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AGENDA
• Background and context on the focus on follow-up to developmental screening
• Overview of the Pathways from Screening to Services project regions
• Highlight of the key components of the projects and overarching findings
• Review of the areas of focus for improvement efforts
• Spotlight of specific pathways of focus as illustrative examples:

– Primary care
– Early Intervention
– Behavioral health

• Integrated behavioral health
• Specialty mental health, dyadic treatments

• Looking forward
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Opportunity to NOW Focus on Follow-Up to Developmental 
Screening that is the Best Match for the Child & Family

• Oregon one of the highest states for 
developmental screening.

Goals of screening:
– Identify children at-risk for developmental, 

social and/or behavioral delays
–For those children identified, provide 

developmental promotion, refer to services 
that can further evaluate and address delays
• Follow-up services live within a variety of 

settings. For example:
o Health Care
o Early Intervention
o Early Learning

Children Identified “At-Risk” on 
Developmental Screening
are identified “at-risk” for 

developmental, behavioral or social 
delays on standardized 

developmental screening tools. In 
the communities of focus for this 
work, a majority of providers are 

using the Ages and Stages 
Questionnaire (ASQ)3. Therefore the 
children of focus are those identified 

“at-risk” for delays based on the 
ASQ domain level findings. 
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Momentum Around Follow-Up to 
Developmental Screening in Oregon

Within Health Care:
• Metrics & Scoring 

– As developmental screening rates meet benchmark rates, interest in a                          
metric focused on follow-up to developmental screening

• Health Plan Quality Metrics
– Interest in follow-up to developmental screening metric being developed and proposed, 

Endorsed Health Aspects of Kindergarten Readiness 4-part metrics
• Health Aspects of Kindergarten Readiness

– Follow-up to developmental screening a part of the four-part metric strategy

Within Early Learning - Follow-up and receipt of services earlier is aligned with Early Learning 
Hub Goals:

– Children ready for kindergarten
– Families are attached and stable
– Services are coordinated & aligned

5
Do not copy or reproduce without proper OPIP citation.



Data in OPIP Oregon-Based Projects Show that Most Children 
Screened in Primary Care Setting Do Not Receive Follow-Up

Follow-Up 
– 2011: Across 8 Medicaid Managed Care Organizations,                                

only 40% of children received some level of follow-up
– 2015-2019 with Pathways from Screening to Services Projects: Rates of 

follow-up range from 7-60%. A majority of practice-level rates are between 15-
23%

If Referred, Lack of Connection to Services. Example for EI Referrals
 Of at-risk children referred to EI:

o 2 in 5 children (40%) referred by PCP to EI not able to be evaluated
• Of those evaluated, 62% were found to be eligible for services, 

meaning 38% were ineligible for services
 Rates lower for referrals from Primary Care Providers (PCP)

5
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Community & Population-Based Improvement Efforts focus 
on Across Sector Follow-Up

• Multiple regions in the state
o Yamhill (Funding: Oregon Health Authority)
o Yamhill, Marion and Polk (Willamette Education Service District)
o Clatsop, Columbia, Tillamook (Funding – Columbia Pacific Coordinated 

Care Organization & Northwest Early Learning Hub)
o Deschutes, Crook, and Jefferson (Funding- Early Learning Hub of Central 

Oregon, Central Oregon Health Council)
o New funding from Ford Family Foundation could include a component of 

this work in rural counties in southern Oregon
• Training and support to practices statewide via previous transformation 

center contract
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Community & Population-Based Improvement Efforts 
focus on Across Sector Follow-Up

1. Community-level Stakeholder Engagement Across Eight Sectors, Including Parent Advisors:
– Cross-sector engagement, qualitative interviews
– Baseline data collection across sectors (CCO, Primary Care Practice, Early Intervention)
– Asset mapping of services that can provide follow-up to developmental screening, identifications of 

gaps
– Community-level prioritization of pathways to focus improvement effort
– Pilot site commitment and engagement

2. Pilots to improve the number of children who receive follow-up and coordination of care.  Included in 
this is development of tools and strategies to improve follow-up AND implementation support 

Key partners in implementing these pilots:
A. Primary Care Providers*
B. Early Intervention*
C. Behavioral health (Internal, Specialty Mental Health)
D. Applicable Home Visiting
E. Other Early Learning Resources

*  In every community. Do not copy or reproduce without proper OPIP citation.
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1) CCOs
(WVCH, YCCO)

• Medical 
Director

• Metrics Staff

• Practice 
Support Staff

• Mental Health 
Director

• Staff that 
oversee 
services for 
children

• Liaison to Early 
Learning Hubs

• OHA Innovator 
Agent

2) Primary Care

• Practices that 
see large 
number of 
children and 
are doing 
developmental 
screening

• Practice staff 
engaged 
included:
Physician
Care 

Coordinator
Referral 

Coordinator
Practice 

Manager

4) Early 
Learning Hub
(Yamhill Early 
Learning Hub, 

Marion and Polk 
Early Learning 

Hub)

• Director or 
Executive 
Director

• Community 
Engagement 
Staff

• Staff involved 
in efforts 
around 
developmental 
screening

3) EI & Education

• EI/ECSE 
Program 
Coordinator

• EI Referral 
Intake 
Coordinator

• School District 
Representative

5) Home 
Visiting and 

Head 
Start/Early 
Head Start

• Centralized 
home visiting 
referral 
programs

• Public 
Health/ 
CaCoon/ 
BabiesFirst

• Healthy 
Families

• Other 
community 
services that 
provide home 
visiting

• Early Head 
Start and 
Head Start

6) Child Care 
and Parenting 

Supports

• Childcare 
Resource and 
Referral 
Center

• Childcare 
Centers 
conducting 
screening

• Oregon 
Parenting 
Education 
Collaborative 
entities

Example of Stakeholder Engagement in Marion, Polk, and Yamhill Counties 
to Inform Community Asset Mapping

7) Infant and Early Childhood Mental Health
• Clinic director
• Staff who conduct child and parent psychotherapy
• If available, Parent and Child Interaction TherapyDo not copy or reproduce without proper OPIP citation.



Key Building Blocks of the Pathways for 
Developmental Screening, Referral and Follow-Up
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Community Asset Mapping and Pathway: Central Oregon
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Community Asset Mapping and Pathway: Central Oregon
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Community Votes and Community Priority Guide
Improvement Areas of Focus

• Convene community level 
stakeholders and confirm 
community-level priorities 
about areas of focus

• Review the asset maps 
and prioritize which 
pathways to focus 
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Example from Central Oregon: Options Considered
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Priorities Areas Identified for WHERE 
to Focus Improvement Pilots: Illustrative Examples from Three Sectors

1) Enhance follow-up processes for children identified at primary care 
practices conducting developmental screening
• At a population-level, this is where the most “car seats” for children age 

0-3 are parked
2) For Early Intervention:

• Enhance coordination and communication with the entity that referred 
the child 

• Follow-up steps for EI ineligible
3) Within identified early learning sites, pilots of referrals & connections 

• Example I will share: Internal behavioral health and specialty mental 
health, dyadic services has been a priority in most regions

16
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Pilot Primary Care Site
1) Community Asset Map of Applicable Follow-Up 

Resources
2) Tools to developmental promotion for all at-risk 

children
3) Tools to follow-up to developmental screening 

supported by:
a) Develop a follow-up      

medical decision tree, including secondary follow-
up,  anchored to: i) ASQ scores, ii) Child and 
family factors, iii) Resources     
within the community

b) Develop parent education sheet to support 
shared decision making, care coordination support 
strategies

4) Tools to Refer to EI, Ways to Use Communication 
Received Back

Early Intervention
1) Enhance communication and coordination for 

children referred & not evaluated
2)   Communication about evaluation results
• For Ineligible Children: Communication Back to 

PCP to Inform Secondary Steps; If Applicable, 
Referral to Early Learning supports, Pilots of 
referral to Early Learning. 

• For Eligible Children: Communication about EI 
services being provided to inform secondary 
steps

3) Referral Pathways to Mental Health

Improvement Tools and Processes 
Developed and/or Identified

Do not copy or reproduce without proper OPIP citation.



Central Oregon Asset Map
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Follow-Up to Screening Decision Tree:
Determining the “Best Match” Follow-up Services You Could Provide, and 
Refer the Child/Family To

19

It is not as a simple as “at-risk” or not based on the ASQ 
(1 in the Black, 2 in the Grey)
• It is not as simple as knowing about the resources, without telling you when it 

might be best to refer a child to them
• We developed a decision tree to guide follow-up to available resources based 

on:
1) Age of the child
2) ASQ domain scores – number of domains and specific domain results
3) Parent or provider concern
4) Child/family risk factors
5) Community-Level Resources

Do not copy or reproduce without proper OPIP citation.
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DB 
PEDS

Community-Based 
Supports Addressing 
Social Determinant 
of Developmental 

Promotion 
EI

Determining the “Best Match” Follow Up for the Child and Family

ASQ Screen- Child Identified At-Risk

Internal 
Behavioral 

Health

• Child behaviors
• Adverse Childhood 

Events
• Family Risk Factors

• Family  Factors
• Family Income
• County of Residence

Numerous Factors Determine the Best Match Follow Up

No Referral -
Rest

Targeted Developmental Promotion

Medical 
Therapy 
Services

Family 
Support 
Services 
CaCoon/

Babies First

Specialty 
Mental 
Health

1. Traditional Factors for Referral 
• Child medical issues
• Age of Child
• ASQ Scores by Domain
• Provider Concern
• Parental Concern

2. Other Factors to Consider, Family SupportsNeeds to 
Take Into 
Account 
ASSET 

Map and 
Services 
Available
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Follow-Up to Screening Decision Tree

Do not copy or reproduce without proper OPIP citation.



Shared Decision 
Making Tool To 
Explain Referrals 
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Pilot Primary Care Site
1) Community Asset Map of Applicable 

Follow-Up Resources
2) Tools to developmental promotion 

for all at-risk children
3) Tools to follow-up to developmental 

screening supported by:
a) Develop a follow-up      

medical decision tree, including 
secondary follow-up,  anchored 
to: i) ASQ scores, ii) Child and 
family factors, iii) Resources     
within the community

b) Develop parent education sheet to 
support shared decision making, 
care coordination support strategies

4) Tools to Refer to EI, Ways to Use 
Communication Received Back

Early Intervention
1) Enhance communication and 

coordination for children referred & not 
evaluated

2)   Communication about evaluation 
results
• For Ineligible Children: Communication 

Back to PCP to Inform Secondary Steps; 
If Applicable, Referral to Early Learning 
supports, Pilots of referral to Early 
Learning. 

• For Eligible Children: Communication 
about EI services being provided to 
inform secondary steps

3) Referral Pathways to Mental Health

Improvement Tools and Processes 
Developed and/or Identified

Do not copy or reproduce without proper OPIP citation.



Early Intervention Universal Referral Form (URF)
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Training on the updated form and the 
functions of the update form to: 
1.Help facilitate improved communication 

between EI/ECSE and the referred family
2.Streamline Communication between 

referring providers and EI/ECSE
3.Support enhanced timely communication 

so that PCPs can assist with outreach and 
engagement of families

4.Inform follow-up steps for EI ineligible 
and EI eligible

Completing it to fidelity enhances 
communication and coordination. 
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Use of Summary Service for Eligible:
Service Summary Overview 
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Send the Service 
Summary to referring 
providers for children 
who are found 
ELIGIBLE and whenever 
changes are made to 
the services provided 
(annually)  

Part of the focus of the 
next year will be 
around the 
IMPLEMENTATION of 
how to ‘catch’ and ‘use’ 
this information
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Central Oregon Improvement Pilots

A)   Improve Follow-Up in Primary Care Practice Pilot Sites conducting developmental screening
– Two committed site (COPA, MOSAIC) who have been expecting implementation support
– Recruit two additional sites

B)  Improve Follow-Up in Early Intervention:
• Component of the PCP pilots is best match referrals to EI, enhanced care coordination for referrals
• Enhance coordination and communication with the entity that referred the child and PCP use of that 

information 
• Follow-up steps for EI ineligible, Potential secondary referral pathways 

C) Improve Follow-Up to Priority Areas Identified by the community 
1. Addressing children with social-emotional delays (integrated behavioral health, specialty mental 

health)
2. Pathways to medical and therapy services

D) Proactive Developmental Promotion & Preventive Behavioral Health for High-Risk Children 
– Children with socially complex families (Health complexity data)

** Across these efforts ensure equity lens and that intentionally addresses areas of disparities
26
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Mosaic Data Source: Provided by Mosaic Data Team, November 2018. Data for screens (According to EMR Flowsheet) between 
7/1/17 - 6/30/18 for children under three years. N=0 for both bar 1 and bar 2.
COPA Data Source: Provided by COPA Data Team, November 2018. Data for screens (According to EMR) between 7/1/17 -
6/30/18 for children under three years. N=4 for both bar 1 and bar 2.
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Improvement Work Focused on 
Pathways for Children with Social-Emotional Delays

1. Within Pilot Primary Care Sites, Improve identification and internal follow-up with their 
integrated behavioral health
• Train them on factors that are indicators of delays to social-emotional health
• Train them on services they can provider internally, pathways to external services

2. Identify behavioral health providers that serve 0-5
– Update asset map provided in Phase I, apply an Equity Lens
– Address community concern about the current lack of providers or lack of capacity within 

existing providers, facilitate community-level conversation on gap in availability of services
3. If there is capacity and opportunity, pilot improvement referrals from pilot primary care sites to 

external behavioral health providers.
– Ensure that these pilots include tools and workflows for improved communication and 

coordination across service providers
• Two-way communication with resources to which families are referred. 
• Need for better and standardized processes (agreements, tools, workflows)

28
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Within Pilot Primary Care Sites:
– Need for training medical decision tree specific to social-emotional delays and 

what are best match supports.
– Need for training on what behavioral health services are for young children, 

concern about whether there are people to refer to
– Need for better and standardized processes (work flows & tracking) around best 

match promotion and referrals (who, what, where, how) aligned with 
community-level assets

– Need for specific strategies integrated behavioral health can use with young 
children with social-emotional delays

– Need for educational materials for parents of children identified that encourage 
and facilitate shared decision making

– Need for tools and strategies to engage families in accessing the referrals
29

Focus on Addressing Young Children with Social-
Emotional Delays in Primary Care Sites
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1/22/20 Training of Primary Care Practices 
Integrated Behavioral Health
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1. Overview of Pathways from Screening to Services Project At-Large, Topic Specific Focus of the Training Today 
2. Overview OPIP’s Medical Decision Tree and Children 0-3 who have been trained to be referred to the pilot primary care site behavioral 

health staff 
3. Overview of social-emotional development and why the indicators are flags of potential delays. 
4. Overview of follow-up steps you may consider:

Services You Provide: 
a. Secondary assessments and clinical decision making framework: 

1) Conceptual framework for determining risk
2) Available assessment strategies
3) Profiles of risk

b. Intervention strategies for impacting early childhood social-emotional delays: 
1) Low-intensity intervention resources
2) Research-based primary care therapies
3) Adapting evidence-based therapies 

c. Billing Strategies
Referrals to External Mental Health Agencies
a. Overview of children that should be referred
b. Currently available external mental health providers 
c. Strategies to engage families in referrals 
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Specific Community-Level Feedback for Phase 2 Activities 
Focused on Pathways for Children with Social-Emotional Delays

1. Within Pilot Primary Care Sites, Improve identification and internal follow-up
2. Identify behavioral health providers that serve 0-5

– Update asset map provided in Phase I, apply an Equity Lens
– Address community concern about the current lack of providers or lack of capacity within existing 

providers, facilitate community-level conversation on gap in availability of services
3. If there is capacity and opportunity, pilot improvement referrals from pilot primary care sites to 

external behavioral health providers.
– Ensure that these pilots include tools and workflows for improved communication and 

coordination across service providers
• Desire for better two-way communication with resources to which families are referred. 
• Need for better and standardized processes (agreements, tools, workflows) 
• Need for timely communication between service providers, including whether the family made 

it to the referral, services provided (assessment results, service type and frequency) 

31
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Behavioral Health Services for 0-5: What Exists Now

• Identified services across the region.
o Anchored to delays identified on the ASQ and dyadic behavioral health 

services for young children
o Identified WHO can see children 0-3
o Identified the specific modalities provided by the service providers given 

they impact who and what are best match services
• Understand capacity of services
• Apply an understanding of the current services with an equity lens:

Region
Race –Ethnicity
Tribal Designation
Languages spoken 32
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OPIP Examination of Behavioral Health 
Services for 0-5:Factors Considered

33

• Type of social-emotional delays or factors the service targets
– If the goal is to get kids in to the right “best match” services, what are the best services for specific 

factors the pilot sites and project will focus on
• Delivery method

– Dyadic or group
– Can be factor in consider options for spread or location of services
– Can be factor in consider parent engagement

• Scientific Rating - Evidence Base for Various Modalities:

• Summarized services by those that are a level 1-3, but per community feedback documenting other 
services and openness to exploring services that may have less that Scientific Rating of 3 AND that 
community finds value Do not copy or reproduce without proper OPIP citation.
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Framework Used for Assessing Modalities
Focused on Population Focus for this Project
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Modalities Available in Central Oregon
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Draft Version 
6.0

December 
18, 2019

Current Assessment of Specialty Mental Health Providers Who See Children 0-5 in Central Oregon

Deschutes 
County

Treehouse 
Therapies

Brightways 
Counseling

Cherie 
Skillings

Jefferson  
County 

BestCare

Rimrock 
Trails

Forever 
Family 

Therapy

Life Source 
Therapy

Starfish 
Counseling

Youth 
Villages**

Crook County 
BestCare

Location

6 in 
Redmond,
6 in Bend, 
3 in LaPine

Bend Redmond Bend Madras
Bend & 

Prineville
Bend Redmond Bend

Deschutes, 
Crook, 

Jefferson
Prineville

Number of 
Providers

15 1 2 1 3 2 4 1 1 6 3

Current 
Case Load 
(per week)

114* 28 62 24 * 50 40 30 25 24** *

Capacity 
to take on 

New 
referrals (# 

of 
families)

25 5 8 12 20 25 16
Limited, but 

could be 
flexible

0 2** 6

Need follow up Interviews with: Now and Zen, IHS Warm Springs, The Child Center

Do Not see Children 0-5: Lutheran Community Services, Bend

*Counts need to be verified 
**Youth Villages only takes referrals for children/families that are at risk for out of home placement, and therefore are not a traditional referral pathway for 
behavioral health services, and will not be included in counts towards capacity in Central Oregon

Capacity of Current Providers 
Who See Young Children in Central Oregon 

36
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Applying an Equity Lens

Draft Version 
6.0

December 
18, 2019

Applying an Equity Lens: Current Assessment of Specialty Mental Health Providers Who See Children 0-5 in Central Oregon

Deschutes 
County

Treehouse 
Therapies

Brightways 
Counseling

Cherie 
Skillings

Jefferson  
County 

BestCare

Rimrock 
Trails

Forever 
Family 

Therapy

Life Source 
Therapy

Starfish 
Counseling

Youth 
Villages**

Crook County 
BestCare

Location of 
Therapy

Deschutes X X X X X X X X X

Crook X X X

Jefferson X X

Therapy 
Provider 
Race, 
Ethnicity 
or Tribal 
Affiliation 

14 
Identified 
as White (1 
White/Hisp
, 1 
Hispanic)

Identified 
as White

Identified 
as White

Identified 
as White

Identified 
as White

Identified as 
White

3 Identified 
as White, 1 as 
African 
American

Identified as 
White

Identified as 
White

1 Japanese-
American, 5 
Caucasian

Identified as 
White

Therapy 
Provider 
Language 
Spoken

14 English 
only, 1 
Spanish/ 
English 

English English English English English English English English English
2 English, 1 

Spanish/ 
English

Payor
OHP/
Private

OHP/
Private

OHP/
Private

OHP/
Private

OHP/
Private 

OHP Only OHP/ Private OHP/ Private OHP/ Private OHP/Private OHP

Need follow up Interviews with: Now and Zen, IHS Warm Springs, The Child Center

Do Not see Children 0-5: Lutheran Community Services, Bend

*Counts need to be verified 
**Youth Villages only takes referrals for children/families that are at risk for out of home placement, and therefore are not a traditional referral pathway for 
behavioral health services, and will not be included in counts towards capacity in Central Oregon
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Trainings for Primary Care Providers and Integrated Behavioral 
Health on Engaging Parents in These Referrals

38

• Important to explain what the referral is and why you are referring them
• Address the stigma of the services
• Address the stigma of the organization 
• Support them in the tools
• Use of shared referral form (if agreement obtained) to ensure a “warm” 

referral
– Developed a referral form for 0-5 that ensured closed loop 

communication in NW Oregon
– If we obtain agreement of Central Oregon providers, will include it in 

the pilot
Do not copy or reproduce without proper OPIP citation.
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Parent Education Sheet 
to Support Shared 
Decision Making 

• Developed based on literature 
and website review

• Phone calls with a number of 
key leaders in the state and 
across the county

• Templates derived from CDC

Goal of Education 
Sheet: 
• Provide families a one page 

resource sheet to refer back to 
after appointment 

Explain: 
• Steps your Provider has Taken 
• What Parents can Expect 
• What Families will Learn 
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Talking Points about Mental Health Services  

What is infant and child mental health?  

• Parenting young children can be hard, but there are resources that can help you get through these 
tough times and improve challenging behaviors  

• It is normal for children to go through periods of development that are more challenging, and 
sometimes children and their families benefit from learning about strategies that can help a child 
learn to better control their emotions.  

What is Family Attachment Therapy1? 

o What parents learn: 

• Positive Communication 
• Positive Reinforcement 
• Structure  
• Discipline 

• This therapy teaches children to better control their own behavior, leading to improved functioning 
at school, home and in relationships. 

• Learning and practicing behavior therapy requires time and effort, but has lasting benefits for the 
child. 

• Typically attend 8-16 sessions with a provider and learn strategies to help their child. Sessions may 
involve groups or individual families. 

• Therapist meets regularly with the family to monitor progress and provide support 
• Between sessions, parents practice using the skills they’ve learned from the 

provider/therapist 
• After therapy ends, families continue to experience improved behavior and reduced stress. 

                                                           
  

40
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Looking Forward 
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Next Steps

42

• Continue work in Central Oregon
• Potential work in rural regions with Ford Family Foundation Support
• OPIP role on the Health Aspects of Kindergarten Readiness (HAKR) 

team to develop two metrics proposed for a CCO incentive metric
– System-Level metric focused on Social-Emotional Health
– Follow-Up to Developmental Screening

• Where applicable, incorporate work into Oregon’s Integrated Care 
for Kids effort 
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More Information About Projects Presented Today

Colleen Reuland reulandc@ohsu.edu

OPIP Website
• Section focused on Follow-Up to Developmental Screening: 

https://oregon-pip.org/area-of-focus/follow-up-to-developmental-
screening/

Oregon Health Authority – Transformation Center
• https://www.oregon.gov/oha/HPA/dsi-tc/Pages/Dev-Screen-Tech-

Assist.aspx

43
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