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Introduction: CoCM Care Pathways for Early Childhood Mental Health 

Rationale 

The CoCM Care Pathways for Early Childhood is intended to provide an evidence-informed, actionable 
framework for providers to implement the Collaborative Care Model (CoCM) for children ages 0 to 5 years old. 
CoCM has been successfully implemented to systematically expand effective behavioral health capacity for 
adults (e.g., Huffman et al., 2014; Thota et al., 2012), adolescents (e.g. Asarnow, et al., 2015; 
Lawrence-Sidebottom, et al., 2025; Richardson et al., 2014), and school-aged children (e.g., Kolko et al., 2014; 
Parkhurst, et al., 2022, 2023; Walter et al., 2023). While this evidence base is well established, no published 
trials to date have tested CoCM specifically with children ages 0-5.  

This pathway is offered as a structured extension of the evidence-based CoCM model into a new 
developmental period. Rather than building from first principles, this approach is grounded in specific tools, 
frameworks and interventions that are evidence-based, facilitating rapid piloting, testing and refinement. 

Identification and implementation of effective, scalable solutions for early childhood mental health is imperative 
due to a high prevalence of social emotional concerns in children ages 0 to 5 (Gee & Cohodes, 2021; National 
Academies of Sciences Engineering & Medicine, 2019), combined with persistent limitations in access to 
behavioral health services for young children (Gleason et al., 2017; Margolis et al., 2022). Because the period 
from birth to age 5 represents a critical window of rapid brain development, timely solutions to fill this gap are 
even more essential (Gleason & Finelli, 2025; National Academies of Sciences Engineering & Medicine, 2019). 
CoCM is a promising model to fill this gap due to its structured, evidence-informed framework and sustainable 
reimbursement mechanism (Tobin-Tyler et al., 2017; ZERO TO THREE, 2025). 

Clinically, CoCM incorporates foundational elements (AIMS Center, 2023) that align with best practices in infant 
and early childhood mental health (American Academy of Child and Adolescent Psychiatry, 2012). This 
pathway operationalizes each of these elements with specific, named tools and frameworks, detailed in the 
Pathway and Structure Flow below: 

●​ Team-based care (e.g., Nayak et al., 2023; Zero to Three, 2024), structured around the PCP, 
Behavioral Health Care Manager (BHCM), and Psychiatric Consultant. Caregivers1 are an essential 
member of the care team (Wissow et al, 2021). 

●​ Integration into pediatric settings where young children already require frequent visits. A “no wrong 
door” universal screening and developmental monitoring approach across all clinical touchpoints 
improves identification of children with social emotional needs and risk factors (Ader et al, 2015; e.g., 
Horen et al., 2024; Margolis et al., 2022) 

●​ Brief evidence-based intervention (e.g. Kolko et al., 2014; Margolis, et. al., 2022; Weersing, et al., 
2017), delivered through a defined tier of interventions built for brief, primary care delivery (e.g., the 
Chicago Parent Program Individualized for Families, Family Check-Up 4 Health, FAST-E, HealthySteps 
Tier 2-3), distinct from specialty-level interventions used when a higher level of care is warranted.  

●​ Systematic psychiatric or developmental consultation (e.g., Horen et al., 2024; Kolko et al., 2014; 
Margolis et al., 2022; Nayak et al., 2023; Weersing et al., 2017; ZERO TO THREE, 2024), structured 
around a defined case review process that includes child symptoms, dyadic assessment, 
physical/medical factors, and systemic/environmental factors. 

1 The term “caregiver” is used inclusively to refer to all types of familial and non-familial caregivers for young children 
including parents, legal guardians, and other caretakers closely involved in the care of the child.  
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●​ Measurement-Based Care (MBC; Arruda et al., 2023; Jensen-Doss et al., 2020; Margolis, et al, 2022; 

Moore et al., 2024; Weitzman, et. al., 2025), using validated social-emotional screening and monitoring 
tools (e.g., BPSC/PPSC) and an explicit treatment-to-target framework – including Reliable Change 
Indices when published, and alternative decision rules (e.g., ≥50% score reduction, crossing clinical 
threshold) where they are not. 

Operationally, CoCM billing codes provide a flexible framework for addressing behavioral health needs within 
the primary care setting. This sustainability is particularly important in early childhood behavioral health, where 
chronic underfunding and limited reimbursement mechanisms have compounded longstanding workforce 
shortages and barriers to accessing specialized services (e.g., Hodgkinson, et al., 2017; Zhu et al., 2025). 
CoCM’s reimbursement structure has demonstrated financial sustainability (Chang et al., 2023; Simon et al., 
2009; Unützer et al., 2008; Wong et al., 2026), though this kind of evidence typically emerges only after a 
model has been longitudinally implemented. Financial sustainability is generally established over a longer 
horizon than clinical feasibility or improvements in patient outcomes, which can be assessed within a single 
pilot. Comparable outcomes and cost data specific to children 0-5 do not yet exist, and financial feasibility will 
vary by state depending on Medicaid policy, billing flexibility, and reimbursement rates (see CoCM Coverage by 
State for a full state-by-state breakdown). As with adult and pediatric CoCM, financial sustainability data for 
early childhood implementation should be expected to follow clinical feasibility findings, not accompany them 
from the outset. The policy trends summarized later suggest a growing number of states are removing 
structural barriers that would support early childhood CoCM specifically.  

Individuals enrolled in CoCM benefit from specialized expertise without requiring external referrals (Kolko et al., 
2014; Yonek et al., 2020). CoCM services can be delivered in-person or via telehealth, increasing access to 
care for families while enhancing implementation across diverse practice settings(Carlo et al., 2021, 2024). 
Collaborative Care Management billing codes (CPT codes 99492–99494) provide a direct mechanism for 
reimbursement of key clinical intervention and population-based care activities, including care coordination, 
systematic patient outreach, registry tracking, and collaboration among behavioral health and pediatric primary 
care providers.  

Purpose and Scope 

This pathway builds directly on the structural and clinical adaptations already established for pediatric CoCM 
(see CoCM Adaptations for Pediatrics and Early Childhood, below), extending that same continuum of 
adaptation to its youngest end. Rather than asking whether CoCM works for early childhood, the pathway 
addresses a narrower and more answerable question: how can the existing CoCM structure (team-based care, 
brief interventions, systematic case review, and measurement-informed care) be configured to fit the 
developmental, relational, and family context of children ages 0-5, using interventions and clinical frameworks 
that already have their own evidence base in other early childhood service settings.  
 
Consistent with CoCM’s core structure, the child remains the identified patient throughout – carrying the active 
diagnosis in the medical record (via DC:0-5, crosswalked to ICD-10) and anchoring the registry and outcome 
tracking. The caregiver and caregiving relationship are not a second enrollee, but a required, formally 
structured input at every stage of the Pathway, from screening to clinical formulation through intervention 
selection and the dyadic assessment compiled for each systematic case review. As in pediatric CoCM more 
broadly (see Adaptation 1 below), the younger the child, the more central this input becomes to the treatment 
plan – but the model’s core structure, one identified patient supported by systematic caregiver-informed 
assessment, remains intact.  
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CoCM itself is evidence-based and financially sustainable, and many of its core clinical components 
—caregiver-centered care, brief intervention, psychiatric consultation and systematic case review —are 
already standard practice in pediatric CoCM. This Pathway proposes one way of configuring CoCM for early 
childhood, grounded in interventions and principles already evidence-based in other early childhood care 
models, as a foundation for piloting, testing, and refinement rather than a finalized protocol. 

Guiding Principles 

The following guiding principles articulate the assumptions and clinical orientation underlying application of 
CoCM in early childhood and were used to inform the development of this Pathway. The principles reflect 
developmental science, pediatric clinical practice, and the realities of health system implementation, and are 
intended to guide implementation of CoCM for young children and their families:  
 

I.​ Caregiver involvement and relational context are essential components of early childhood 
behavioral health care, and caregivers serve as the primary voice in shared decision-making. 

II.​ Comprehensive, developmentally informed clinical formulation—encompassing symptom 
patterns, developmental context, caregiving relationships, and cultural factors—should guide 
early childhood CoCM. 

III.​ Initiation of CoCM services should prioritize timely intervention over definitive differential 
diagnosis. 

IV.​ Flexibility in the intensity and timing of care is necessary to meet the developmental and family 
needs of children from birth to 5 years old. 

V.​ Effective CoCM for children from birth to 5 years old requires thoughtful cross-system 
coordination, with care plans tailored to each child and family’s individual needs. 

VI.​ Psychiatric consultation and systematic case review should emphasize the psychiatric 
consultant’s developmental and clinical expertise. 

CoCM Adaptations for Pediatrics and Early Childhood: 

While CoCM is extensively validated in adult populations, the model has consistently required 
population-specific adaptations as it has been extended to new clinical contexts – including perinatal and 
maternal mental health, oncology, and other specialty populations with distinct clinical presentations, care 
settings, and support needs. Pediatric populations are no exception. Applying CoCM to children presents 
unique considerations due to the necessity of caregiver involvement and the differing presentations of child 
psychopathology, and implementing CoCM in pediatric populations requires structural and clinical adaptations 
to meet the unique developmental needs of children (American Psychiatric Association, 2021; Asarnow et al., 
2005). As with other specialty adaptations, the degree of change required exists on a continuum – for 
pediatrics, that continuum is anchored to the child’s developmental level, with younger children requiring more 
significant adaptations than older children. This pathway extends that same continuum to its youngest end. 

Specific adaptations for CoCM in Pediatrics, which have already been established and proven effective for 
school-aged and adolescent children (eg: Substance Abuse and Mental Health Services Administration, 2025), 
should also be considered – and in several cases become more central – for children from birth through five 
years old:  

1. Mandatory Family and Caregiver Integration – Pediatric CoCM relies on a family-centric 
approach. Caregivers must be actively integrated into the treatment process, and engagement sessions 
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must actively involve caregivers to establish treatment goals, as parental distress and family conflict 
directly impact child outcomes. In early childhood, this involvement is not merely supportive but often 
constitutes the primary treatment target: the caregiving relationship, caregiver mental health, and 
caregiver capacity are frequently the mechanism through which change occurs, particularly for children 
under 3 years old. As is true throughout pediatric CoCM, the younger the child, the more central 
caregiver involvement becomes to the treatment plan itself – formalized in this Pathway through 
required dyadic assessment and caregiver-report measures at every stage. 

2. Prioritizing Brief Behavioral Interventions – While adult CoCM often utilizes psychotropic 
medications as a primary treatment pathway, pediatric adaptations heavily favor behavioral 
interventions as the first line of care. BHCMs must be trained to deliver brief, modular behavioral 
interventions, such as behavioral parent training. For early childhood specifically, this pathway 
distinguishes between interventions with an independent evidence base for brief primary care delivery 
(e.g., FAST-E, HealthySteps Tier 2-3) and specialty-level interventions (e.g., full-course Child-Parent 
Psychotherapy, PCIT-Emotion Development) reserved for children requiring a higher level of care or 
referral to specialty settings. This tiering allows the pathway to draw on interventions already 
evidence-based for the setting and dose in which they are being used, rather than assuming 
specialty-level protocols transfer directly into brief primary care delivery.   

3. Adapting Screening and Registry Tools –  Pediatric CoCM requires age-specific screening tools 
and expanded diagnostic tracking within the clinical registry. This pathway specifies validated, 
developmentally appropriate measures across social-emotional functioning, developmental and autism 
screening, caregiver wellbeing, and trauma/social determinants of health (detailed in Step 1 of the 
Pathway), selected for reliability, validity, and cross-cultural and multi-language validation. Progress 
tracking relies on data from multiple informants; care managers collect routine assessments from 
parents, and occasionally teachers or childcare providers, rather than relying solely on patient 
self-report. 

4. Expansion of Care Coordination – A unique feature of pediatric CoCM is the necessity of 
coordinating with external child-serving systems, most notably schools, child care providers, and – for 
children with developmental or autism-related concerns – Early Intervention and preschool special 
education services.  Care managers play a vital role in facilitating referrals to community-based 
psychosocial support and specialty pediatric psychiatry when a child requires specialized services or a 
higher level of care.  

5. Specialized Training for the Clinical Team – The core CoCM team—the PCP, the BHCM, and the 
Psychiatric Consultant—requires specialized training and expertise in pediatric behavioral health, 
including fluency with developmentally appropriate diagnostic frameworks such as the DC:0-5 and its 
associated multi-axial case formulation (LaVille Thoren & Vista-Wayne, 2021; ZERO TO THREE, 
2017).  Evidence-based frameworks for training and credentialing in early childhood mental health 
provide comprehensive examples of the breadth and depth of knowledge and skills needed for working 
with very young children (e.g., Alliance for the Advancement of Infant Mental Health, 2021; Georgetown 
University Center for Child and Human Development, n.d.; ILAIMH, 2025). 

Federal and State Policy Alignment: 

Current state and federal policies are increasingly aligning to support timely, universally accessible 
behavioral health interventions for young children (e.g., Centers for Medicare and Medicaid Services , 
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2026; Bipartisan Policy Center, 2025; National Academy for State Health Policy, 2023, 2026; Smith et 
al., 2023). These policies underscore the critical need for timely behavioral health interventions for 
young children, and further support the feasibility of implementing CoCM for children in the first 5 years 
of life. The table below highlights some of the policy levers that may be particularly impactful in 
expanding access to CoCM for young children.  
 
As noted above, financial feasibility for early childhood CoCM will vary considerably by state; the trends 
below illustrate the direction of that variation rather than a uniform national baseline.  Further work is 
needed to understand which policy levers meaningfully impact the social emotional wellbeing of 
children across various populations and settings.  
 

Policy Levers Details 

Decreasing barriers to universal 
screening 

States are streamlining care by allowing providers to bill for 
multiple developmental and behavioral assessments on the 
same day, as seen in Connecticut and Washington. Other 
states, including Delaware and North Carolina, require universal 
reimbursement for annual wellness visits or tie screening rates 
directly to financial incentives for managed care organizations 

Expanding diagnostic 
allowances to include Z-codes 
and risk factors 

To ensure timely care without requiring a formal mental health 
diagnosis, states including California, Colorado, and North 
Carolina allow providers to bill using Z-codes or physical health 
codes. Additionally, Arkansas mandates the use of 
developmentally-tailored diagnostic frameworks like the DC:0-5 
to establish medical necessity accurately. 

Recognizing caregiver 
diagnosis as a threshold for 
child services 

Acknowledging the critical parent-child dynamic, California and 
New York allow preventative services to be billed under a child's 
Medicaid ID based solely on a caregiver's positive mental health 
screening. Massachusetts and Nevada also permit children to 
access early family therapy sessions prior to any formal mental 
health diagnosis. 
 

Aligning the ecosystem of 
clinical services 

States are integrating clinical care with social determinants of 
health through innovative Medicaid waivers and quality metrics, 
as demonstrated by North Carolina and Oregon. Access points 
are also expanding by funding centralized navigation systems 
like Help Me Grow in Washington and allowing CoCM billing in 
Illinois school-based clinics. 
 

Redefining "treatment-to-target" 
for young children 

Recognizing that clinical success in early childhood extends 
beyond symptom reduction, Connecticut and Massachusetts 
mandate outcome metrics that evaluate family functioning and 
relational stability. Washington explicitly ties "medical necessity" 

7 



 

to these functional domains, validating developmental progress 
as a legitimate treatment target. 

Broadening the scope of 
reimbursable psychiatric 
consultation 

Some states that provide specific guidance for the CoCM 
model—including North Carolina, New York, and Michigan—are 
explicitly expanding the psychiatric consultant’s role beyond 
pharmacological oversight. Coverage policies now dictate that 
psychiatric consultants actively advise on comprehensive 
psychosocial treatments, review clinical registries, and assist 
with differential diagnoses. 

Evidence-based workforce 
development 

To build and retain a highly qualified infant and early-childhood 
behavioral health workforce, 44 states have worked with ZERO 
TO THREE to implement Infant and Early Childhood (IECMH) 
workforce development initiatives. Michigan, Colorado, and New 
Mexico fund Reflective Supervision/Consultation (RSC) within 
their Medicaid structures. These policies subsidize specialized 
diagnostic training and ensure practitioners receive vital, 
ongoing supervision from credentialed experts. 

 
Opportunities and Next Steps: 
 

This pathway is a starting point, and its use in practice will surface real opportunities to strengthen the  
evidence base for early childhood COCM. Two areas stand out as natural next steps for the field:  
 
Building measurement infrastructure for registry-driven care. The screening and monitoring tools 
specified in this pathway are well validated for their intended purposes – screening, periodic 
assessment, and outcome tracking. With the uptake of early childhood CoCM, an important next step 
will be to evaluate how these tools or others perform under the frequent, short-interval re-administration 
that registry-driven systematic case review depends on – building toward the same kind of 
measurement infrastructure that supports MBC in adult and school-age CoCM.  
 
Strengthening workforce capacity. The specialized expertise required of the psychiatric consultant 
and clinical team in this pathway – including fluency with the DC:0-5 and developmentally informed 
case formulation – represents a more specialized workforce pool than general pediatric behavioral 
health. Continued investment in training pathways, supervision, and consultation structures (as several 
states are already funding) will help ensure the model can scale sustainably alongside growing 
demand. Specific attention to development of a diverse workforce, reflective of the diversity of the 
communities served, is essential.  
 
As with any model that introduces systematic screening and caregiver-informed data collection into a 
child’s medical record, thoughtful attention to implementation – including how findings are used, shared, 
and acted upon – will be an important part of piloting and refining this pathway responsibly.  
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Structure & Flow of the Early Childhood CoCM Care Pathway (Ages 0 to 6) 

 
STEP 1: Initial Screening 
 
Screening tools serve a dual purpose: they flag children who may benefit from further evaluation and provide a 
baseline for tracking change over time. Best practice includes not just universal screening, but universal 
developmental surveillance, the monitoring of social emotional development over time, to identify young 
children with social emotional needs 
 
Screening for behavioral health concerns should occur across all clinical touchpoints, regardless of visit type or 
presenting concern. The best screening tool is the one that gets used, and a “no wrong door” approach 
ensures that young children and their families in need receive support in a timely manner. Results of 
standardized screening and monitoring tools are considered in combination with the provider’s behavioral 
observation, caregiver reports, and clinical judgment. Even when specific concerns are not directly identified 
through the screening questions, a robust screening process, including discussion of the results with the 
caregiver, can facilitate important conversations and improve identification of relevant concerns.  
 
Behavioral health screening is a relational process that supports and is supported by engagement and 
collaboration with the caregiver, rather than a rigid checklist. Screening therefore becomes not just a tool to 
identify potential concerns, but an opportunity to develop a shared understanding of the child’s needs and a 
collaborative care plan.  
 
In cases where young children are referred to CoCM without completion of a standardized social-emotional 
rating scale, this can be completed by the Behavioral Health Care Manager (BHCM) as part of the initial 
assessment and clinical formulation.  
 
Factors to consider when selecting screening measures include:  

●​ Validated age range and developmental-appropriateness 
●​ Psychometric reliability and validity 
●​ Cultural and language needs of the population served 
●​ Licensing requirements and administrative costs 
●​ Integration into the electronic medical record 

 
Each measure included in this care pathway generally demonstrates robust reliability and validity for young 
children, has been validated in cross-cultural samples in the United States, and is validated in multiple 
languages. Some of the measures included in this pathway, however, do require a license and/or may incur 
administrative costs. Full references for each tool are included in Appendix IV.  
 
Social-Emotional Screening Tools:  

●​ Baby Pediatric Symptom Checklist (BPSC, Sheldrick et al., 2013; Sheldrick, Henn, & Briggs-Gowan, 
2023) 

●​ Preschool Pediatric Symptom Checklist (PPSC, Sheldrick et al., 2012) 
●​ Pediatric Symptom Checklist- 17 (PSC-17, Gardner et al., 1999; Murphy et al., 2016) 
●​ Pediatric Symptom Checklist- 35 (PSC-35, Jellinek et al., 1988; Jellinek et al., 1999) 
●​ Survey of Wellbeing of Young Children (SWYC, Perrin et al., 2016, TEAM UP Center, n.d.)2 

2The BPSC or PPSC, depending on the child’s age, and the POSI, are included in the SWYC assessment battery. 
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●​ Brief Early Childhood Screening Assessment (Brief ECSA, Fallucco et al., 2017)  
●​ Strengths and Difficulties Questionnaire (SDQ, Croft, Stride, Maughan, & Rowe, 2015) 
●​ Brief Infant-Toddler Social Emotional Assessment (BITSEA, Briggs-Gowan, Carter, Irwin, Wachtel, & 

Cicchetti, 2004) 
●​ Ages & Stages Questionnaire: Social-Emotional (ASQ:SE; Squires, Bricker, Heo, & Twombly, 2001) 
●​ Child Adjustment and Parenting Efficacy Scale- Developmental Disability (CAPES-DD, Emser, 

Mazzucchelli, Christiansen, & Sanders, 2016) 
●​ Devereux Early Childhood Assessment-Clinical (DECA-C, LeBuffe & Naglieri, 2003) 
●​ Eyberg Child Behavior Inventory (ECBI, Eyberg & Pincus, 1999) 

 
Developmental & Autism Screening Tools:  

●​ Ages & Stages Questionnaire (ASQ; Squires, Bricker, & Potter, 1997) 
●​ Parents Evaluation of Developmental Status (PEDS, Glascoe, 1997) 
●​ Survey of Wellbeing of Young Children (SWYC)  
●​ Modified Checklist for Autism in Toddlers, Revised (M-CHAT-R, Robins, Fein, Barton, & Green, 2001; 

Robins et al., 2014) 
●​ Parent’s Observations of Social Interactions (POSI, Smith, Sheldrick, & Perrin, 2013)1 

●​ Rapid Interactive Screening Test for Autism in Toddlers (RITA-T, Choueiri & Wagner, 2015) 
●​ Screening Tool for Autism in Toddlers and Young Children (STAT™, Stone, Coonrod, & Ousley, 2000) 

 
Caregiver screening: 

●​ Patient Health Questionnaire- 9 (PHQ-9, Yawn et al., 2009) 
●​ Edinburgh Postnatal Depression Scale (EDPS, Cox, Holden, & Sagovsky, 1987; Cox, Chapman, 

Murray, & Jones, 1996) 
●​ Parental Stress Scale (PSS, Berry & Jones, 1995; Zelman & Ferro, 2018) 
●​ Caregiver Strain Questionnaire (CGSQ, Brannan, Heflinger, & Bickman, 1997; Hileman et al., 2016) 
●​ Parenting Stress Index (PSI, Abidin, 1995; Haskett et al., 2006) 

 
Trauma & Social Determinants of Health: 

●​ Child Trauma Screen (CTS, Lang & Connell, 2017; Lang & Connell, 2018). 
●​ Health Leads (Health Leads, 2016; Fiori et al., 2021). 
●​ Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences (PRAPARE, 

National Association of Community Health Centers & Association of Asian Pacific Community Health 
Organizations, 2022; Weir et al., 2020). 

●​ Safe Environment for Every Kid (SEEK PSQ, Dubowitz, Feigelman, Lane, & Kim, 2009; Dubowitz, 
Lane, Semiatin, & Magder, 2012; Eismann et al., 2019). 

●​ WE CARE Survey (Garg et al., 2007; Garg et al., 2015; Zielinski, Paradis, Herendeen, & Barbel, 2017). 
●​ Young Child PTSD Checklist (YCPC, Perrin et al., 2016; Danzi, Knowles, & Kelly, 2024). 

 
Additional Measures for Diagnosis and Assessment 

●​ Children’s Sleep Habits Questionnaire (CSHQ, Owens et al., 2000) 
 
 
STEP 2: Diagnosis and Clinical Formulation 
 
CoCM requires that an active behavioral health diagnosis is included in the medical record. This diagnosis 
functions as justification for medical necessity of care as well as guiding appropriate care plans. It is relevant to 
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note, however, that diagnostic certainty is typically not necessary to guide behavioral health services at this 
level of care. In fact, within the context of CoCM, diagnosis can be refined and updated as a result of the 
assessment process and in collaboration with the consulting psychiatrist.  
 
This approach in the treatment of young children, definitive differential diagnosis is useful to the extent that it 
guides treatment. Therefore, the goal of this step may be best conceptualized as the development of a working 
diagnosis and clinical formulation, sufficient to inform an evidence-based intervention plan. 
 
Notably, there are severe limitations of extending downward the diagnostic criteria used for adults (Egger & 
Emde, 2011; Gleason et al., 2017). Therefore, developmentally-appropriate formulation framework and 
assessment tools are necessary in order to accurately describe behavioral health disorders in young children. 
The DC:0-5 offers both, providing a comprehensive set of diagnoses for children in this age group as well as a 
comprehensive multi-axial framework for case conceptualization in young children.A crosswalk for mapping 
these diagnoses to ICD-10 codes is available, enabling providers to bill for their services (Zero to Three, 2025).   
 
It is relevant to note that while universal screening does not always directly assess traumatic exposure or 
response, trauma may present in any number of symptoms in this age group (internalizing, externalizing, 
developmental delays). It is therefore recommended that trauma be considered as a differential diagnosis for 
all children identified as having mental health needs (National Child Traumatic Stress Network, 2010). 
 
Children with significant concerns for autism and developmental disabilities may require more comprehensive 
evaluation for accurate diagnosis and access to appropriate services.  Coordination of services with Individuals 
with Disabilities Education ACT (IDEA) Part C services (commonly referred to as Zero to Three, Early 
Intervention or First Steps) and/or Early Childhood Special Education (ECSE) services (IDEA Part B), 
depending on the child’s age, is recommended. 
 
 
Recommendations for diagnosis and clinical formulation: 

●​ It is recommended that the diagnosis and clinical formulation be guided by measurement results as well 
as:  

○​ Observation of the child 
○​ Observation of the caregiver-child dyad 
○​ Caregiver reports (including teachers/daycare providers if applicable) 
○​ Available records (medical, educational, etc.) 
○​ DC: 0-5 provides a developmentally appropriate diagnostic framework including a crosswalk 

with ICD-10 diagnostic codes  
●​ Consistent with the framework proposed in the DC:0-5, a comprehensive, developmentally-appropriate 

clinical formulation for early childhood social and emotional concerns should include consideration of:  
○​ The child’s development across all domains (language, cognitive, social/emotional, physical) 
○​ Medical/physical factors 
○​ Caregiving relationship(s) (e.g., goodness of fit) and Caregiver wellbeing (e.g., caregiver mental 

health and caregiver strain) 
○​ Cultural, Social and environmental context including risk factors (Social Determinants of Health, 

traumatic exposures) and strengths (resiliency factors, resources)  
●​ Diagnosis codes are presented in a tiered structure in the table below to distinguish between generally 

uncontested behavioral health diagnosis codes. 
○​ Diagnosis codes listed in the pathways are not intended to be comprehensive, refer to the 

ICD-10 for a full listing of applicable diagnostic codes and criteria. 
○​ Z codes describing social and environmental factors influencing health and well-being are 

frequently applicable for this age group. 
○​ R codes focused on specific symptoms, signs and abnormal results can also be useful 

descriptive diagnoses for young children.  
○​ There may be state- or payer-specific billing restrictions related to the use of Z-codes and 

R-codes for CoCM.  
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STEP 3: Evidence-Based Intervention 
 
Evidence-based interventions within early childhood CoCM are most often dyadic in nature, with caregivers 
serving as active participants in treatment rather than solely as informants. These interventions recognize the 
central role of caregiver-child relationships in early development and encompass a range of clinical 
approaches. Preventive and parenting skills interventions include programs such as Triple P and The 
Incredible Years; skill-based and behavioral treatments include approaches such as Parent-Child Interaction 
Therapy (PCIT), Applied Behavior Analysis (ABA), and Parent Management Training (PMT); reflective and 
relational approaches include interventions such as Promoting First Relationships and Circle of Security 
Parenting (COS-P); and modular approaches, such as Families and Schools Together-Early Childhood 
(FAST-E), provide flexible frameworks that can be adapted to meet diverse clinical needs. 
 
Some evidence-based interventions for young children are suitable for the brief, episodic nature of CoCM 
within pediatric primary care settings, and others may be more appropriate within speciality care settings. 
Coordination of care across multiple service settings or referral to alternative treatment settings may be 
warranted. Also included in the evidence-based interventions are group-based models, which can either be 
delivered in group format outside of CoCM or may be adapted for use with individual caregivers and families 
within the model.  
 
Selection of interventions for individual children and families should be guided by the child’s presenting 
concerns, developmental stage, functional needs, and family context, rather than being contingent upon the 
establishment of a finalized diagnosis. This approach reflects the developmental and relational nature of early 
childhood behavioral health, in which intervention selection is often based on identified needs, caregiver-child 
dynamics and functional impairment rather than diagnostic criteria alone. 
 
 
Brief Evidence-Based Interventions suitable for Primary Care/CoCM 

●​ Chicago Parent Program Individualized for Families (CPPi): (Bettencourt et al., 2026; Gross et al., 
2026). 

●​ Family Check-Up 4 Health (FCU4Health): (Berkel et al., 2020). 
●​ First Approach Skills Training - Early Childhood (FAST-E): (Blossom et al., 2024). 
●​ Hand in Hand Parenting (adapted): (Wipfler, 2006; Wipfler & Schore, 2016). 
●​ Healthy Steps (Tier 2-3): (Caughy, Miller, Genevro, Huang, & Nautiyal, 2003; Caughy, Huang, Miller, & 

Genevro, 2004; Minkovitz et al., 2007; Briggs et al., 2014). 
●​ Parent Management Training (PMT): (Kazdin, 2005). 
●​ Parent-Child Interaction Therapy (PCIT) - adapted: (Eyberg & Robinson, 1982). 
●​ Parents as Teachers: (Wagner & Clayton, 1999; Jespersen, Morris, Hubbs-Tait, & Washburn, 2021). 
●​ Promoting First Relationships: (Spieker, Oxford, Kelly, Nelson, & Fleming, 2012). 
●​ Supportive Parenting for Anxious Childhood Emotions (SPACE): (Lebowitz, Marin, Martino, Omer, & 

Silverman, 2020; Lebowitz, 2024). 

Group-Based Interventions 
●​ Chicago Parent Program (CPP): (Gross et al., 2003; Gross et al., 2009; Breitenstein et al., 2012; Gross 

et al., 2019; Bettencourt et al., 2022; McGrane Minton et al., 2024). 
●​ Circle of Security - Parenting (COS-P): (Hoffman, Marvin, Cooper, & Powell, 2006). 
●​ Incredible Years: (Webster-Stratton, 1981; Webster-Stratton, Reid, & Hammond, 2001; 

Webster-Stratton & Bywater, 2019). 
●​ Triple P (Positive Parenting Program): (Sanders, Berk, Campbell, & Stallman, 2014; Prinz, 2019; 

Sanders, 2023). 
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Supplemental / Specialty Evidence-Based Interventions 

●​ Applied Behavioral Analysis (ABA): (Lovaas, 1987; Dawson et al., 2010; Bacotti, Peters, & Vollmer, 
2022). 

●​ Attachment and Bio-Behavioral Catchup (ABC): (Dozier, Peloso, Lewis, Laurenceau, & Levine, 2008; 
Schein, Roben, Costello, & Dozier, 2022). 

●​ Child First: (Lowell, Carter, Godoy, Paulicin, & Briggs-Gowan, 2011). 
●​ Child-Parent Psychotherapy (CPP): (Lieberman, Weston, & Pawl, 1991; Lieberman, Van Horn, & Ippen, 

2005). 
●​ Occupational Therapy / Sensory-Integration Therapy: (Piller et al., 2024; Silva et al., 2025). 
●​ Parent-Child Interaction Therapy (PCIT): (Eyberg & Robinson, 1982). 
●​ Parent-Child Interaction Therapy - Emotion Development (PCIT-ED): (Luby, Barch, Whalen, Tillman, & 

Belden, 2012; Luby, Rogers, Tillman, & Barch, 2018; Wood, Self-Brown, et al., 2020). 
●​ Parents as Teachers: (Wagner & Clayton, 1999; Jespersen, Morris, Hubbs-Tait, & Washburn, 2021). 
●​ Physical Therapy: (Harbourne et al., 2021; Finlay-Jones et al., 2024; Pop, Nicolescu, & Gherle, 2025; 

Silva et al., 2025). 
●​ Speech Therapy: (Pak et al., 2023; Roberts & Kaiser, 2011; Silva et al., 2025). 
●​ TF-CBT Preschool: (Cohen, Mannarino, & Iyengar, 2011; Scheeringa, Weems, Cohen, 

Amaya-Jackson, & Zeanah, 2011). 

 
STEP 4: Ongoing Evaluation and Symptom Monitoring 
 
Progress monitoring should use a validated, standardized tool specific to social-emotional symptoms and 
concerns. In the treatment-to-target framework, the outcome of CoCM is focused on the child’s behavioral 
health symptoms and behaviors. Alternatively, idiographic measures such as the Youth Top Problems (YTP, 
Weisz et al., 2011; Herren, Garibaldi, Evans, & Weisz, 2018; Wood et al., 2022) or provider-rated measures of 
patient severity and treatment progress such as the Clinical Global Impressions - Improvement or Clinical 
Global Impressions -Severity (CGI-I, CGI-S, Guy, 1976; Greenhill et al., 2006) may also be acceptable 
outcome measures.  
 
Within the treatment-to-target framework, interpreting changes in symptom trajectory requires clear 
benchmarks. Some common methods to interpret improvement on standardized symptom monitoring scores 
are described below.  

●​ When available, Reliable Change Indices (RCIs) help determine whether improvement exceeds 
measurement error. RCI values in the care pathways are derived from the relevant scientific literature.  

●​ When validated tools lack published RCIs, alternative decision rules may include a ≥ 50% reduction 
from baseline.   

●​ Crossing Clinical Threshold (CCT; movement from a score above the clinical threshold to below),  
●​ Finally, meaningful improvement in school, peer, or family functioning can be considered alongside 

measurement results.  
 
To maximize the efficacy of systemic case reviews with the psychiatric consultant, the BHCM should compile 
the following prior to consultation: 

●​ Child Symptoms and Functioning 
○​ Baseline scores from the BPSC/PPSC 
○​ Notable observations of the child 
○​ Child symptoms across settings (home, community, school/child care) 
○​ Impact of symptoms on child’s functioning 
○​ Impact of symptoms on caregiver/family functioning 

●​ Dyadic Assessment  
○​ Observations and assessment of caregiver-child relationship(s) 
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○​ Parental mental health assessment 
○​ Evaluation of parental stress 

●​ Physical and Medical Factors  
○​ Co-occurring physical/somatic symptoms (e.g., sleep disturbances, failure to thrive, feeding 

problems) 
○​ Significant medical diagnoses and treatment 
○​ Current medications 

●​ Systemic and Environmental Factors 
○​ Social determinants of health (SDOH) and social needs 
○​ Caregiving environment 
○​ History of developmental trauma and environmental stressors 

 
Ongoing monitoring of additional factors, including the child’s overall developmental trajectory, caregiver 
mental health symptoms, and caregiver stress, can inform care planning and guide treatment adjustments. For 
some patients and families, these factors may represent primary targets of CoCM intervention, particularly 
when reductions in caregiver strain and improvements in caregiver functioning serve as important indicators of 
treatment progress. 
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Early Childhood CoCM Care Pathway (ages 0-5 years) 

 

Initial 
Screening  

“No Wrong Door” – children may be identified for follow-up and further assessment via universal screening for 
social-emotional and/or developmental concerns as well as provider observations, caregiver concerns, and/or behavioral 

observations.  

Symptomatic 
Cluster 

Autism & 
Developmental 
Delays:  

Internalizing 
Symptoms 

Externalizing 
Symptoms/ 
Behaviors 

Specific Behavioral/ 
Developmental 
Concern (toileting, 
sleeping, eating, 
etc.) 

Trauma 

Assessment 
Tools for 
Differential 
Diagnosis 
and Clinical 
Formulation 

MCHAT 
RITA-T 
STAT 
ASQ/ASQ-SE  
SWYC- POSI 
 
 

PPSC: Internalizing 
Subscale  
SPAS  
SDQ: Emotional 
Symptoms Subscale 

PPSC: Externalizing 
Subscale and/or 
Attention Problems 
Subscale  
SDQ: Conduct 
Problems and/or 
Hyperactivity/ 
Inattention Subscales 

CSHQ Child Trauma Screen 
Young Child Version 
(CTS) 
Young Child PTSD 
Checklist (YCPC) 

Screen for caregiver mental health (PHQ or EPDS)  
Screen for caregiver strain (PSS or PPSC Parenting Concerns Subscale or Caregiver Strain Scale) 

Screen for Health-Related Social Needs (Health Leeds, SEEK PSQ, WE CARE, or PRAPARE) 

Common 
Diagnoses 
(ICD-10) 

Adjustment disorder with depressed mood (F43.21) 
Adjustment disorder with anxiety (F43.22) 
Adjustment disorder with disturbance of conduct (F43.24) 
Adjustment disorder with mixed disturbance of emotions and conduct (F43.25) 
Adjustment disorder with other symptoms (F43.29) 
Adjustment Disorder, Unspecified (F43.20) 
Unspecified behavioral and emotional disorder with onset usually occurring in childhood and adolescence (F98.9) 

Childhood Autism 
(F84.0)​
Pervasive 
Developmental 

Separation Anxiety 
Disorder of Childhood 
(F93.0)​
Social Anxiety 

Disturbance of Activity 
and Attention (F90.1)​
Other Persistent 
Mood Disorders 

Nonorganic Insomnia 
(F51.0)​
Night Terrors (F51.4)​
Nightmares (F51.5)​

Reaction to Severe 
Stress, Unspecified 
(F43.9)​
Posttraumatic Stress 
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Disorder, Unspecified 
(F84.9)​
Global Developmental 
Delay (F88)​
Speech and 
Language Delay, 
Unspecified (F80.9)​
Other Disorders of 
Psychological 
Development 
(Sensory Processing 
Disorder) (F88) 
 

Disorder of Childhood 
(F93.2)​
Generalized Anxiety 
Disorder (F41.1)​
Selective Mutism 
(F94.0)​
Major Depressive 
Disorder Depressive 
Episode (F32)​
Unspecified Mood 
Disorder (F39) 
 

(Disruptive Mood 
Dysregulation 
Disorder) (F34.8) 
 

Overeating 
Associated with Other 
Psychological 
Disturbances (F50.4)​
Feeding Disorders of 
Infancy and Early 
Childhood (F98.2)​
Other Eating 
Disorders (F50.8)​
Nonorganic 
Encopresis (F98.1) 
(age 4+)​
Nonorganic Enuresis 
(F98.0) (age 5+) 

Disorder (F43.10)​
Other Reactions to 
Severe Stress (F43.8) 
 

Additional 
Diagnostic 
Codes –State- 
Specific 
Billing 
Restrictions 
may apply 
 

Problems of adjustment to life-cycle transitions (Z60.0)​
Parent-child relational problem (Z62.820)​
Other problems related to primary support group, including family circumstances (Z63)​
Irritability and anger (R45.4)​
Excessive crying, infant (R68.11)​
Fussy infant, baby (R68.12) 

Problems related to 
education and literacy 
(Z55)  
Developmental 
Concern (R62.50) 
Delayed Milestones 
(R62.0)  
Other symptoms and 
signs involving 
general sensations 
and perceptions 
(R44.8) 
 
 

High expressed 
emotional level within 
family (Z63.8) 
inattention (R41.840) 
Unhappiness (R45.2) 
Nervousness (R45.0) 
 
 

High expressed 
emotional level within 
family (Z63.8) 
Inadequate parental 
supervision and 
control (Z62.0) 
inattention and 
concentration deficit 
(R41.84) 
impulsiveness 
(R45.87)  
Overactivity (R46.3) 

Behavioral insomnia 
of childhood 
(Z73.819) Feeding 
difficulties, 
unspecified (R63.30) 
Fecal incontinence 
(R15) (4+ years) 
Urinary Incontinence 
(R32) (5+ years) 
 
 

Low Income (Z69.6) 
Homelessness (Z59) 
Acculturation difficulty 
(Z60.3)  
Upbringing away from 
parents (Z62.29) 
Problem related to 
other psychosocial 
circumstances (Z65) 
State of emotional 
shock and stress, 
unspecified (R45.7) 
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Symptom 
Monitoring / 
Treat-To- 
Target 

Child Adjustment 
and Parenting 
Efficacy Scale- 
Developmental 
Disability (CAPES– 
DD)--  50% reduction 
from baseline on 
Behavioral Problems 
or Emotional 
Problems Subscale or 
Total Problems Scale  

Preschool Pediatric Symptom Checklist (PPSC) – Crossing Clinical Threshold or 50% 
reduction from baseline on total or subscale(s)  
 
Baby Pediatric Symptom Checklist (BPSC) – Crossing Clinical Threshold or 50% reduction 
from baseline on total or subscale(s) ​
​
Pediatric Symptom Checklist - 35 (PSC-35)-- RCI: Change of 6 or more points from baseline 
(Kamin et al., 2015, Murphy et al., 2016) 
 
Strengths & Difficulties Questionnaire (SDQ) – RCI: Change of 4 or more points on the total 
Difficulties Score  
 

Youth Top Problems (YTP)-- RCI: Change of 0.49 or more points on the caregiver-reported top problems rating  
Clinical Global Impressions- Improvement (CGI-I)-- RCI: Reduction of 2 or more points  
Clinical Global Impressions- Severity (CGI-S) – RCI: Increase of 2 or more points  

Brief 
Evidence- 
Based 
Interventions 
suitable for 
Primary 
Care/CoCM 

-Family Check-Up 4 
Health (FCU4Health) 
-Parent Child 
Interaction Therapy 
(PCIT) - adapted 
-Healthy Steps (Tier 
2-3) 
 
 

-FAST- Early 
Childhood 
-Family Check-Up 4 
Health (FCU4Health) 
-Supportive Parenting 
for Anxious Childhood 
Emotions (SPACE) 
-Promoting First 
Relationships 
-Parents as Teachers 
-Promoting First 
Relationships 
– Hand in Hand 
Parenting - adapted 
-Chicago Parent 
Program 
Individualized for 
Families (recent 
adaptation) 
 

-FAST- Early 
Childhood 
-Family Check-Up 4 
Health (FCU4Health) 
-Parent Management 
Training 
-Parent Child 
Interaction Therapy 
(PCIT) - adapted 
–Hand in Hand 
Parenting -adapted 
-Chicago Parent 
Program 
Individualized for 
Families (recent 
adaptation) 
-Family Check-Up 

-FAST- Early 
Childhood 
-Family Check-Up 4 
Health (FCU4Health) 
-Healthy Steps (Tier 
2-3) 

-Family Check-Up 4 
Health (FCU4Health) 
-Promoting First 
Relationships 
-Child & Family 
Traumatic Stress 
Intervention (CF-TSI) 
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Supplemental 
Group-Based 
Interventions  

 -Circle of 
Security-Parenting 
-Chicago Parent 
Program 
-Triple P 

-Incredible Years 
-Triple P 
-Chicago Parent 
Program 

 -Circle of Security- 
Parenting 
-Chicago Parent 
Program 

Supplemental
/ Specialty 
Evidence- 
Based 
Interventions  

-Applied Behavioral 
Analysis 
-Parents as Teachers 
-Occupational 
Therapy/Sensory 
-Integration Therapy 
-Physical Therapy 
-Speech Therapy 

-Parent Child 
Interaction Therapy - 
Emotion Development 
(PCIT- ED) 
-Child First 

-Parent Child 
Interaction Therapy 
(PCIT) 
-Child First 
-Occupational 
Therapy/Sensory 
-Integration Therapy 
 

-PCIT 
-Occupational 
Therapy/Sensory 
-Integration Therapy 
-Physical Therapy 
-Speech Therapy 
-Child First 

-Child-Parent 
Psychotherapy 
-ABC 
-PCIT 
-TF-CBT Preschool 
-Child First 
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Appendix I: Guiding Principles for Early Childhood Collaborative Care 

 
These guiding principles articulate the assumptions and clinical orientation underlying application of the 
Collaborative Care Model (CoCM) in early childhood. They reflect developmental science, pediatric clinical 
practice, and the realities of health system implementation, and are intended to guide adaptation of CoCM for 
young children and their families. 
 
 
Principle 1. Caregiver involvement and relational context are essential components of early childhood 
behavioral health care, and caregivers serve as the primary voice in shared decision-making. 
 
Rationale. Relational health is foundational to behavioral health outcomes in early childhood (Buka et al., 
2022; Williams, 2023). Caregiver wellbeing has a direct impact on young children’s emotional wellness and 
developmental trajectory (Dumitriu et al., 2023; Schuyler Center for Analysis and Advocacy, 2022). While 
caregivers experiencing severe stress or conditions like parental depression can be a source of risk for young 
children’s development (Cree et al., 2018; Van der Waerden et al, 2015), responsive and supportive caregiving 
practices also play a key role in prevention and promotion of child well-being and development (Gee & 
Cohodes, 2021, 2023; National Academies of Sciences, Engineering, and Medicine, 2025). Furthermore, 
fostering caregiver warmth and sensitivity can directly mitigate early risk trajectories, actively protecting against 
the development of early childhood conduct and behavioral problems (Vanderbilt‐Adriance et al., 2015). 
 
Evidence-based interventions for this age group consistently involve caregivers and primary attachment figures 
as active participants in care (eg: Margolis et al, 2020; McLuckie,et al., 2019; Nayak et al., 2021; Shepard & 
Dickstein, 2009; Zeanah, 2019), for all types of caregivers including parents of all genders, foster parents and 
non-related caregivers, and extended family members (Buka et al., 2022; Saroca,& Sargent, 2022)  
Furthermore, meta-analysis has demonstrated that incorporating parents into the therapeutic process 
significantly enhances the effectiveness of psychological interventions for youth (Dippel et al., 2022; 
Fawley-King et al., 2013).   Notably, fathers have historically been marginalized and overlooked in pediatric 
clinical interventions, yet research demonstrates the critical role that fathers play in early childhood 
development (Cimino et al., 2024; Panter-Brick et al., 2014).   
 
Because children in this age group cannot directly voice their own perspective, caregivers serve as the primary 
voice in shared decision-making (Margolis et al., 2020). Caregivers should be explicitly invited to share their 
perspectives, needs and preferences for their child’s care including treatment planning, engagement decisions, 
and coordination with child-serving systems (Hubner et al., 2018; Nayak et al., 2023; Riley et al., 2021). 
Treatment planning and care navigation may therefore appropriately be directed at the caregiver level, in 
addition to direct work with the child.  Cultural differences in caregiving norms, family structure, and relational 
expectations must be recognized and incorporated into care planning (Cohen et al., 2023; Sanchez, et al., 
2022). 
 
Caregiver engagement, dyadic understanding, and relational framing should therefore be understood as 
clinically essential elements of formulation, care planning, and effective intervention throughout early childhood 
CoCM. 
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Principle 2. Comprehensive, developmentally informed clinical formulation—encompassing symptom 
patterns, developmental context, caregiving relationships ,and cultural factors—should guide early 
childhood Collaborative Care. 
 
Rationale. In early childhood, behavioral health concerns are most reliably understood through patterns of 
symptoms, functional impact, and developmental context rather than through narrow diagnostic categorization 
(Ogundele, 2018; Wiggins et al., 2021). A comprehensive clinical formulation necessarily incorporates the 
child’s development stage and physical health, the family and caregiving environment, and the broader social 
and cultural context (Horen et al., 2024). Cultural differences in caregiving practices, family structure, and 
help-seeking behavior, which are particularly salient given the centrality of caregiving relationships to 
behavioral health outcomes in this age group, should also be carefully considered (Buka et al, 2022). 
 
While formal psychiatric diagnosis plays an important role in billing, insurance coverage, and system alignment 
(Zeanah et al., 2016), symptom clusters and clinical presentation are often sufficient to initiate evidence-based 
intervention (Arruda et al., 2023). Diagnostic specificity is most clinically valuable when it informs treatment 
selection, supports monitoring of progress, and facilitates coordination across systems (Briggs-Gowan et al., 
2013; Egger & Emde, 2011; Zeanah et al., 2016). More definitive diagnoses—such as autism spectrum 
disorder, global developmental delay, or conditions requiring educational accommodations—may be more 
appropriately established through specialty evaluation outside the context of CoCM (Habayeb et al., 2023; 
Hyman et al., 2020).  
 
Accordingly, early childhood CoCM should emphasize developmentally informed formulation over premature 
diagnostic closure. 
 
Principle 3. Initiation of CoCM services should prioritize timely intervention over definitive differential 
diagnosis. 
 
Rationale. There is inherent complexity of diagnostic assessment during a developmental period characterized 
by rapid change, emerging skills, and substantial variability in the timing and expression of developmental 
milestones. In early childhood, diagnoses must be interpreted within the context of the child’s developmental 
stage, trajectory, caregiving environment, and functional presentation. Diagnostic clarification is often an 
iterative process, and waiting for a definitive differential diagnosis may be clinically appropriate in some cases 
when additional developmental information is needed. However, requiring diagnostic certainty before initiating 
intervention may delay access to supports that address functional impairment, caregiver-child relational 
disruption, emotional or behavioral symptoms, and developmental concerns that are already evident (Arruda et 
al., 2023; Zeanah & Zeanah, 2019). Given the presence of critical developmental windows during which timely 
intervention may influence long-term trajectories, early childhood CoCM should prioritize identification of 
current needs and initiation of appropriate supports while diagnostic understanding continues to evolve 
(Wiggins et al., 2021; Zeanah et al., 2019). 
 
The flexibility of the Collaborative Care Model allows treatment to begin based on the presence of a working 
behavioral health diagnosis rather than a finalized diagnostic determination. In young children, diagnostic 
labels are best understood as tools to describe the child’s current needs and guide intervention planning, rather 
than as fixed representations of underlying etiology.  Selection of evidence-based interventions should be 
guided by the child’s presenting concerns, age, developmental stage, functional needs, caregiver-child 
relationship, and family context, rather than contingent upon confirmation of a specific diagnosisUse of 
developmentally appropriate diagnostic frameworks, such as those described in DC:0-5, can support care 
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planning and identification of appropriate interventions while recognizing the dynamic nature of early childhood 
development.  
 
Specialized diagnostic evaluations, including formal psychological or neuropsychological assessments for 
conditions such as autism spectrum disorder, global developmental delay, or diagnoses requiring educational 
accommodations, may be more appropriately established through specialty services outside the context of 
CoCM (Habayeb et al., 2023; Hyman et al., 2020). Nonetheless, timely access to services for youth with 
suspected developmental disabilities remains critical (Hyman et al., 2020). In these circumstances, CoCM may 
provide valuable interim support through care coordination, caregiver guidance, symptom monitoring, and 
targeted interventions while families pursue specialty evaluation and diagnostic clarification.  
 
Principle 4. Flexibility in the intensity and timing of care is necessary to meet the developmental and 
family needs of young children. 
 
Rationale. The appropriate intensity, frequency, and distribution of behavioral health care for young children 
may vary substantially over time (Kolko & Perrin, 2014). Care often involves significant engagement with 
caregivers, coordination with collateral providers, and interaction with child-serving systems— all of which may 
require variable levels of effort across months (Nayak, et al., 2023). Implementation of CoCM with young 
children should therefore allow for flexible delivery of care that aligns with developmental needs, caregiver 
availability, and system-level coordination demands, rather than assuming a uniform monthly service intensity 
(Godoy et al., 2022). 
 
 
Principle 5. Effective early childhood Collaborative Care requires thoughtful cross-system 
coordination, with care plans tailored to each child and family’s individual needs. 
 
Rationale. Young children interact with multiple systems— including pediatric primary care, early intervention, 
early education and care, and community services—and effective CoCM requires active coordination across 
these systems (Child Health and Development Institute, 2023, 2025). Care plans should be tailored to 
individual patient and family needs and preferences, and should avoid unnecessary duplication of services in 
initiating care (Nayak et al., 2023). 
 
Children with significant developmental delays or autism spectrum conditions represent one important 
population for whom cross-system coordination is especially critical (Horen et al., 2024). These children may 
require specialized developmental services such as Early Intervention or Special Education, and CoCM’s 
tiered, flexible structure positions it to play important complimentary roles: bridging to or from Early 
Intervention, supporting families when services are unavailable or insufficient, and addressing behavioral, 
attachment-related, and caregiver concerns in the context of developmental differences (Habayeb et al., 2023; 
Hyman et al., 2020). This is one example of a population-specific consideration; similar thoughtfulness should 
be applied to other populations with complex or overlapping service needs as they are identified. 
 
Principle 6. Psychiatric consultation and systematic caseload review in early childhood Collaborative 
Care should emphasize the consultant’s developmental and clinical expertise, and not solely focus on 
medication management. 
 
Rationale. In traditional CoCM, psychiatric consultation and systematic caseload review often focuses on 
pharmacologic guidance. However, child and adolescent psychiatrists and other psychiatric consultants bring 
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expertise that extends well beyond medication management—including diagnostic formulation, developmental 
assessment, care planning, and family systems consultation—all of which can add substantial value in the care 
of young children (American Psychiatric Association, 2021; Buka et al., 2022). Involvement of a psychiatric 
consultant should not be interpreted as implying that medication is indicated or must be considered as part of 
treatment (Carlo et al., 2021, Meadows Mental Health Policy Institute, 2023;). Rather, experts in child 
psychiatry can assist care teams and families to balance the risks and benefits of medications, 
nonpharmacological interventions and “wait and watch” options (Gleason et al., 2017; Shaligram & Walter, 
2023). 
 
Therefore, CMS, CHIP and payers must clearly articulate the role and scope of the psychiatric consultant, 
particularly in the context of children ages 0 to 5, to utilize their full range of skills and expertise to support 
holistic care for young patients.  While this may at times include consideration of pharmacological interventions 
for young children, this should in no way suggest that prescribing psychotropic medications is the goal of 
CoCM or the sole role of the psychiatric consultant 
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