Supplemental Material 1: Core TEAMUP BHI Intervention Components

All three FQHCs included in this study implemented the following components as part of the TEAM UP for Children pediatric BHI intervention.
 
	Component
	Description

	Universal screening
	Universal screening for pediatric behavioral health problems, family material need problems, and parental mental health problems during early childhood

	Colocation
	Medical and behavioral health providers and services located in the same facility

	Integrated clinical systems
	A unified, shared care plan for each patient; shared clinical workflows, protocols, and office processes that facilitate collaboration.

	Team-based care
	Behavioral health clinicians, community health workers, and primary care team members collaborating via consultation or as part of the same care team caring for a common panel of patients.

	Stepped-care
	Behavioral health services (therapy) are provided to patients incrementally based on patients’ clinical needs and patient/family preferences by integrated behavioral health clinicians who initiate assessment, treatment, and re-assessment of patients and families within primary care. Integrated behavioral health clinicians practice within pediatric primary care.

	Continuous quality improvement
	Routine collection and use of measured practice-based data to improve clinical, operational, and financial outcomes.





Supplemental Material 2: Additional Information on Participants and Data Collection

Participants

In this study, we use the term “Community Health Worker” (CHW) in alignment with the American Public Health Association (n.d.) definition of a CHW: “A community health worker is a frontline public health worker who is a trusted member of and/or has an unusually close understanding of the community served. This trusting relationship enables the worker to serve as a liaison/link/intermediary between health/social services and the community to facilitate access to services and improve the quality and cultural competence of service delivery.” All CHWs had prior experience working with children, completed a CHW training (which could be acquired after hire), had high school equivalency, and were often bicultural and bilingual.

Research Team and Reflexivity

Semi-structured interviews were conducted at each clinic site by research staff (KB [female], AF [female], CH [male], DM [female], MD [female], MBM [female]). At the time of this study, KB was a PhD student in health services research with an MPH degree and prior experience with qualitative research; AF was a medical student with BS degree; CH was a medical student with BS degree; AA was a ScD student with a BS degree and prior experience with qualitative research; MT was a TEAM UP Program Manager with MPH degree; DM was a TEAM UP Project Manager with PhD in Psychology; MD is a child and adolescent psychiatrist (with a MD degree); MBM is a pediatrician and health services researcher (with MD and MSc degrees) and prior experience with qualitative research. Interviewers did not have a relationship with interviewees prior to the commencement of the study. Interviewees had knowledge that the interviewers were part of the TEAM UP for Children evaluation research team prior to their participation in the study. All interviewers participated in the study because of their research interest in pediatric BHI.

Interview Guide Development
Semi-structured interview guides were iteratively developed amongst a team of researchers involved in the implementation and evaluation of the TEAM UP for Children Initiative in the studied FQHCs. Researchers involved in the development of the interview guides included: pediatricians, child and adolescent psychiatrists, a pediatric nurse practitioner, a psychologist, and health services researchers. Once developed, the interview guides were piloted among a few interviewees and re-evaluated amongst the research team for whether changes were necessary. No substantive changes were deemed as necessary following the pilot interviews. 
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Supplemental Material 3: Primary Care Clinician Interview Guide (for pediatricians, physician assistants, or nurse practitioners)

1. As I mentioned, our purpose today is to understand barriers and facilitators to integrating behavioral health and pediatric primary care at [state clinic name].  I will be using the term “integrated” and “behavioral health integration” throughout this interview, which means different things to different people.  Can you tell me what behavioral health integration means to you?
a. Probe (if provides short answer): In your opinion, what are the defining features of behavioral health integration? What does it look like? 

2. If you could implement your ideal behavioral health and pediatric primary care integration initiative, what would it look like and entail?  Please describe from the patient’s point of view what would happen from the time that they enter the clinic until when they leave in an ideal world.

3. What are the most common patient or family behavioral health problems that you encounter in your day-to-day practice? 

4. What, if any, behavioral health problems (such as anxiety and depression) do you diagnose and treat? How comfortable are you with doing so? How do you feel about prescribing psychiatric medication? How comfortable are you in talking about behavioral health topics with children and their families? What would make you more comfortable in performing any of these activities?

5. Do you think that assessing for and treating behavioral health problems are the job of a pediatrician/pediatric provider? Why or why not? Where should your role end and the behavioral health providers’ begin?

6. In thinking of your day-to-day practice, in what ways do you work with behavioral health providers here to provide children and families behavioral health services? 
a. In general, how would you describe the level of collaboration, quality of communication, and overall working relationships between primary care and behavioral health providers here?
b. Probe (if provides short response to second question):  What are examples of the type of collaboration, communication, and/or working relationship you described?

7. What challenges do you think your clinic will encounter in its efforts to fully integrate behavioral health into primary care at this Center?  
a. Why?  
b. What will make it harder to have full behavioral health integration here? 
c. How might these barriers be overcome?   

8. How will [or has] integrating behavioral health and primary care changed your relationships with other providers and staff, or changed your work environment and culture?

9. How will providers and staff juggle implementing this project (integrating behavioral health) with the many other projects and demands at the Center?  
a. Do the benefits outweigh the costs?

10. What structural supports need to be put into place to make behavioral health integration a routine part of providers’ day?  
a. What steps/processes would facilitate integration activities?

11. What about this Center will help lead to successful behavioral health integration?  

12. What emotional supports (ways to enhance resilience, focus and energy) do you feel need to be put into place for providers involved in integration services?

13. We believe providers work best when they feel fulfilled by their work, which is what we call “professional fulfillment”.  What aspects of your work would you say contribute most to you feeling professionally fulfilled (these can be aspects you would like to experience or currently do experience)? 
a. What does it mean to you to feel fulfilled by your work? 
b. What ways do you feel your organization can improve primary care providers’ sense of professional fulfillment?  
c. How might participation in this project change your sense of professional fulfillment?

14. How do you think having integrated behavioral health and primary care will affect patients’ experiences at the health center?  
a. Children’s overall health? 
b. Families’ satisfaction with their care?

15. What are your opinions on the level of support your clinic will/has received from your Health Center leadership during the implementation of this program, as well as sustaining it once funding ends?
Is there anything that we have not covered that you think that I should know about how behavioral health integration at your site will affect patient care?

Thank you for your time.




Supplemental Material 4: Behavioral Health Clinician (BHC) Interview Guide (for integrated and specialty BHCs)

1. As I mentioned, our purpose today is to understand barriers and facilitators to integrating behavioral health and pediatric primary care at [state clinic name].  I will be using the term “integrated” and “behavioral health integration” throughout this interview, which means different things to different people.  Can you tell me what behavioral health integration means to you?
a. Probe (if provides short answer): In your opinion, what are the defining features of behavioral health integration? What does it look like?

2. If you could implement your ideal behavioral health and pediatric primary care integration initiative, what would it look like and entail?  Please describe from the patient’s point of view what would happen from the time that they enter the clinic until when they leave in an ideal world.

3. What are the most common patient or family behavioral health problems that you encounter in your day-to-day practice? 

4. Do you think that assessing for and treating behavioral health problems are the job of a pediatrician/pediatric provider?  
a. Why or why not?  
b. Where should the pediatrician’s/pediatric provider’s role end and your role begin?

5. In thinking of your day-to-day practice, in what ways do you work with primary care providers here to provide children and families behavioral health services? 
a. In general, how would you describe the level of collaboration, quality of communication, and overall working relationships between primary care and behavioral health providers here?
b. Probe (if provides short response to second question):  What are examples of the type of collaboration, communication, and/or working relationship you described?

6. What challenges do you think your clinic will encounter in its efforts to fully integrate behavioral health into primary care at this Center?  
a. Why?  
b. What will make it harder to have full behavioral health integration here? 
c. How might these barriers be overcome?   

7. How will [or has] integrating behavioral health and primary care changed your relationships with other providers and staff, or changed your work environment and culture?

8. How will providers and staff juggle implementing this project (integrating behavioral health) with the many other projects and demands at the Center?  
a. Do the benefits outweigh the costs?

9. What about this Center will help lead to successful behavioral health integration?  

10. What structural supports need to be put into place to make behavioral health integration a routine part of providers’ day?  
a. What steps/processes would facilitate integration activities?

11. What emotional supports (ways to enhance resilience, focus and energy) do you feel need to be put into place for providers involved in integration services?

12. We believe providers work best when they feel fulfilled by their work, which is what we call “professional fulfillment”.  What aspects of your work would you say contribute most to you feeling professionally fulfilled (these can be aspects you would like to experience or currently do experience)? 
a. What does it mean to you to feel fulfilled by your work? What ways do you feel your organization can improve behavioral health providers’ sense of professional fulfillment?  
b. How might participation in this project change your sense of professional fulfillment?

13. How do you think having integrated behavioral health and primary care will affect patients’ experiences at the health center?  
a. Children’s overall health? 
b. Families’ satisfaction with their care?

14. What are your opinions on the level of support your clinic will/has received from your Health Center leadership during the implementation of this program, as well as sustaining it once funding ends?

Is there anything that we have not covered that you think that I should know about how behavioral health integration at your site will affect patient care?

Thank you for your time.


Supplemental Material 5: Other Pediatric Staff Interview Guide (e.g., for community health workers, nurses, medical assistants, clinic administrators, TEAM UP Program Managers)

1. As I mentioned, our purpose today is to understand barriers and facilitators to integrating behavioral health and pediatric primary care at [state clinic name].  I will be using the term “integrated” and “behavioral health integration” throughout this interview, which means different things to different people.  Can you tell me what behavioral health integration means to you?
a. Probe (if provides short answer): In your opinion, what are the defining features of behavioral health integration? What does it look like?

2. If you could implement your ideal behavioral health and pediatric primary care integration initiative, what would it look like and entail?  Please describe from the patient’s point of view what would happen from the time that they enter the clinic until when they leave in an ideal world.

3. What are the most common patient or family behavioral health problems that you encounter in your day-to-day work? 

4. In thinking of your day-to-day practice, in what ways do you work with primary care and behavioral health providers here to provide children and families behavioral health services? 
a. In general, how would you describe the level of collaboration, quality of communication, and overall working relationships between primary care and behavioral health providers here?
b. Probe (if provides short response to second question):  What are examples of the type of collaboration, communication, and/or working relationship you described?

5. What challenges do you think your clinic will encounter in its efforts to fully integrate behavioral health into primary care at this Center?  
a. Why?  
b. What will make it harder to have full behavioral health integration here? 
c. How might these barriers be overcome?  

6. How will [or has] integrating behavioral health and primary care changed your relationships with other staff and providers, or changed your work environment and culture?

7. How will staff and providers juggle implementing this project (integrating behavioral health) with the many other projects and demands at the Center?  
a. Do the benefits outweigh the costs?

8. What about this Center will help lead to successful behavioral health integration?  
9. What structural supports need to be put into place to make behavioral health integration a routine part of providers’ and staff members’ day?  
a. What steps/processes would facilitate integration activities?

10. What emotional supports (ways to enhance resilience, focus and energy) do you feel need to be put into place for staff involved in integration services?

11. We believe clinic staff work best when they feel fulfilled by their work, which is what we call “professional fulfillment”.  What aspects of your work would you say contribute most to you feeling professionally fulfilled (these can be aspects you would like to experience or currently do experience)? 
a. What does it mean to you to feel fulfilled by your work? 
b. What ways do you feel your organization can improve staff members’ sense of professional fulfillment?  
c. How might participation in this project change your sense of professional fulfillment?

12. How do you think having integrated behavioral health and primary care will [or has] affect patients’ experiences at the health center?  
a. Children’s overall health? 
b. Families’ satisfaction with their care?

13. What are your opinions on the level of support your clinic will/has received from your Health Center leadership during the implementation of this program, as well as sustaining it once funding ends?

Is there anything that we have not covered that you think that I should know about how behavioral health integration at your site will affect patient care?

Thank you for your time.




Supplemental Material 6: Detailed Qualitative Analysis Methods
Interview data were transcribed and analyzed using constant comparative methods informed by grounded theory. Two researchers (KB, AF) read all transcripts to identify overarching themes and developed a preliminary codebook of distinct codes. The codebook was refined through a series of group discussions with research staff (KB, AF, CH, AA, MT, DM, MD, MBM) until group consensus was reached on a final set of codes. Research staff included health services researchers, medical students, social and behavioral science researchers, a child psychiatrist, a pediatrician, and a TEAM UP program manager. Five researchers (KB, AF, CH, AA, MD) independently coded the transcripts using Nvivo qualitative data analysis software (QSR International Pty Ltd., version 11). All researchers coded a subset (n = 3) of all transcripts (n = 34) to ensure consistency in coding. The three transcripts were selected for our consistency evaluation because their content reflected the breadth of all our codes. Disagreements in coding were resolved through group discussion until consistency in coding was reached. A coding tree is available from the corresponding author upon request. Participants were provided the results following the analysis and provided an opportunity to give feedback.
Supplemental Material 7: Summary of perceived barriers and facilitators to pediatric BHI identified within each theme and CFIR model domain
	CFIR Domain
	Theme
	Sub-theme
	Perceived Barrier(s)
	Perceived Facilitator(s)

	Outer setting
	Financing the pediatric BHI
	--
	· Some services and processes are non-reimbursable or difficult to reimburse
· Gap in knowledge regarding implementing and sustaining internal billing systems and processes to maximize reimbursement for behavioral health services
· Cost-accounting to demonstrate a return on investment
	· Ongoing training and technical assistance on billing procedures and systems for pediatric BHI models
· Negotiating directly with payers to advocate for changes in reimbursement policies that support integrated clinic operations

	
	Partnerships with community organizations and providers
	--
	· Lack of partnerships with community organizations (schools, social service organizations) and local medical and behavioral providers
· Lack of routine processes in place for communicating with schools
	· Having a dedicated clinic staff member responsible for liaising with school clinicians
· Having routine joint meetings with school clinicians and clinic staff

	
	Community supply of specialty behavioral health providers
	--
	· Limited supply of specialty BHCs in the community that could provide long-term treatment/psychiatry
	--

	
	Characteristics of patient population
	--
	· Characteristics of patient population cause difficulties engaging patients in behavioral health care during patient transitions between PCPs and integrated BHCs or between integrated BHCs and specialty BHCs.
	· Coordinating the transition of patients between providers (care coordination for behavioral health services)

	Inner setting
	Structures
	Staffing
	· Maintaining appropriate staffing levels of BHCs, CHWs, and administrative support
· Lack of diversity in gender, language capability, and prescribing capability of BHC staff
· Back-to-back scheduling of BHC appointments
· Limited supply of specialty BHCs on-site that could provide long-term treatment/psychiatry
	· Hiring more BHCs, CHWs, and administrative support
· Hiring more diverse BHCs
· Using alternative staffing models for BHCs (e.g., on-call “floating” BHC; scheduling BHCs every other half-hour).
· Increasing provider and staff salaries
· Including team members of prospective employees in hiring process
· Ensuring new hires and existing staff have the appropriate knowledge, skills, and experience

	
	
	Team structure
	· Patients’ basic needs must be met before providers can effectively address behavioral health concerns
· PCP and BHC lack of time to address patients’ basic needs
	· Having CHWs as part of the integrated care team

	
	
	Physical space
	· Limited physical space for integrated BHCs to meet with patients in primary care
· Slowdowns in PCP workflow due to BHCs using exam rooms to meet with patients
	· Dedicated space for integrated BHCs to meet with patients 

	
	Collaboration
	Communication
	· Lack of communication between integrated BHCs and PCPs for patients who are receiving ongoing therapy within primary care
· Lack of communication between integrated primary care teams and specialty behavioral health following patient referrals to on-site specialty behavioral health
· Potential creation of a “third silo” of providers if integrated BHCs are not well networked with both primary care and specialty behavioral health teams
	· Recurrent case review meetings among primary care, integrated behavioral health, and specialty behavioral health providers and staff
· Protecting provider and staff time for case review and other BHI-related meetings
· Standardizing the way routine notes are recorded in the EHR
· Informal communication between providers (before and after patient appointments)
· EHR messaging between providers
· Co-location of integrated BHCs with primary care team (including having “floating offices” for integrated BHCs)
· PCPs and integrated BHCs monitoring each other’s schedules 
· Monthly all staff meetings

	
	
	Trust and respect
	· Power imbalances between BHCs and physicians 
· Lack of integrated budgets across primary care and behavioral health departments 
	· Co-location of integrated BHCs with primary care team
· Protected time for providers and staff to participate in informal social gatherings with each other
· Integrating financial resources across primary care and behavioral health departments in to a global budget to mitigate power imbalances

	
	
	EHR information exchange
	· Poor EHR usability (difficult to find patient information quickly; difficult to update patient information quickly; poorly organized patient notes)
· Lack of live updates to treatment plans
· Medical and behavioral treatment plans in separate places in the EHR
· Requiring PCPs request permission each time access to patients’ behavioral health notes is needed 
	· Shared access to patient notes/treatment plans among BHCs and PCPs
· Improving the organization of patient notes so that it is more intuitive to providers

	Characteristics of individuals
	Stigma
	--
	· Staff member’s use of inappropriate terminology to describe behavioral health during interactions with patients
· Lack of staff comfort when working with patients with behavioral health problems
· Inappropriately inquiring about patient behavioral health following integrated BHC consultations
	· Training staff on behavioral health 

	
	Compassion
	--
	· Need for PCPs to express greater compassion, patience, and comfort towards patients who behave emotionally or are dealing with complex social issues
	· Training PCPs on behavioral health
· Training PCPs on how to be more compassionate, patient, and comfortable with patients who are emotional or dealing with complex psychosocial or environmental circumstances

	
	Provider and staff well-being
	--
	· Provider and staff feelings of helplessness related in part to not being able to help patients in need
· Emotional toll that challenging patients may have on BHCs
· PCP documentation burdens
· Adverse patient events (e.g., suicide)
	· Increased opportunities for provider and staff professional development
· Increased opportunities for colleague interaction and support, including protected time to engage in informal gatherings with colleagues
· Increased provider and staff autonomy
· Time and space throughout the workday for reflection
· Scribes to alleviate PCP documentation burdens
· Protected time for regular supervision for BHCs and CHWs
· Adequate remuneration
· Opportunities to take vacation
· Receiving appreciation for work
· Discussing patient issues at meetings (as opposed to staff/workflow related topics)
· Receiving support from leadership
· Formal team debriefings following traumatic patient events
· Group meetings facilitated by a mental health professional following adverse patient events (e.g., patient suicide)


-- under the sub-theme column denotes that no sub-domains existed for the identified theme; -- under the barrier or facilitator column denotes that no barriers or facilitators, respectively, were identified for the specific theme/sub-theme.

