encounters, N� 8223)

Outcome n %

Outpatient consultation by the
MCPAP’s child psychiatrist or
APRN

2306 28

Continue PCC management 2009 24
Care coordination with family by
the MCPAP

1615 20

Outpatient consultation by the
MCPAP’s psychotherapist

1234 15

Refer to a child psychiatrist out
in the community

751 9

Refer child back to an existing
psychiatrista

157 2

Refer to a community psychiatric
crisis service

78 1

Advice about non–patient-related
issues

59 1

Refer to psychiatric hospital 14 0
a Includes questions regarding patients who were already
seeing a child psychiatrist in the community.

TABLE 5 Patient Diagnoses Made by
Telephone Consultation Encounters
From July 1, 2005, to December 31,
2008 (N� 14 174)

Diagnosis n %

Attention-deficit/hyperactivity
disorder

4502 32

Depression 3357 24
Anxiety 3276 23
Other psychiatric diagnosis 2212 16
Oppositional defiant disorder 1755 12
Diagnosis deferred (until further
information is obtained)

782 6

Bipolar 765 5
Pervasive developmental
disorder

695 5

Adjustment disorder 573 4
Posttraumatic stress disorder 451 3
Obsessive compulsive disorder 371 3
Eating disorder 283 2
Substance abuse 252 2
Mood disorder not otherwise
specified

204 1

Psychosis 155 1
Developmental disability 147 1
Conduct disorder 115 1
Co-occurring medical condition 72 1
Not applicable, no diagnosis 33 0

More than 1 diagnosis per encounter may exist.
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day conferences on topics related to
child psychiatry in primary care over
the 3.5-year study period. Further-
more, there were 702 educational en-
counters during the study period that
represented discussions with PCCs ei-
ther at their practice sites or over the
telephone regarding child psychiatry
topics. A recently developedMCPAP ed-
ucational Web site23 has 51 of pages of
content and has received an average
of 5573 page views per month from
July 1, 2009, through January 31, 2010.
Eighty posts have been made to the on-
line blog.

PCC Satisfaction Data

Of the 1341 enrolled PCCs, baseline
surveys were returned by 514 (38%).
Of these 514 PCCs, a total of 385 (75%)
completed follow-up surveys in 2008
and/or 2009. More than 90% of the re-
spondents in both 2008 and 2009
agreed or strongly agreed that MCPAP
consultations were useful. Responses
from follow-up surveys in 2008 (n �
244) and 2009 (n � 298) were com-
pared with responses from the 385
baseline surveys (Table 6; Fig 3). As
shown in Table 6, the percentage of
PCCs who agreed or strongly agreed
that there was adequate access to a
child psychiatrist increased from 5%
to 33%. Similarly, the percentage of
PCCs who agreed or strongly agreed
that they were able to meet the needs
of children with psychiatric problems
increased from 8% to 63%, and the
percentage of those who were able to
obtain a child psychiatry consultation
in a timely manner increased from 8%
to 80%.

DISCUSSION

After 3.5 years of operation, a high per-
centage of PCCs in Massachusetts
have voluntarily enrolled in the MCPAP,
and �90% of those who returned a
follow-up survey reported positive sat-
isfaction. Overall utilization of the MC-
PAP services has been robust, and a

majority of enrolled PCCs used the pro-
gram each quarter. However, there
was substantial variation in the
amount of utilization among specific
primary care practices. PCC agree-
ment to provide follow-up psychiatric
care for 50% of the patients involved in
MCPAP encounters indicates a reason-
able degree of confidence in the PCCs’
ability to manage psychiatric prob-
lems within the collaborative relation-
ships created by the MCPAP. It is pre-
sumed, although not proven in this
study, that a significant proportion of
these patients were cared for by the
participating PCCs and did not require
referral for psychiatric care in the
community. The PCCs’ willingness to
assume mental health care for these
patients (without referring them to the
limited child and adolescent psychia-
trists) helps free up time for special-
ists to work with patients who have the

most complex and severe conditions
while providing a cost-effective alter-
native for a subset of patients with rel-
atively uncomplicated mental health
problems.

STUDY LIMITATIONS AND FUTURE
DIRECTIONS

There are several limitations to this
study. Most concerning is the reliabil-
ity of the data regarding provider sat-
isfaction. It is unclear whether the pos-
itive effects and benefits of the MCPAP
could be skewed by reliance on the
surveys submitted. Although efforts
were made to include all enrolled
PCCs, not all PCCs returned the sur-
veys, so the results may reflect more
responses from those who found value
in the MCPAP. Similarly, in a more frag-
ile mental health climate, in the con-
text of widespread concern about lim-
itations in children’s mental health

TABLE 6 PCC Satisfaction Survey Results for All Regions That Have Used MCPAP Services, Fiscal
Year 2008 (N� 244) and Fiscal Year 2009 (N� 298)

Baseline,
%

Post-MCPAP
FY 2008, %

Post-MCPAP
FY 2009, %

I find the MCPAP consults to be useful
Strongly disagree 2 1
Disagree 2 2
No opinion 5 6
Agree 47 55
Strongly agree 45 36
Adequate access to child psychiatry for my
patients
Strongly disagree 62 22 26
Disagree 32 43 40
No opinion 1 3 1
Agree 4 24 28
Strongly agree 1 8 5
With existing resources I am usually able to
meet the needs of children with
psychiatric problems
Strongly disagree 40 3 4
Disagree 47 21 25
No opinion 6 9 9
Agree 7 58 53
Strongly agree 1 9 10
I am able to consult with a child
psychiatrist in a timely manner
Strongly disagree 45 2 3
Disagree 42 6 14
No opinion 6 7 4
Agree 7 48 53
Strongly agree 1 37 27

FY 2008, July 1, 2007, to June 30, 2008; FY 2009, July 1, 2008, to June 30, 2009. FY indicates fiscal year.
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resources, PCCs may be more inclined
to provide positive responses to pre-
serve MCPAP support during this time.

Another limitation was the lack of
meaningful comparisons among sites.
Specifically, stylistic differences in the
management of collaborative relation-
ships with PCCs across sites may af-
fect PCC utilization and satisfaction; in
addition, rural versus urban utilization
may vary and reveal important needs
and priorities when new MCPAP pro-
grams are initiated, which remains an
important focus for future studies.

Finally, the substantial variation among
PCCs in the utilization of the MCPAP sys-
tem will need to be explored.

CONCLUSIONS

We have described a large-scale imple-
mentation of a regional system for pro-
viding PCCs with a set of children’s
mental health resources including im-
mediate telephonic child psychiatry
consultation, direct face-to-face child

psychiatry consultation, care coordi-
nation, and educational services. Re-
ported data indicate that the system
and its resources have been widely
used and highly valued by large num-
bers of PCCs. These PCCs report signif-
icant improvement in perceived ability
to care for children with mental health
problems as well as overall improve-
ment in access to child psychiatry care
for their patients.

The establishment of a functional pro-
cess of collaboration between child
psychiatrists and PCCs seems to be
feasible and promises to promote in-
creased engagement of PCCs in early
identification, treatment, and monitor-
ing of common mental health prob-
lems among children and adolescents.
Consequently, the MCPAP model pro-
vides the opportunity to dramatically
expand the capacity of the clinical
workforce for these children and to
make mental health services more ac-
cessible for those families who experi-

ence barriers to assessment and
treatment within the traditional men-
tal health system. Such collaboration
will also be essential for addressing
the interplay of behavioral and physio-
logic needs of patients within evolving
models of health care delivery such as
medical home and accountable care
organizations.

Additional study will be needed to eval-
uate the cost-effectiveness and value
of the MCPAP model. The approximate
cost of $0.16 per member per month
for the operation of the program is by
no means insignificant. Reduction in
the utilization of acute psychiatric
treatment for previously untreated
mental health problems may justify
this cost; this hypothesis will be tested
in planned future studies. Other cost-
offset hypotheses are more difficult to
study. For example, unmet mental
health needs for children have been
correlated with school failure, sub-
stance abuse, chronic medical prob-
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FIGURE 3
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lems, increased health care utiliza-
tion, educational and occupational
failure, and dependency on public as-
sistance.25,26 Although difficult to an-
alyze, an understanding of the im-
pact of the MCPAP on the economic
consequences of these issues may
produce a compelling argument for
the dissemination of similar pro-
grams in other states.

Finally, efforts to evaluate and contin-
ually improve the quality and effective-
ness of the actual clinical care for chil-
dren within the MCPAP system are
critically important and in process. For
example, data from this study indicate
that there is significant room for im-
provement in the percentage of en-
rolled PCCs requesting service from
their MCPAP team on a regular basis.
In addition to assessing perceived
ability of PCCs in meeting mental
health needs of patients as reported
in this study, measuring clinical out-
comes for patients whose treatment
is provided in the primary care set-

ting will be important to directly as-
sess the function of the MCPAP in im-
proving access to quality mental
health care.

The problem of the insufficient work-
force of child and adolescent psychia-
trists is national in scope.7 Conse-
quently, there are increasing efforts
across the United States to design and
implement systems designed for im-
proving collaboration between child
and adolescent psychiatrists and PCCs
in various stages of development.27 The
design of these systems will need to
consider local variation in demo-
graphic and geographic factors such
as population density and cultural
characteristics that affect attitudes to-
ward health care and mental health
services. For example, in the state of
Washington, the Partnership Access
Line, a program modeled after the
MCPAP, extensively uses video tele-
medicine technology to overcome bar-
riers associated with long distances
between population centers.28 As more

collaborative systems proliferate, it
will be important for comparison stud-
ies to be undertaken to examine the
influence of program design and fea-
tures on performance.
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Watching What?: While living in Germany, I would occasionally run across a
tape delayed US football (football, not soccer) game. The German station only
showed the plays as they ran and the entire game seemed to last about 20
minutes. Now a study has confirmed that we Americans spend a lot of time
watching professional athletes stand around. According to an article in TheWall
Street Journal (Biderman D, October 6, 2010), only about 14 minutes or 10.9% of
a televised baseball game (excluding commercials) shows the initial action,
defined by a pitcher throwing the ball or players fielding a ball or running to a
base. Amazingly, that is more than a football game in which only about 11
minutes or 9.4% of the broadcast (again excluding commercials) is dedicated to
the initial action. So what are we watching during a baseball game? It turns out
that what we watch most are players standing around (88 minutes or 68.6% of
the time). We watch replays (7.9%) and coaches (3.5%) almost as much as
action. Watching a football game is similar. We spendmost of our timewatching
players not playing football (67 minutes or 58.5%) and spend more time on
replays (14.5%) than action. Watching coaches occupies 9.4% of our time. One
could argue that watching a baseball manager walk to the mound to talk about
strategy qualifies as some sort of action but evenmost announcers of the game
agree that notmuch time is spent televising the action of the game. I must admit
that I am grateful for the digital recorder and the fast forward and skip buttons
on the remote.

Noted by JFL, MD and WVR, MD

1200 SARVET et al

www.pediatrics.org/cgi/content/full/119/1/e208
www.pediatrics.org/cgi/content/full/119/1/e208
www.pediatrics.org/cgi/content/full/99/4/e5
www.pediatrics.org/cgi/content/full/99/4/e5
www.mcpap.org
www.aap.org/commpeds/dochs/mentalhealth/mh3co.html
www.aap.org/commpeds/dochs/mentalhealth/mh3co.html
www.aap.org/commpeds/dochs/mentalhealth/mh3co.html
www.palforkids.org/index.html

	Improving Access to Mental Health Care for Children: The Massachusetts Child Psychiatry Access Project
	THE MASSACHUSETTS CHILD PSYCHIATRY ACCESS PROJECT
	METHODS
	MCPAP Operations
	Staffing
	Recruitment/Enrollment of PCCs
	Core MCPAP Services
	Telephone Response
	Outpatient (Face-to-Face) Consultation
	Coordinating Care
	Continuing Education

	Funding

	Data Collection
	MCPAP Encounters

	PCC Satisfaction With the MCPAP

	RESULTS
	Encounter Data
	PCC Satisfaction Data

	DISCUSSION
	STUDY LIMITATIONS AND FUTURE DIRECTIONS
	CONCLUSIONS
	ACKNOWLEDGMENTS
	REFERENCES


