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Sample Communication Protocol for Coordinating Between Primary Care Providers and Specialized Child Health and Behavioral Health Providers


Objective: To establish a clear and effective communication protocol that facilitates coordination between primary care providers (PCPs) and specialized child health and behavioral health providers, ensuring seamless integration of care for children. This protocol aims to enhance collaboration, improve service delivery, and ensure that all providers involved in a child’s care are working towards common goals.

1. Roles and Responsibilities
· PCPs:
· Lead the coordination of care, ensuring that children receive necessary medical, developmental, and behavioral health services.
· Provide referrals to specialized providers as needed.
· Share medical history, screening results, and any other relevant health information with specialists.
· Communicate regularly with specialized providers regarding the child’s health progress, concerns, and treatment plans.

· Specialized Providers (e.g., infant mental health services, dental providers, behavioral health services):
· Provide specialized care according to their area of expertise, addressing the child’s unique needs.
· Share relevant information back with the PCP, including updates on the child’s condition, treatment progress, and any concerns or recommendations.
· Ensure that the child and family are engaged in treatment plans and follow-up care.
· Alert the PCP of any emerging issues that may require medical intervention or additional support.

2. Communication Flow
· Initial Referral Process
· PCP to Specialist Referral:
PCP identifies the need for specialized care (e.g., behavioral health, dental, or developmental support).
· Referral should include:
i. Reason for referral (e.g., developmental concern, behavioral issue, dental need).
ii. Relevant medical history and any previous treatments or screenings.
iii. Contact information for the family and a request for follow-up.
iv. Authorization/consent from the family to share relevant health information with the specialist.
· The referral should be made via:
i. Email via a secure institute supported pathway (e.g., basket message in the electronic health record [EHR]); 
ii. Refer via standard referral workflow in EHR. Fax (if necessary) using secure systems; or
iii. Electronically via a pager or secure messaging in addition to a direct phone call for consultation for urgent cases
· Specialist to PCP Communication:
Upon accepting the referral, specialists will:
· Acknowledge receipt of the referral within 72 hour or 3 business days for non-urgent emails or messages.
· Schedule an initial appointment with the family and inform the PCP.
· Send a confirmation or an assessment report after the initial evaluation, highlighting the treatment plan, recommendations, and follow-up needs.
· Ongoing Communication
· Progress Updates:
Specialists should send periodic updates to the PCP, detailing:
· The child’s progress in their care.
· Any adjustments made to the treatment plan.
· Outcomes of ongoing treatments (e.g., mental health therapy, dental treatments).
· Any concerns or issues identified that may need medical intervention or further referrals.
· Emergency or Urgent Care Situations:
i. For urgent issues (e.g., acute behavioral crisis, sudden health complications), the  provider initiating care (e.g., ER, urgent care, crisis behavioral health team) immediately contacts the child’s PCP and/or care coordinator, if known via phone or secure messaging within 24 hours.
ii. The PCP and specialist will establish a mutual plan for addressing the urgent issue and may communicate multiple times within a short period to ensure appropriate care.
· Family Involvement
· Engagement in the Care Process:
i. Consult family for impact referral may have on insurance and schedule (in network, out of network, location, etc) 
ii. The PCP should ensure that the family is actively involved in care coordination and kept informed about all referrals and treatment plans.
iii. The specialist should also keep the family informed about progress and seek family input when making decisions about care.
iv. Schedule regular family check-ins (phone, in-person, or online) to review treatment, progress, and challenges.
[bookmark: referral_process]
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