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Abstract
The Massachusetts Multi-City Young Children’s System of Care Project was a federally funded program to provide integrated 
early childhood mental health (ECMH) services in primary care for families of very young children (birth-six years old) 
with Serious Emotional Disturbances across three cities in Massachusetts, U.S.A. This study describes lessons learned from 
the implementation of this program and makes recommendations for best practices to improve the delivery and efficacy of 
ECMH services in primary care settings. Staff and leadership (n = 35) from 11 agencies (primary care practices, community 
service agencies, and local health departments) that co-implemented this program participated in focus groups and semi-
structured key informant interviews. Thematic analysis was used to characterize specific facilitators and barriers to success-
fully implementing system-wide programming for ECMH. Four main themes were identified: (1) Strong multilevel working 
relationships are critical for integration, (2) Capacity-building activities can be leveraged to improve implementation, (3) 
Financial challenges are a primary barrier to building efficacious systems of care, and (4) Flexibility and resourcefulness can 
help overcome logistical challenges in integration. Implementation lessons learned may serve as guidance for other states and 
institutions in the U.S. seeking to improve the integration of ECMH services into primary care. They may also provide strate-
gies to adapt and scale these interventions to improve the mental health and well-being of young children and their families.

Keywords Early childhood mental health · Implementation · System of care · Family partner · Primary care · Integrated 
behavioral health

Introduction

Three out of five children in the United States experience 
at least one adverse childhood experience associated with 
health and behavioral difficulties across the life course (Gil-
bert et al., 2015; Kerker et al., 2015; Merrick et al., 2018). 
The prevalence of behavioral health challenges in children 
under six years is between 9–15% (Brauner & Stephens, 
2006; Egger & Angold, 2006). Although behavioral inter-
vention efforts for young children tend to focus on school-
aged children, infants and children under six often need 
mental health support and services. Early experiences can 
have lasting health impacts, thus early intervention in this 
population is crucial (Bagner et al., 2014; Ramey & Ramey, 
1998; Shonkoff & Garner, 2012). Utilizing a system of care 
model for improving children’s mental health can shift the 
focus from just the individual child to interventions that 
impact families and childhood environments (Hernandez & 
Hodges, 2003; Hodges et al., 2010).
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Systems of care originated in efforts to improve ser-
vices for children with mental health disorders and severe 
functional impairments (Stroul et al., 2002). The goal of a 
system of care is to create a network of multifaceted, mul-
tilevel interventions that bring agencies together in a coor-
dinated manner to provide effective wraparound services 
(Cook & Kilmer, 2010; Hernandez & Hodges, 2003; Stroul 
et al., 2002). Implementation is challenging as agencies 
that provide mental health services for young children are 
often siloed and experience high staff turnover (Behar & 
Hydaker, 2009; Beidas et al., 2016; Hernandez & Hodges, 
2003; Hodges et al., 2010; Jain et al., 2020).

Understanding facilitators and barriers to implementation 
is critical to improving interventions and adapting them to 
scale. This is especially important when developing multi-
agency early childhood mental health (ECMH) programs 
because successfully addressing issues in early childhood 
requires bringing child-focused and family-level services 
together using a family-centered approach (Cook & Kilmer, 
2010; Donney et al., 2022; Jain et al., 2020; Reichow et al., 
2016).

The Massachusetts Multi-City Young Children’s Sys-
tem of Care Project (MA-SOC) was a Substance Abuse and 
Mental Health Services Administration (SAMHSA) funded 
primary care ECMH program implemented in three com-
munity service agencies in the three largest cities in Mas-
sachusetts, U.S.A. MA-SOC was an adapted replication of 
the evidence-based LAUNCH/MYCHILD model of inte-
grated behavioral health for young children (www. ecmhm 
atters. org). This model has shown efficacy in improving 
caregiver mental health and child socio-emotional well-
ness over time (Molnar et al., 2018). It uses a family partner 
and clinician dyad to provide services and has successfully 
provided family-centered services that are well-received by 
families (Molnar et al., 2018; Nayak et al., 2021). It was 
also designated as a 2021 Best Practice by the Association 
of Maternal and Child Health Programs Innovation Station 
(www. amchp. org).

The aims of the current study were:

(1) To explore how stakeholders in MA-SOC perceived 
facilitators of the project’s success and document chal-
lenges that they encountered.

(2) To develop recommendations for improving the imple-
mentation of similar programs in other states.

Understanding barriers and facilitators of implementation 
can inform future statewide ECMH efforts. This can help 
ensure that efficacious initiatives are effectively executed and 
scaled-up. This study is novel in that it brings varied per-
spectives of stakeholders from multiple disciplines, includ-
ing staff and leadership from the participating primary care 

practices, community service agencies, and local health 
departments across the state.

Methods

Overview

This was a qualitative study using data collected from 
semi-structured key informant interviews and focus 
groups. This study was approved by the Northeastern Uni-
versity Institutional Review Board.

Program Description

MA-SOC created dedicated teams of family partners and 
intensive care coordinators to provide family-centered 
intensive care coordination ECMH services for young 
children (birth to six years old) with Serious Emotional 
Disturbances. Serious Emotional Disturbances are defined 
as “diagnosable mental, behavioral, or emotional disorder 
in the past year, which resulted in functional impairment 
that substantially interferes with or limits the child’s role 
or functioning in family, school, or community activities.” 
(SAMHSA, 2022).

The Children’s Behavioral Health Initiative is an intera-
gency statewide initiative in Massachusetts to build a sys-
tem of care for children and youth under the age of 21 
with behavioral health needs (MDPH, 2022). Intensive 
care coordination is a service provided under this initia-
tive. Intensive care coordinators work closely with chil-
dren and families with behavioral health needs to achieve 
family-identified goals using individualized care plans 
and by coordinating multiple services. Family partners 
are peer-professionals with lived experience navigating 
systems to support the mental health of their own young 
children. They provide resources, systems navigation, and 
support to families of children with ECMH needs. Fam-
ily partners could be actively supporting their own young 
children or have lived experience from supporting their 
own children in the past. Family partners have worked 
successfully in partnership with mental health clinicians 
in ECMH programs and group therapies. They can help 
build more meaningful relationships with the families they 
work with and can help increase parental participation in 
programs (Burton et al., 2014; Gopalan et al., 2015; Nayak 
et al., 2021).

The pediatric primary care practices that were part of 
MA-SOC identified families who might benefit from the 
program and referred them to these service delivery teams 
(intensive care coordinators and family partners). The ser-
vice delivery teams were employed by community service 

http://www.ecmhmatters.org
http://www.ecmhmatters.org
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agencies. These teams worked closely with families to pro-
vide bilingual and culturally sensitive services. In addition 
to primary care practices and community service agencies, 
city health departments played a crucial role in the pro-
gram. These health departments facilitated the relation-
ships and partnerships between the primary care agencies 
and the community service agencies involved with the pro-
ject. In addition to direct service delivery, the MA-SOC 
program also conducted extensive training and workforce 
development activities to improve the ECMH capacity of 
the program teams as well as ECMH capacity statewide.

Participants and Procedures

The study collected qualitative data through 3 focus 
groups and 19 semi-structured interviews with stakehold-
ers in MA-SOC.

Focus Groups

Direct service staff (family partners and intensive care 
coordinators) were invited to participate in the focus 
groups through email invitations. MA-SOC was a four-
year program. Focus groups were conducted in Year 1, 
Year 3, and Year 4 of the program.

Key Informant Interviews

We used a purposive sampling strategy to ensure adequate 
representation of leadership staff in semi-structured inter-
views. Members of the MA-SOC management team iden-
tified key leaders at each agency as important stakehold-
ers who would have close knowledge of the program and 
insights into its implementation. Key leadership staff from 
the local health departments, the partnering community 
service agencies, and the partnering primary care site in 
each of the three cities were invited to participate in semi-
structured interviews. Interviews were conducted in Year 
2 (n = 12) and Year 4 (n = 7) of the program. Participants 
from the same agency could participate collaboratively 
in joint interviews. In Year 4 of the program, one pri-
mary care site did not respond to requests for interviews, 
and one was excluded as they had only recently joined the 
program.

As the focus groups and interviews were carried out at 
multiple time points during the program, some of the same 
participants were present in multiple interviews and focus 
groups. Two cities had 12 participants each, and one city 
had 11 participants, which resulted in a total of 35 unique 
participants: 8 intensive care coordinators, 6 family partners, 

4 representatives from primary care practices, 11 representa-
tives from community service agencies, and 6 representa-
tives from local health departments.

Question Guides

In conjunction with the MA-SOC management team, 
the evaluation team developed interview guides for the focus 
groups and key informant interviews. The guides included 
various questions about participants’ perspectives on essen-
tial factors needed for replication, the status of behavioral 
health integration, and perspectives on the sustainability and 
financing of such projects. Questions remained consistent 
across years, across focus groups and interviews, and were 
conducted in English with members of the research team. 
We obtained informed consent verbally, and no personally 
identifying information was collected.

Data Analysis

All interviews and focus groups were audio-recorded and 
transcribed. These data were analyzed collectively at the 
end of the study period. Codebook thematic analysis was 
used to analyze the data, identify cross-cutting ideas, and to 
understand shared experiences across participants (Braun & 
Clarke, 2006, 2014, 2019). Each focus group and interview 
transcript was treated as a separate data set. A multi-phase 
inductive approach was used to analyze the data (Braun & 
Clarke, 2006, 2014, 2019). First, two trained coders inde-
pendently familiarized themselves with the data by read-
ing the transcripts. Coders independently generated a set 
of initial data-driven codes. At this stage, these codes were 
compared, and a shared codebook was created. Coders used 
group discussion to collate codes into potential cross-cutting 
themes. In keeping with Braun & Clarke’s recommendations 
(2019), these discussions were not used to reach consensus 
but to share interpretations, co-develop perspectives, and 
form more nuanced ideas. Further group discussion with 
the larger research team was used to review themes, enhance 
confirmability, and develop clear names and definitions for 
each of the final themes identified. Members of the MA-
SOC implementation team reviewed the final four themes 
to ensure the credibility of the results and interpretation. All 
analyses were conducted using NVivo 12 qualitative data 
analysis software (QSR International, 2020).

Results

We identified four interrelated themes regarding the facili-
tators and barriers that participants perceived to be neces-
sary for the successful implementation of a multi-agency 
ECMH system of care model: (1) Strong multilevel working 
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Table 1  Summary of four main themes with example quotations

No Theme Example  quotesa

1 Strong multilevel working relationships are critical for successful 
integration

“Being part of this grant, you have one partner, you’re learning and 
you get to finesse your craft. So, going into a home visit, finishing 
each other’s sentences and completing thoughts, the caregivers are 
so impressed by that, that they see us working well, then they have 
more trust in us and understanding to say that okay, this is going to 
work.”

-Family Partner
“We’re creating really nice systems for communication between 

the teams so that even if everyone had full staff turnover tomor-
row, those systems could still survive- it's not about one person 
having one person’s email at an organization. So, I think as we are 
investing more and more internally to integrate our services… this 
has been a really nice way to pilot, at a pretty manageable level, 
between our organization and [community service agencies] that 
we have a long-standing great relationship with, and certainly had 
an opportunity to do more tight coordination and communication 
with.”

-Primary Care Site Leader
2 Capacity-building activities can be leveraged to build solidarity and 

improve implementation
“Ongoing training, that promotes shared language, with primary care 

providers, providers and parents, regarding diagnosis and environ-
ment and needs and strengths and all that. That training, just bring-
ing everybody together, with some shared language. It’s essential.”

-Community Service Agency Leader
“The grant is [a] multi-site grant and having it through [city A], 

[city B], and [city C] has been different and interesting in a way 
because you get to meet people from different cities and hear about 
their struggles and it’s good to know sometimes we have similar 
struggles as everybody else or if they’re doing something better, 
if they’re good at something-being able to learn from them has been 
great.”

-Health Department Leader
3 Financial challenges are a primary barrier to building efficacious 

systems of care
“[T] here are benefits to [primary care sites] participating in the pro-

ject, which I think they recognize, but they don’t have any staff time 
funded. And so, I think that can end up being a barrier, just in terms 
of the amount of time that they have to devote to the project. And 
I think if they did have some funded staff time, it would give them 
the ability to communicate with us a little bit more.”

-Health Department Leader
“We can’t live in this community anymore with the salaries that we 

pay. And as you heard, it’s super important that we have staff that 
are from the community, and understand the community, and then 
don’t turn over. We’re making relationships with families. Staff 
retention is a thing. It’s a problem, both at the health center and for 
us, and so I think if we could compensate our staff at comparative 
levels as hospitals and state agencies and school systems that would 
be great, because we’re as important in these families’ lives in terms 
of helping them, as the state agencies, hospitals, and schools.”

-Community Service Agency Leader
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relationships are critical for successful integration, (2) 
Capacity-building activities can be leveraged to build soli-
darity and improve implementation, (3) Financial challenges 
are a primary barrier to building efficacious systems of care, 
and (4) Flexibility and resourcefulness can help overcome 
logistical challenges in integration. Each theme is described 
below. Excerpts from participant quotes are embedded in the 
text using quotations; full example quotations are provided 
in Table 1.

Theme 1. Strong Multilevel Working Relationships 
are Critical for Successful Integration

This theme captures the value of relationships in integration 
model implementation, both at the individual level between 
staff and at the systems level between agencies. First, direct 
service staff (family partners and intensive care coordina-
tors) noted how their working relationship as a dyad had to 
be strong for them to provide high quality services. In tradi-
tional Children’s Behavioral Health Initiative models, family 
partners and intensive care coordinators do not necessarily 
work in exclusive dyads. Instead, intensive care coordina-
tors might be paired with different family partners or other 
staff for different cases. In this study, stakeholders reported 
that working in MA-SOC as part of these exclusive dyads 
was preferable to traditional Children’s Behavioral Health 
Initiative and fostered stronger working relationships. Con-
sistently working together as a dyad allowed the team to 
become more cohesive, “finesse” their craft, and gain greater 
trust. Participants reported that this exclusive dyad structure 
also allowed families to feel more confident in the services 

they received; they felt that this increased confidence in turn 
translated into more effective care for families.

Moreover, there was agreement across stakeholders 
that thinking about sustainability and relationship build-
ing needs to begin at the start of implementation and is 
necessary for successful integration. One way that was 
accomplished in this program was to choose community 
service agencies as the intervention sites. These agen-
cies were already equipped to provide ECMH services 
and could potentially sustain the program after the grant 
funding ended. Participants noted that this approach can 
help set up systems and build agency-level relationships 
(e.g., workgroups and interagency collaborations) that last 
beyond funding from a single grant.

Participants perceived strong relationships across agen-
cies as essential for the effective implementation of the 
model. They described the importance of identifying the 
right individuals within organizations to connect with. 
These point people could champion the model within their 
respective agencies and serve as a bridge between agen-
cies. Shared values and well-aligned goals were described 
as extremely important when pursuing interagency collab-
orations. Participants highlighted the importance of devel-
oping relationships across agencies, particularly with those 
in positions of power who were able to make decisions 
regarding the program. By doing so, both agencies were 
able to maintain an investment in the partnership and keep 
the project moving even during times of staff turnover.

One positive outcome of building these relationships 
between agencies was better communication and shared 
patient management. Participants described “creating 
really nice systems for communication” that resulted 
in “more tight coordination and communication” and 

Table 1  (continued)

No Theme Example  quotesa

4 Flexibility and resourcefulness can help overcome logistical chal-
lenges in integration

“I wanna say for the first time in a month, I talked to a parent in detail 
about what we did… how that was initiated was because the kiddo 
said “I wanna read a book,” and they have their own books in their 
[primary care center waiting] area, which doesn’t help either, and I 
kind of intervene and come over and say “I have this book—which 
one do you want?” And then, you know, parent came to give this 
back after the kiddo was done reading it, and that’s when I got in 
and interacted with them.”

-Intensive Care Coordinator

“We do have one of the clinical workers from [the community service 
agencies] going to [the health center] every single week to attend 
their huddles. So [community service agencies staff] goes every 
week to attend the huddles where they really meet to discuss differ-
ent services, so having her there has been really helpful in terms of 
like putting a face to the work we’re doing and increasing awareness 
of the system of care model.”

-Community Service Agency Leader

a Quotes are presented verbatim
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changed the working relationship between the commu-
nity service agencies and the health centers. This led to 
in-person meetings and created a sense of teamwork and 
collaboration between staff from both agencies.

Theme 2. Capacity‑Building Activities Can Be 
Leveraged to Build Solidarity and Improve 
Implementation

In addition to direct service delivery, the MA-SOC program 
also held ECMH trainings, workshops, and learning sessions 
across the state. Some of these were only for MA-SOC staff; 
others were open to all providers and professionals interested 
in ECMH across the state. Attendees at these events came 
from a variety of disciplines including medical practitioners, 
community-based workers, and others working in ECMH 
in different sectors. Stakeholders identified these capacity-
building activities as key elements they would like to see 
replicated in future ECMH programming. They felt these 
activities allowed them to share experiences across the dif-
ferent program sites. They explained that this was particu-
larly important in the field of ECMH, where few providers 
have specialized training in mental health for very young 
children. Participants explained how these activities helped 
dismantle misconceptions and improved referrals and ser-
vice delivery across systems.

Furthermore, participants felt that bringing together dif-
ferent types of providers for capacity-building activities 
helped infuse a “shared language” and vocabulary across 
sectors. This helped in “bringing everyone together” and 
building solidarity across agencies, fields, and cities. Par-
ticipants also felt validated by the opportunity to share chal-
lenges and struggles with those from other agencies and 
cities. They reported how it boosted morale and sustained 
momentum. It also gave them opportunities to devise cross-
discipline solutions together because of the unique perspec-
tives different providers brought with them.

Theme 3. Financial Challenges are a Primary Barrier 
to Building Efficacious Systems of Care

Barriers to the successful implementation described by 
stakeholders centered on financial challenges to building sys-
tems of care. For example, family partners and intensive care 
coordinators described a high level of administrative burden 
related to scheduling families, attending mandatory train-
ings and workshops, and entering required data into both 
electronic health records and grant-specific databases. They 
felt that these time and labor-intensive tasks compounded 
administrative stress and detracted from service delivery. 
Stakeholders reported that including funding for a desig-
nated point person at each site for these administrative tasks 
was essential to include in future scaled-up versions of the 

MA-SOC program. Similarly, they also deemed it essential 
to have a point person for behavioral health integration who 
oversaw and managed the model at the site level.

Difficulties with staff retention and inadequate compensa-
tion were also identified as significant challenges to imple-
mentation. Participants noted that turnover disrupts work-
ing relationships in the family partner and intensive care 
coordinator dyads. It also disrupts working relationships at 
the agency level if the main point of contact leaves. Partici-
pants explained that this disruption to relational continuity 
can impact progress at the family and agency levels. Inad-
equate compensation for intensive care coordinators, family 
partners, and other staff who work in community service 
agencies and community health centers contributed to this 
problem. Participants highlighted that staff compensation 
in community service agencies and community health cent-
ers were not comparable to those offered in other sectors 
(e.g., large hospital systems, school systems, and state agen-
cies) and that increasing compensation could help in staff 
retention.

At the policy level, strategic recommendations suggested 
by stakeholders included (1) working to change insurance 
systems to allow billing for prevention work with very young 
children and (2) increasing overall rates of compensation for 
family partners and intensive care coordinators. In particular, 
highlighting the value of pay equity between intensive care 
coordinators and family partners was seen as transformative 
and necessary to increase respect for the family partner role. 
These recommendations to respect the role of the family 
partner and ensure that they receive parity in compensation 
are in line with efforts to formalize similar professions, such 
as community health workers. These efforts include having 
their work and expertise be recognized by insurers and the 
field (Gilkey et al., 2011).

Primary care sites also faced a challenge in dedicating 
staff time to the project without receiving grant funds to 
cover the expense. Staff at the community service agencies 
received grant funding for their positions; however, primary 
care sites were not reimbursed for staff participating in MA-
SOC. Instead, primary care sites received funds to offset 
quality improvement costs to integrate behavioral health ser-
vices. Without financial compensation, staff at the partnering 
primary care sites were not able to devote as much time to 
the program. Strategically selecting the right people within 
agencies with shared values and goals (as described in theme 
1) helped ensure that key individuals remained invested in 
the partnerships and collaboratively navigated challenges to 
allow the model to function smoothly.
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Theme 4. Flexibility and Resourcefulness Can Help 
Overcome Logistical Challenges in Integration

A key aim of MA-SOC was to increase behavioral health 
integration into primary care by having the community 
service agencies teams be physically and administratively 
linked with the primary care sites. Stakeholders in our sam-
ple reported challenges with integration due to a lack of 
physical space and bureaucratic barriers, such as an inabil-
ity to share electronic health records across agencies. The 
inability to collaborate electronically on patient care and 
logistical difficulties in sharing physical spaces were signifi-
cant barriers to integration.

Stakeholders used creative strategies to navigate around 
these barriers in order to achieve higher levels of integra-
tion. For example, they engaged families in the waiting 
area of primary care sites and attended meetings and “hud-
dles” to ensure that agencies could put “a face to the work” 
and remain connected during implementation. Participants 
described being resourceful and flexible to ensure that lack 
of physical integration and shared access to health records 
did not impede project success. They noted that these 
approaches improved patient care, enhanced feelings of 
collaboration and mutual respect, increased referrals from 
primary care sites to the team, and positively impacted work-
ing relationships between all agencies involved.

Discussion

In this study of an integrated primary care ECMH program 
implemented across three cities, we identified a variety of 
factors which may inform the implementation of similar 
models. Our findings have important implications for other 
states implementing and scaling up similar models of ECMH 
systems of care services.

Stakeholders in our study identified relationship-building 
across staff and agencies as an important facet of imple-
mentation. Building such relationships includes identifying 
shared norms and values and investing in common goals in 
the vision for the model. Although the importance of multi-
level alignment and investment for positive implementation 
is documented in the literature (Aarons et al., 2014; Behar & 
Hydaker, 2009; Swain et al., 2010), our findings suggest that 
this is especially important when there are minimal financial 
incentives. In programs such as MA-SOC, where multiple 
agencies are attempting to create a coordinated system of 
care, a lack of flexible funding poses a significant challenge. 
However, agencies can overcome these resource deficits if 
they have strong champions who have a deep investment in 
the goals of the program and who have partnerships with 
each other. States should pay close attention to the organi-
zational values and individual goals of staff and leadership 

when selecting agencies and sites for participation in such 
programs.

Participants in our sample identified resources and sup-
port for staff, turnover rates, staffing infrastructure, and other 
financial logistics as important issues that affected imple-
mentation. Funding, systematic support, and prioritization 
are necessary to sustain innovative programs in public men-
tal health agencies (Bond et al., 2014). Staff turnover, in par-
ticular, was a common challenge brought up by participants 
in this study and is a commonly identified issue in the mental 
healthcare workforce (Hyde, 2013). In MA-SOC, efforts to 
promote a culture of ECMH and build networks between 
primary care practices and behavioral health services were 
hindered by changes in staff. Staff turnover increases costs, 
limits the effectiveness of the organization, and negatively 
impacts staff morale, which plays a key role in performance 
and productivity when working with families (Aarons et al., 
2012). However, participants in our sample identified a few 
key areas for intervention that could reduce this issue in 
future projects. Based on our findings, we first recommend 
building more administrative support into direct service 
programs to decrease exhaustion and burnout. Additionally, 
increased compensation rates and pay equity between staff 
(family partners and intensive care coordinators) is indi-
cated. There is growing evidence of the value of peer pro-
fessionals such as family partners in ECMH service-delivery 
(Burton et al., 2014; Gilkey et al., 2011; Nayak et al., 2021). 
Ensuring fair compensation for family partners is a factor 
in the professionalization of the role. Our findings spotlight 
the need for equitable reimbursement policies through insur-
ance companies to compensate family partners and other 
peer professional services.

Access to evidence-based treatments and specialized clin-
ics is a common challenge for families with young children 
needing mental health supports. Primary care can serve as 
an important entry point for children to receive these ser-
vices if integration is done well (Davis et al., 2013). In our 
study, participants emphasized that integration into primary 
care was particularly difficult because the current models of 
care were designed for siloed health services. Stakehold-
ers faced issues such as a lack of physical space, hindering 
physical integration, as well as a lack of access to shared 
electronic health records. Although participants described 
creative and flexible strategies to work around these chal-
lenges, these findings underscore the need to develop coor-
dinated systems during implementation. When planning to 
integrate behavioral health into primary care settings, the 
implementation must include efforts to overcome physi-
cal, virtual, and electronic barriers to integration. This is 
one area where the value of strong relationships and buy-in 
from all agencies could be particularly salient. From a larger 
systems standpoint, these results suggest that healthcare 
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policies must focus on improving secure data sharing to 
foster better inter-agency collaboration.

Moreover, for a project like MA-SOC to be successful, 
primary care practices must conceptualize ECMH services 
as essential to health care and incorporate behavioral health 
providers into the primary care team. Participants in this 
study highlighted the value of capacity-building activities 
in helping to increase knowledge in this area and drive this 
shift statewide. The workforce development activities of 
this program allowed stakeholders to build their networks 
and nurture supportive partnerships that increased motiva-
tion and strengthened the overall system for ECMH in the 
state. Such activities have the added benefit of expanding 
professional networks, which provide knowledge, advice, 
and expertise (Bunger et al., 2016). Professional networks 
allow key stakeholders to share ideas with one another to 
begin linking knowledge to action, which plays a major role 
in sustainability (Henry & Vollan, 2014). For states that 
might be trying to improve ECMH through a similar primary 
care-based program, we recommend designing projects with 
a larger vision in mind, ensuring that features of the project 
can help increase the quality of services provided in addition 
to the quantity.

Limitations

Although a purposive sampling strategy allowed the 
researchers to gain perspectives from all relevant stakehold-
ers, it is possible that stakeholders who chose to participate 
might have had a favorable opinion of the model and its 
implementation, leading to potential selection bias in the 
findings. Furthermore, the unique context of Massachusetts 
as a state with a robust public health system that has engaged 
in concerted efforts to build ECMH systems may reduce the 
transferability of these results to dissimilar state contexts.

Conclusions

This study identified several implementation facilitators. 
These include the need to be strategic when choosing agen-
cies to participate, prioritizing shared values and buy-in, 
focusing on increased compensation to reduce turnover, and 
developing ECMH projects inclusive of infrastructure and 
sustainability efforts. These results lay the foundation for 
future research into ECMH statewide program implementa-
tion. In particular, future research could focus on identifying 
what characteristics can help increase buy-in towards ECMH 
programs and how best to use workforce development activi-
ties to reach a broader cadre of ECMH stakeholders within 
a given state. Testing and piloting strategies to increase 
the integration of behavioral health in primary care is also 

warranted. Results from this study can serve as a prelimi-
nary guide for states who are interested in improving ECMH 
through publicly funded programming and developing long-
term sustainable systems of care for young children’s mental 
health and well-being.
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