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Webinar is made possible with funding support from the David 
and Lucile Packard Foundation



Agenda

I. Level Setting: Review Scope of Measure 

II. Answer Submitted Questions in Survey

III. If Time: Answer Questions Submitted in the CHAT Box that 
were Not Addressed in 1st Webinar (Recorded)
• (Please enter your questions NOW so that the OPIP staff can 

identify content)
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Scope of CCO System-Level Social-Emotional Metric: 
Red Piece of the Pie 

• Focused on the scope of services that are 
within the CCO contract and 
opportunities to impact.

• Aligned with barriers and gaps in social-
emotional health services within the health 
system and CCO contracts. 

• Recognizes the flexibilities and opportunities 
that the CCO global budget may offer.
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CCO 
Role

Social-Emotional 
Health



CCO-Covered Services that 
Support Social-Emotional Health at the Child-Level 
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Analogy of the Bike: Child Level Social Emotional Services within 
CCO Covered Services Included in the Metric 

Early 
Identification: 
Screening and 

then 
Assessments Intervention/Therapies

Referral 
pathways 

and Parent 
Engagement

Some “Spokes” are with 
Specialty Behavioral Health (Year 1 
Asset Map): Pain point identified 

by Early Learning and CBOs of 
needs within health systems

Some 
“Spokes” Could 

be Integrated 
Behavioral Health 

in Primary Care

Opportunity for 
CCOs to Contract 

with Early 
Learning CBOs 

who meet 
Medicaid 

contracting 
requirements

Within CCO Covered Services:
• Primary care assessments 

(including integrated behavioral 
health) of children identified 
through existing screens (ASQ, 
maternal depression)

• Primary care screening 



Questions Received 

1. What are evidence-based and/or evidence informed brief intervention and 
treatment services/programs are available for use with 0-5 year olds that 
address/satisfy the metric, and what type(s) of CCO provider (physical health, 
behavioral health, other) is best suited to implement the brief intervention or 
treatment service?

2. What are the Evidenced based treatment practices for 0 - 5? I know of PCIT 
(which is expensive to provide) and CPP. Talked about a lot in the presentation was 
providing a brief intervention. Is there an EBP or practice guidelines for Brief 
Intervention for 0 - 5?

3. Why don’t you include screenings done by early learning?

4. Shouldn’t we just focus on screening first to increase the rates?
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Analogy of the Bike: Child Level Social Emotional Services 

Early 
Identification: 
Screening and 

then 
Assessments

Intervention/Therapies

Referral 
pathways 

and Parent 
Engagement



Q1&2.  Evidence-based and/or evidence-informed brief intervention 
and treatment services/programs available for use with 0-5 year olds
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Treatment Services: 
• Generally provided by specialty mental health providers
• Listed on Page 15 of SE Metric tech specs: 

https://www.oregon.gov/oha/HPA/ANALYTICS/CCOMetrics/20
22-specifications-%28SE-health%29-8.26.2022%20update.pdf 

❖ Table includes therapy modalities based on presenting 
concern, the delivery method of modality (dyadic, group), 
the ages they can be used for, and scientific rating (all 
listed are between 1-3)

❖ Scientific Rating - Evidence Base for Various Modalities:

https://www.oregon.gov/oha/HPA/ANALYTICS/CCOMetrics/2022-specifications-%28SE-health%29-8.26.2022%20update.pdf


Q1&2.  Evidence-based and/or evidence-informed brief intervention 
and treatment services/programs available for use with 0-5 year olds
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Brief Intervention:
• Generally provided by integrated behavioral 

health providers in primary care (social worker, 
psychologist)

• Need to consider evidence, patient 
characteristics/needs/preferences, practitioner 
expertise, and environmental context

• May include:
• Integrated primary care therapies (IPC) –

often adaptations of parent management 
training (such as PCIT, Triple P)

• Uses common elements approach
• Takes elements from evidence-based 

therapies to address specific behavior 
concern (i.e. limit setting, rewards)

• Could bill Health & Behavior Intervention codes 
or Preventive Medicine Counseling codes

Riley, A; (2020) . Pathways from Developmental Screening to Services: Ensuring Young Children Identified At-Risk 
Receive Best Match Follow-Up; Internal Behavioral Health Training. [PowerPoint presentation] Bend, OR.



Pathways from Developmental Screening to Services: 
Ensuring Young Children Identified 

At-Risk Receive Best Match Follow-Up 

Internal Behavioral Health Training 
January 22nd 10AM-2PM

1
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Social Ecology: 
• Marital Conflict/Divorce
• Maternal Social Isolation
• Aversive Extended Family
• Low Control Neighborhood
• Poverty/Crime

Ecology of Social-Emotional Delays
Important to recognize multiple determinants and social-ecological contributors 
leading to behavior concerns:
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The four factor model of child oppositional defiant behavior. From R. A. Barkley (2013). Defiant Children: A Clinician’s Manual for Assessment and Parent Training (3rd ed.). New York: Guilford 
Press. Copyright 2013 by the Guilford Press. 
Riley, A; (2020) . Pathways from Developmental Screening to Services: Ensuring Young Children Identified At-Risk Receive Best Match Follow-Up; Internal Behavioral Health Training. 
[PowerPoint presentation] Bend, OR.

Child Characteristics
• Negative Temperament
• Emotional Dysregulation or 

Mood Disorder
• Hyperactive-Impulsive

Parent Characteristics
• Adult ADHD
• Depression/ Mood Disorder
• Early Child-Bearing/ Single 

Unemployed
• Substance Dependence/Abuse
• Illness (medical/psychiatric)

Disrupted Parenting
• Maternal Social Isolation
• Aversive Extended Family
• Low Control Neighborhood
• Poverty/Crime



Ecology of Social-Emotional Delays
• Important to recognize multiple determinants and 

social-ecological contributors
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The four factor model of child oppositional defiant behavior. From R. A. Barkley (2013). Defiant Children: A Clinician’s Manual for 
Assessment and Parent Training (3rd ed.). New York: Guilford Press. Copyright 2013 by the Guilford Press. 

Riley, A; (2020) . Pathways from Developmental Screening to Services: Ensuring Young Children Identified At-Risk 
Receive Best Match Follow-Up; Internal Behavioral Health Training. [PowerPoint presentation] Bend, OR.



Input from an Expert: Research-based integrated 
primary care (IPC) therapies

• Most early childhood IPC research has focused on mild to moderate 
risk

• Some studies use technology or target PCPs/well-visits to enhance 
care

• Most studies use co-located adaption of parent management training 
(PMT), e.g., PCIT, Triple P, Incredible Years, Brief Parent Training (Brown et 
al., 2018)

13
Riley, A; (2020) . Pathways from Developmental Screening to Services: Ensuring Young Children Identified At-Risk 
Receive Best Match Follow-Up; Internal Behavioral Health Training. [PowerPoint presentation] Bend, OR.



Input from an Expert: How are IPC therapies different?

• Traditional programs developed for mental health settings are:
• Lengthy (12-16 sessions of 60 min or more)
• Intensive (e.g., coaching to mastery criteria)
• Exhaustive (all components delivered)
• Individualized (1 or more sessions devoted to assessment, dependent on progress, 

etc.)

• IPC programs are relatively
• Brief (2-12 sessions, 30-120 min)
• Selective (“most important” components)
• Didactic/educational
• Group-based 
• Generalized
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Riley, A; (2020) . Pathways from Developmental Screening to Services: Ensuring Young Children Identified At-Risk 
Receive Best Match Follow-Up; Internal Behavioral Health Training. [PowerPoint presentation] Bend, OR.



Input from an Expert: Theoretical Framework for Selecting 
Parent Management training (PMT) Intervention Elements

• Evidence-based PMT interventions are grounded in a merging of 
Attachment Theory and Social Learning Theory with a heavy emphasis 
on operant conditioning (learning via consequences)

• Goals
• Secure attachment

• Clear and appropriate expectations

• Strategic consequences for both desired and undesired behavior

• Generally, Authoritative parenting

• Customizing intervention elements requires sophisticated use of the 
fundamentals of behavior 
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Riley, A; (2020) . Pathways from Developmental Screening to Services: Ensuring Young Children Identified At-Risk 
Receive Best Match Follow-Up; Internal Behavioral Health Training. [PowerPoint presentation] Bend, OR.



Input from an Expert: PMT elements 
correspond to the fundamentals of behavior

• Signals
• Limit-setting
• Instruction delivery

• Consequences to increase behavior
• Differential attention
• Contingent praise
• Rewards

• Consequences to decrease behavior
• Strategic ignoring
• Time-out

• Setting events
• Scheduled parent-child play
• Parent stress management
• Problem-solving (parent)
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Riley, A; (2020) . Pathways from Developmental Screening to Services: Ensuring Young Children Identified At-Risk 
Receive Best Match Follow-Up; Internal Behavioral Health Training. [PowerPoint presentation] Bend, OR.



The Kitchen Sink Dilemma

• PMT research has focused on symptom clusters that are treated with multi-
component therapy packages

• This doesn’t work for most parents or most primary care settings

• Given only a few sessions (often 1), how do you know what to focus on? 
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• Non-compliance
• Emotional lability
• Aggression
• Hyperactivity
• Impulsiveness
• Argumentativeness
• Defiance
• Whining
• Destruction of objects
• Tantrums
• Inappropriate talk

• Differential attention
• Strategic ignoring
• Scheduled parent-child play
• Limit-setting
• Rewards
• Problem-solving
• Time-out
• Instruction delivery
• Contingent praise
• Parent stress management

Riley, A; (2020) . Pathways from Developmental Screening to Services: Ensuring Young Children Identified At-Risk 
Receive Best Match Follow-Up; Internal Behavioral Health Training. [PowerPoint presentation] Bend, OR.



Example of Input from an Expert: Decision Framework
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Concerns over parent-child 
relationship or harsh parenting? Scheduled playYES

NO

Is concern a behavioral 
excess or deficit?

EXCESS Is the behavior dangerous?

YES

Time-out

NO

Strategic ignoring^

Deficit

Does the behavior happen at all? 

Differential attention/
Specific Praise/Rewards

Effective Instructions*

YESNO

Ensure prosocial behaviors 
are amply reinforced

Patient/family circumstances, capacity, needs, values, preferences

*May be approximation of terminal goal behavior; ̂ Consider tolerability 
of extinction burst

Riley, A; (2020) . Pathways from Developmental Screening to Services: Ensuring Young Children Identified At-Risk 
Receive Best Match Follow-Up; Internal Behavioral Health Training. [PowerPoint presentation] Bend, OR.



Example of Input from an Expert: 
Considerations

• Ideally, you can cover some of each element, but it’s not probable in 
most cases

• Providing guidance that addresses parents’ concern first may be best 
(even if it’s not your primary concern)

• Focus on feasibility of implementation

• When in doubt, err on the side of relationship building and positive 
reinforcement strategies

• Remember that your expertise is part of evidence-based decision 
making 

19
Riley, A; (2020) . Pathways from Developmental Screening to Services: Ensuring Young Children Identified At-Risk 
Receive Best Match Follow-Up; Internal Behavioral Health Training. [PowerPoint presentation] Bend, OR.



Resources on Evidence-Based Therapies

• https://effectivechildtherapy.org/

• Policy Statement on Addressing Early Childhood Emotional and 
Behavioral Problems (December 2016) 
https://publications.aap.org/pediatrics/article/138/6/e20163023/52605/

• AAP guide (December 2021) : Mental Health Strategies for Pediatric Care 
https://shop.aap.org/mental-health-strategies-for-pediatric-care-
paperback/

https://effectivechildtherapy.org/
https://publications.aap.org/pediatrics/article/138/6/e20163023/52605/


Q3: What SHOULD be the SE Reach metric rate be? 
What are we aiming for with benchmarks?

Interventions/Therapies

• Brief interventions that could be provided by eligible billing providers such as Integrated Behavioral 
Health, Home Visiting Nurse or eligible providers (which is something that ban be addressed in 1.3* 
of the metric – how to consider contracting models) 

OR
• Treatment services (individual, family or group psychotherapy) provided by Specialty Behavioral 

Health that can include, but are not limited, to dyadic therapies, group therapies, and other services 
provided by Specialty Behavioral Health (Note: This is NOT specific to one type of modality or one 
set of services)

Children That Will Have 
Dx:

12-17%

High ACEs in Oregon:
28.9% (41,883) 

had 3 or more

• Bright Futures recommended screening tools to assess for social-emotional health that 
primary care providers may use:  Example: Pediatric Symptom Checklist

OR

• Assessment integrated behavioral health may do for children referred to them based on 
clinical judgment or ASQ or MCHAT results such as ASQ-SE or brief evaluation tools

Screening/Assessments
Recommendations 
Call for All Children 
to be Screened in 

First Five Years





Zoom In on Developmental/Social/Behavioral Domain

Citation: https://downloads.aap.org/AAP/PDF/periodicity_schedule.pdf



Questions Received 

1. What are evidence-based and/or evidence informed brief intervention and 
treatment services/programs are available for use with 0-5 year olds that 
address/satisfy the metric, and what type(s) of CCO provider (physical health, 
behavioral health, other) is best suited to implement the brief intervention or 
treatment service?

2. What are the Evidenced based treatment practices for 0 - 5? I know of PCIT 
(which is expensive to provide) and CPP. Talked about a lot in the presentation was 
providing a brief intervention. Is there an EBP or practice guidelines for Brief 
Intervention for 0 - 5?

3. Why don’t you include screenings done by early learning?

4. Shouldn’t we just focus on screening first to increase the rates?
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Scope of CCO System-Level Social-Emotional Metric: 
Red Piece of the Pie 

• Focused on the scope of services that are 
within the CCO contract and 
opportunities to impact.

• Aligned with barriers and gaps in social-
emotional health services within the health 
system and CCO contracts. 

• Recognizes the flexibilities and opportunities 
that the CCO global budget may offer.
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CCO 
Role

Social-Emotional 
Health

Early Learning 
Screens in 

“Grey” Parts of 
Pie



Early 
Identification: 
Screening and 

then 
Assessments

Intervention/Therapies

Referral 
pathways 

and Parent 
Engagement

Early Learning Refers (Pushes on a Pedal) and Needs 
Therapy Services for Children, Primary Care Provider 

Awareness and Support



CCO-Covered Services that 
Support Social-Emotional Health at the Child-Level 
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Early Learning Responses Emphasized Need

• Metric is not all Social-Emotional 
Services.

• Metric is CCO Covered Social 
Emotional Services at child-level 
for these specific domains. 



System Level Social-Emotional Metric: Importance of 
Early Learning Perspective
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Given they already do 
early identification and 
services, why they are 

meant to inform Action 
Plan so it can address 

pain points 



Q4: Shouldn’t we just focus on screening first to increase the rates?
Analogy of the Bike

Early 
Identification: 
Screening and 

then 
Assessments

Intervention/Therapies

Referral 
pathways 

and Parent 
Engagement
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Shouldn’t we just focus on screening first to increase the rates?

Overall Supply of Behavioral Health
What we  Already Know in Exploring Services for Children and Heard from 
HAKR Survey: 
• There are many cases of unmet need and the biggest pain point identified 

was in service delivery (supply of services are low)
• Component 2 will likely expose gaps in service or service capacity available 

for the children providers across sectors are already identifying and noting 
frustrations in CCO covered services. 

• Why examining data in the context of the asset map is critical.
• Why hearing from community partners OUTSIDE CCO services that need 

CCO services for children they are identifying is critical in action plan 
development. 
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Shouldn’t we just focus on screening first to increase the rates?

If we focus our efforts ONLY on screening we are increasing the 
demand for services, but the supply of intervention & therapy services 

will remain low 

Providers (e.g. Early Head Start/Head Start, Home Visiting, EI/ECSE, 
Relief Nurseries) in other sectors who are already screening and doing 
brief interventions noting a need for children they see and serve now.

Need to consider family-centered approaches.



Shouldn’t we just focus on screening first to increase the rates?

• Component 2 of the metric is anchored to asset mapping of the systems that can 
provide services for children identified.
o Assessing availability and capacity of the system to provide the “Intervention and 

Therapy Services” claims in the Social-Emotional reach metric.
o If Asset Mapping done in Component 2 shows capacity and availability, then a focus 

on screening may be a good follow-up.
o OPIP’s experience in hearing from front-line primary care, community based and early 

learning providers is that there are not services for children they are identifying 
through their current efforts, current screens (ASQ, maternal depression, MCHAT).
o Therefore, the priority was on enhancing the interventions and therapies available 

across the spectrum of places it could be provided (integrated behavioral health, 
specialty behavioral health).

o Includes a focus on interventions that are right match and will increase engagement
o Includes consideration of referral pathways


