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    Foreword  

    The Landscape of Integrated Behavioral Health Care Initiatives    

 Five decades ago, orthodoxy reigned in the canons of medical science: medical 
breakthroughs, scientifi c discoveries, and lifesaving procedures were occurring at 
an ever-increasing pace, and new specialties and subspecialties were brought into 
existence to accommodate these new discoveries and incorporate them into clinical 
care. Medical progress was understood as inexorably linked to deeper and more 
narrowly focused biological and biochemical inquiry. Biomedicine reigned supreme. 
The generalist heart of the health care system was being hollowed out, disappear-
ing, supplanted by an explicit priority for specialism and a burgeoning army of 
specialists and subspecialists. 

 A few observers noticed that this biomedical hyper-specialization, however con-
ducive to discoveries at the molecular level, was also exacerbating the fragmenta-
tion in an already-fragmented health care system. Within such a system, clinicians 
were unable to make good use of these marvelous discoveries. Diseases were under-
stood, but patients weren’t getting healthier. This problem led to three develop-
ments: (1) a new   , more comprehensive, and integrated model of medical science 
and health care, the biopsychosocial model; (2) a new appreciation of the shortfalls 
in health care; and (3) recommendations to redesign the health care system with a 
foundation of primary care, to better remedy these perceived shortfalls (vide the 
Millis, Willard, and Folsom Reports). 

 Family Medicine was born, and took off, together with General Internal Medicine 
and General Pediatrics, to heal this fragmentation and to lay in a foundation for our 
health care system that was personal, coordinated, and comprehensive. Behavioral 
health was baked into Family Medicine from the beginning, principally as a training 
requirement. But there were many problems with this initial rollout:

•    First, there was little agreement on what was meant by integration, behavior   , and 
other basic terms.  

•   Second, the research support was thin and inconsistent.  
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•   Third, there were unanticipated diffi culties with actually incorporating behav-
ioral health care into primary care effectively. Local variations in the primary 
care settings, and the context in which they existed, made it diffi cult to arrive at 
general principles – implementation was maddeningly local.  

•   Fourth, there were plenty of behavioral clinicians around, but they hadn’t worked in 
primary settings. Transition from one setting, culture, and paradigm was jarring.  

•   Fifth, there are costs associated with integration that were diffi cult or even impos-
sible to cover, particularly in a fee-for-service, behavioral carve-out environment.  

•   Finally, purchasers, payers, and even patients had no experience with this kind of 
care, didn’t realize its advantages, and as a result, weren’t particularly motivated to 
advocate for it.    

 This is not how the world of integrated behavioral–primary care looks today. In 
fi ts and starts, there has been signifi cant progress on many of these fronts. This kind 
of integrated care turns out to be a very good idea, with solid evidence (that can be 
found in the pages that follow) behind it. There have been beautiful conceptual 
formulations of how this kind of care can look, how behavioral and primary care 
clinicians can be trained to work together, and how clinics, payers, purchasers, and 
policymakers can respond to this opportunity and succeed. 

 The notion of integrated primary care has taken hold and looks like it is here to 
stay. But there are still problems aplenty. The very growth of interest in whole-per-
son primary care itself creates problems. For the fi rst time, it is becoming impossi-
ble to keep up with the literature – with the trials, demonstration projects, pilots, and 
innovations across the nation. We have not yet developed the means to learn from 
the experience of others. We still suffer from a crippling lack of agreement about 
our terms, criteria, prerequisites, and principles. We have not yet made a suffi ciently 
compelling case for integration that disrupting the status quo seems worth it to those 
doing well today. We don’t know how to design trials for these incredibly complex, 
multilevel transformations that will tell us whether we are making progress. So 
today, even though we can be heartened by the ever-widening support for and adop-
tion of integrated forms of care, there remains resistance, confusion, and challenge 
in the fi eld of integrated care. 

 Talen and Valeras, along with their distinguished authors, understand the state of 
the fi eld, the problems and barriers we are facing, and what must be done next. They 
have aimed this book squarely at the problems in the fi eld  today . It is fi tting that in 
a fi eld that avers the primacy of integration and coherence, this book advances this 
fi eld’s coherence. To begin, the reader will fi nd a rigorous and defensible shared 
lexicon, an early report on a beautiful pre-empirical research effort still under way 
that clears out one of the most consistent impediments to progress in science. Other 
authors have reviewed the scattered and inconsistent literature on clinical integra-
tion and pulled it into a useful, internally consistent framework – they have orga-
nized wildly variable evidence and data into a sensible, consistent matrix that is 
easy to read and use. Now we can see where we are! Now we can see what to do 
next, from the simple to the complex. And this is    not only true for clinical or opera-
tional dimensions of collaboration, but also the policy, macro dimension, as well. 

Foreword 
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It will take good policy to sustain collaborative care, and this book points the way 
ahead for policymakers and funders. 

 Finally, this volume reminds us that collaboration goes beyond those in primary 
care and those in the behavioral sciences. We must collaborate with the patient, the 
patient’s family, the patient’s community, and others. Some of the principles are the 
same, and yet effective collaboration requires that we approach each of these part-
ners humbly, carefully, and on their own terms and fi nd a unique way to make that 
partnership work. This book equips the fi eld with advice and warnings that make 
these extended collaborative partnerships more likely to succeed. 

 You have in your hands a book that fi ts its times, that meets the fi eld right where  
it needs most. Read this and you will surely emerge more knowledgeable and better 
equipped to join the rising tide of patients, clinicians, practice leaders, educators, 
researchers, policymakers, carriers, and purchasers whose lives, health, and welfare 
are improved by collaborative care.  

    Frank   V.   deGruy   
   Susan   H.   McDaniel      

 Foreword
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 We cannot fi nd the right words to adequately acknowledge the important infl uences 
of a diverse group of colleagues who have shaped this book—some in uninten-
tional, simple ways, and others who were the backbone for this project. We want to 
recognize those who have sustained this project from an idea to a completed manu-
script. The idea for this book came serendipitously when I (Mary) visited Maine and 
met pioneering integrated behavioral health care providers through MeHAF (Maine 
Health Care Access Foundation   ). Laura Ronan, a consultant at MeHAF, and I sparked 
up a conversation where we shared a secret about feeling like we were in a swirl of 
confusion in this fi eld. She propelled the initial goal of this project—to provide 
some order to the chaos—and helped set guidelines for evaluating behavioral health 
initiatives. Laura, who has the talent for drilling down to the details, wanted to 
decipher the passion and vision conversations from the evidence-based practice 
statements. With her love of charts, she helped organize the “data” and helped 
defi ne the common components of integrated behavioral health initiatives. By 
chance   , Bill Gunn introduced me to Aimee Valeras who was able to walk onto this 
ambitious project as a coeditor in November of 2011. She brought to this project her 
strong clinical experience, keen critical analysis, and editorial skills. 

 The third serendipitous event was meeting CJ Peek at the CFHA annual meeting 
in 2010 and learning more about his efforts to form a lexicon for the stakeholders in 
integrated behavioral health. Without his tenacious efforts to organize the commu-
nity, we would still be fl oundering. CJ Peek has an unassuming, approachable style 
with an engineer’s sensibilities in his work. He has the knack for communicating 
sophisticated, robust concepts as if you were talking at the kitchen table. He is an 
expert at turning dry academic writing into something that has a narrative fl ow. We 
have turned to CJ at every juncture and impasse and he generously gave his time, 
detailed suggestions, and thoughtful revisions. He would pose questions to help us 
and other authors better articulate our subject. Without the lexicon and parameters, 
this book project would not be. 

  Acknowledgments  
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 The last serendipitous event was the willingness of our stellar roster of authors 
who joined this endeavor. We were continually surprised whenever we approached 
experts in the fi eld with their level of interest, openness, and investment in writing 
on their topic. Our regular conference calls with our authors were mini-tutorials  
that helped us connect the dots between a host of projects and perspectives from 
diverse groups around the USA. These authors devoted more time than they initially 
anticipated and shaped the way that we think about the breadth and depth of behav-
ioral health and all of its nuances of meaning and reiterations of practices. We are 
thankful for the opportunity to have worked with such a talented group. 

 Lastly, we want to acknowledge the support of our institutions. I (Mary) have had 
   the luxury of working within several family medicine residency programs that pro-
vided the rich experiences and support for integration of behavioral health—in par-
ticular Lorraine Stephens, MD, at Bethesda Family Medicine in Cincinnati, Ohio; 
Yvonne Murphy, MD, at MacNeal Family Medicine, Chicago; and Deb Edberg, 
MD, Lee Francis, MD, David Buchanan, MD, and Anuj Shah, MD, at Northwestern 
University–Erie Family Health Center’s Family Medicine programs. I also want to 
acknowledge a few colleagues who have infl uenced my professional development 
over the years—Timothy Horton, Ph.D., Michael Floyd, Ed.D., Julie Schirmer, 
LCSW, Ed Shahady, MD, Randy Longenecker, MD, Cheryl Levine, Psy.D., and 
Scott Fraser, Ph.D. I (Aimee) have received unwavering support from the New 
Hampshire Dartmouth Family Medicine Residency and Leadership Preventive 
Medicine Residency housed at Concord Hospital Family Health Centers, in particu-
lar, Joni Haley, MS; Bill Gunn, PhD; Dominic Geffken, MPH, MD; Doug Dreffer, 
MD; Marie Wawziniack, RN; and Dan Eubank, MD. Angela Phillips, LICSW, 
David Twyon, LICSW, Lori Pelletier-Baker, LICSW, and Jeannine Ouelette, 
LICSW, regularly implement some of the most groundbreaking practices of inte-
grated behavioral health care, and I learned from them and laughed with them 
throughout this process. 

 As coeditors, we want to acknowledge our simpatico relationship. We easily 
shared responsibilities, talked about our new discoveries, and relished in making 
connections between the evidence-based practices and our own experiences. Email, 
texting, conference calls, and in-person meetings became a regular part of our daily 
communication routines. It is rare to have such a mutually admiring relationship. 
We are fi nding more and more ways that our lives overlap and professional interests 
merge. We may have another book in us. 

 Lastly, our families have been the backbone of support throughout the process of 
editing this book. 

 My (Aimee) husband, Andy, was steadfast in his support of me joining Mary in 
this project. He inquired genuinely about the content and process of each chapter 
because he sincerely wanted to learn as much as he possibly could about integrated 
care. On a regular basis, I get the unique opportunity to work alongside him and 
partner together to put theory and evidence into practice. Together, and through the 
process of engaging with this book, he has helped me hone my skills as a social 
worker with a true biopsychosocial approach and he has earned a reputation as a 
physician who sees the whole person. During the life of this book, my days were 
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packed with joy and love and energy, as my wonderful son, Alique, joined our fam-
ily and my caring daughter, Ayanna, became a big sister. My two toddlers were 
patient with me when this book stole my attention, and they gave me the best pos-
sible reason to “get the work done.” 

 If it weren’t for my (Mary) husband, Thomas Dozeman, telling me that I had a 
book in me that I had to get out, I never would have taken this on. He was like my 
marathon coach balancing the messages “you can do it” with “just do it.” My children, 
siblings, and parents have given me the rich balance in life that fuels my passion for 
a family-focused foundation for wellness and behavioral health. 
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    Abstract     The future vision for our health care system recognizes the importance of 
holistic patient care that stands fi rmly on a biopsychosocial foundation of prevention 
and primary care. Yet, weaving together the complex factors of biomedical and 
 psychosocial systems, which have been long divided, is a perplexing and challenging 
enterprise. Even when policy makers, health care administrators, and clinicians have 
embraced the vision for wholistic health care, they often fl ounder in a web of diverse 
cultures, different languages, competing values, opposing structures, and confl icting 
resources. The purpose of this book is to organize the immense amount of  information 
in this fi eld, to provide a systematic analysis of the contributions and challenges of 
integrated care initiatives, and to develop a consumer’s report for  stakeholders on the 
foundational components of integrated behavioral health in primary care.  

        Introduction and Overview 

 Health care reform is on the lips of our national dialogue. State and local communi-
ties are struggling to design organizational systems for health care reform while 
securing funding and resources for evidence-based clinical practices. There are 
multiple stakeholders with competing agendas in health care debates; among them 
are the advocates, providers, and policy makers who are committed to weaving 
together our long divorced biomedical and psychosocial systems of care. There are a 
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growing number of vested individuals and teams that are championing the 
 development and dissemination of information about the merits of integrated 
 behavioral health care models, as evidenced by the proliferation of books and  articles 
on integrated and collaborative health care that have mushroomed in the past decade. 
This explosion of literature, however, has resulted in a cacophony of voices with an 
array of uniquely designed collaborative approaches to integrated care. We have been 
inundated with interesting and innovative pilot studies but few unifying themes, 
cohesive evidence-based factors, or sustainable organizational policies for imple-
menting systems-based integrated behavioral health care initiatives. Consequently, 
as a community of providers with a shared biopsychosocial mission, we are strug-
gling to fi nd our grounding and a unifi ed language to advance our vision of health 
care reform. We are limited by our local “dialects” with no overarching concepts or 
objective templates to evaluate the benefi ts and limitations of our various models. 

 The vision for tomorrow’s health care system includes strengthening primary 
care using the Institute of Medicine’s principles of safety, timeliness, effi ciency, 
effi cacy and patient-centeredness. This future vision recognizes the importance of 
holistic patient care that stands fi rmly on a biopsychosocial foundation of preven-
tion and primary care. Yet, weaving together the complex factors of biomedical and 
psychosocial systems, which have been long divided, is a perplexing and challeng-
ing enterprise. Even when policy makers, health care administrators, and clinicians 
have embraced the vision for integrated health care, they often fl ounder in a web of 
diverse cultures, different languages, competing values, opposing structures, and 
confl icting resources (Peek   ,  2011 ). These all add layers of complexity and confu-
sion in the advancement towards a new approach to health care. 

 Integrated behavioral health care principles can be traced to Dr. Engel’s biopsy-
chosocial model outlined in the 1960s, which has been used as a guiding conceptual 
model for the emerging fi elds of family medicine, family therapy, and integrated 
health care. Research and clinical practices using the biopsychosocial framework 
have emerged in health psychology, social work, alternative and complimentary 
medicine, and primary care (Doherty, McDaniel, & Baird,  1996 ; McDaniel, 
Campbell, & Seaburn,  1991 ). Some of the seminal work in the 1980s focused on the 
epidemiology of mental health needs of patients seen in primary care practices. 
Identifying the prevalence of the problem set the stage for research, such as PRIME-
MED to develop reliable and valid ways to identify patients with mental health 
symptoms in primary care settings (Brody et al.,  1998 ; Spitzer et al.,  1994 ). Out of 
this empirical base, researchers and providers focused on treatments for targeted 
patient populations using mental health diagnostic criteria. Depression screening 
and treatment using the chronic disease model over the past decade has become the 
most prominent and public practice model that demonstrates the effectiveness of 
integrated behavioral health care (Von Korff, Gruman, Schaefer, Curry, & Wagner, 
 1997 ; Wagner,  1997 ). Other types of research, such as substance abuse screening 
and treatment (e.g., SBIRT) or counseling for smoking cessation (e.g., 5 As), have 
also gained traction for integrated behavioral health care within medical settings 
and have contributed more empirical support for integrated care (Addo, Maiden, & 
Ehrenthal,  2011 ; Babor et al.,  2007 ; Bodenheimer, Wagner, & Grumbach,  2002 ). 
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 More recently, the Four Quadrant Model has emerged as a robust conceptual 
model for describing integrated behavioral health care initiatives. Community 
 mental health centers and the Department of Defense and the VA have used the Four 
Quadrant Model to develop a variety of integrated care initiatives. Championed by 
the National Council and SAMSA, the Four Quadrant Model offers a wide spectrum 
for depicting a continuum of care between mental health and primary care services. 
However, this is not an evidence-based approach that validates the effectiveness or 
effi cacy of integrated behavioral health care practices. Currently, the focus of inte-
grated behavioral health care is shifting from more traditional schemes of diagnos-
ing mental health in primary care to the role of behavioral health in enhancing 
protective factors in patient functioning, promoting healthy behaviors, or preventing 
poor coping tendencies. The conversations about integrated behavioral health care 
have expanded from primarily mental health to a host of behavioral health 
approaches such as motivational interviewing, health behavior coaching, team- 
based care, group visits, self-management, health literacy, and patient activation 
strategies for “whoever comes to see a doctor.” These developments may be forging 
our future pathway in integrated care and will need a systematic and organized 
foundation for evaluating this direction. 

 Before we spawn more innovative integrated care initiatives, we need to take 
stock of our collective efforts and build our community of collaborators, organize 
our research and evaluation systematically, and incorporate lessons learned and 
essential components into our future endeavors. 

 As providers and educators intimately involved in a variety of integrated behav-
ioral health care initiatives, we have been struck by how often we would randomly 
hear about another locally grown integrated behavioral health project or about 
another organization or foundation with a stake hold in integrated behavioral health 
care agendas. Like looking at scattered puzzle pieces, we had diffi culty fi tting the 
pieces together into a meaningful whole or a site map of the territory. The variability 
between the plethora of integrated behavioral health care efforts has resulted in 
confusion and chaos that make it diffi cult to identify core concepts, themes, and 
elements in defi ning success or evaluating the essential components of an initiative. 
There are many stakeholders from providers to policy makers engaged in the 
development and dissemination of information about the merits of integrated health 
care models, but there are few organizing principles with which to systematically 
evaluate the benefi ts and limitations. The purpose of this book, therefore, has been 
to help organize the immense amount of information, to provide a systematic analy-
sis of the contributions and challenges of these diverse approaches, and to develop 
a consumer’s report for stakeholders on the foundational components of integrated 
behavioral health care. 

 In Part I, we provide an overview of integrated behavioral health care from a 
bird’s eye view. CJ Peek sets the stage by presenting a unifying language and pri-
mary parameters of integrated behavioral health care efforts. The call of the Agency 
for Healthcare Research and Quality (AHRQ) for integrated behavioral health care 
proponents to organize and synthesize our work has been established to help give 
our voice a similar tone and more volume within the larger health care discussion. 

1 Introduction and Overview of Integrated Behavioral Health in Primary Care
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Dr. Peek has led this process by organizing a community of key stakeholders to 
begin defi ning a lexicon or a common language and core components of integrated 
behavioral health care, similar to what has been done in other scientifi c communities. 
The lexicon and its companion template of parameters provide the unifying theme 
and focus of each chapter. Our hope is that applying this language and the parame-
ters throughout the book will create a familiarity with these organizing categories 
and increase our ability to defi ne and describe our local initiatives and coordinate 
our efforts for a larger network of integrated behavioral health care providers. This 
lexicon also provides the template to summarize the evidence from different proj-
ects and compare essential elements from these different initiatives. In this introduc-
tory section, we also set the stage of integrated behavioral health care within the 
larger Patient Centered Medical Home movement. Andrea Auxier, Ben Miller, and 
John Rogers have given a historical context for understanding how integrated 
behavioral health care fi ts into the larger agenda for health care reform and the cre-
dentialing and accountability processes for organizations invested in PCMH. They 
identify where integrated behavioral health care is part of the PCMH reform and 
where it lacks potency. Ben Miller, Mary Talen, and Kavita Patel review the larger 
national policy debates and outline key policy issues that have a signifi cant impact 
on integration efforts. 

 In Part II, we focus on a mid-level perspective of health care systems. In this sec-
tion, the authors address the organizational dynamics and dilemmas in implement-
ing integrated behavioral health care. Bethany Kwan and Don Nease provide a rich 
analysis of the research efforts and evidence for integrated care. In this chapter, Drs. 
Kwan and Nease have taken on the challenging task of organizing our empirical 
base, describing where there is evidence (or lack of evidence) to support integrated 
behavioral health care and more importantly, describing the future research direc-
tion and agenda for integrated behavioral health care investigators. The following 
chapter is written by a team of providers and researchers who have focused on the 
macro community lens of integrated behavioral health care. This section offers a 
unique picture on how integrated behavioral health care extends to community part-
nerships and the importance of sustainable committed relationships between pro-
viders and neighbors to truly build culturally engaged community-based health 
care. Tai Mendenhall, Jerica Burke, William Doherty, James Fauth, and George 
Tremblay present the evidence and innovation for community- based collaborative 
care research. Chris Hunter describes the closed health care system model that has 
emerged within the Department of Defense and Veteran’s Administration, which 
provides a wealth of both organizational guideposts and cautionary comments even 
when there is a unifying culture and single-payer approach. Danna Mauch and John 
Bartlett unravel the complexities of how some states have approached merging 
Federally Qualifi ed Health Centers and State or locally funded Community Mental 
Health Systems. Drs. Mauch and Bartlett tackle the murky and unwieldy process of 
integrating cultures of care with diverse missions, clinical approaches, and struc-
tures. Jennifer Hodgson and Randall Reitz offer an overview of the shifting sands of 
funding streams for integrated behavioral health care and describe the historical 
funding sources in states that have found some success in sustaining integrated 
behavioral health care. 

M.R. Talen and A.B. Valeras
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 The third section zeros in on the clinical practices in integrated behavioral health 
care efforts. The lead chapter on team partnerships is meant to put front and center 
the essential components of relationship-centered care and teamwork in integrated 
behavioral health care practices. Without this base of coordinated teamwork, inte-
grated behavioral health care resembles a parallel referral practice model. Tricia 
Hern, Aimee Valeras, Jamie Banker, and Genevieve Riebe use the integrated care 
parameters to interview functioning multi-disciplinary collaborating teams from 
diverse clinical settings to distill the core ingredients of team-based care. These 
authors defi ne the roles, communication patterns and challenges of relationship 
dynamics to the sustainability of integrated care. The other clinically focused 
 chapters—screening and identifi cation, evidence-based clinical interventions, and 
complexity care—have organized direct clinical services within the fi ve core 
 parameters and lexicon of integrated behavioral health care. These chapters build on 
a stepped care perspective on integration—starting with routine standard care 
approaches to multi-dimensional complex strategies of patient care. Mary Talen and 
Aimee Valeras describe how to identify patient populations that would benefi t from 
integrated behavioral health in primary care. Mary Talen, Joanne Baumer, and 
Misty M. Mann describe valid screening tools, but more importantly how screening 
tools need to be embedded within a population-focused system of care. Dan Mullin 
and Jen Funderburk focus on the evidence behind direct clinical interventions with 
a focus on the expertise of the health care team members and population-based 
approaches to practice management and quality improvement. The complexity care 
chapter describes integrated approaches to providing health care to complex patient 
populations, while building on all of the key parameters—team-based care, patient 
identifi cation, clinical protocol development, and a review process for monitoring 
patient’s health. Collaborators from Minnesota, Mac Baird and CJ Peek and colleagues 
in New Hampshire—William Gunn and Andrew Valeras, describe the process of 
managing patients through a complexity lens, embracing the biomedical and psy-
chosocial worlds. 

 In the concluding section, Part V, we connect the information in the preceding 
sections to provide a coherent synopsis of the common themes and practices from 
the macro, mezzo and micro levels of care that foster successful integration of the 
medical and psychosocial systems. This last section ties together the lessons learned 
from the wealth of integrated care initiatives. We review the “take home” points 
from the organizational, clinical care systems, and partnership elements of inte-
grated behavioral health care. Through this critique, we identify the unintended 
consequences of these initiatives and describe some of the rate-limiting obstacles of 
these projects and programs that have stifl ed or squashed the efforts of well intended 
and committed stakeholders. Planners, administrators, researchers, and clinicians 
employed by private and public behavioral (mental health and substance abuse) and 
primary health care organizations, as well as training programs for health care pro-
fessionals, advocacy groups, foundation personnel and government agencies, stand 
to benefi t from the collection of information gleaned from this skilled and expert 
group of authors. Overall, this book holds the potential to build resiliency in the 
integrated behavioral health care movement. Our goal is for integrated behavioral 
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health care enthusiasts to be on message and align the vision and mission of 
 important, evidence-based initiatives from multiple regions. Through this analysis, 
we hope to solidify the foundation and future directions for stakeholders, providers, 
and collaborators as integrated behavioral health care takes shape.     
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    Abstract     The fi eld of integrated behavioral health has been around for decades, but 
until recently in the hands of pioneers in their own particular settings, using their 
own distinctive language and concepts. That work was generally successful and 
gathered around it considerable energy in this era of patient-centered medical home 
and primary care transformation. Mainstream application requires the fi eld to 
coalesce enough in language and concept to be consistently understood by imple-
menters, health systems, researchers, policymakers, purchasers—and of course 
patients themselves. Unifying a fi eld with consistently understood concepts and 
defi nitions is a normal stage in the development of emerging fi elds. Inconsistently 
understood concepts and defi nitions—including what constitutes the essential func-
tions of integrated behavioral health—have been a practical concern and source of 
confusion in the fi eld. Even authors writing about different topics in the same book 
have encountered such ambiguities and confusions. The response to this practical 
problem was to employ published methods from the fi eld of Descriptive Psychology 
to create a consensus lexicon or operational defi nition for behavioral health inte-
grated in primary care. This work sponsored by the Agency for Healthcare Research 
and Quality—on behalf of the fi eld—resulted in a lexicon described here and 
employed by chapter authors to move toward using consistently understood terms 
and functional descriptions of integrated behavioral health.  

    Chapter 2   
 Integrated Behavioral Health and Primary 
Care: A Common Language 

             C.    J.     Peek     
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       Introduction: “Why Should I Read a Lexicon?” 

 The purpose of this book is to provide a detailed snapshot of the state of 
 integrated behavioral health initiatives (also known as collaborative care) and a 
“consumer’s report” for stakeholders on the evidence and foundations and 
essential ingredients of integrated behavioral health. While the mission and 
vision for integrating physical and behavioral health propel the fi eld forward, 
this book provides a critical analysis of risks, resources, and challenges of dif-
ferent models. 

 The fi eld has evolved from a few isolated initiatives to many approaches spear-
headed by diverse groups of professionals and organizations. The availability of 
descriptive information on the various models has not kept pace with the growth of 
this fi eld, and few resources exist that compare and contrast integrated care models. 
The book is meant to provide a comprehensive digest for stakeholders who are new 
to these initiatives and a resource for those planners, administrators, researchers, 
and clinicians that are already invested. 

 This chapter aims to provide an overarching defi nitional template language for 
clinician implementers, patients, health care system administrators, researchers, and 
policymakers—a common language that chapter authors could use to describe and 
assess strengths and weaknesses of various integrated behavioral health models. 
Note the various phrases in the preceding paragraphs— foundational components…
essential ingredients…compare and contrast models . These reveal an ambitious 
goal of making it possible for a broad range of audiences to orient themselves and 
navigate this emerging fi eld by creating a framework of both its defi ning functions 
and its many legitimate variations. 

 But having a common defi nitional framework is a recent development. The 
fi eld of integrated behavioral health has often not been clear about what is foun-
dational, or even the meanings of commonly used terms. This chapter offers a 
standard language to discuss the essential elements of integrated care, the differ-
ent forms it may take, and common defi nitions for the many terms used to describe 
its basics. Identifying the need to clarify concepts in use within the subject matter 
is a normal developmental stage of emerging fi elds (Miller, Kessler, Peek, & 
Kallenberg,  2011 ; Peek,  2011 ). 

 The rest of this chapter (1) tells the story of the practical need for development of 
this lexicon; (2) describes the method for reaching a consensus lexicon or operational 
defi nition of behavioral health integrated in primary care; (3) outlines the resulting 
lexicon; and (4) describes current and potential applications for such a lexicon.  

C.J. Peek
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    The Story: The Practical Need for a Lexicon in Integrated 
Behavioral Health 

  This section is adapted, paraphrased, or quoted from similar sections in Peek  ( 2011 ) .  

    The Field Requires More Consistent Language Today 
Than in Earlier Times 

 Exploding interest in the concepts of “patient-centered medical home” (PCMH), 
“health care home,” or “advanced primary care” (all synonyms) have brought 
increased attention to the 40 year-old subfi eld of improved integration of behavioral 
health and medical care. The fi eld of integrated behavioral health at this stage of 
development is aiming for implementation on a meaningful scale, not just in pockets 
created by pioneers. But the subject matter called “integrated behavioral health and 
medical care” also goes by “collaborative care”, “mental health integration,” “inte-
grated care,” “shared care,” “co-located care,” “primary care behavioral health,” 
“integrated primary care,” or sometimes “behavioral medicine”—and this is just a 
start. Each of these terms encompasses a similar core of subject matter for implemen-
tation and study. But each of the names for that subject matter has emerged from 
different practice, intellectual, geographical or disciplinary traditions—as if dialects 
of a more general language loosely understood by insiders or “native speakers” in 
that fi eld. To fi nd a meaningful place in PCMH—broad implementation on a mean-
ingful scale—the fi eld of integrated behavioral health must not only show its effec-
tiveness empirically, but must become a fi eld more consistently and widely understood 
in language and practice by the public and by the practitioners themselves. 

 Such language must help everyone navigate the subject matter in a consistent 
and precise enough way to enable the practical work of (1) practice redesign—
shaped by (2) performance evaluation and research—leading to (3) patient engage-
ment, demand, and purchasing decisions—and sustained by (4) policy and business 
model change.  

    Consistent Understanding of Core Concepts Is Far from 
a Theoretical Concern 

 In planning an AHRQ-funded research development conference for the Collaborative 
Care Research Network (CCRN), in 2009 (Miller, Kessler, Peek, & Kallenberg, 
 2011 ), very practical  concerns pointed to the need for a common language or lexi-
con. Research funders, policymakers, and those trying to redesign health care had 
become interested in  integrated behavioral health (then referred to as “collaborative 
care”) as a means of accomplishing the larger goals of primary care or of PCMH. 
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However, during  conference planning, it became apparent that integrated behavioral 
health care  clinicians and advocates seemed to stumble over language, even naming 
their fi eld inconsistently. It was more like individual voices without a structure of 
shared concepts, rather than an organized group using a consistent framework of 
concepts and language for their subject matter. While policymakers and research 
funders remained persuaded by the  potential  value of integrated behavioral health 
care, they felt handicapped in advocating for it publicly or behind the scenes 
because of the perceived lack of consistency or rigor of the concepts in use. The 
composite message received leading up the conference was clear: “It would help if 
you all talked about the components and terms of your fi eld in a much more consis-
tent way than you do now.” 

 Conference planners stumbled over language, with conference calls slowed 
down by observations such as, “I’m not sure we mean the same thing by that,” or “I 
thought I understood where you were going fi ve minutes ago, but now I don’t think 
we meant the same thing by X,” and “I wonder if what I call Y, you call Z, and if 
there is really any difference.” In a starter list of research questions brainstormed by 
the committee, the terms “continuum of integration”, “extent of collaborative care 
components,” and “degree of collaborative care” appeared—along with a conversa-
tion about whether these are the same or not and whether anyone would know how 
to measure them. It became very diffi cult for the program committee to formulate 
an initial series of unambiguously understood integrated behavioral health care 
research questions that could be examined, refi ned, or replaced by the broad 
audience invited to the research conference. The following questions arose:

  Do we have a good enough  shared  vocabulary (set of concepts and distinctions) for asking 
research questions together across many practices? Do we mean similar enough things by 
the words we use or how we distinguish one form of practice from another, for purposes of 
investigating their effects? Do we have a shared view of the edges of the concepts we are 
investigating—the boundaries of the genuine article or the scope of our subject matter? If 
we don’t share enough of that vocabulary, we will  think  we are asking the same research 
questions, using the same distinctions, doing the same interventions, or measuring the same 
things, but we won’t be and we will confuse our network practices and our funding 
organizations… 

       Confusion over Language and Defi nitions Typically 
Takes Two Forms 

  Meaning of commonly used terms.  What are the differences between mental 
health care and behavioral health care? What are the differences between collabora-
tive care, integrated care, integrated primary care, integrated behavioral health, 
shared care, coordinated care, co-located care, and consultation/liaison? These and 
other common terms frequently stopped conversations while the group verifi ed 
what each other meant by these. As a result of these conversations, a literature- 
based “family tree of common terms” was created (See Fig.  2.1 —reproduced from 
Peek and the National Integration Academy Council ( 2013 ).

C.J. Peek
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    Necessary components of integrated behavioral health.  What actually has to be 
in place for a particular practice to be regarded as doing integrated behavioral 
health? This question posed the more diffi cult challenge, and is not fulfi lled by the 
“family tree of terms.” It is all too easy for a practice or clinician to say, “Integrated 
behavioral health—yes we already do that. We have a social worker in the hospital 
and a psychiatrist across town on our referral list.” But for many, this would not 
count as a genuine instance of integrated behavioral health care. But on what basis? 
Who says? What is the package of functional components we all agree is necessary 
for a particular practice to be doing integrated behavioral health? This was impor-
tant for many reasons—identifying genuine instances of integrated care in practice, 
enrolling practices in research, identifying differences between them—and of 
course knowing what you are buying and what functions you want to support if you 
are designing a system, payment model, or public policy. 

 Without common language for the subject matter and what counts as the genuine 
article, creating a national research agenda and other developmental tasks for the 
fi eld would be diffi cult to accomplish. One of the conference tasks was to create a 
usable “lexicon” or system of concepts for this new (or newly rediscovered) fi eld. 

 The 2009 conference experience led to a two-stage process to develop a lexicon 
or functional defi nition for behavioral health integrated in primary care. The fi rst 
stage was to convene a subset of the planning committee to use a systematic lexicon 
development method to create a product for use only at that conference (Peek, 
 2011 ). The second stage was an AHRQ funded conference in 2012 to broaden and 
deepen that starter lexicon among members of the AHRQ National Academy 
Integration Council, a steering group for the Academy for Integration of Behavioral 
Health and Primary Care. Patient representatives were also included in this 
process.  

    Conceptual Confusion Is a Normal Stage of Development 
for Emerging Fields 

 The research conference committee decided it had to sharpen concepts and lan-
guage if it was to successfully create a research agenda—the “deliverable” of the 
funded conference. And later, the AHRQ Integration Academy broadened and 
deepened the lexicon for its purposes—which included measures of integration 
(AHRQ,  2013 ), and workforce competencies—as well as to have a consistent way 
to portray the fi eld via its website (  http://integrationacademy.ahrq.gov    ). 

 All this was done without apology or sheepishness. All mature scientifi c or tech-
nical fi elds have lexicons (systems of terms and concepts) developed well enough to 
allow collaborative and geographically distributed scientifi c, engineering, or appli-
cations work to take place. Systematically related concepts have an esteemed place 
in the history of mature fi elds, such as electrical engineering, physics, and computer 
science, and have enabled them to become mature sciences or technologies with 

C.J. Peek
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associated empirical triumphs. In many cases the defi nitional, conceptual or pre- 
empirical development of these fi elds was done so long ago that we take it for 
granted and now see only the concrete or empirical achievements. But it takes a 
generally understood system of concepts and distinctions to do good science. Here 
is one example of lexicon development from nineteenth century science:

  At the time of the fi rst International Electrical Congress in Paris in 1881, “complete confu-
sion had reigned in this fi eld; each country had its own units”. Multiple different units were 
in use across researchers and countries for electromotive force, electric current and 
 resistance. At this fi rst Congress, agreements were reached on the ohm and the volt—with 
ampere, coulomb and farad also defi ned, all done as one conceptual system. Governments 
saw that it had become necessary for commercial transactions to create an international 
system of defi nitions and to provide a forum of scientists, manufacturers, and learned 
societies to establish terminology for the whole fi eld of scientifi c and technical concepts 
(du Couëdic,  1981 ). 

   Without this system of electrical concepts becoming community property with 
standing across all electrical researchers, the fi eld could not have developed into the 
mature form of empirical science that we now witness. The effect was immediate:

  The fi rst Congress of 1881 has borne good fruit. It has not only brought about a rap-
prochement between electricians of all countries, but it has led to the adoption of an 
international system of measurement which will be in universal use. (The Electrical 
Congress of Paris,  1884 ) 

       Conceptual Clarifi cation Is Especially Important 
for Anything “Behavioral” 

 Historically, subject matters that include the terms “behavior,” “mental health,” 
“psychosocial” or “collaborative” in their names have stereotypically been seen as 
soft, subjective, or not as conducive to scientifi c investigation, despite the existence 
of extensive literature and research. Different published papers often employ dispa-
rate conceptual and language systems, and this can lead to a sense (especially as 
seen by those outside the fi eld) that the fi eld is “not quite worked out” or seems to 
be re-created anew by each author. As important as “behavior” is to contemporary 
health care and the PCMH, an impression remains that it is a fuzzy concept com-
pared to traditional medical areas. The behavioral dimensions of health and health 
care not only entail studying immensely complex phenomena, but also may be ear-
lier in their development as fi elds compared to their biomedical cousins. Creating a 
lexicon for integrated behavioral health puts at least a few things “behavioral” or 
“collaborative” as they relate to primary care on a more systematic and consistent 
conceptual consensus-based foundation that is accessible to anyone, including the 
authors of the chapters of this book. More on the need for widely accepted concep-
tual systems for use in behavioral fi elds and psychology appears in Peek ( 2011 ), 
Bergner ( 2006 ), and Ossorio ( 2006 ).   
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    A Consensus-Based Method for Creating a Lexicon 
for Integrated Behavioral Health 

  This section is adapted or paraphrased from Peek  ( 2011 )  and Peek and National 
Integration Academy Council  ( 2013 ) .  

    Requirements for a Lexicon Development Method 

 For a lexicon to become more than one person’s invention for one limited study or 
application, it would have to serve the practical purposes of a broad range of people 
over a broad range of applications. This could not be created and published as an 
opinion by one person or small group in isolation, which is a common to proposing 
defi nitions and gives rise to the sense of cacophony that policymakers and researchers 
had noticed. Instead, a method for creating a lexicon with standing in the fi eld should:

•    Be consensual but analytic (a disciplined transparent process—not a political 
campaign)  

•   Involve actual implementers and users (“native speakers” of the fi eld—those 
actually doing the work—not only observers, consultants and commentators)  

•   Focus on what functionalities look like in practice (not just on principles, values, 
goals, or visible “anatomical features”)  

•   Portray both similarities and differences (specify both theme and legitimate 
variations)  

•   Refi ne and employ existing familiar concepts that are serviceable to the extent 
possible  

•   Be amenable to gathering around it an expanding circle of “owners” and con-
tributors (not just an elite group with a declaration)    

 Fortunately methods for defi ning complex subject matters that meet these 
requirements exist in the published literature—“paradigm case formulation” and 
“parametric analysis”—as described by Ossorio ( 2006 ). The product, a lexicon for 
posing integrated behavioral health care research and practice development ques-
tions, is described in later sections.  

    About Defi nitions, Paradigm Case Formulation, 
and Parametric Analysis 

 Before describing the lexicon itself, we’ll step back and contrast paradigm case for-
mulation and parametric analysis with the usual approach to creating defi nitions. The 
usual approach is to create one or two sentences, such as “integrated behavioral health 
care is X, Y, and Z,” often done pragmatically for the purposes of just one study or 
project. If done to structure the concepts for an entire fi eld, a standard defi nition would 
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attempt to identify genuine instances on the basis of uniformities in common across 
all instances. But integrated behavioral health care is characterized not only by unifor-
mities (a common core), but also by many legitimate differences between instances of 
integrated behavioral health. The defi nitional challenge is to develop a consistent 
shared language for both commonalities and differences without devolving into either 
“a cookie cutter” or “anything counts.” A simple one- sentence defi nition such as 
“integrated behavioral health care is X, Y, and Z” would likely be oversimplifi ed, full 
of qualifi cations and exceptions, or considered wrong or incomplete by many. 

  Paradigm case formulation  .  For complex subject matters such as integrated 
behavioral health care, a paradigm case formulation is an improved device for creat-
ing a defi nition because it maps both similarities and differences at any level of 
detail desired. For example, the concept of “family” is a complex subject matter and 
would be very diffi cult to defi ne in a single sentence that would satisfy everyone. 
The paradigm case formulation approach to “family” starts with one archetypal 
statement (the paradigm case) that no one could possibly disagree with—and then 
goes on to systematically describe what could be changed (transformations of the 
paradigm case) and still be “family” (see Fig.  2.2 ).

   Note that constructing a paradigm case formulation calls for careful decisions 
and the exercise of judgment in regard to which cases to include or exclude. 
Disagreement may arise among different persons. For example, T6-T9 seem much 
more likely to elicit objections (“I wouldn’t call that a family!”) than T1-T5. 

 In this example, the paradigm case and its transformations  becomes  the “defi ni-
tion” of family. One can distill a one-sentence summary defi nition of the usual sort 
found in great diversity and abundance in dictionaries, in professional publications, 
and on the web. But the limitations of one-sentence defi nitions are why the paradigm 
case formulation method was employed for the integrated behavioral health lexicon. 

1. Paradigm case: A husband and his wife living with their natural children, who are a
   seventeen-year-old son and a ten-year-old daughter.

2. Transformations:

T1. Eliminate one parent but not both.

T2. Change the number of children to N, N > 0.

T3. Change the sex distribution of children to any distribution other than zero boys and zero
     girls

T4. Change the ages of the children to any values compatible with the ages of the parents.

T5. Any combination from T1, T2, T3, and T4.

T6. Add any number of additional parents.

T7. Add adopted and other legally defined sons and/or daughters.

T8. Eliminate the requirement of living together.

T9. Change the number of children to zero if husband and wife are living together.

  Fig. 2.2    Example—paradigm case formulation of “family” (Quoted from Ossorio,  2006 ; pp. 26–27)       
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  Parametric analysis  .  A complementary device, parametric analysis, goes on to cre-
ate a specifi c vocabulary for how one instance of integrated behavioral health in 
action might be the same or different from another instance across town. In the 
“family” example, two of the parameters would be “number of children” and “num-
ber of parents.” Parametric analysis (understanding the dimensions of something) 
sounds exotic, but is commonplace in other fi elds. One extremely simple illustration 
is shown in Fig.  2.3 —parameters of number 2 × 4’s.

   A scientifi c example of parametric analysis is in the specifi cation and compari-
son of different colors employing the three parameters of color: brightness, hue, 
and saturation. Any color can be specifi ed through supplying a “setting” (formally 
called a “value”) on each of these parameters as expressed in the Munsell color 
chart (Ossorio,  2006 ; pp. 35–36). Parametric analysis is used routinely to fi ne tune 
product design and market competitiveness for industrial products and software 
because it allows the designer to measure the infl uence of all parameters (or design 
features) on the outcomes desired and the trade-offs between them (Thieffry,  2008 ). 

 Parametric analysis sets the stage for comparative effectiveness research in inte-
grated behavioral health care, where one set of arrangements is tested against a differ-
ent set of arrangements. The “arrangements” are expressed through the parameters.  

    Overview of the Consensus Process to Reach Paradigm Case 
and Parameters 

 The lexicon process began with a core group of CCRN program committee members 
in 2009 that consisted of Benjamin F. Miller, Gene Kallenberg, and Rodger Kessler 

If you go to the lumberyard and ask for a 2x4, the person behind the counter will ask three
questions:

 A) How long?
 B) What grade?
 C) What species?

If you say, “I need an 8-foot, #2, fir”, they will go back into the stacks and get one. There is 
little more to say to specify a 2 x 4. These three parameters are the finite ways 2x4’s can
differ from one another. The parameters and some of the possible values for each parameter
are illustrated below.

Parameters Possible “settings” for each parameter

1. Length 4’ 8’ 12’ 16’

2. Grade # 1 #2 # 3 C Select

3. Species Fir Pine Maple Oak

  Fig. 2.3    Example—parameters of 2 × 4’s       
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and this author. A larger circle of contributors included research conference partici-
pants and those attending a Collaborative Family Healthcare Association presentation 
soon after. With this wisdom incorporated, the lexicon became the organizing system 
for i ntegrated behavioral health care research questions submitted to AHRQ (Miller, 
Kessler, Peek, & Kallenberg,  2011 ). The lexicon shown here is a condensation of the 
updated version (Peek and the National Integration Academy Council,  2013 ). 

  About the discussion process for creating a consensus defi nition.   (Adapted from 
Peek,   2011  ).  An functional defi nition to serve practical purposes for a broad range 
of people interested in integration of behavioral health and primary care could not 
be created by one person or perspective alone. Doing so would increase the sense of 
ambiguity or multiplying compatible but different defi nitions (usually without much 
functional specifi city) that implementers and patients had noticed, sometimes as 
cacophony. 

 As described earlier, a “paradigm case formulation” is a vehicle for creating 
a defi nition that maps both similarities and differences. A “parametric analysis” 
builds on the paradigm case to create a specifi c vocabulary for how one instance 
of integrated behavioral health practice might differ from another instance 
across town. 

 The paradigm case and parameters amount to a set of interrelated concepts (like 
an extended defi nition) that can be used in comparing practices, setting standards, 
or asking research questions using a common vocabulary. 

  The consensus process is facilitated in two stages.  (1) A core group draft was 
done in this case by four people, followed by (2) a “second ring” review/contributor 
group in this case of 20 people. 

 In each stage, the product contains parts A to C—progressively refi ned until 
good enough to use:

    A.     Create a  paradigm case  of integrated behavioral health in action:  “Here’s a case 
of integrated behavioral health in action if ever there was one”. One indisputable 
example—that is deliberately aspirational—not necessarily representative of 
what you fi nd out there but would like to fi nd.  This step maps out the uniformi-
ties in what we mean by integrated behavioral health.    

   B.     Introduce  transformations  of this paradigm case.  The purpose of  transforma-
tions  is to identify additional cases that we as a group also believe qualify as 
integrated behavioral health— “You could change X or delete Y and it would still 
be integrated behavioral health . ”  This step maps the differences. The paradigm 
case and transformations, when taken together is our “defi nition” of behavioral 
health integrated in primary care.   

   C.     Parameters: Dimensions for legitimate differences between practices.  This is a 
vocabulary for how one integrated behavioral health practice might be different 
from the one next door.     

 Facilitation details for this group consensus process were devised by CJ Peek, 
and are beyond the scope of this chapter. Facilitation included individual feedback 
via emailed documents and worksheets, a daylong intensive meeting, plus rounds of 
follow-up input and editorial work.   
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    The Product: A Lexicon for Integrated Behavioral Health Care 

  This section is a condensed version of the full lexicon that appears in Peek and 
National Integration Academy Council  ( 2013 ) , a project of Agency for Healthcare 
Research and Quality  

    Structure of this Lexicon 

  The summary     (Fig.  2.4 ) starts with a general defi nition (“what”), followed by  defi ning 
clauses (“how” and “supported by”) and named parameters. The  defi ning clauses  are 
declarative statements of what genuine behavioral health integrated in primary care 
looks like in action—an extended defi nition—uniformities to be expected.  Read 
these numbered clauses as if one long run-on sentence.  The  parameters  are a vocabu-
lary for how one instance of how one integrated care practice might legitimately 
differ from another one across town.  Read these as a typology of differences. 

    The defi ning clauses  and sub-clauses are spelled out, often with bullet points. Some 
defi ning clauses also include “transformations”—legitimate variations on the defi ning 
clause, e.g., “you can delete X, modify Y, or substitute Z and it’s still a genuine case 
of integrated behavioral health”. Where no transformations appear, the defi ning clause 
is required as stated. Defi ning clauses are a set of required functions, not specifi c ways 
of carrying them out. They represent fi delity to the defi nition of behavioral health 
integrated in primary care, but leave room (and require) a great deal of local adapta-
tion such as specifi c workfl ows.  Read this as a pattern, not a “cookie cutter . ”  

  The parameters  are spelled out as a vocabulary for legitimate differences. Each 
parameter has a set of categories (in boxes) that represent legitimate differences 
between integrated behavioral health practices. Some parameters articulate  types —
different legitimate approaches or methods. Other parameters outline  levels  that 
might be regarded as developmental stages toward full aspiration. But there is no 
presumption that one of these variations is empirically proven best. Some parame-
ters show grayed-in categories. These are not acceptable variations, shown only as 
context for the others. 

 In the lexicon, many fi ne-print annotations appear that defi ne terms, refer to lit-
erature, or clarify concepts and balances. For simplicity, these details are omitted 
here in favor of fi gures ( 2.5 ,  2.6 ,  2.7 ,  2.8  and  2.9 ) that are excerpted from the 
Executive Summary of Peek and the National Academy Council ( 2013 ).

            Applications for the Lexicon: What Good Can It Do for Whom? 

 As said at the outset of this chapter, a lexicon is not just an academic exercise. It is 
a response to practical problems for stakeholders in this fi eld who often have an 
inconsistent understanding of the vocabulary for core functionalities of integrated 
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behavioral health. A consistent understanding and vocabulary can be  especially 
 diffi cult to establish across different stakeholder communities such as clinicians, 
purchasers, health plans, policymakers, and patients themselves. This lexicon is 
intended to provide a common language and functional defi nition across the com-
munities listed below—and was created with representation from most of them. 

 The following sections list stakeholders, their basic need for a lexicon—or a 
sample of their applications for a lexicon. This is a list of what the lexicon can do 
for whom. 

  Fig. 2.4    Summary         

Lexicon for Behavioral Health and Primary Care Integration 
At a Glance

What 
The care that results from a practice team of primary care and behavioral health clinicians, working together with
patients and families, using a systematic and cost-effective approach to provide patient-centered care for a defined
population. 

This care may address mental health and substance abuse conditions, health behaviors (including their contribution
to chronic medical illnesses), life stressors and crises, stress-related physical symptoms, and ineffective patterns of
health care utilization.

Defining Clauses
What integrated behavioral health needs to look like in action

Corresponding Parameters
Calibrated differences between practices

How
1. A practice team tailored to the needs of each patient and situation

A. With a suitable range of behavioral health and primary care 
 expertise and role functions available to draw from
B. With shared operations, workflows and practice culture
C. Having had formal or on-the-job training

2. With a shared population and mission
 A panel of patients in common for total health outcomes

3. Using a systematic clinical approach (and a system that enables
 the clinical approach to function) 

A. Employing methods to identify those members of the
 population who need or may benefit
B. Engaging patients and families in identifying their needs for
 care and the particular clinicians to provide it
C. Involving both patients and clinicians in decision-making
D. Using an explicit, unified, and shared care plan
E. With the unified care plan and manner of support to patient
 and family in a shared electronic health record
F. With systematic follow-up and adjustment of treatment plans
 if patients are not improving as expected

1. Range of care team function and expertise
 that can be mobilized 
2. Type of spatial arrangement employed for
 behavioral health and primary care 
 clinicians
3. Type of collaboration employed

4. Method for identifying individuals who
 need integrated behavioral health and 
 primary care
5.Protocols

A. Whether protocols are in place or not for
 engaging patients in integrated care
B. Level that protocols are followed for 
 initiating integrated care

6. Care plans
A. Proportion of patients in target groups
 with shared care plans
B. Degree to which care plans are
 implemented and followed

7. Level of systematic follow-up

Supported by
4. A community, population, or individuals expecting that
 behavioral health and primary care will be integrated as a 
 standard of care. 

5. Supported by office practice, leadership alignment, and business
 model

A. Clinic operational systems and processes
B. Alignment of purposes, incentives, leadership
C. A sustainable business model

6. And continuous quality improvement and measurement of
 effectiveness

A. Routinely collecting and using practice-based data
B. Periodically examining and reporting outcomes

8. Level of community expectation for 
integrated behavioral health as a standard 
of care

9. Level of office practice reliability and 
 consistency

10. Level of leadership/administrative
 alignment and priorities

11. Level of business model support for
 integrated behavioral health

12. Extent that practice data is collected and
 used to improve the practice

(Plus three auxiliary parameters)
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  Fig. 2.5    The “How” defi ning clauses spelled out         

clinic patients for whom collaborative, integrated behavioral health is made available.”

(Those functions that define what integrated behavioral health care looks like in action)

1. A practice team tailored to the needs of each patient and situation
A. With a suitable range of behavioral health and primary care expertise and role functions available to draw 

from    so team can be defined at the level of each patient, and in general for targeted populations. Patients 
and families are considered part of the team.

B. With shared operations, workflows, and practice culture that support behavioral health and medical clinicians 
and staff in providing patient-centered care

Alternative(what could change):
relationships and workflows between clinicians in separate spaces that achieves communication, 
collaboration, patient-centered operations,and practice culture requirements.”

Shared workflows, protocols, and office processes that enable and ensure collaboration    including one 
accessible shared treatment plan for each patient.
A shared practice culture rather than separate and conflicting behavioral health and medical cultures. 

C. Having had formal or on-the-job training for the clinical roles and relationships of integrated behavioral 
healthcare, including culture and teamwork (for both medical andbehavioral clinicians).

2. With a shared population and mission
With a panel of clinic patients in common, behavioral health and medical team members together take
responsibility for the same shared mission and accountability for total health outcomes.  

Alternative:

3. Using a systematic clinical approach (and system that enables it to function)

A. Employing methods to identify those members of a population who need or may benefit from integrated
behavioral and medical care, and at what level of severity or priority. 

B. Engaging patients and families in identifying their needs for care, the kinds of services or clinicians to 
provide it, and a specific group of health care professionals that will work together to deliver those services. 

C. Involving both patients and clinicians in decision-making to create an integrated care plan appropriate to
patient needs, values,and preferences.

D. Caring for patients using an explicit, unified, and shared care plan that contains assessments and plans for 
biological/physical, psychological, cultural, social, and organization of care aspects of the patient’s health
and health care. Scope includes prevention, acute, and chronic/complex care. (See full lexicon for elements)

E. With unified care plan, treatment, referral activity, and manner of support to patient and family contained in 
a shared electronic health record or registry, with ongoing communication among team members

Alternatives:
problem listand shared plans are contained in 

provider notesor other records in same organization medical record which everyone reads and acts upon,”
, not desired final state).

F. With systematic follow-up and adjustment of treatment plans if patients are not improving as expected. This
- - (See full lexicon for specifics)

“How” Defining Clauses (1-3)

Shared physical space    co-location 
co-location” to “a set of workingChange “shared physical space 

    Patients and Families 

   Questions:  
 “What should I expect from integrated behavioral health in my own doctor’s 
offi ce? How would I recognize the genuine article if I encountered it? How would 
I know whether the integrated care my family received was up to standard? Is 
there a standard?”  
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“Supported by” Defining Clauses (4-6)
(Functions necessary for the “how” clauses to become sustainable on a meaningful scale)

4. A community, population, or individuals expecting that behavioral health and primary care will be
 integrated as a standard of care so that clinicians, staff, and their patients achieve patient-centered, 
 effective care.

5. Supported by office practice, leadership alignment, and a business model
A. Clinic operational systems, office processes, and office management that consistently and

reliably support communication, collaboration, tracking of an identified population, a shared care plan,
making joint follow-up appointments or other collaborative care functions

Alternative: Delete “consistently and reliably” (an interim state, not adesired final state).

B. Alignment of purposes, incentives, leadership, and program supervision within the practice.
Alternative: Substitue “Intention and process underway to align... ” for “alignment of.”

C. A sustainable business model (financial model) that supports the consistent delivery of collaborative,
 coordinated behavioral and medical services in a single setting or practice relationship. . 

6. And continuous quality improvement and measurement of effectiveness
A. Routinely collecting and using measured practice-based data to improve patient outcomes to change 

what the practice is doing and quickly learn from experience. Include clinical, operational, demographic 
and financial/cost data.

B. Periodically examining and internally reporting outcomes at the provider and program level for care, 
patient experience, and affordability (The “Triple Aim”) and engaging the practice in making program
design changes accordingly.

Alternative: Substitue “working toward sustainable business model” for “sustainable business
model,”

  Fig. 2.6    The “Supported by” defi ning clauses spelled out—those necessary for the clinical “how” 
to become sustainable on a meaningful scale       

   Applications:  
 One of the “supported by” defi ning clauses points to the need for patients to under-
stand and expect better integrated care as a standard of practice. The functional defi -
nition of the lexicon can serve as the basis for simple orientations or conversations 
that help patients and families understand the potential value to them for integrated 
behavioral health.  

 For example, the author and a patient who participated in the lexicon develop-
ment process used the lexicon to query a patient advisory council at the Institute for 
Clinical Systems Improvement in 2012. When these patients said they didn’t know 
what “behavioral health” or “integrated behavioral health” was, the defi ning clauses 
clarifi ed it. Then the conversation could quickly move to whether the group thought 
that patients would expect or demand it as a standard of practice.  

    Purchasers of Health Care Plans 

   Questions:  
 “What exactly am I buying if I add integrated behavioral health care to the benefi ts? 
What do I tell my employees (or other constituents) they can expect to encounter in 
this benefi t—especially for any change in service or employee cost?”  
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  Fig. 2.7    Parameters corresponding to the “how” defi ning clauses—how one genuine integrated 
practice might differ from another one         

Parameters 1-7 Related to the “How” Clauses
How one integrated practice might differ from another

Types of practice arrangements

1. Range of care 
team function 
and expertise 
that can be 
mobilized

Foundational functions for target population 
Triage/identification for need for integrated BH
Behavioral activation/self management, community res.
Basic MH-SApsychological and pharmacologic 
interventions; psychological support/crisis intervention
Common chronic/complex illness care
Follow-up, monitoring for timely adjustment of care

Foundational plus 
others

Registry tracking 
& coordination
Specialized MH 
or pharmacologic 
therapies

Extended functions,
add

Specialized expertise in
Conditions, populations
School, vocational, 
spiritual, community

2. Type of spatial 
arrangement 
employed for BH 
and PC clinicians

Mostly separate space
Little time in same space
Patient sees providers in at
least twobuildings

Co-located space
Different parts of same building;
some but not all time in same space
Patient movesfrom PC to BH

Fully shared space
Share rooms in shared space
Typically, the clinicians see the 
patient in same exam room. 

3. Type of 
collaboration 
employed

Referral-triggered periodic 
exchange--Minimally shared 

care plans or workflows

Regular communic. /coordination
Separate systems and workflows, but
significant care plan coordination

Full collaboration/ integration
Treatment plans,documentation, 
communication,workflows

4. Method for 
identifying 
individuals for 
integrated BH

Patient or clinician
Patient or clinician 
identification done in a non-
systematic fashion

Health system indicators
Demographic, registry,
claims, or other system data

Universal screening or identification 
processes

All or most patients identified or screened
for being part of a target population

Levels of implementation of practice arrangements from getting started to full implementation
5A. Protocols in place for

engaging patients in 
integrated BH?

Protocols not in place
Undefined or informal 

(Not acceptable)

Protocols in place
Protocols and workflows for integrated BH are built
into clinical system as a standard part of care process

5B. Level that protocols
followed for initiating 
integrated BH

Protocols followed less 
than 50%

(Not acceptable)

Protocols followed more than 
50% but less than 100% 

(an interim state)

Protocols followed nearly 100%
(Standard work)

6A. Proportion of patients in 
target groups with shared 
care plans

Less than 40%
(Not acceptable)

40% to nearly 100%
(Meaningful proportion but less than full-scale)

Nearly 100%
(Standard work)

6B. Degree care plans are 
implemented & followed

Less than 50%
(Not acceptable)

More than 50%, less than 100%
(An interim state, not final state)

Care plans foll owed nearly 
100%

(Standard work)

7. Level of systematic follow 
up*

Less than 40 %
(Not acceptable)

40% to 75%
(Significant but incomplete)

76% to 100%
(Standard work)

*Follow upelements: A) At least one follow-up for those engaged in care; B) At least one follow-up in initial 4 weeks of care; C) Cases
 reviewed for progress on a regular basis (e.g., every 6-12 weeks); D) Receive treatment adjustments if not improving.

   Applications  
 When employers or other purchasers change the “product” or benefi ts for health care, 
they must also explain and set expectations—and what they expect the value to become. 
A clear functional description of a particular purchase of integrated behavioral health 
using language of the lexicon can help be more specifi c about what is being purchased 
and what the patients should expect for their own premium contributions.   

    Health Plans 

   Important questions:  
 “What specifi cally do I require clinical systems to provide to health plan mem-
bers—and what will I specifi cally look at to see if they are providing it or not?”  
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Parameters 8-12 Related to the “Supported by” Clauses
Conditions needed for success of clinical action in the real world on ameaningful scale

8. Level of 
community 
expectation for 
integrated BH as 
standard of care

Little or no understanding & 
expectation (Not acceptable)

Insufficient reach of understanding 
and expectation to enable integrated 
BHto start andfunction

Expected as standard of care 
only in pockets

Partial but substantially 
incomplete community 
understanding and expectation

Widely expected as standard 
of care

Community understanding &
expectation for integrated BH
health as a standard of care

9. Level of office 
practice reliability 
and consistency

Non-systematic
(Not acceptable)

Office processes are non-standard 
with unwarranted variation across 
clinicians and situations

Substantially routinized
Standards set for most processes, 
but unwarranted variability and 
clinician preference still 
operate not yet standard work

Standard work
Whole team operates each part 
of the system in a standard 
expected way that improves 
reliability and prevents errors. 

10. Level of 
leadership /
administrative 
alignment and 
priorities

Misaligned
(Not acceptable)

Conflicts apparent with other 
priorities, resource allocations, 
incentives, habits, standards

Partially aligned
Some alignment achieved,
but unresolved tensions
evident 

Fully aligned
Constructive balance achieved 
between priorities, incentives, and 
standards. Emerging conflicts
routinely addressed

11. Level of 
business model 
support for 
integrated BH

Behavior health integration not fully supported
The business model has not yet found ways to fully 
support the integrated behavioral health functions 
selected and built for this practice.

Behavioral health integration fully supported
The business model has found ways to fully 
support the integrated behavioral health
functions selected and built for this practice.

12. Scale of 
practice data 
collected & used
For the integrated
BH aspect of the
practice

Minimum: 
(less than 40% of patients)

(A startup state not desired final state)

Very limited system for collecting and 
using practice data to improve quality 
and effectiveness (of integrated BH)

(An interim state, not a desired 
final state)

Significant but less than full 
collection and use of practice-
based data for decision-making

Full / standard work: 
76% -100% of patients

Routine data collection on 
most patients with integrated 
BH to improve effectiveness 
at the system, unit, population
level

Partial:
(40%-75% of patients)

  Fig. 2.8    Parameters corresponding to the “supported by” defi ning clauses—conditions needed for 
success of clinical action in the real world on a meaningful scale       

   Applications:  
 Health plans are not only insurance companies, but administrators of health care 
insurance across provider groups. Health plans set rules, policies, and are in a posi-
tion to confi rm that particular practices are providing the benefi ts described. A com-
mon functional framework for integrated behavioral health can help give structure 
to those administrative functions.   

    Clinicians and Medical Groups 

   Questions:  
 “What exactly do I need to implement—to count as genuine behavioral health inte-
grated in primary care—and to advertise myself as doing integrated behavioral 
health? What are the core functions, and what is up to me to locally adapt?”  

   Applications:  
 First of all, suffi cient shared language and defi nition for the fi eld increases clinician 
confi dence in talking with each other and other stakeholders. Clinicians do not like 
to stumble over basic terms or language that distinguishes the components and 
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variations for integrated behavioral health. This is especially frustrating when com-
municating with policymakers, patients, or researchers. If clinicians talk with each 
other and those outside the fi eld using common language they are likely to be more 
confi dent engaging others.  

 Second, the defi ning clauses and parameters of the lexicon can be translated into 
simple “checklists” with which a practice can inventory what it does or does not do 
by way of integrated behavioral health—and set development or improvement 
 agendas. Multiple different practices can compare notes with each other on what 
they do and learn from others who are better at some parts of this than others. The 
fi eld has lacked such a shared framework for self-description or self-evaluation—
with each practice typically inventing its own. This makes it more diffi cult for 
practices to compare and collaborate on practice improvement or create local or 
regional shared improvement agendas. If the fi eld is to develop as whole rather 
than in pockets, such a common framework for self-description and self-assess-
ment is needed.  

    Policymakers and Business Modelers 

   Questions:  
 “If I am being    asked to change the rules or business models to support integrated 
behavioral health, exactly what functions need to be supported?”  

Auxiliary Parameters
These may be useful for specific purposes, though not considered central to the full lexicon.

Target sub-
population
for integrated 
BH

A. Setting Primary medical care Specialty medical care Specialty mental health care

B. Life stage Children Adolescents Adults/young adults Geriatrics End of life

C. Type of 
symptoms 
targeted

Severe 
mental
illness

Mental health 
or substance 
abuse 
conditions

Stress-linked or 
“medically
unexplained”
physical symptoms

Medical conditions; 
chronic illnesses, 
self-management

Complex blend, 
including social 
factors interfering 
with health and care

D. Type of
situations 
targeted

Patients with no
health system 
contacts for 
problems or 
prevention

Diseases 
and

conditions

Prevention,
wellness

Acute life
stresses

Health 
disparities

High risk 
and/or high 
cost cases

Degree that program is 
targeted to specific 
population or situation
(Blount, 2003)

Targeted
Program designed for specific populations such as
disease, prevention, at-risk, age, racial and ethnic
minorities, social complexity, pregnancy or other

Non-targeted
Program designed generically for any patient 
deemed to need collaborative care for any 
reason “all comers”

Breadth of outcomes 
expected depending on 
program scale or 
maturity

(From Davis, 2001)

Pilot scale
Limited expectations for a
limited set of outcomes 
for a limited group of 
patients

Project scale
Significant, but not full-scale 
outcomes expected, e.g., 
multiple pilots gathered together

Full-scale
Full-scale and broad-based outcomes 
expected for the entire population; no 
longer a project within a mainstream
that hasn’t changed

  Fig. 2.9    Auxiliary parameters: These were used by chapter authors and may be useful to readers 
for specifi c purposes, though not considered central to the published lexicon       
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   Applications:  
 Common language and functional description for integrated behavioral health in its 
various forms makes it easier for policymakers to answer important questions such 
as what exactly are people getting from “X” form of integrated behavioral health 
care—the product and benefi ts? What policies are needed to sustain the functions 
leading to those benefi ts? How much will people pay for that benefi t (and those 
functions)? How do I justify that cost as a return on investment?  

 These are only basic questions, but if the lexicon is used across policymakers and 
longitudinally over time, it may bring more respectability to the fi eld as seen through 
policymaker eyes.  

    Researchers and Program Evaluators 

   Questions:  
 “What functions need to be the subject of research questions on effectiveness? What 
functions require and form the basis for metrics? What terms will I use to ask consistently 
understood research questions across geographically distributed research networks?”  

   Applications:  
 The functional description of the lexicon can help researchers identify practices 
that qualify as doing integrated behavioral health for purposes of recruitment to a 
practice- based research network such as the Collaborative Care Research Network 
(Sieber et al.,  2012 ). Moreover, the lexicon can help researchers (and the prac-
tices themselves) articulate (with suffi cient defi nition) the comparisons to be 
made. For example, a research design might call for comparing different 
approaches to team composition and function, or look at which of the functions 
described in the lexicon account for what proportion of positive outcomes. 
Comparative effectiveness research requires clearly articulated comparisons to be 
made in real-world settings.  

 The papers resulting from the AHRQ-supported research conference framed the 
research questions using the vocabulary of the lexicon (Miller, Kessler, Peek, & 
Kallenberg,  2011 ). The lexicon can function as a consensus-based defi nitional ref-
erence for the terms and components listed in the research questions. 

 The lexicon provides distinctions for asking consistently understood practice 
development and research questions. But measurable indices (metrics) are also 
needed to serve as quantitative measures, or approximations of otherwise qualita-
tive descriptions of integrated behavioral health care practice contained in the lexi-
con. Such data elements are needed for comparative effectiveness research (Kessler 
& Miller,  2011 ). Because of the variations in integrated behavioral health care 
practice, specifi c data elements and what should be expected to count as a success-
ful outcome will vary. For example, what is reasonable to expect or measure 
depends in part on the target population under study. Exactly what data elements to 
include depends on whether the integrated behavioral health practice is aimed at 
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children or adults, whether aimed at mental health conditions or chronic medical 
conditions or both, and whether it is aimed at a specifi c disease or subpopulation 
of some kind. 

 In addition, what is reasonable to expect or compare from practice to practice 
also depends on level of practice development (Davis, 2001). Some implementa-
tions may be limited startups or pilots, others are larger scale projects, and a few 
may be mainstream implementations within a larger organization or community. It 
would not be appropriate to compare results of limited pilots with mature large- 
scale projects or mainstream implementations because reasonable performance 
expectations for these will be different and the specifi c data elements available may 
be different. 

 The lexicon functional descriptions can also be converted to process measures—
evaluation of processes that drive the performance that people ultimately care about. 
Each of the six defi ning clauses could become the basis for an internal process 
measure for practice self-evaluation and quality improvement.   

    Conclusion 

    A Vision for a Unifi ed Set of Concepts and Language 
for Emerging Fields in Health Care 

 Other emerging fi elds are also important to PCMH. Program and planning 
 committees also encounter defi nitional confusions and quibbles over the con-
cepts in their subject matter. The examples below illustrate other examples where 
clarifying systems of defi nitions and functions were needed to build a foundation 
of support and understanding for patients, clinicians, health plans, policymakers, 
and researchers. 

  Palliative care.  The Institute for Clinical Systems Improvement (ICSI) in Minnesota 
embarked on a community effort in 2009 to improve the availability and quality of 
palliative care among groups in the state. Similar patterns of confusion over lan-
guage emerged. This author facilitated development of a consensus palliative care 
lexicon or operational defi nition—a joint product of the Institute for Clinical 
Systems Improvement (ICSI) and the University of Minnesota ( 2012 ). This lexicon 
is in use in Minnesota to give defi nition to palliative care in practice, along with 
derivative self-evaluation checklists. 

  Patient-centered medical home.  The Institute for Clinical Systems Improvement 
(ICSI) has facilitated extensive Minnesota work on PCMH (called “health care 
home” in Minnesota) since 2007. Again, confusion over terms and “what is the 
genuine article” arose on phone calls. A consensus operational defi nition of health 
care home was developed fi rst with a core group from four state systems and four 
private medical groups across the country, with contributions by a larger national 
review group of PCMH implementers—a joint product of the University of 
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Minnesota and Institute for Clinical Systems Improvement (Peek & Oftedahl, 
 2010 ). Observations about inconsistent understanding of PCMH for purposes of 
implementation and policymaking have been made by Stenger and Devoe ( 2010 ) 
and Stange et al. ( 2010 ). 

  Shared decision-making.  In shared decision-making, patients and providers 
become active partners in clarifying acceptable options and helping the patient 
choose a course of care consistent with patient values and preferences and best 
available medical evidence. The Minnesota Shared Decision-Making Collaborative 
steering committee encountered similar defi nitional confusions and embarked on 
lexicon creation facilitated by the present author. This consensus lexicon or opera-
tional defi nition is a joint product of the Minnesota Shared Decision Making 
Collaborative, Institute for Clinical Systems Improvement, and the University of 
Minnesota ( 2012 ). 

 These lexicons are interlocking in some respects. For example, the health care 
home lexicon calls for integrated behavioral health. When someone asks, “what is 
integrated behavioral health?” it is now possible to go to the integrated behavioral 
health lexicon for specifi cs. The palliative care lexicon calls for shared decision 
making. Similarly, when someone asks, “what is shared decision making?” it is 
now possible to go to the shared decision making lexicon for specifi cs. And the 
health care home lexicon also calls for what amounts to palliative care functional-
ity. Again, when a person asks, “What is palliative care exactly?” it is now pos-
sible to go to the palliative care lexicon for those specifi cs. Taken together these 
begin to clarify the conceptual and functional structure for these important emerg-
ing fi elds in health care.  

    A Generalized Need for Consistently Understood Concepts 
and Vocabulary in Emerging Fields 

 Steering groups in all these emerging fi elds experienced similar reasons to go 
through the painstaking process of developing a lexicon—a conceptual framework 
or operational defi nition. It became apparent when clearer and more consistent con-
cepts and defi nitions for a fi eld are needed:

    1.    Enough people are stumbling over language and what things mean—especially 
as encountered in practice, not only in theory or at the level of principles and 
values.   

   2.    Enough people need clearer boundaries for an area X—what counts as “this is an 
example of X” for describing to the public, setting expectations, assigning insur-
ance benefi ts, certifi cations, or saying how something is different than “usual” 
care.   

   3.    People are asking, “What components are necessary for a given practice to really 
be X? What are the dimensions and milestones for practice improvement?”   
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   4.    Researchers want to ask quality or research questions more consistently and 
clearly—especially in geographically distributed research or QI networks   

   5.    There is a felt need to improve the consistency or reputation of an area with 
“outsiders”, e.g., policy-shapers, legislators, funders, and others not “native 
speakers” of the fi eld.   

   6.    When your fi eld is being distorted or misunderstood by the public (or a vocal 
subset).   

   7.    When practitioners themselves are unhappily inconsistent in the way they pres-
ent their fi eld to the outside world.     

 Lexicons are for practical communication across stakeholders who want to col-
laborate—to build the fi eld while they improve their own implementations. Shared 
language is needed to ask questions and aggregate results or lessons learned. In 
one’s own setting of course “we know what we mean by X”. But the challenge of 
the fi eld is to create enough [italicized] shared language for collaboration. 

 A journey has been underway to articulate and answer empirical research ques-
tions in integrated behavioral health and to help practices achieve the performance 
that everyone needs them to achieve. The necessary pre-empirical development of 
a basic conceptual system for this important subfi eld is being done—something 
that enables researchers, clinicians, and policymakers to talk to each other using a 
common vocabulary and an organized way of specifying the required components 
of integrated behavioral health care. The consensus-based approach described 
here avoids the debates and lack of uptake typically associated with a single 
author or elite group devising a conceptual system or vocabulary for one isolated 
purpose and proposing it in a journal article. Yet the lexicon described in this 
chapter is an evolving document to be shaped by succeeding groups as collective 
wisdom emerges on just what functions are required and the best ways to articu-
late them.      

      References 

     AHRQ Atlas of Integrated Behavioral Health Care Quality Measures (2013).   http://integratio-
nacademy.ahrq.gov/atlas      

    Bergner, R. M. (2006). An open letter from Isaac Newton to the fi eld of psychology. In  Advances 
in descriptive psychology  (Vol. 8). Ann Arbor, MI: Descriptive Psychology Press.  

    du Couëdic, M. (1981). 1881—The Electrical Congress and Universal Exposition.  IEC Bulletin 
Vol XV, No. 67—January 1981. (International Electrotechnical Commission).  

  International Electrical Commission—history. Accessed September, 2012 at   www.iec.ch/zone      
   Kessler, R., & Miller, B. F. (2011). A framework for collaborative care metrics. One of three papers 

in:  A National Agenda for Research in Collaborative Care: Papers from the Collaborative Care 
Research Network Research Development Conference.  Rockville, MD: Agency for Healthcare 
Research and Quality.   http://www.ahrq.gov/research/collaborativecare/      

      Miller, B. F., Kessler, R., Peek, C. J., & Kallenberg, G. (2011). Establishing a research agenda for 
collaborative care. One of three papers in:  A National Agenda for Research in Collaborative 
Care: Papers From the Collaborative Care Research Network Research Development 
Conference.  Rockville, MD: Agency for Healthcare Research and Quality.   http://www.ahrq.
gov/research/collaborativecare/      

C.J. Peek

http://integrationacademy.ahrq.gov/atlas
http://integrationacademy.ahrq.gov/atlas
http://www.iec.ch/zone
http://www.ahrq.gov/research/collaborativecare/
http://www.ahrq.gov/research/collaborativecare/
http://www.ahrq.gov/research/collaborativecare/


31

       Ossorio, P. G. (2006).  The behavior of persons: The collected works of Peter G. Ossorio  (Vol. 5). 
Ann Arbor, MI: Descriptive Psychology Press.  

         Peek, C. J. (2011). A collaborative care lexicon for asking practice and research development ques-
tions. One of three papers in:  A National Agenda for Research in Collaborative Care: Papers From 
the Collaborative Care Research Network Research Development Conference.  Rockville, MD: 
Agency for Healthcare Research and Quality.    http://www.ahrq.gov/research/collaborativecare/            

    Peek, C. J., & ICSI. (2012).  A parametric analysis or operational defi nition of palliative care . A joint 
product of the University of Minnesota and the Institute for Clinical Systems Improvement (ICSI).  

        Peek, C. J., & National Integration Academy Council. (2013).  Lexicon for Behavioral Health and 
Primary Care Integration: Concepts and Defi nitions Developed by Expert Consensus . AHRQ 
Publication No.13-IP001-1-EF. Rockville, MD: Agency for Healthcare Research and Quality.   
Available at:   http://integrationacademy.ahrq.gov/lexicon      

   Peek, C. J., & Oftedahl, G. (2010). A consensus operational defi nition of patient centered medical 
home. A joint product of the University of Minnesota and the Institute for Clinical Systems 
Improvement (ICSI).   http://www.icsi.org/health_care_home_operational_defi nition/health_
care_home_operational_defi nition__.html      

    Sieber, W., Miller, B., Kessler, R., Patterson, J., Kallenberg, G., Edwards, T., et al. (2012). 
Establishing the collaborative care research network (CCRN): A description of initial partici-
pating sites.  Families, Systems, & Health, 30 (3), 210–223.  

    Stange, K. C., Nutting, P. A., Miller, W. L., Jaén, C. R., Crabtree, B. F., Flocke, S. A., et al. (2010). 
Defi ning and measuring the patient-centered medical home.  Journal of General Internal 
Medicine, 25 (6), 601–612.  

   Stenger, R., & Devoe, J. (2010). Policy challenges in building the medical home: Do we have a 
shared blueprint?  Journal of American Board of Family Medicine, 23 (3).  

   Thieffry, P. (2008). Parametric Analysis for evaluating a range of variables.  ANSYS Advantage, 
II (1).   www.ansys.com/magazine/issues/2-1-2008-rotating-machinery/12-analysis-tools.pdf        

2 Integrated Behavioral Health and Primary Care: A Common Language

http://www.ahrq.gov/research/collaborativecare/
http://integrationacademy.ahrq.gov/lexicon
http://www.icsi.org/health_care_home_operational_definition/health_care_home_operational_definition__.html
http://www.icsi.org/health_care_home_operational_definition/health_care_home_operational_definition__.html
http://www.ansys.com/magazine/issues/2-1-2008-rotating-machinery/12-analysis-tools.pdf


33

    Abstract     The current health care environment is characterized by reform initiatives 
that aim to improve quality while reducing costs through practice transformation. 
This chapter will introduce the reader to the Patient-Centered Medical Home concept, 
accreditation processes, and key fi ndings from pilot demonstrations throughout the 
country. We will highlight the requirements for the provision of behavioral health 
services in primary care-based medical homes and will argue that the recent inclusion 
of behavioral health in the medical home is a promising start with much room for 
improvement.  

     Primary care, the largest platform of health care delivery, is witnessing yet another 
redesign through the evolution of Patient-Centered Medical Home (PCMH) (Green, 
Fryer, Yawn, Lanier, & Dovey,  2001 ; Nutting et al.,  2009 ). Within this large multi- 
system process, there appear to be several innovative and unique opportunities to 
bend the cost curve while providing more effi cient and effective health care. 
Nowhere is this more apparent than in the integration of behavioral health (BH). 
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 It has been known for some time that behavioral health (BH) and primary care 
are inseparable (deGruy,  1996 ). Systematic reviews have concluded that integra-
tion of BH into primary care leads to improved health outcomes (Blount,  2003 ; 
Butler et al.,  2008 ; Craven & Bland,  2006 ), and it has been recognized for decades 
that the primary care function of “comprehensively meeting all health needs” is a 
behavioral health issue (deGruy,  1996 ). The President’s Commission on Mental 
Health has highlighted an unmet need for the linking data on the prevalence of mental 
disorders with national data on the use of mental health services. Provisional esti-
mates indicate that at least 15 % of the US population is affected by mental disor-
ders in one year (Kessler, Demler et al.,  2005    ). 

 Because the vast majority of the public with a BH or substance use issue is seen 
only in primary care (Kessler, Berglund et al.,  2005 ; Regier et al.,  1993 ), the need 
to provide whole-person quality care to ever-growing numbers of patients has 
motivated primary care practices throughout the country to turn their attention and 
efforts toward integrating BH into their standard service-delivery (Blount,  1998 ; 
Blount & Bayona,  1994 ; Coyne, Schwenk, & Fechner-Bates,  1995 ). However, the 
profound fragmentation of the US health care system continues to present additional 
challenges for patients with multiple medical problems complicated by BH, sub-
stance use, and/or health behaviors (Hoffman, Rice, & Sung,  1996 ; Simon et al., 
 2001 ; Simon, VonKorff, & Barlow,  1995 ). Unfortunately, the forced division of BH 
from the rest of health care yields unsatisfying and expensive care, generating avoid-
able suffering and premature death (Lurie, Manheim, & Dunlop,  2009 ). The PCMH 
offers a critical opportunity to transform patient care, especially for patients who 
present with BH conditions in addition to their medical conditions (American 
Academy of Family Physicians (AAFP), American Academy of Pediatrics (AAP), 
American College of Physicians (ACP), & American Osteopathic Association 
(AOA),  2007 ; Kessler, Stafford, & Messier,  2009 ; Petterson et al.,  2008 ; Rittenhouse 
& Shortell,  2009 ). This is particularly true for problems associated with chronic dis-
ease (Bodenheimer, Wagner, & Grumbach,  2002 ; Hwang, Weller, Ireys, & Anderson, 
 2001 ; Lurie et al.,  2009 ; Moussavi et al.,  2007 ). 

 Despite the potential benefi ts of the PCMH, the process involved in becoming a 
PCMH is a cumbersome one. The TransforMed National Demonstration Project 
(NDP) stated, “Creating a PCMH is much more than a sum of implementing discrete 
model components. Such transformation is exceedingly diffi cult, and those who 
attempt it are heroic” (Stewart, Jaen, Crabtree, Miller, & Stange,  2009 ). It is important 
to understand from the outset that the accreditation process is rigorous out of neces-
sity. Practice transformation of this magnitude demands leadership, teamwork, and 
the participation of individuals from all levels of an organization. The scope of assess-
ment is broad, requiring attention to clinical considerations, practice workfl ows, 
data collection and tracking, and information technology. 

 There are currently several recognition programs with similar philosophies but 
slightly different emphases. All focus on benchmarking and performance measurement 
regardless of whether the medical home is a medical practice or community mental 
health center that provides medical services. They currently include the National 
Committee for Quality Assurance (NCQA), the Accreditation Association for 
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Ambulatory Health Care (AAAHC), the Joint Commission (JCAHO), and the Utilization 
Review Accreditation Committee (URAC). The National Quality Forum (NQF) offers 
a survey tool developed by NCQA and JCAHO. Since JCAHO and NQF are based on 
NCQA standards, this chapter will review NCQA, AAAHC, and URAC. 

    Background of the Medical Home Model 

 The following section will summarize the history of the PCMH concept with an 
emphasis on key developments that have driven its evolution. In addition, selections 
from the Patient Protection and Affordable Care Act (PPACA) will be offered as 
examples of where the PCMH approach fi ts in current health care policy and in the 
national debate on health. 

 In 1967, The Council on Pediatric Practice of the American Academy of 
Pediatrics (AAP) released its Standards of Child Care report, stating: “For children 
with chronic diseases or disabling conditions, the lack of a complete record and a 
‘medical home’ is a major deterrent to adequate health supervision. Wherever the 
child is cared for, the question should be asked, ‘Where is the child’s medical 
home?’ and any pertinent information should be transmitted to that place” (Sia, 
Tonniges, Osterhus, & Taba,  2004 ). 

 The AAP’s defi nition was refi ned in 1992: “The AAP believes that the medical 
care of infants, children, and adolescents ideally should be accessible, continuous, 
comprehensive, family centered, coordinated, and compassionate. It should be 
delivered or directed by well-trained physicians who are able to manage or facilitate 
essentially all aspects of pediatric care. The physician should be known to the child 
and family and should be able to develop a relationship of mutual responsibility and 
trust with them. These characteristics defi ne the ‘medical home’ and describe the 
care that has traditionally been provided by pediatricians in an offi ce setting” (Sia 
et al.,  2004 ). 

 In 2004, the American Academy of Family Physicians (AAFP) released its Future 
of Family Medicine report. The report described a “change in orientation from the 
traditional model of family medicine to the New Model” that included enhanced patient 
access to care with the goal of securing a personal medical home for every American. 
The personal medical home was intended to serve as the “focal point through which all 
individuals—regardless of age, sex, race, or socioeconomic status—receive a basket of 
acute, chronic, and preventive medical care services.” Care was envisioned as “not only 
accessible but also accountable, comprehensive, integrated, patient-centered, safe, 
scientifi cally valid, and satisfying to both patients and their physicians” (Future of 
Family Medicine Project Leadership Committee,  2004 ). 

 In 2006, the American College of Physicians (ACP) highlighted the longitudinal 
intent of the medical home philosophy by proposing the Advanced Medical Home: 
“The advanced medical home acknowledges that the best quality of care is provided 
not in episodic, illness-oriented, complaint-based care—but through patient- 
centered, physician-guided, cost-effi cient, longitudinal care that encompasses and 
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values both the art and science of medicine. An attribute of the advanced medical 
home is promotion of continuous healing relationships through delivery of care in a 
variety of care settings according to the needs of the patient and skills of the medical 
provider” (Barr & Ginsburg,  2006 ). 

 One year earlier, the US technology company, IBM, had begun to question the 
very foundation of the health care it was buying, and had reached a signifi cant 
conclusion: when compared to other industrialized countries, US health care fails 
to deliver comprehensive primary care because of the way primary care is fi nanced. 
Noting that primary care is the only entity charged with the longitudinal care of the 
whole patient, and that it is the primary care relationship that has the most pro-
found effect on health care outcomes, IBM, together with several other large 
national employers, helped create the Patient-Centered Primary Care Collaborative 
(PCPCC) in 2006. 

 The PCPCC’s primary objective was to reach out to the ACP, the AAFP, and other 
primary care physician groups in order to (1) facilitate improvements in patient-
physician relations, and (2) create a more effective and effi cient model of health care 
delivery (PCPCC,  2011 ). Since then, the PCPCC has become one of the major devel-
opers and advocates of the PCMH model in the USA. Its membership includes a 
number of large national employers, most of the major primary care physician asso-
ciations, health benefi ts companies, trade associations, profession/affi nity groups, 
academic centers, and health care quality improvement associations. The PCPCC 
has created an open forum where health care stakeholders freely communicate and 
work together to improve the future of the American health care system. It has also 
developed model language for inclusion in health reform proposals to include the 
PCMH concept, and acts as a key source for the continued education of congressional 
representatives, federal and state governments, and individual practices on the PCMH 
model as a “superior form of health care delivery” ( PCPCC ). 

 In 2007, the American Academy of Family Physicians (AAFP), American 
Academy of Pediatrics (AAP), American College of Physicians (ACP), and American 
Osteopathic Association (AOA) released the Joint Principles of the patient-centered 
medical home: “The Patient-Centered Medical Home (PCMH) is an approach to 
providing comprehensive primary care for children, youth and adults. The PCMH is 
a health care setting that facilitates partnerships between individual patients, and 
their personal physicians, and when appropriate, the patient’s family” (AAFP,   2007 ). 
The Joint Principles are described in Table  3.1 .

   The Joint Principles of the PCMH are a natural extension of the foundational 
features of primary care: “Important functions of primary care include serving as the 
fi rst point of contact for all new health needs and problems; delivering long- term, 
person-focused care; comprehensively meeting all health needs except those whose 
rarity renders it impossible for a generalist to maintain competence in them; and 
coordinating care that must be received elsewhere” (Blount,  1998 ). According to 
Blount, these functions parallel the original defi nition of the modern family physician: 
“The central elements of this defi nition were that a modern family physician would 
do the following: (1) serve as the patient’s personal physician and provide entry to 
the health care system, (2) provide a comprehensive set of evaluative, preventive, 
and general medical services, (3) maintain continuing responsibility for the patient, 
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including necessary coordination of care and referral, (4) practice in a manner both 
sensitive and responsive to community concerns and needs, and (5) provide care 
appropriate to the patient’s physical, emotional, and social needs, in the context of 
family and community” ((Blount,  1998 ). In January 2011, the Joint Principles for 

   Table 3.1    Joint Principles of the patient-centered medical home (AAFP,   2007 )   

  Principle 1: Personal Physician  
 Each patient has an ongoing relationship with a personal physician trained to provide fi rst contact, 

continuous and comprehensive care 
  Principle 2: Physician-Directed Medical Practice  
 The personal physician leads a team of individuals at the practice level who collectively take 

responsibility for the ongoing care of patients 
  Principle 3: Whole-Person Orientation  
 The personal physician is responsible for providing for all the patient’s health care needs or taking 

responsibility for appropriately arranging care with other qualifi ed professionals. This includes 
care for all stages of life: acute care; chronic care 

  Principle 4: Care is Coordinated and/or Integrated  
•  Across all elements of the complex health care system (e.g., subspecialty care, hospitals, 

home health agencies, nursing homes) and the patient’s community (e.g., family, public and 
private community-based services) 

•  Care is facilitated by registries, information technology, health information exchange, and other 
means to assure that patients get the indicated care when and where they need and want it in a 
culturally and linguistically appropriate manner 

  Principle 5: Quality and Safety  
•  Practices advocate for their patients to support the attainment of optimal, patient-centered 

outcomes that are defi ned by a care planning process driven by a compassionate, robust 
partnership between physicians, patients, and the patient’s family 

•  Evidence-based medicine and clinical decision-support tools guide decision-making 
•  Physicians in the practice accept accountability for continuous quality improvement through 

voluntary engagement in performance measurement and improvement 
•  Patients actively participate in decision-making and feedback is sought to ensure patients’ 

expectations are being met 
•  Information technology is utilized appropriately to support optimal patient care, performance 

measurement, patient education, and enhanced communication 
•  Practices go through a voluntary recognition process by an appropriate nongovernmental 

entity to demonstrate that they have the capabilities to provide patient-centered services 
consistent with the medical home model 

•  Patients and families participate in quality improvement activities at the practice level 
  Principle 6: Enhanced Access  
 Available through systems such as open scheduling, expanded hours and new options for 

communication between patients, their personal physician, and practice staff 
  Principle 7: Payment  
•  Should allow for separate fee-for-service payments for face-to-face visits. (Payments for care 

management services that fall outside of the face-to-face visit, as described above, should not 
result in a reduction in the payments for face-to-face visits.) 

•  Should recognize case mix differences in the patient population being treated within the practice 
•  Should allow physicians to share in savings from reduced hospitalizations associated with 

physician-guided care management in the offi ce setting 
•  Should allow for additional payments for achieving measurable and continuous quality 

improvements 
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the Medical Education of Physicians as Preparation for Practice in the Patient- 
Centered Medical Home were released. The principles will guide medical school 
curricula in ensuring that all physicians, regardless of their specialty choice, will have 
the expertise to practice in a “reformed health care delivery system based on the 
patient-centered medical home” (AAFP,  2007 ). 

 In 2010, the Patient Protection and Affordable Care Act (PPACA) further estab-
lished the medical home as the model for primary care in health care reform, defi ning 
the medical home as one that includes:

•    Personal physicians or other primary care providers  
•   Whole-person orientation  
•   Coordinated and integrated care  
•   Safe and high quality care through evidenced informed medicine, appropriate 

use of health information technology, and continuous quality improvements  
•   Expanded access to care and  
•   Payment that recognizes added value from additional components of patient- 

centered care (Goodson,  2010 )    

 PPACA also established a number of initiatives aligned with the medical home 
concept: providing coverage through a qualifi ed direct primary care medical home 
plan, ensuring quality of care, rewarding quality through market-based incentives, 
establishing community health teams, supporting primary care training, and establish-
ing a primary care extension program. Moreover, it commented specifi cally on issues 
relevant to this book, supporting “patient-centered medical home, team management of 
chronic disease, and interprofessional integrated models of health care that incorporate 
transitions in health care settings and integration of physical and mental health provi-
sion” (Kessler, Demler et al.,  2005 ). Integration of physical and behavioral health care 
in the medical home, as promoted in PPACA, is consistent with prior efforts to improve 
care for mental health problems, since only 28 % of individuals suffering from psychi-
atric disorders seek care from mental health specialists (Hoffman et al.,  1996 ).  

    Accreditation 

    National Committee for Quality Assurance (NCQA) 

 In 2003, the NCQA initiated the Physician Practice Connections (PPC) Recognition 
Program with support from The Robert Wood Johnson Foundation, the 
Commonwealth Fund, and Bridges to Excellence. The purpose of the program was 
to use “systematic process and information technology to enhance the quality of 
patient care” (National Committee for Quality Assurance [NCQA],  2010 ). In 2008, 
the ACP, the AAFP, the AAP, and the AOA joined forces to inform the creation of the 
PPC-PCMH standards. The standards were based on the Joint Principles outlined 
earlier in this chapter, and delineated specific requirements for recognition. 
The standards were intended to operationalize the core values of the PCMH in a way 
that could be captured and demonstrated through IT-driven practice- management 
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efforts. Financial incentives were offered through various health plans and employers, 
and pilot projects were sponsored at both federal and state levels. Sustainability for 
these projects would ultimately depend on the ability to measure and demonstrate 
cost and quality outcomes as well as patient and provider satisfaction through 
formal evaluation processes (Stanek & Takach,  2010 ). 

 In 2011, the PPC-PCMH standards were revised to align with other health care 
developments evolving simultaneously (NCQA,  2011 ). The fi rst of these was 
Meaningful Use (MU), a movement that grew out of the National Quality Forum’s 
(NQF) 2008 report that identifi ed a set of national priorities focused on performance 
improvement in health care (National Quality Forum [NQF],  2011 ). The priorities 
identifi ed were: patient engagement, reduction of racial disparities, improved safety, 
increased effi ciency, coordination of care, and improved population health. In 2009, 
the Health Information Technology for Economic and Clinical Health (HITECH) 
Act highlighted the centrality of using electronic health record (EHR) data and 
functionality to track and report data elements considered to be demonstrative of 
these principles for the purposes of continuous quality improvement and improved 
patient health (Health Information Technology for Economic and Clinical Health 
Act,  2011 ). This initiative became known as “meaningful use (MU).” Also in 2009, 
the Centers for Medicare and Medicaid Services (CMS) implemented the American 
Recovery and Reinvestment Act (ARRA,  2011 ). The act provided incentive pay-
ments to eligible providers for adopting and demonstrating meaningful use of EHR 
technology certifi ed through the Certifi cation Commission for Health Information 
Technology (CCHIT,  2011 ). In mid-2010, CMS released a Final Rule detailing MU 
requirements that reward clinicians for using Health Information Technology (HIT) 
to improve quality (Centers for Medicare and Medicaid Services [CMS],  2011 ). 
Table  3.2  summarizes the timeline for these developments.

   Table 3.2    Timeline of key events leading up to PCMH 2011 standards   

  2003: PPC Recognition Program  
 NCQA program to identify practices that use systematic processes and information technology to 

enhance the quality of patient care 
  2005: AAFP creates TransforMED  
 Creates funding opportunities for primary care centers to develop PCMH practices 
  2008: PPC-PCMH Standards  
 A standardized way to categorize primary care practices and how closely they align with the PCMH 
  2008: NQF Report  
 25 % of 514 endorsed standards apply to primary care. NCQA PCMH recognition requires reporting 

on at least 10 of these measures 
  2009: ARRA  
 Included $20 billion for health care information technology 
  2009: HITECH Act  
 Signed into law to promote adoption and meaningful use of health information technology 
  2010: CMS Final Rule  
 Outlined meaningful use requirements that reward clinicians for using HIT to improve health 

care quality 
  2011: PCMH 2011 Standards (New Draft Standards)  
 Updated PCMH standards better refl ecting aspects of health care delivery other than HIT 
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   The 2011 original nine standards have been reduced to six and differ from the 
pre-2011 standards in signifi cant ways. In addition to aligning with CMS and MU 
requirements, they emphasize integrating behavioral health care and care manage-
ment, include patient surveys, and emphasize the involvement of patients and 
families in quality improvement. The clause, “to integrate behaviors affecting 
health, mental health and substance abuse” has been added to the goals and speci-
fi ed through PCMH Standard 1 (depression screening for adolescents and adults), 
PCMH Standard 3 (one of three clinically important conditions identifi ed by the 
practice must be a condition related to unhealthy behaviors or a mental health or 
substance abuse condition), and PCMH Standard 5 (track referrals and coordinate 
care with mental health and substance abuse services) (NCQA,  2011 ). Table  3.3  
lists both the 2008 and 2011 standards.

   Practices must provide defi ned standards or policies and demonstrate perfor-
mance monitoring against the standards they have defi ned. Each of the six standards 
contains a Must-Pass Element, defi ned earning a score of 50 % or higher on each 
element and passing all six elements, to achieve NCQA recognition. Some of the 
elements contain critical factors, identifi ed as those that are “central to the concept 
being assessed within a particular element” (NCQA,  2011 ). Critical factors must be 
met in order for practices to receive any score on the element. 

 Practices receive a fi nal ranging from 0 to100, with Levels of recognitions based 
on those scores as follows:

 Level 1  35–59 points and all six must-pass elements 
 Level 2  60–84 points and all six must-pass elements 
 Level 3  85–100 points and all six must-pass elements 

    However, simply passing the Must-Pass Elements only adds up to 29 points, so 
practices must also pass other elements in order to qualify for recognition. Once 
granted, recognition is valid for three years. 

 As stated earlier, the 2011 standards of PCMH align with CMS MU specifi cations. 
These contain a core set of 15 requirements and fi ve of 10 menu requirements that 
must include the capability to submit electronic data to immunization registries/

   Table 3.3    2011 and 2008 PCMH standards   

 Standard  2011 PCMH standards  2008 standards (PPC-PCMH) 

 1  Enhance Access & Continuity  Access & Communication 
 2  Identify & Manage Patient Populations  Patient Tracking & Registry Function 
 3  Plan and Manage Care  Care Management 
 4  Provide Self-Care Support & Community 

Resources 
 Patient Self-Management Support 

 5  Track and Coordinate Care  Electronic Prescribing 
 6  Measure and Improve Performance  Test Tracking 
 7  Referral Tracking 
 8  Performance Reporting Improvement 
 9  Advanced Electronic Communications 
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information systems or the capability to submit electronic surveillance data to public 
health agencies. Although NCQA added the integration of behaviors affecting 
health, mental health, and substance abuse to its stated goals in the 2011 standards, 
it is worth noting that none of the must-pass elements focus on behavioral health. 
Behavioral health is addressed in some of the non-must-pass elements, however, as 
detailed in Table  3.4 .

   Of the 152 possible factors listed, only 6 specifi cally target behavioral health 
(Element 2C, Factors 6–9; Element 3A, Factor 3; and Element 4B, Factor 3). Of these, 
Element 3A, Factor 3 is arguably the most signifi cant since it requires practices to: 
(a) identify a behavioral health, substance abuse, or an unhealthy behavior condition as 
its “third important condition” and (b) design care management services targeting 
that condition. In other words, if a practice chooses depression as its behavioral 
health condition, it would also have to comply with Element 3C (Care Management), 
a Must-Pass Element that calls for practice to demonstrate management of at least 
75 % of the patients identifi ed in Element 3A (third important condition) as well as 
3B (high-risk patients). As a Must-Pass Element, at least three of the seven factors 
must be present to achieve PCMH status. While behavioral health can theoretically 
satisfy the requirements of other elements and factors such as Element 3B or 
Element 1E, Factor 1 (coordinating patient care across multiple settings), a behav-
ioral health emphasis, is not necessary. (For more detailed information on the opera-
tional requirements for the third most important condition and high-risk/complex 
patient groups, please see Appendix A.) 

 Application fees to become a PCMH are determined by the number of providers in 
a practice. Survey Tool Licenses include an $80 fl at fee and Application Fees range 

   Table 3.4    PCMH 2011 elements targeting behavioral health   

  PCMH 2: Identify and Manage Patient 
Populations  

  Examples of Behavioral Health and PCMH 
2011 Principles  

 It is Mrs. P’s fourth visit in the month. Complaints 
include insomnia, fatigue, and vague chest pain. 
As part of her routine care, Mrs. P has also 
been screened for depression, with negative 
results. This time, in addition to inquiring about 
her physical symptoms, Dr. M requests an 
intervention from the behavioral health 
provider (BHP). The BHP administers a 
screening for posttraumatic stress disorder, 
which is positive. The BHP encourages Mrs. P 
to follow up for continued treatment. At the end 
of the visit, Mrs. P suddenly reveals that she is 
currently in an abusive relationship. After 
taking reasonable steps to ensure Mrs. P is in 
no imminent danger, the BHP refers her to the 
Domestic Violence Crisis Center for housing 
assistance and legal services. In addition, he 
schedules an appointment for the following 
week for further assessment of Mrs. P’s trauma 
symptoms. 

  PCMH 3: Plan and Manage Care  
 Element A: Implement Evidence-Based 

Guidelines through point of care 
reminders for patients with: 

 3. The third condition, related to unhealthy 
behaviors or mental health or substance 
abuse 

  To receive a 50 % or 100 % score, at least 
one identifi ed condition must be related 
to #3 (obesity, smoking, drug addiction, 
alcoholism, depression, anxiety, ADHD)  

  PCMH 4: Provide Self-Care Support and 
Community Resources  

 Element B: Provide Referrals to Community 
Resources 

 3. Arranges or provides treatment for 
mental health and substance abuse 
disorders 
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from $450 for a solo practice to $2,700 + $10/number>100 for practices with more 
than 100 providers. A 20 % discount is offered to applicants sponsored by health 
plans, employers, and other programs. The discount applies when practices have 
fewer than 15 physicians and the sponsor has 10 or more applications in a market area 
within a 12-month period. Practices with a Level 1 or Level 2 designation can apply 
for an add-on survey discounted at the 50 % level of the standard application fees. 
Multi-site group survey pricing is also available for qualifying practices.  

    Accreditation Association for Ambulatory Health Care (AAAHC) 

 The AAAHC is private, nonprofi t organization formed in 1979 that “develops 
standards to advance and promote patient safety, quality, and value for ambulatory 
health care through peer based accreditation processes, education, and research” 
(Accreditation Association for Ambulatory Health Care [AAAHC],  2011 ). It is cur-
rently the only agency to offer on-site certifi cation surveys for PCMH. Standards 
are delineated in the Medical Home On-site Certifi cation Handbook, and applicants 
must contact the Assistant Director of Accreditation Services before completing 
application. As defi ned by the Accreditation Association standards, a medical home 
is the primary point of care for patients. Organizations that choose to include medi-
cal home accreditation as part of their survey will be assessed according to the cri-
teria in Table  3.5 .

       Utilization Review Accreditation Committee (URAC) 

 URAC is an independent, nonprofi t organization founded in the late 1980s to 
“promote continuous improvement in the quality and effi ciency of health care 
management through processes of accreditation and education.” URAC defi nes a 

   Table 3.5    AAAHC accreditation criteria   

 Standards  Defi nitions 

  Relationships   Including communication, understanding, and collaboration between the 
patient and physician, or the physician- directed health care team 

  Continuity of Care   Including the requirement that more than 50 % of a patient’s visits are with 
the same physician/physician team 

  Comprehensiveness 
of Care  

 Including preventive, wellness, and end-of-life care in addition to acute 
and chronic care services 

  Accessibility   Including written standards to support patient access, routine assessment 
of patients’ perceptions of access, on-call coverage and patient 
information on how to obtain medical care at any time 

  Quality of Care   Including care that is physician directed, incorporates evidence-based 
guidelines and performance measures in the delivery of clinical services 
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Patient-Centered Health Care Home (PCHCH) as one that “provides comprehensive 
and individualized access to physical health, behavioral health, and supportive 
community and social services, ensuring patients receive the right care in the right 
setting at the right time.” It offers over twenty-fi ve accreditation and certifi cation 
programs and has recently developed a series of three Program Toolkits based on 
ten guiding PCHCH Principles (URAC,  2011 ).

    1.    Patient-centered care culture   
   2.    Appropriate access to care   
   3.    Individualized care planning   
   4.    Effective and timely care coordination and follow-up   
   5.    Eliminating health care disparities   
   6.    Promoting care quality and continuous quality   
   7.    Stewarding the cost-effective use of health care resources   
   8.    Excellence in customer service   
   9.    Commitment to transparency   
   10.    PCHCH infrastructure and operations    

  While not technically a recognition program, the toolkits include practice assess-
ment standards, performance measures information resources, and survey information 
resources designed to help practices transform themselves into health care homes.  

    Summary of PCMH Research 

 In 2010, the PCPCC published a report summarizing the results of the reviewed 
evidence from controlled patient-centered medical home initiatives throughout the 
country that contained outcome data on service utilization and costs (Grumbach & 
Grundy,  2010 ). The main fi ndings are summarized in Table  3.6 .

   In 2010, TransforMED led the country’s fi rst National Demonstration Project 
(NDP) by comparing facilitated and self-directed implementation approaches in a 
group randomized clinical trial utilizing 36 family practices located in 25 states over 
a 26-month evaluation period (Crabtree et al.,  2010 ). Practice sizes ranged from solo 
to greater than seven primary care physicians. Adoption of model components during 
the NDP was associated with improved access for patients, with better prevention, 
Ambulatory Care Quality Alliance (ACQA), and chronic disease care scores. Despite 
these successes, there was no improvement in patient-rated outcomes for health 
status, satisfaction with service relationship, patient empowerment, comprehensive 
care, coordination of care, personal relationship over time, or global practice experi-
ence. The authors noted that implementing a PCMH model might actually worsen 
patients’ perception of care: “Amidst the substantial practice, personal, and fi nancial 
challenges practices face, it is easy to lose the patient at the center of the PCMH” 
(p. S81). Overall, the results of the NDP indicated that transformation into a PCMH 
will take time, and must include attention to improved communication among practice 
members, leadership, and an intense amount of resource allocation. 
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 The authors also point out the inherent contradiction in PCMH philosophy, 
namely, that while the PCMH envisions collaborative team-based care, its physician- 
directed principle continues to maintain the status quo. The whole-person orientation 
principle states that the personal physician is responsible for providing all of the 
patient’s health care needs or for arranging care with other qualifi ed professionals 
(AAFP,  2007 ). This is less constraining than the original clause that read, “The phy-
sician-led team is responsible for providing all the patient’s health care needs, and, 
when needed, arranges for appropriate care with other qualifi ed physicians” (NCQA, 
 2010 ). Having a physician to be responsible for the management of these patients in 
this fashion is an impossible standard. How feasible is it for one physician to provide 
for all of a patient’s health care needs or to arrange for such care in the absence of an 
organizational structure that supports and facilitates such care? The authors of the 
NDP report also emphasize that most PCMH models do not explicitly include behav-
ioral health even though the continued separation of mental from physical contradicts 
the core values PCMH is designed to espouse. Of the 31 practices providing data on 
the subject, 16 had some degree of behavioral health care available to patients at base-
line. By the end of the NDP, only three of the 12 remaining sites had implemented 
behavioral health care (Nutting et al.,  2010 ). Although the 2011 standards make some 
progress in this direction by incorporating mental health and substance abuse, they do 
not explicitly mention behavioral health providers for the provision of these services. 
The language remains physician centered by directing physicians to provide the treat-
ment themselves or to arrange for its provision, even though studies show that most 
patients receiving referrals to specialty mental health do not follow through with the 
referrals (Cunningham,  2009 ; NCQA,  2011 ; Smith et al.,  2003 ). 

 In addition to the NDP, individual states, recognizing the potential for health care 
reform, have begun using the PCMH as a platform for redesign. With an eye on 
bending the cost curve, many states have considered the role that a medical home 
can have in providing higher quality care at a lower cost. States leading the way 
with their medical home innovation include Vermont and North Carolina (Bachman 
et al. ( 2006 ); Mechanic ( 1999 ). 

 Governor Douglas formally launched the Vermont Blueprint for Health in 2003 
in an attempt to decrease the cost of individuals with chronic disease. The Blueprint 
has expanded over the years where an increasing number of practices are designated 
as patient-centered medical homes (known as Advanced Primary Care Practices or 
APCPs in Vermont). The APCPs are the centers of the Blueprint’s health care delivery. 
Building off the principle that primary care should be the center of a system that 
coordinates care seamlessly, the Blueprint has placed signifi cant emphasis on prac-
tices achieving NCQA designation as a patient-centered medical home. 

 In addition to becoming a PCMH, the Blueprint asks practices to form Community 
Health Teams (CHT), a group of multidisciplinary teams, responsible for helping 
patients in their respective communities work on their health care. The CHTs oper-
ate as extensions to the APCPs. The end goal for the Blueprint is comprehensive, 
coordinated care whereby patients can have all their needs met in their medical 
home. Results from the Blueprint have been impressive, and can be found in the 
2011 Vermont Blueprint for Health Annual Report. 
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 Similar to Vermont, North Carolina has also developed several activities around 
the PCMH. Community Care of North Carolina, the North Carolina Center of 
Excellence for Integrated Care, and I-3 are working examples of health care innova-
tion in the state. 

 Both Vermont and North Carolina have recently been included in the federal 
government’s investigation of the PCMH. In 2010, CMS offered states the opportu-
nity to apply for the Multi-Payer Advanced Primary Care Practice Demonstration 
project. The purpose of this demonstration was to evaluate whether the advanced 
primary care practice (read patient-centered medical homes), when supported by 
Medicare, Medicaid, and private health plans, will (1) reduce unjustifi ed variation 
in utilization and expenditures; (2) improve the safety, effectiveness, timeliness, and 
effi ciency of health care; (3) increase the ability of benefi ciaries to participate in 
decisions concerning their care; (4) increase the availability and delivery of care that 
is consistent with evidence-based guidelines in historically underserved areas; and 
(5) reduce unjustifi ed variation in utilization and expenditures under the Medicare 
program. Eight states—Maine, Vermont, Rhode Island, New York, Pennsylvania, 
North Carolina, Michigan, and Minnesota—were selected to participate in this 
Multi-Payer Advanced Primary Care Practice Demonstration ultimately leading to 
approximately 1,200 medical homes serving up to 1 million Medicare benefi ciaries. 
While this program has just recently begun, it is another opportunity to see the 
PCMH in action and how states choose to address or not address mental health. 

 In May, 2011, the Department of Health and Human Services invited Federally 
Qualifi ed Health Centers (FQHCs) throughout the Country to participate in the Medicare 
Federally Qualifi ed Health Center Advanced Primary Care Practice Demonstration 
(FQHC APCP) Project announced by President Obama in 2009. The three-year demon-
stration will evaluate the effect of the PCMH model on Medicare benefi ciaries served by 
FQHCs. CMS and HRSA will provide technical assistance to participating practices, 
and HRSA will provide a fee for each eligible Medicare benefi ciary.   

    Summary 

 The goal of this chapter was to offer the reader an introduction to the Patient- Centered 
Medical Home and the importance of understanding the principles, accreditation 
criteria, and research efforts that provide its infrastructure. As the functionally trans-
formative redesign of primary care, the PCMH provides a unique opportunity to 
address behavioral health in a more coordinated and comprehensive way. While 
there are several ways to measure the PCMH, they all remain consistent in their rec-
ognition that a more tightly coordinated primary care system is needed. Additionally, 
with the passage of the Patient Protection and Affordable Care Act, there is more of 
an impetus to place primary care at the front and center of any and all conversations 
pertaining to health care. The medical home without attention to the inseparable 
nature of mind and body will simply perpetuate fragmentation of the health care 
system, and will remain a house under construction.      
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    Appendix A. NCQA Important Conditions and  High-Risk/
Complex Patient Groups 

    
Element A: Implement Evidence-Based Guidelines

Element B: Identify High-Risk/Complex Patients

PCMH 3, Element C: Care Management (MUST PASS)

PCMH 4, Element A: Self-Care Process (MUST PASS)

Element C: Care Management

The practice implements evidence-based guidelines through point-of-care reminders for
patients with:

Important conditions and high-risk/complex patients are those identified for the Medical Record 
Review.  It requires the following for the three important and high-risk/complex patient groups:

The care team performs the following for at least 75% of the patients identified in Element A
(important conditions) and B (high-risk/complex patients):

1.  The first important condition *

2.  The second important condition

3.  The third condition, related to unhealthy behaviors or mental health or substance abuse

1.  Establishes criteria and a systematic process to identify high-risk or complex patients

2.  Determines percentage of these in its population

1.  Previsit preparations.

2.  Collaborative treatment plan including treatment goals updated at each relevant visit.

3.  Gives patient/family written plan of care.

4.  Assesses and addresses barriers when treatment goals are not reached.

5.  Clinical summaries given to patient at each relevant visit.

6.  Ientifies patients/families who might benefit from additional care management support.

7.  Follows up with patients/families who have not kept important appointments.

PCMH 3: Plan and Manage Care
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 Element D: Medication Management

The practice manages medications in the following ways:

The practice conducts activities to support patients/families in self-management for patients 
identified in PCMH 3, Elements A (Important Conditions) and B (High-Risk/Complex):

1.  Reviews and reconciles medications with patients/families for more than 50% of care
    transitions.**

1.  Educational resources for at least 50% of patients.

2.  Uses an EHR to identify patient-specific education resources and provide them to
    more than 10% of patients.

3.  Develops and documents self-management plans and goals in collaboration with at least
    50% of patients/families.

4.  Documents self-management abilities for at least 50% of patients/families.

5.  Provides self-management tools to record self-care results for at least 50% of
    patients/families.
6.  Counsels at least 50% of patients/families to adopt healthy behaviors.

*Core Meaningful Use Requirement

2.  Reviews and reconciles medications with patients/families for more than 80% of care
    transitions.

3.  Provides information about new prescriptions for more than 80% of patients/families.

4.  Assesses patient/family understanding of medications for more than 50% of patients.

5.  Assesses patient response to medications and barriers to adherence for more than 50% of
    patients.
6.  Documents over-the-counter medications, herbal therapies and supplements for more than
    50% of patients/families, with the date of updates.

Element A: Support Self-Care Process

PCMH 4: Provide Self-Care and Community Resources

**Menu Meaningful Use Requirement
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    Abstract     The increased recognition of the importance of mental health, behavioral 
health, and substance use in primary care creates opportunities for helping better 
achieve a more effi cient and effective health care system. Redesigning primary care 
through the Patient-Centered Medical Home has opened up new avenues for health 
care policy discussion; however, what remains unclear is the role behavioral health 
will play in this signifi cant redesign.  

        Introduction 

 Ongoing fragmentation in health care between medical and behavioral health at the 
clinical, operational, fi nancial, and training levels have restrained attempts to inte-
grate policies and procedures for combining these two historically disparate systems 
of care. However, new health reform policies may offer opportunities for better 
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behavioral health integration with primary care. While the past three decades have 
brought changes to the discipline and practice of behavioral health, the fi eld has 
found itself in a place where it is viewed as a series of often disconnected and 
 diffi cult to access specialty services. The implications of this for health care reform 
is that behavioral health disciplines are often overlooked and seen as another spe-
cialty vying for scarce fi nancial resources. Efforts to integrate behavioral health into 
the larger health care milieu could not be more critical and are often fraught with 
challenges due to the fragmentation and territorial protection within mental health 
professions. However, behavioral health stakeholders from a variety of disciplines 
(e.g., social work, counseling, psychology, and psychiatry) have the opportunity to 
be connected to national health care policy through legislation such as: (1) the 
Patient Protection and Affordable Care Act; (2) Local, State, and Federal policies 
for medical and behavioral health billing; and (3) mental health parity legislation. 
These policy changes can better position the behavioral health fi eld to advance 
beyond a specialty line of care and become more seamlessly integrated across health 
care systems. 

   The Patient Protection and Affordable Care Act 

 The Patient Protection and Affordable Care Act (PPACA) passed in 2010 is the 
most signifi cant piece of health care policy legislation in decades (Goodson,  2010 ). 
PPACA presented several opportunities for those in the behavioral health fi eld to be 
more involved in larger health care efforts. There are many important tenets of this 
Act, but health insurance expansion, increased access and primary care have 
received the most attention. The key components of the legislation that overlap with 
integrated behavioral health are as follows:   
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    Key Patient Protection and Affordable Care Act: Legislation 
for Integrated Behavioral Health 

  Title II Subtitle I    Sec. 2303—Payment   See Amendment by Reconciliation Act below 
  Sec. 2703. State 

option 
to provide health 
homes for 
enrollees with 
chronic conditions  

 Provides States with the option of enrolling 
Medicaid benefi ciaries with chronic conditions 
into a “health home.” Health homes are 
composed of a team of health professionals and 
are designed to provide a comprehensive set of 
medical services, including care coordination 

  From H.R. 3590 
Patient 
Protection 
and 
Affordable 
Care Act  

  Sec. 2706. Pediatric 
Accountable Care 
Organization 
demonstration 
project  

 Establishes a demonstration project that allows 
qualifi ed pediatric providers to be recognized 
and receive payments as Accountable Care 
Organizations (ACO) under Medicaid. The 
pediatric ACO would be required to meet certain 
performance guidelines. Pediatric ACOs that 
met these guidelines and provided services at a 
lower cost would share in those savings 

  Title III    Sec. 3021. 
Establishment 
of Center for 
Medicare and 
Medicaid 
Innovation within 
CMS  

 Establishes within the Centers for Medicare and 
Medicaid Services (CMS) a Center for Medicare 
& Medicaid Innovation. The purpose of the 
Center will be to research, develop, test, and 
expand innovative payment and delivery 
arrangements to improve the quality and reduce 
the cost of care provided to patients in each 
program. Dedicated funding is provided to allow 
for testing of models that require benefi ts not 
currently covered by Medicare. Successful 
models can be expanded nationally. Section 
10306 adds payment reform models to the list of 
projects for the Center to consider, including 
patient-centered medical homes 

  Sec. 3022. Medicare 
Shared Savings 
Program  

 The shared savings program, which is the funda-
mental payment reform for ACOs, has helped to 
defi ne the various new models of care including 
those that try and integrate behavioral health 
services. Ultimately ACOs are designed to bring 
about high quality and effi cient service. Under 
PPACA’s shared savings programs, groups of 
providers and suppliers meeting certain criteria 
specifi ed by CMS may work together to manage 
and coordinate care, through ACOs, for 
Medicare fee-for-service benefi ciaries 

  Title V    Sec. 5301. Training in 
family medicine, 
general internal 
medicine, general 
pediatrics, and 
physician 
assistantship  

 Provides grants that aim to develop and operate 
training programs, provide fi nancial assistance 
to trainees and faculty, enhance faculty 
development in primary care and physician 
assistant programs, and that establish, maintain, 
and improve academic units in primary care. 
Priority is given to programs that educate 
students in team- based approaches to care, 
including the patient-centered medical home 
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    These new policies place primary care as the nation’s largest platform of health care 
delivery, and the center of a substantial health care redesign. The principles and 
policies of Accountable Care Organizations focus on the implementation of three 
key issues for behavioral health: (1) team-based care; (2) quality improvement; and, 
(3) cost containment. A prominent means of redesign is through the patient-centered 
medical home (PCMH), which offers unique opportunities for innovation for behav-
ioral health (Barr & Ginsburg,  2006 ; Green, Fryer, Yawn, Lanier, & Dovey,  2001 ). 
The PCMH is both an organizational model and certifi cation process (see Chap.   3     on 
PCMH). PPACA policies are infl uencing the goals of the PCMH as a conceptual 
model for redesigning primary care. PCMH emphasizes the treatment of the whole 
person by a team of health care professionals who address a patient’s primary health 
care needs in one setting (deGruy & Etz,  2010 ; McDaniel & Fogarty,  2009 ). 
National health care policy and health care reforms align with these PCMH con-
cepts [(American Academy of Family Physicians (AAFP), American Academy of 
Pediatrics (AAP), American College of Physicians (ACP), & American Osteopathic 
Association (AOA),  2007 ; Barr & Ginsburg,  2006 ; Ferrante, Balasubramanian, 
Hudson, & Crabtree,  2010 )]. 

 Supported By: Continuous Quality Improvement and Effectiveness 

 In the area of quality improvement, behavioral health could have an important role in 
measuring what constitutes quality health care indicators. Patient factors such as qual-
ity of life, patient engagement, depression and/or anxiety or other healthy lifestyle 
behaviors have a signifi cant impact on health outcomes. But these measures are mar-
ginalized as quality indicators for patient care. Acknowledging and advocating for the 
role of behavioral health metrics is an open door for advancing policy initiatives in 
quality improvement metrics, which include integrated behavioral health factors. 
Currently, these behavioral health metrics are in short supply, except for screening 
tools such as PHQ-9, and they are rarely incorporated into quality improvement sys-
tems. The potential to add behavioral health metrics as meaningful use measures 
through the PPACA policy holds promise. Providers and administrators from medical 
and mental health contexts need to become educated on how to best incorporate and 
implement these measures into quality improvement efforts. 

 How: Team-Based Care 

 The area of PPACA policy centers on team-based care. Most medical administrators 
tend to focus on the multidisciplinary team of physicians, mid-level providers, 
nurses, medical assistants, and other medical support staff. However, behavioral 
health providers and care managers have an opportunity to be included as integral 
members of these teams. They play a noteworthy role and have a signifi cant contri-
bution in not only direct clinical care for patients, but also in helping teams work 
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more effectively. The teams could benefi t from behavioral health providers’ training 
and skills in group dynamics and group facilitation. These are new and untapped 
areas for behavioral health providers to expand and contribute to PCMH initiatives 
and the policy intentions of PPACA organizations. 

 Supported By: Business Model and Cost Containment

The third area of focus for PPACA policies is cost containment. Health care systems 
that integrate behavioral health have shown some gains in containing expenses in 
care delivery. The prevalence of behavioral health issues among patients (e.g., 
adherence, healthy life style) in the primary care setting is well established, as is the 
impact of mental health comorbidities on medical outcomes (Katon & Schulberg, 
 1992 ; Kessler & Stafford,  2008 ; Kessler et al.,  2005 ; Unutzer, Schoenbaum, Druss, 
& Katon,  2006 ). And the evidence for having integrated behavioral health within a 
primary care system has demonstrated a positive outcome on managing acute, 
chronic, and preventative health care needs (Butler et al.,  2008 ; Green et al.,  2001 ; 
Starfi eld,  1998 ). However, policies are often not consistent with the evidence of the 
importance of behavioral health in cost containment. Behavioral health is not on the 
forefront of cost-cutting factors in health care policy debates and standards. 
Currently, policies are more prohibitive of integrating care than in support of it. For 
example, fi nancially sustaining integrated behavioral health care is problematic due 
to antiquated reimbursement policies that force behavioral health and physical 
health into separate billing silos (Kathol, Butler, McAlpine, & Kane,  2010 ; Mauch, 
Kautz, & Smith,  2008 ). These payment policies do not acknowledge an integrated 
team, but rather pay for “behavioral health” or “physical health” codes or services. 

 Another area of policy that has created confusion has been in reimbursement 
regulations. Policies and regulations on state and local levels can undermine inte-
grated behavioral health care practices. For example, state policies that limit same- 
day billing for medical and mental health treatment have interfered with medical 
and mental providers working in tandem with a patient to provide more seamless 
care. Policy regulations often limit continuity and collaboration, and contribute to 
patients’ experience of obstacles in following through with behavioral health treat-
ments. A number of states have addressed this by allowing for same-day billing, but 
it continues to be a complication throughout the country. When same-day billing 
policies are in place, behavioral health providers are able to provide psychotherapy 
services and receive reimbursement for same-day billing; however, the patient must 
have a mental health diagnosis (  http://www.samhsa.gov/healthreform/index.aspx    ). 
When behavioral health providers use health and behavior codes (e.g., CPT 95801- 4) 
on the same day as a medical visit to address the patient’s engagement in health- 
related behavior change, many times these services cannot be reimbursed if billed 
on the same day of service. For example, if a physician sees an obese patient who 
could benefi t from motivational interviewing to enhance their commitment to 
engaging in behavior changes for exercising, the patient would need to come back 
on another day rather than be seen on that same day. This policy signifi cantly limits 
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the continuity, effi ciency, and collaboration of patient-centered care for the majority 
of primary care patients. 

 It is important to note that these payment and billing problems (same-day billing 
and health and behavior assessment codes) are workarounds and do not fundamen-
tally address the problem at the heart of integration—behavioral health cannot be 
separated from overall health. To this end, payment schemes that continue to pay 
providers to only deliver their service line inadvertently perpetuate fragmentation. 
Global budgets and global payments may be more supportive of a truly integrated 
health care system and allow integrated behavioral health to fl ourish. 

 An untapped area of policy that may have an impact on reimbursement and prac-
tice is the Federal legislation that promoted parity between medical and mental 
health or substance abuse services. In 2008, the Paul Wellstone and Pete Domenici 
Mental Health Parity and Addiction Equity Act was signed into law and requires 
group health insurance plans (those with more than 50 insured employees) that offer 
coverage for mental illness and substance use disorders to provide those benefi ts in 
a way that is no more restrictive than all other medical and surgical procedures cov-
ered by the plan. The Mental Health Parity and Addiction Equity Act does not 
require group health plans to cover mental health (MH) and substance use disorder 
(SUD) benefi ts but, when plans do cover these benefi ts, MH and SUD benefi ts must 
be covered at levels that are no lower and with treatment limitations that are no more 
restrictive than would be the case for the other medical and surgical benefi ts offered 
by the plan (  http://www.samhsa.gov/healthreform/parity/    ). This new legislation, 
which went into effect in January 2011, effectively puts mental health and substance 
abuse treatments on par with medical treatment. This policy can help health care 
systems merge medical and mental health care systems since the reimbursement 
practices need to be consistent. This practice of inequality has kept individuals with 
untreated SUD and MH disorders from receiving critically important treatment ser-
vices. By providing parity, insurance covers treatment for SUD and MH  disorders 
in a way that is equal to treatment coverage for other chronic health conditions, such 
as diabetes, asthma, and hypertension. The lack of health insurance coverage for 
MH and SUD treatment has contributed to a large gap in treatment services. 
Improving coverage of MH and SUD services will help more people get the care 
they need (  http://www.samhsa.gov/healthreform/parity/    ).  

    Policy Challenges for Integrating Behavioral Health in Primary 
Care: Gaps Between Research and Policy 

 The relationship between health care policy and research on effective health care 
 outcomes is often disconnected. There is a signifi cant body of evidence that sup-
ports that behavioral health and primary care need to be integrated and attempts to 
separate and polarize the two systems puts health care delivery on a pathway to 
inferior patient care (Butler et al.,  2008 ; deGruy,  1996 ). Research that supports best 
practices, however, may not trickle down into relevant policy debates, decisions, or 

B.F. Miller et al.

http://www.samhsa.gov/healthreform/parity/
http://www.samhsa.gov/healthreform/parity/


59

regulations. There is a signifi cant gap between effective  patient-centered health care 
practices and policies that support and regulate integrated behavioral health. For 
example, if there is established evidence that better integrated treatment for mental 
health issues, such as depression and anxiety, improves outcomes, decreases cost, 
and improves patient and provider satisfaction, why would not these integration 
practices be adopted in policy? The answer to this question is found in the historical 
separation of behavioral health from physical health. 

 Likewise, policymakers may be hesitant to advance policies that may appear to 
“dictate” best practices and/or interfere in the science of medicine. What 
p olicymakers want to do is provide the environment for research that informs policy 
questions. For example, the Patient Centered Outcomes Research Institute (PCORI) 
was created to emphasize the need for patient-centered outcomes, especially in the 
context of clinical comparative effectiveness research. Behavioral health providers, 
administrators, and advocates within primary care settings need to actively build 
relationships with policymakers and organizations to better disseminate and trans-
late research fi ndings to policymakers and to raise the questions about the role of 
behavioral health to make it part of the discussion. Research has had a limited 
impact on the policy-making process and policymakers often do not understand the 
issues of integrated behavioral health care. Policymakers might erroneously assume 
that we have a health system that includes behavioral health care. This only points 
to the knowledge gap between those that draft the policy regulations and those that 
practice in primary care. Consequently, we need to connect the dots between the 
research in integrated behavioral health and what policymakers understand about 
this research and then what they can do to support it (Miller,  2010 ; Miller, Kessler, 
Peek, & Kallenberg,  2011 ). Behavioral health advocates, on the other hand, are 
often uninformed about the role and focus of policymakers. Behavioral health sup-
porters need to know that policymakers have three essential roles: (1) approve addi-
tional monies for the Medicare Trust Fund, which could be used to support Center for 
Medicare and Medicaid Services (CMS) initiatives, (2) direct government entities to 
do something in a certain time frame (e.g., test new models of payment reform that 
include behavioral health), and (3) mandate aspects of the delivery of health care 
through rules and regulations in the public programs of Medicare, Medicaid, Veterans 
Affairs, Department of Defense, or through the Federal Employee Health Benefi ts 
Program. In addition policymakers can have a signifi cant impact on the private sector 
through changes in regulations such as HIPAA and ERISA. Understanding this pro-
cess may help advance and give voice in infl uential venues to the issues related to 
integrating behavioral health into our larger medical system.  

    Lack of Representation and Advocacy Within Integrated 
Behavioral Health Groups 

 While primary care behavioral health advocates from diverse professional back-
grounds should continue to push for a larger clinical involvement in the PPACA 
initiatives and PCMH redesign, we need to better address and draft the policies 
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that support behavioral health professions in primary care. While health care 
reform initiatives are moving toward having whole-person integrated care, only a 
small fraction of behavioral health providers currently work in integrated primary care 
practices and most of these providers are in public health settings (e.g., CHCs, 
FQHCs, CMHCs). We need an active, engaged leadership who can give voice and 
direction from the behavioral health point of view to legislators on local, state, 
and federal levels. Behavioral health providers, for the most part, are not edu-
cated, coached, or mentored in ways to participate in this legislative process. 
Consequently, the contributions of behavioral health has had limited impact in 
important policy decisions. 

 Some ways that behavioral health advocates have been involved with organiza-
tions that are advancing an agenda that integrates behavioral health include associa-
tions like the Collaborative Family Healthcare Association (CFHA). CFHA is a 
national not-for-profi t association committed to multidisciplinary, patient, and 
family- centered integrated health care. Prior to each CFHA conference, the associa-
tion hosts a policy summit that brings together stakeholders from across the state 
and has them work together on changing policy to accommodate integrated behav-
ioral health (  www.cfha.net).     

 The Agency for Healthcare Research and Quality (AHRQ) has also helped support 
integrated behavioral health by creating a national resource on integration—the 
Academy for Integrating Behavioral Health and Primary Care (   http://integrationacad-
emy.ahrq.gov/    ).     This effort aims to unite the fi eld and those interested in integrated 
behavioral health by providing resources for integration in one location. This effort is 
led by a National Integration Academy Council, which consists of leaders from the 
integrated behavioral health fi eld. These leaders represent all aspects of the fi eld 
including researchers, clinicians, policymakers, payers, patients, and actuaries. 

 The National Council for Community Behavioral Healthcare (National Council) 
is the unifying voice of America’s behavioral health organizations. It has 1,950 
member organizations, and its mission is to provide comprehensive, high-quality 
care that affords every opportunity for recovery and inclusion in all aspects of com-
munity life. The National Council advocates for policies that ensure that people 
who are ill can access comprehensive health care services. The National Council 
operates the SAMHSA-HRSA Center for Integrated Health Solutions to provide 
nationwide technical assistance in integrating primary and behavioral health. (  http://
www.thenationalcouncil.org/cs/about_us    ) 

 The Substance Abuse and Mental Health Services Administration (SAMHSA) 
and Health Resources and Services Administration (HRSA) have helped create the 
SAMHSA-HRSA Center for Integrated Health Solutions (  http://www.integration.
samhsa.gov/    ) another resource for the community interested in behavioral health 
and integration. 

 The National Institutes on Health (NIH) also has a dedicated institute for mental 
health, which has incorporated some aspects of behavioral and integrated health, but in 
a very limited interpretation and often without any concrete, stable source of funding. 

 Despite an increase in resources for integrated behavioral health, there remains 
an important need to address health care policy. For the fi eld to move forward there 
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must be a move beyond educating policymakers to action and implementation. In 
the context of health care policy reform and parity regulations, there are more 
opportunities to integrate behavioral health evidence and the strong interconnection 
between physical and mental health. Now, more than ever before, the fi eld of inte-
grated behavioral health should be uniting to take advantage of the opportunities 
within health care policy to integrate health care once and for all.     
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    Abstract     Integrated behavioral health care    is a complex, multifaceted healthcare 
delivery approach that is geared towards addressing mental and behavioral health 
concerns in primary care. There are a number of different models for integrated 
behavioral health care, with components that can be conceptualized as structures of 
care, processes of care, or principles of care. Common models include the IMPACT 
model (care management for depression), the three-component model (care man-
agement, enhanced mental health support, and a prepared practice), and the primary 
mental health care model of colocated integrated behavioral health care (on-site 
mental health specialists who collaborate with primary care providers), among oth-
ers. Meta-analysis has shown that integrated behavioral health care improves health 
outcomes, although the extant evidence primarily pertains to depression. It is not 
well known which components of integrated behavioral health care are either neces-
sary or suffi cient for improving outcomes. There are many evidence gaps in inte-
grated behavioral health care, including implementation and dissemination and the 
effects of integrated behavioral health care on disease contexts other than depres-
sion, behavioral medicine (e.g., lifestyle change in primary care), diverse popula-
tions, and cost and sustainability outcomes. Multiple methodologies should be 
deployed to address these gaps, including quasi-experimental, mixed methods 
(quantitative and qualitative), and observational designs.  

        Introduction 

 Integrated behavioral health care for mental and behavioral health in primary care 
 settings is a general healthcare delivery concept that encompasses many complex 
multifaceted systems and practice models. These models are many and varied, but 
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generally include the following basic elements: a collaborative team comprised of 
mental/behavioral health and medical providers; protocols for identifying, triag-
ing, treating, and tracking mental health concerns from within primary care; and 
supporting information technology infrastructure (Peek,  2011 ). The primary goal 
is to improve patient health outcomes (e.g., quality care); additional goals may 
include reducing costs and increasing effi ciency (e.g., high-value care) and 
enhancing patient and provider satisfaction (e.g., the Triple Aim; Berwick, Nolan, 
& Whittington,  2008 ). The status quo in the US healthcare delivery system is that 
mental and behavioral health concerns are largely addressed by separate and 
distinct specialty mental health and private care settings (or not addressed at all). 
Such a system is often described as “fragmented” and diffi cult for both patients 
and providers to navigate.  

 In order to justify wide-scale system changes towards integrated behavioral 
health care, conclusive and consistent evidence is needed to convince policy and 
decision makers (including payers) of the value of collaborative care compared to 
the status quo. Such evidence includes an understanding of the models and their 
attributes that are feasible, sustainable, affordable, and effective. Such convincing 
evidence can only be the result of rigorous research and systematic evaluation 
designed to compare outcomes in integrated versus usual care settings. While the 
evidence base is fairly well established in some domains (e.g., primary care-based 
management of depression), in others it is quite sparse. Additionally, much of the 
research that has been done has been focused on the implementation of specifi c care 
protocols that feature aspects of integrated care, often targeted to particular chronic 
diseases or populations, with few evaluations of efforts to more globally transform 
the organizational aspects of practices into an integrated model. Mental and behav-
ioral health providers in collaborative care models are positioned not only to aid in 
the treatment of specifi c mental disorders, but to enhance self-management of health 
through behavior change (e.g., motivational interviewing). The scope of the prom-
ise of integrated behavioral health care is as yet unrealized, and a key focus of future 
research should include both mental and behavioral health care. 

 The purpose of this chapter is therefore to describe the current evidence base 
(including reviews and meta-analyses), to identify evidence gaps, and to describe 
a range of research objectives and methodologies needed to fi ll these gaps. To 
facilitate interpretation of the evidence and identifi cation of research gaps, the 
fi rst step is to defi ne integrated behavioral health care, with all of its complexi-
ties and variations. There are many terms used to represent this concept, includ-
ing collaborative care, mental health integration, integrated care, integrated 
mental health and integrated behavioral health. We follow the standard adopted 
for this volume and use integrated behavioral health to refer generally to these 
models; however, when referring to specifi c projects or reviews, we use the 
authors’ original terms. A number of attempts have been made to distill the 
concept of integrated care for the purposes of evaluation and comparison of the 
existing evidence (Blount,  2003 ; Butler et al.,  2008 ; Collins, Hewson, Munger, 
& Wade,  2010 ; Doherty, McDaniel, & Baird,  1996 ). For instance, Blount ( 2003 ) 
described several key dimensions of the various models of integrated primary 
care: the relationship between mental health and primary care services 
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(coordination, colocation, and integration), the populations served (targeted to 
patients with specifi c mental health needs vs. non-targeted), and the specifi city 
of treatment modalities (a particular treatment protocol is specifi ed vs. unspeci-
fi ed treatment that is essentially “provider’s choice”). In a recent report from the 
Agency for Healthcare Research and Quality (AHRQ), the key dimensions out-
lined concerned systematic screening, integrating providers, and integrated 
care/proactive follow-up (Butler et al.,  2008 ). Level of integration of the care 
process has been said to consist of ten elements (Butler et al.  2008 ,  2011 ), 
including (1) screening, (2) patient education/self- management, (3) medication, 
(4) psychotherapy, (5) coordinated care, (6) clinical monitoring, (7) assessment 
of medication adherence, (8) standardized follow-up, (9) formal stepped care, 
and (10) supervision. Level of integration of provider roles consists of degree of 
shared decision making between primary care and mental health providers (con-
sensus, coordinated, or PCP principal responsibility), colocation of primary 
care and mental health, shared medical records, and communication links (such 
as e-mail or phone; Butler et al.,  2008 ). 

 Most recently, Peek ( 2011 ) compiled a set of parameters to defi ne a paradigm 
case for integrated behavioral health care, along with acceptable variations. 
According to Peek, an integrated behavioral health care practice has “a team with a 
shared population and mission, using a clinical system supported by an offi ce prac-
tice and fi nancial system and continuous quality improvement and effectiveness 
measurement.” While this may represent the ideal or “paradigm” case for integrated 
behavioral health care, the forthcoming review of the evidence will reveal that little 
to none of the research conducted to date relates to something truly meeting this 
defi nition. Thus, this chapter will describe the variations on the theme of integrated 
behavioral health care and the evidence (or lack thereof) in support of each. We will 
then note the many gaps in this literature, especially concerning research on models 
consistent with the AHRQ report on integrated behavioral health care parameters 
and acceptable variations, and models consistent with what healthcare organizations 
are implementing in the real world.  

    Integrated Behavioral Health Models: Identifying Structural 
Features and Clinical Processes 

 As fi rst proposed by Donabedian ( 1988 ), it is useful to consider healthcare deliv-
ery system models’ structure and processes, which then can be examined in 
terms of their impact on specifi c outcomes. Integrated behavioral health care can 
be conceptualized as a set of structural features (clinical, operational, and fi nan-
cial) intended to help address mental health concerns as part of primary care. 
Research and evaluation can be designed to test the effects (across a range of 
outcomes) of these features individually, or, more realistically, as part of a com-
prehensive model. Indeed, it has been argued that integrated care is more than 
the sum of its parts, and thus we cannot easily evaluate the unique impact of any 
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given component of an intervention or process change (Miller, Mendenhall, & 
Malik,  2009 ). Additionally, integrated care could be conceptualized as a set of 
processes expected to address a range of populations and health concerns, and 
targeted to particular outcomes. These processes could be performed under any 
number of different structural models, some of which may be more feasible or 
effective for achieving good outcomes in certain contexts. In addition to clinical 
outcomes, Blount ( 2003 ) suggested that attention to a broader array of nonclini-
cal, process-oriented outcomes (e.g., patient and provider satisfaction, adher-
ence to treatment regimens and evidence-based guidelines, and cost-effectiveness/
cost-offsets) would facilitate comparison of various models. Access to care, 
detection, and treatment of mental and behavioral health concerns, practice-
level improvement over time, and sustainability are likely all critical outcomes 
(Miller et al.,  2009 ).

    Going beyond Donabedian, a third component of integrated behavioral health 
care may be the overarching principles or attitudes towards mental health, the need 
to address it in primary care, and the practice of integrated behavioral health care 
itself that are embodied by healthcare organizations and their leaders, health care 
providers, and patients. Research on integrated behavioral health care could be con-
ducted or interpreted based on any of these perspectives. 

    Structural Features of Integrated Behavioral Health 

 What happens in an integrated care delivery model? Who delivers care, where, and 
in what manner? What tools, resources, and infrastructure are needed to support the 
delivery of care? Table  5.1  represents a conceptual organization of the wide range 
of structural features of integrated behavioral health care, compiled based on 
descriptions of both research-based and real-world models of collaborative care, in 
order to identify gaps in the evidence.  

    Integrated Behavioral Health Care Processes 

 The structural features listed above comprise the practice and organizational infra-
structure designed to provide mental health care to primary care patients (or vice 
versa). Ultimately, it may not matter what exactly this infrastructure looks like as 
long as it enables the provision of certain services. That is, the essential processes 
(Table  5.2 ) of an integrated behavioral health care infrastructure for any given set-
ting are those that enhance access to care, detection, and treatment of mental health 
concerns, facilitate practice-level improvement over time, and are sustainable in 
terms of resources (Miller et al.,  2009 ). While the structural features are the neces-
sary but not suffi cient tools for providing integrated care, these processes defi ne the 
work done in an integrated behavioral health care setting. At a high level, these 
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   Table 5.1    Structural features of integrated behavioral health care   

 Structural features  Possible components 

 Care delivery team  Medical care providers 
 Mental/behavioral health providers (e.g., doctoral and masters level 

therapists, psychiatrists, social workers) 
 Supporting nursing staff 
 Supervising providers 
 Care managers 
 Clinical pharmacists 
 Patients and families 

 Physical space  Dedicated space in a practice for mental and behavioral health care 
providers to interact privately with other providers  or  with patients 
both individually and in groups 

 Practice location (freestanding clinic, part of larger hospital system, etc.) 
 Information 

technology 
 Computers and telephones 
 Electronic medical records 
 E-mail 
 Registries 
 Dashboards and portals for tracking outcomes 
 Telemedicine (e.g., video conference) 
 Mobile health technology 
 Triage and clinical decision support 
 Data collection and use (e.g., for quality improvement) 

 Offi ce management 
policies and 
protocols 

 Established leadership (organizational and practice level) who have 
developed: 

 Practice mission and values 
 Time and effort protocols (how much time spent consulting with other 

providers vs. seeing patients) 
 Provider access to patient records 
 Privacy policies 
 Billing and coding policies and protocols 
 Incentives and organizational support for collaboration across disciplines 
 Data collection and analysis policies and infrastructure (e.g., patient and 

staff satisfaction, measurement of processes and outcomes) 
 Quality improvement models, teams, and procedures (e.g., Plan-Do-Study-

Act [PDSA], Six Sigma, Continuous Quality Improvement [CQI]) 
 Clinical care policies 

and protocols 
 Screening and population identifi cation protocols 
 Risk stratifi cation and algorithms for determining appropriate 

level of care 
Diagnosis and Assessment Protocols 
 Treatment protocols (e.g., use of evidence-based guidelines, stepped care) 
 Monitoring and follow-up protocols 
 Referral protocols 

 Education and 
training 

 Training programs (e.g., Primary Care Psychology Fellowships) 
 Continuing education 
 In-services 
 Resources for attending conferences 
 Informal consultation 
 Practice preparation for change 
 Team-building exercises 
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processes include effective communication within the care delivery team and with 
patients and families, and monitoring change over time, with respect to the provi-
sion of services, appropriate resource allocation, and patient health status.  

    Principles and Attitudes Towards Integrated 
Behavioral Health Care 

 The most successful integrated behavioral health care systems are likely exemplary 
not only in terms of adequate staffi ng and resource allocation, but also embody 
certain attitudes, principles, and policies indicative of organizational value of 

   Table 5.2    Integrated behavioral health care processes   

 Process to enhance 
or optimize 

 Services routinely provided to patients and processes designed to 
enhance quality and value of care 

 Access  On-site mental/behavioral health 
 Lists of local providers 
 Helping people sign up for insurance 
 Carve-ins versus carve-outs 
 Matching with insurance coverage 
 Navigation and care coordination services 
 Connecting patients to community programs 

 Detection  Diagnosis and assessment 
 Psychological testing 
 Systematic mental health screening 
 Systematic tracking and follow-up (primary prevention/at risk or at 

risk of relapse) 
 Treatment  Care management 

 Evidence-based treatment 
 Medication 
 Psychotherapy and counseling (individual, group, couples, family) 
 Shared/collaborative medical visits 
 Patient education and skills building 
 Counseling and support for patient self-management/behavior 

change/engagement/activation (e.g., motivational interviewing) 
 Practice improvement  Quality improvement processes 

 Appropriate investment of resources to enhance quality and value 
of care 

 Workforce development 
 Cost/sustainability  Processes for ensuring appropriate allocation of resources (utilizing 

community resources, leveraging less expensive personnel such 
as trainees) 

 Securing funding (fund-raising, grant writing, advocacy, and 
building partnerships with payers to adapt reimbursement 
strategies and change policy) 

 Ensuring receipt of payment for billable services 
 Offering services for which patients are willing to pay out of pocket 
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integration. This includes principles such as the inseparation of physical and mental 
health, and the importance of the mind-body connection and caring for the whole 
person. Attitudes towards other care team members, the value of mental and behav-
ioral health care, and the respective roles of mental and behavioral health versus 
medical care providers in primary care may also be relevant. If the structural fea-
tures are the tools and the processes are the work, then the principles and attitudes 
are the energy compelling the investment of resources and the effort. These princi-
ples and attitudes are those held by the providers themselves, by organizational 
leadership, and by patients and families, and could directly impact the quality of the 
collaborations, relationships among mental health and primary care providers and 
patients and families, and ultimately both clinical and fi nancial outcomes. This, 
however, has not been tested empirically, and most existing work is qualitative. 

 A number of the structures and processes described above are meant to support 
the development of positive attitudes and relationships within the care team and 
with practice management (e.g., education and training). Furthermore, the endorse-
ment of such pro-integrated behavioral health care attitudes may facilitate imple-
mentation of practice changes. Positive provider attitudes (e.g., endorsement of the 
biopsychosocial model) and sensitivity to patient beliefs and preferences, including 
cultural competence, are said to enhance patient engagement (Beck & Gordon, 
 2010 ). At the organizational or administrative level, leadership must recognize the 
inherent challenges associated with change, and take care to engage practices in and 
adequately prepare them for the change process. According to Oxman and col-
leagues (Oxman, Dietrich, Williams, & Kroenke,  2002 ), a prepared practice is one 
in which providers have received education on how to follow new practice proto-
cols. Feeling confi dent in one’s abilities to follow new procedures is widely known 
to facilitate behavior change. Beyond knowledge about guidelines, skills, and com-
munication protocols, however, team-building exercises, including the sharing of 
training backgrounds, perspectives on care, and strategies for collaboration and 
shared decision making, would be valuable. Chapter   10     discusses in further detail 
the relationship factors that are essential for successful collaboration.   

    Empirical Evidence for Integrated Behavioral Health Care 

 As mentioned above, much of the early work on integrated behavioral health care 
focused on depression. This grew directly from the work of Regier and others 
(Katon & Schulberg,  1992 ; Regier, Goldberg, & Taube,  1978 ; Schulberg,  1991 ) that 
identifi ed primary care as the source of much mental health care. Subsequent stud-
ies examined the quality of care and efforts to improve screening (IMPACT, 
PRIMeMD, increasing use of the PHQ-9 to screen for depression), leading up to the 
landmark Agency for Health Care Policy and Research (AHCPR; now the AHRQ) 
depression guideline (Depression Guideline Panel,  1993 ). Subsequent work was 
then focused on trying to improve care once depression was identifi ed. These 
focused, protocol-driven research projects have been essential for improving the 
way we attend to mental health in primary care. Increasingly, as our understanding 
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of depression as a comorbid condition with other chronic diseases has grown, our 
conceptualization of integrated behavioral health care has transformed into some-
thing more broadly concerned with a range of mental health and behavioral health 
concerns in primary care populations. The systems and tools that have been devel-
oped—the use of care managers, integrated information systems, screening tools, 
protocols, and algorithms for providing the right level of evidence-based treatment, 
colocated mental/behavioral health providers and training programs—can be 
adapted to cover this broad range of care. This description of the evidence will start 
with coverage of the existing systematic reviews and meta-analysis, which are 
necessarily focused on the more classic models of integrated behavioral health care. 
A discussion of the classic models (care management for depression) and the con-
temporary models (integrated behavioral health care systems addressing a range of 
need) will ensue, including presentation of select research evidence. We will briefl y 
mention how these integrated behavioral health care models have been used to 
facilitate patient self-management and behavioral health. 

    Systematic Reviews and Meta-analysis 

 Previous reviews of the literature support the conclusion that integrated care leads 
to better clinical outcomes—especially in terms of the treatment of primary care 
patients with depression. In their 2006 review of collaborative care for depression, 
Gilbody and colleagues (Gilbody, Bower, Fletcher, Richards, & Sutton,  2006 ) per-
formed a meta-analysis of both short-term and long-term outcomes of 37 randomized 
controlled trials for the treatment of depression using a collaborative care approach. 
They defi ned collaborative care as “a multifaceted intervention involving combina-
tions of three distinct professionals working collaboratively working within the pri-
mary care setting: a case manager, a primary care practitioner, and a mental health 
specialist.” Compared to usual care, collaborative care for depression led to better 
depression outcomes at six months (standardized mean difference [SMD] = 0.25, 
95 % CI: 0.18–0.32) and longer term (1–5 years; SMD range 0.31 at one year to 
0.15 at fi ve years post-intervention, all confi dence intervals excluded zero). The 
effect size was related to medication compliance and the professional background 
and supervision method of case managers, such that effects were larger for case 
managers with mental health training and regular, planned supervision. While con-
siderable heterogeneity in effects was observed for earlier studies (in the 1980s and 
1990s), as of 2006, the post-2000 evidence demonstrated more stable estimates of 
the effectiveness of collaborative care for managing depression. Of note, the authors 
concluded that further research would likely not reverse the conclusions that col-
laborative care for depression is effective. 

 In a systematic review, Oxman, Dietrich, and Schulberg ( 2005 ) described the 
research on collaborative care models as representing a third generation of 
research on the treatment of depression in primary care, following a fi rst genera-
tion of multifaceted, collaborative care interventions and a second generation 
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grounded in the principles of the chronic care model and guideline-based care. 
In this third  generation (including the PRISM-E, IMPACT, PROSPECT, and 
RESPECT-D studies), there was increased emphasis on effectiveness rather than 
effi cacy in the context of translation, dissemination, and sustainability (especially 
concerning system and practice redesign), and attention to aging populations. An 
enhancement of “consultation- liaison skills” and better relationships between pri-
mary care clinicians and mental health specialists was considered an important 
advancement in the fi eld. While it was concluded that referral to specialty mental 
health care would likely lead to better outcomes at an individual level, it was also 
acknowledged that overall population health would be best improved with the 
more limited care made available from within primary care because of increased 
access. In another review, Katon and Seelig ( 2008 ) noted that a population-based 
approach that coordinates the care of depression from within primary care should 
be particularly effective for reducing overall prevalence of depression. They sug-
gest that three activities well suited to primary care are key to secondary preven-
tion of depression: improved diagnosis (including screening for risk factors and 
early evidence of minor depression), preventing chronicity, and preventing 
relapse/recurrence by virtue of more frequent contact and opportunities for track-
ing and monitoring symptomology. 

 Recently, the AHRQ published an in-depth report on mental health integration 
in primary care (Butler et al.,  2008 ). The primary conclusion of this comprehen-
sive review was that while there did not appear to be a relationship between level 
of integration and effects on clinical outcomes, the purported benefi ts of inte-
grated care for managing both depression and anxiety were supported by the evi-
dence. Similar methods later applied to the literature on integrated care for 
depression alone reached the same conclusion—integrated care improves depres-
sion outcomes, but level of integration (e.g., degree of shared treatment decision 
making or extent of colocation) in the care process or in provider roles was not 
associated with better outcomes (Butler et al.,  2011 ). In both cases, the model with 
the most support for its effectiveness (in terms of symptom severity but not treat-
ment response or remission rates, which did not differ among the various models) 
was the IMPACT model. However, it was noted that a continuing limitation in this 
literature is an inability to separate the effect of specifi c elements of integrated 
care on better outcomes from the overall effect of more attention to mental health 
problems as a result of integration. There are indeed many ways of conceptualiz-
ing integrated care, and attempts to quantify a global level of integration rather 
than distinct elements of the various models that can be independently evaluated 
have not yielded any increased understanding of how or under what circumstances 
integrated care is effective. As has been noted in meta-analysis (e.g., Gilbody, 
Bower, Fletcher, et al.,  2006 ), there is heterogeneity in the effects of integrated 
care on depression—which therefore suggests that there is  some other variable or 
set of variables  related to how integrated behavioral health care is implemented 
(in what context, in what population, using which evidence-based treatments, by 
whom, with what mindset, in what permutations) that differentially infl uences 
outcomes. 
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 Past attempts have been made to determine “active ingredients” of integrated 
care. In a review from the Canadian Collaborative Mental Health Initiative 
(CCMHI), Craven and Bland ( 2006 ) reached conclusions supporting several 
 elements of integrated care as key factors in improving outcomes, including practice 
preparation, colocation, collaboration (especially when paired with treatment guide-
lines), systematic follow-up, patient education, sensitivity to patient preference, and 
counseling to promote treatment engagement and adherence. In a meta-analysis and 
meta-regression of specifi c intervention content, eight aspects of these interventions 
that varied across 34 studies on collaborative care for depression were tested as 
predictors of depression outcomes (Bower, Gilbody, Richards, Fletcher, & Sutton, 
 2006 ). These variables included setting (USA vs. non-USA), recruitment method, 
patient population, primary care physician training, case manager background, case 
management sessions, case manager supervision, and case management content. Of 
these, four were at least marginally signifi cant predictors of depression symptoms 
in multivariate analyses—setting (in favor of non-USA studies), recruitment method 
(in favor of systematic identifi cation through screening rather than referral by clini-
cians), case manager background (in favor of those with mental health expertise), 
and case manager supervision (in favor of those receiving regular/planned supervi-
sion). Notably, no aspects of intervention content predicted antidepressant use. 
While the heterogeneity in effect sizes for depression symptoms was reduced when 
considering these particular aspects of intervention content, as above, it appeared 
that there were as yet unmeasured intervention features or aspects of study context 
or setting infl uencing results. It may be that these unmeasured features are organi-
zational aspects related to the principles and attitudes towards integrated care as 
described above. 

 More supporting evidence for these conclusions is emerging. While diffi cult to 
separate from other aspects of multifaceted interventions, care management does 
appear to be an important factor in depression care (Williams et al.,  2007 ). 
However, care management is a role that functions in different ways across 
 different contexts, and it is therefore not clear which are the most effective com-
ponents of care management, which background or training is needed for care 
managers, or whether ongoing supervision of care managers is truly necessary. 
In a more recent meta- analysis of studies evaluating the effects of interactive 
 communication between primary care clinicians and specialists—defi ned as 
“direct, personal interaction with specialists… such as curbside consultations” 
(Foy et al.,  2010 , p. 247)—randomized trials involving collaboration between 
primary care clinicians and psychiatrists on average exhibited a small to medium 
effect size for mental health outcomes in favor of collaboration. This is consistent 
with recent fi ndings of a Congressional Budget Offi ce review of Medicare 
Demonstration Projects, which found that in- person interactions between care 
managers, providers, and patients were uniquely associated with programs that 
demonstrated improved outcomes (Nelson,  2012 ). Continued investigation into 
the effectiveness of various elements of collaborative care, especially outside the 
context of depression care, is warranted. Next, we discuss exemplary and proto-
typical models of integrated behavioral health care, and research and evaluation 
of instances of these models.  
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    Specifi c, Exemplar Studies of Integrated Behavioral 
Health Care Interventions 

 There are several models of integrated behavioral health care that have been tested 
using randomized trial designs, still considered to be the gold standard for establish-
ing clinical effectiveness. Many of these models were designed specifi cally for 
depression, but the guiding principles and structural features of the care delivery 
system would presumably apply to other mental illnesses (with some evidence, 
described below, supporting this supposition). These models share various versions 
of care/case managers who act as intermediaries or partners with primary and 
 specialty care, with differences in the specifi c protocols and degree to which care 
managers and specialty care is embedded within individual primary care clinics. 
A sampling of the models that have been subject to research and formal evaluation 
and major conclusions from this work are described here. Others have compiled 
detailed reviews of the evidence, including a deconstruction of the randomized tri-
als of integrated behavioral health care and/or related interventions for mental 
health in primary care (Butler et al.,  2008 ; Craven & Bland,  2006 ; Williams et al., 
 2007 ), and thus we will not repeat this work; we will, however, describe the major 
models of integrated behavioral health care and exemplar research on each. 

  IMPACT.  The IMPACT model of collaborative care was originally conceptualized 
as a chronic disease management program for older adults with depression (Unutzer 
et al.,  2001 ,  2002 ). This model involves a team-based approach to managing depres-
sion from within primary care. The care team includes a trained depression care 
manager, a primary care provider, and a consulting psychiatrist. The team uses a 
stepped-care approach to managing depression, with a three-step evidence- based 
treatment algorithm used to guide care advancement. At each step, psychiatric con-
sultation is considered if clinically indicated, and care plans are discussed with the 
PCP and the consulting psychiatrist. Patients receive routine screening for depression. 
The acute and maintenance phases of depression are tracked by the care manager, a 
nurse, or psychologist who provides education, care management, and medication 
support or psychotherapy, with regular telephone follow-up for a year (weekly at 
fi rst, and then less frequent as depression lessens). Treatment options include anti-
depressant medication or brief psychotherapy (Problem-Solving Treatment in 
Primary Care). 

 The IMPACT model has very good empirical support (  http://impact-uw.org/
about/research.html    ), across a number of health care settings and populations. In the 
initial grant-supported, multisite randomized trial, those in the intervention group 
had higher rates of depression treatment (odds ratio [OR] = 2.98 [2.34, 3.79], 
 p  < 0.001) and experienced signifi cantly greater odds of 50 % reduction in depres-
sion symptoms than those in the usual care group (OR = 3.45 [2.71, 4.38],  p  < 0.001; 
(Unutzer et al.,  2002 ). Usual care patients were also screened for depression and 
could receive treatment for depression through all existing channels. Evidence also 
suggested that the intervention led to lower health care costs over a four-year period 
(Unutzer et al.,  2008 ). More than fifty publications have resulted from research 
on the IMPACT model (  http://impact-uw.org/fi les/IMPACTPublicationsList.pdf    ), 
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with overall favorable results. Having demonstrated the effectiveness of this model, 
research on IMPACT has shifted towards more complex populations (e.g., patients 
with comorbid mental health and physical health concerns) and wide-scale imple-
mentation and dissemination research, such as the DIAMOND project. 

 The “Depression Improvement Across Minnesota, Offering a New Direction” 
(DIAMOND) project is intended to incorporate the IMPACT collaborative care 
model for depression management in primary care practices throughout the state of 
Minnesota, using a new payment mechanism agreed upon by participating payers. 
In contrast to the original IMPACT studies, DIAMOND was designed to evaluate a 
structure of collaborative care that includes specifi c elements, rather than a specifi c 
care protocol that features collaborative care. An NIH-funded “T3” implementation 
study was designed to evaluate DIAMOND using a staggered implementation, mul-
tiple baseline design based on methods for practical clinical trials (Solberg et al., 
 2010 ). There are six components of collaborative care that have been implemented 
in DIAMOND: depression screening using the PHQ-9, tracking and monitoring 
with a patient registry, stepped care for depression, relapse prevention planning, 
care management, and psychiatric consultation and supervision. Within the quasi- 
experimental evaluation design, implementation of collaborative care and the 
 corresponding changes in reimbursement is staggered in fi ve sequences over 3 
years, with 10–20 new clinics implementing the intervention during each sequence 
(a total of up to 85 clinics in 16 separate healthcare organizations). Patients are 
identifi ed and data are collected weekly for thirty-seven months in all sites, before 
and after implementation of the intervention. Sites therefore serve as their own con-
trol, with multiple preimplementation scores on key outcomes for each site. 
Outcomes include use of evidence-based practices for depression (e.g., Institute for 
Clinical Symptoms Improvement’s guidelines for treatment of depression in pri-
mary care (Trangle et al.,  2012 ), depression symptoms, health care cost, and work 
productivity. Using the RE-AIM framework, outcomes related to translation and 
dissemination will also be evaluated. Among the benefi ts of this approach are the 
implications for generalizability to diverse patient populations and practice settings, 
as well the potential to evaluate questions of reach and organizational context. 
However, as might be expected in this sort of innovative natural experiment, chal-
lenges and tensions between the need to adhere to a study protocol and the practical 
goals of the overarching initiative have been reported. Results have not yet been 
reported in the peer-reviewed literature. 

 Various other integrated care interventions have been based on variations on the 
theme of care management. The Prevention of Suicide in Primary Care Elderly: 
Collaborative Trial (PROSPECT) study utilized care managers who used a protocol- 
based intervention to monitor depression treatment adherence and response and 
provide guidelines-based recommendations to physicians, the sole decision makers 
(Bruce et al.,  2004 ). The care managers were nurses, social workers, and psycholo-
gists. Patients were offered citalopram as a fi rst course treatment, or interpersonal 
psychotherapy (IPT) delivered by the care managers if they declined antidepressant 
medication. PCPs could also recommend other medication or other forms of 
 psychotherapy. Twenty participating practices were randomized at the practice level 
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to prevent contamination effects. Compared to usual care, the intervention led to 
increased access to depression care, greater declines in suicidal ideation, earlier 
treatment response, and higher rates of remission at 4, 8, and 24 months (Alexopoulos 
et al.,  2005 ,  2009 ). 

  Three-component model.  Another model is the three-component model (TCM), 
characterized by care management, enhanced mental health support, and a prepared 
practice (Oxman et al.,  2002 ). In this model, care management can be either central-
ized in an organization or localized within a practice, with a spectrum of services 
such as telephone calls and limited psychotherapy. Important goals of care manage-
ment include patient education, counseling for self-management and adherence, 
assessment of treatment response, and communication with other clinicians involved 
in a patient’s care. A psychiatrist is another important component—he or she super-
vises and provides guidelines for the care manager, provides consultation services 
to the PCP, and facilitates appropriate use of additional mental health resources. The 
psychiatrist also plays an important role in preparing a practice to implement the 
model (primarily providing psychiatric education regarding diagnosis, risk assess-
ment, and care plans) and providing ongoing reinforcement of this education. 

 The Re-Engineering Systems for Primary Care Treatment of Depression 
(RESPECT-D) project was a cluster randomized trial of an intervention based on 
the three-component model (Dietrich et al.,  2004 ). Intervention patients had approx-
imately double the odds of achieving a 50 % reduction in depression symptoms as 
well as remission at three and six months. The project was supported by training 
manuals and quality improvement resources, rather than research protocols and 
grant funding—potentially making this a more sustainable approach (Lee, Dietrich, 
Oxman, Williams, & Barry,  2007 ). The implementation and evaluation of 
RESPECT-D in the military setting (RESPECT-Mil) for the treatment of service 
members with post- traumatic stress disorder and depression showed that the three-
component model was feasible, acceptable, and led to clinically signifi cant improve-
ment in that context (Engel et al.,  2008 ). 

  Colocated collaborative care.  The Strosahl ( 1998 ) primary mental health care 
model of colocated collaborative care is distinguishable from the aforementioned 
care management models because mental health specialists (e.g., masters and doctoral 
level psychotherapists, or “primary care psychologists”) are located onsite in a pri-
mary care clinic and provide services to patients of that clinic, often in collaboration 
with a primary care clinician. However, as noted by Blount ( 2003 ), colocated does 
not necessarily mean collaborative. While care managers (even those with mental 
health backgrounds) often provide limited psychotherapy and consultant psychia-
trists can provide periodic guidance and advice (often by telephone or e-mail), colo-
cated mental health specialists can provide more traditional psychotherapy regimens 
(e.g., cognitive behavioral therapy) as well as “curbside” consultation for primary 
care clinicians from within the primary care clinic. Another key feature of this 
model is triage, in which level of care is increased depending on patient need, risk, 
or severity, ranging from behavioral health consultation, to  specialty consultation, 
to fully integrated care. Appropriate training (and retraining of expectations) is also 
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critical for both mental health and medical care providers. While widely adopted as 
a collaborative care model, there is limited empirical evidence on this model, with 
a few exceptions. In the Primary Care Research in Substance Abuse and Mental 
Health for the Elderly (PRISM-E) study, colocated mental health and primary care 
for mental health/substance abuse was compared to enhanced referral to specialty 
mental health care (Levkoff et al.,  2004 ). In PRISM-E, there was evidence demon-
strating that integrated care led to increased access to mental health and substance 
abuse services compared to enhanced referral (Bartels et al.,  2004 ). However, clini-
cal outcomes were generally comparable across the two conditions (Areán et al., 
 2008 ; Krahn et al.,  2006 ), although enhanced referral to specialty mental health 
appeared to be superior for patients with major depression ( Krahn et al. ). 

 The US Veterans Health Administration (VA) has embraced integrated behav-
ioral health care, and has implemented a variety of models involving the integration 
of mental health into primary care, including care management models targeted to 
depression (Felker et al.,  2006 ) and other mental health conditions (Oslin et al., 
 2006 ), and a blended model (colocation plus care management) in a number of their 
practices across the country (Pomerantz et al.,  2010 ). Nearly 25 years ago, the VA 
fi rst colocated psychologists and psychiatrists in their primary care clinics. Today, 
the VA’s White River Model incorporates comprehensive mental and behavioral 
health care into primary care, with colocated behavioral health providers (therapists 
and psychiatrists) as part of the care team, information technology to support assess-
ment and tracking, care management, and chronic disease management. Screening 
and triage are also important processes of care. Patients can receive brief or long- 
term individual psychotherapy or group psychotherapy for a number of mental dis-
orders, including depression, anxiety, stress/anger management, post-traumatic 
stress disorder, and substance use. Based on “before-after” study designs, this model 
appears to have led to improvements in access to care, patient and provider satisfac-
tion, and adherence to evidence-based guidelines for depression treatment, and 
decreased cost of mental health care in the context of this capitated single-payer 
system (Pomerantz, Cole, Watts, & Weeks,  2008 ; Watts, Shiner, Pomerantz, Stender, 
& Weeks,  2007 ). Furthermore, in a comparison with VA facilities that had VA not 
implemented this model, facilities with mental health integration showed greater 
increases in rates of detection of mental health disorders (Zivin et al.,  2010 ). This 
model has been sustained for over six years. (Further discussion of the approaches 
to integrated behavioral health care can be found in Chap.   9    .) 

  The 6P framework.  The Depression in Primary Care program (supported by the 
Robert Wood Johnson Foundation) was based on the “6P” conceptual framework 
incorporating the perspective of six groups of stakeholders—(1) patients/consum-
ers, (2) providers, (3) practice/delivery systems, (4) plans, (5) purchasers, and (6) 
populations/policies. These programs were designed to promote the use of evidence- 
based chronic care models for depression (Pincus, Pechura, Keyser, Bachman, & 
Houtsinger,  2006 ). A unique focus to this framework is the inclusion of economic 
considerations and innovative fi nancial incentive arrangements, and the encourage-
ment of collaborations between care providers and payers. Additionally, this 
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framework explicitly invites the use of clinical information systems to assist in link-
ing stakeholders, enabling clinical decision support, and monitoring and tracking 
outcomes. While not a model of integrated care per se, the program did defi ne a 
number of key components as a “blueprint” for treating depression in primary care. 
These components included a leadership team, decision support to enhance adher-
ence to evidence-based treatment guidelines, delivery system redesign (e.g., use of 
patient registries), clinical information systems, patient self-management support, 
and community resources. The program funded a number of demonstration projects 
in eight states to encourage implementation of a chronic care model for depression 
in primary care. There was wide variety in how integrated care was implemented 
across these demonstration projects, consistent with the planned fl exibility of the 6P 
conceptual framework. 

 As a recipient of one of the Depression in Primary Care grants, Intermountain 
Health care in Utah developed a model of mental health integration (MHI) that com-
bines evidence-based treatment algorithms (based on degree of patient and family 
need—low, moderate, high) with innovative informatics tools (e.g., electronic health 
records, registries, electronic clinical decision support) for tracking patient progress 
and navigation of the system (Reiss-Brennan,  2006 ).  The goal is to enhance care in 
three ways: 1) detection, monitoring, and management of mental health conditions, 
2) patient and family engagement to support adherence and self-management, and 3) 
treatment matching and adjustment. In Intermountain’s model of risk stratifi cation, 
progressively more intensive treatment is provided as risk level (severity and nonre-
sponse) increases or persists, with universal screenings for and continued diagnostic 
assessment of those at risk (Babor et al.,  2007 ). The explicit focus on multiple stake-
holder perspectives—including payers and health plans—is intended to promote sus-
tainability. The MHI program at Intermountain was evaluated in terms of patient and 
provider satisfaction, patient and family health, functioning and productivity, and 
cost neutrality, using cohort and cost-trend analysis to show changes over time in 
outcomes in the system (Reiss-Brennan, Briot, Daumit, & Ford,  2006 ). In a quasi- 
experimental, retrospective cohort study comparing 73 out of 130 clinics that had 
implemented the MHI program with those that had not, patients in the treatment 
cohort had a lower rate of increase in costs than those in usual care—especially for 
those with depression and at least one other comorbidity (Reiss-Brennan, Briot, 
Savitz, Cannon, & Staheli,  2010 ). Intermountain has reported that other analyses 
from the MHI evaluation showed improvements in satisfaction and depression 
severity. 

 In contrast, the University of Michigan’s Depression in Primary Care project 
relied on primary care clinicians to selectively refer patients to care management, in 
which care managers were remotely based, but assigned to specifi c clinics (Klinkman 
et al.,  2010 ). Results showed improved rates of remission in the intervention prac-
tice patients at six months (43.4 % vs. 33.3 %,  p  = 0.11), 12 months (52.0 % vs. 
33.9 %,  p  = 0.012), and eighteen months (49.2 % vs. 27.3 %,  p  = 0.004). 

  Reverse integration.  Reverse integration models support bringing primary health 
care to patients with severe mental illness in specialty mental health settings, either 
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through colocated primary care providers or care coordination. The VA system has 
also been the context for several reverse integration models (Druss, Rohrbaugh, 
Levinson, & Rosenheck,  2001 ; Druss et al.,  2010 ; Saxon et al.,  2006 ). For instance, 
the Primary Care Access, Referral, and Evaluation (PCARE) study is a randomized 
trial of primary care management for patients with severe mental illness being cared 
for in a community mental health center (Druss et al.,  2010 ). In this study, nurse 
care managers performed two major roles—encouraging patients to seek medical 
care for their medical conditions through patient education and motivational inter-
viewing, and assisting patients with accessing and navigating the primary care sys-
tem through advocacy and addressing system-level barriers such as lack of 
insurance. At the PCARE 12-month follow-up, intervention patients were signifi -
cantly more likely than usual care patients to have received recommended preven-
tive services (58.7 % vs. 21.8 %), to have experienced greater improvements in 
mental health status, based on the SF-36 (8 % improvement vs. 1 % decline), and to 
have lower cardiovascular risk, based on Framingham Cardiovascular Risk scores 
(Druss et al.,  2010 ). 

  Telemedicine.  Circumstances may exist that prevent on-site mental health ser-
vices—but innovation in the fi eld of health information technology (HIT), espe-
cially mobile HIT, may present new opportunities for integration, especially in rural 
settings where on-site mental health is not feasible. A number of telemedicine mod-
els have been subject to research and evaluation (Rollman et al.,  2009 ; Simon, 
Ludman & Rutter,  2009 ). These models include antidepressant consultation with an 
off-site psychiatrist via video conference (Fortney et al.,  2006 ), telephone-based 
care management for depression in patients recovering from coronary artery bypass 
graft (Rollman et al.,  2009 ), telephone care management plus cognitive behavioral 
psychotherapy for patients taking antidepressant medication (Ludman, Simon, 
Tutty, & Von Korff,  2007 ; Simon et al.,  2009 ; Simon, Ludman, Tutty, Operskalski, 
& Von Korff,  2004 ). The use of telemedicine for delivering mental health services 
has been popular in rural Australia in recent decades (Lessing & Blignault,  2001 ), 
predominantly for assessment and consultation rather than psychotherapy, with 
trends over time showing increased access to care. 

 The TEAM (Telemedicine Enhanced Antidepressant Management) interven-
tion (Fortney et al.,  2006 ) consisted of annual screening for depression using the 
PHQ-9 and a depression care team that provided a stepped-care model of depres-
sion treatment to patients screening positive for depression. This model was essen-
tially a variation on the theme of IMPACT, but with telepsychiatry rather than 
on-site psychiatry, using interactive video technology. The team was comprised of  
an on-site primary care physician, a consulting psychiatrist available via telecon-
ference, and off-site nurse depression care managers, clinical pharmacists, and 
supervising psychiatrists. The stepped-care treatment included (1) watchful waiting 
or treatment with antidepressant medication (ADM), with symptom monitoring by 
the care manager; (2) given nonresponse to the initial ADM, the psychiatrist, PCP, 
and clinical pharmacist consulted (generally via an electronic progress note in the 
medical record) to make further recommendations; (3) given further nonresponse, 
a telepsychiatry consultation was recommended; (4) a fi nal step was referral to 
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specialty mental health at the parent VA medical center. Usual care patients were 
also screened for depression, had their depression scores entered in to the EMR, 
and had interactive video equipment available at the point of care for specialty 
mental health consultation. The results of this randomized trial (randomized at the 
practice level but analyzed at the patient level due to low intraclass correlations at 
the practice level) demonstrated no difference in rate of prescription of ADM; 
however the intervention led to signifi cantly higher odds of experiencing a 50 % 
improvement in depression severity at six months, and signifi cantly higher odds of 
remitting at twelve months (Fortney et al.,  2007 ). This rural telemedicine collab-
orative care intervention was, however, more expensive than its urban, on-site 
counterparts (Pyne et al.,  2010 ).   

    Evidence Gaps in Integrated Behavioral Health Care 

 Despite the number of studies performed on various models and protocols of 
integrated behavioral health care, there remain many gaps in our knowledge. The 
existing research covers many of the structural features of integrated behavioral 
health care, especially members of the care delivery team, screening and treatment 
protocols, and education and training for practice personnel for specifi c protocols. 
The evidence is more limited for other structural features (information technology, 
training programs, practice management policies, and physical space consider-
ations). Similarly, some processes of care are well covered in the literature, espe-
cially access, detection, and treatment of depression. There are increasing reports 
of cost and sustainability issues, as more research and evaluation concerns real-
world implementation of integrated behavioral health care models that are not 
solely supported by grant funds. More evidence is needed for business models and 
practice improvement in integrated behavioral health care models, or principles 
and attitudes towards integrated care, from the perspectives of organizations, pro-
viders, and patients. There continues to be a predominant focus on clinical trial 
methodology, which may not result in knowledge that is easily translatable or sus-
tainable outside well-controlled, resource-rich settings. The more rigorous research 
tends to be protocol driven and often disease and population specifi c, rather than 
focused on care delivery systems in general. The practical barriers to large-scale 
care delivery systems research are notable, however, and this gap will not be easily 
fi lled; such research may never be amenable to the gold-standard randomized trial 
design. Additionally, despite more recent work done in comorbid conditions such 
as diabetes and asthma, the broader impacts of multimorbidity and integrated 
behavioral health care processes and outcomes remain largely unknown. Finally, 
studies focused on implementation and dissemination remain less common, and 
results are just beginning to emerge. 

 Recently, the AHRQ published a research agenda (Miller, Kessler, Peek, & 
Kallenberg,  2011 ) for integrated behavioral health care, in which they prioritized 
the following broad research questions: (1) In what ways (according to what models 
or adaptations thereof, and for what populations) are real-world practices 
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implementing  collaborative care?  (2) Which aspects of these real-world collabora-
tive care models are effective, and for whom? Addressing these broad questions and 
the others noted above will involve evaluating effectiveness of structures, pro-
cesses, and attitudes towards integrated behavioral health care in the following con-
texts, using a variety of complementary methodologies. 

    Disease Contexts 

 Empirical research (especially randomized controlled trials) on integrated behavioral 
health care has typically been conducted in the context of a single disease state (or 
a specifi c combination of disease states), such that outcomes are tied directly to the 
amelioration of these particular conditions (rather than a range of mental health 
conditions). The main body of evidence is not only disease specifi c but most often 
concerns the management of depression, a pervasive and burdensome illness but by 
no means the only mental health problem confronted in primary care. Limited evi-
dence exists in other mental health domains, such as panic disorder (Roy-Byrne, 
Katon, Cowley, & Russo,  2001 ), substance abuse and addiction (Alford et al.,  2011 ; 
Areán et al.,  2008 ), and bipolar disorder (Kilbourne et al.,  2009 ). In the Netherlands, 
a collaborative stepped-care RCT for the treatment of panic disorder and general-
ized anxiety disorder in primary care is currently underway (Muntingh et al.,  2009 ). 

 Much of the most recent literature on integrated care involves management of 
multiple psychiatric and/or physical comorbidities. The care delivery system fea-
tures adopted as part of integrated mental health care (e.g., care management, inter-
disciplinary collaboration, clinical monitoring and follow-up, stepped care) refl ect 
an instantiation of Wagner’s chronic care model and can be used to comanage mul-
tiple chronic diseases. It is also thought that treating mental illness may have direct 
and/or indirect effects on other illnesses, possibly because of physiological, social, 
cognitive, and/or behavioral factors common to the comorbid conditions (Rustad, 
Musselman, & Nemeroff,  2011 ). In a pilot study of a patient-centered depression 
care management intervention characterized by several elements of integrated care 
(e.g., education and adherence monitoring), elderly adults with comorbid depres-
sion and hypertension were found to have lower depression scores, lower blood 
pressure, and greater medication adherence at six weeks (Bogner & de Vries,  2008 ). 

 Based on the IMPACT model, the Multifaceted Diabetes and Depression Program 
(MDDP) targets comorbid diabetes and depression in a low-income, predominantly 
Hispanic population (Ell et al.,  2010 ). MDDP incorporates several IMPACT-like 
features, with diabetes depression clinical specialists (DDCSs) serving in the care 
manager capacity, stepped care for depression, supervision by a PCP, and an avail-
able consultant psychiatrist. In addition, MDDP involved “sociocultural enhance-
ments” (e.g., addressing social stigma towards mental health), education and 
counseling in self-management of both depression and diabetes, and patient  navigation 
services. Consistent with the results of other combined depression-and-diabetes 
 collaborative care interventions (Katon et al.,  2004 ) and subgroup analyses of 
patients with diabetes in the original IMPACT study (Williams et al.,  2004 ), MDDP 
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resulted in improved depression, functioning, and fi nancial status and reduced 
symptom burden for both depression and diabetes—but there were no objective 
effects on diabetes control (e.g., change in HgA1c). 

 It therefore remains a question as to whether the effective treatment of mental ill-
ness (in the context of integrated care) can lead to improved outcomes for comorbid 
chronic diseases. Longer term follow-up and/or the addition of more intensive chronic 
disease-specifi c intervention content may be required to observe an effect on these 
other outcomes. For instance, the Stepped Care for Affective Disorders and 
Musculoskeletal Pain (SCAMP) study implemented a 12-week antidepressant therapy 
intervention in sequence with a six-session pain management intervention  (followed 
by a six-month continuation phase) in patients with comorbid depression and muscu-
loskeletal pain (Kroenke et al.,  2009 ). Not only did patients in the intervention experi-
ence signifi cantly greater improvements in depression than those in usual care, they 
also experienced signifi cantly greater improvements in pain severity and interference. 
Note that as the intervention involved treatment algorithms coordinated by nurse care 
managers in primary care settings, who were supervised by a physician depression 
specialist, SCAMP qualifi es as an integrated care investigation, akin to IMPACT. 

 The results of the TEAMCare intervention, focusing on patients with diabetes or 
coronary heart disease or hyperlipidemia and depression at Group Health 
Cooperative, have recently been reported (Lin et al.,  2012 ). The TEAMCare inter-
vention utilized nurse case managers with specialist consultation working with pri-
mary care physicians in an attempt to increase adherence to medication and other 
self-care behaviors for both depression and comorbid physical illnesses (McGregor, 
Lin, & Katon,  2011 ). The TEAMCare intervention failed to demonstrate signifi cant 
effects on medication adherence, but led to signifi cant changes in provider prescrib-
ing behavior (Lin et al.,  2012 ). 

 An early implication of these fi ndings is that treating mental illness may aid in 
improving coping skills (e.g., emotion coping) and self-regulation/self- management, 
which have subsequent salutatory effects on stress and pain, which helps to improve 
functioning and quality of life—even if short-term effects on medical illnesses are 
not observed. Testing for indirect effects of integrated care interventions on comor-
bidity outcomes via changes in coping and self-regulatory skills may be a fruitful 
area of future research. 

 A broader focus on general mental health across a range of mental health needs, 
including basic psychosocial needs, health behavior modifi cation, and the myriad 
mental health conditions presenting in primary care (Ansseau et al.,  2004 ), is much 
less common in the research literature. When broadly focused models are evaluated, 
the designs are generally less rigorous, the outcomes are generally more process 
oriented (rather than clinical), and the conclusions are less generalizable outside the 
context in which the evaluation took place. The primary exception to this rule is that 
reverse integration models often seek general medical care (e.g., not just for 
 diabetes) for a range of patients cared for in specialty mental health (e.g., not just 
patients with schizophrenia). By design, necessity, and/or default, these broad 
health- focused models are concerned with process and system capacity, such as 
defi ning and expanding the roles of health care professionals (e.g., advanced 
practice nurses; Asarnow & Albright,  2010 ).  
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    Behavioral Medicine 

 In practice, the term “behavioral health” (and associated “behavioral health provid-
ers”) appears to be commonly used to refer globally to mental health (the assess-
ment, diagnosis, and treatment of mental health conditions, representative of 
psychopathology) as well as a range of other social, environmental, and psychologi-
cal processes pertaining to human behavior in the domain of health, both clinical 
and nonclinical. Primary care patients may be in need of assistance with health 
behavior change (e.g., diet, physical activity, smoking cessation, sleep), stress man-
agement, chronic disease coping and self-management, infectious disease preven-
tion behaviors (e.g., vaccination), and enhanced social support and health education, 
at the individual, family, or group level. Health psychologists, typically trained as 
masters and doctoral clinical psychologists, are capable of providing psychoeduca-
tion and intervention services across this range of what is called “behavioral medi-
cine.” Although there is a plethora of research demonstrating the effectiveness of 
behavioral medicine interventions in primary care settings (e.g., Etz et al.,  2008 ; 
Pronk, Peek, & Goldstein,  2004 ) and compelling literature on how to integrate 
behavioral health into primary care (Martin,  2012 ), the research on integrated 
behavioral health care as a care delivery system is largely silent on the structures, 
processes, and attitudes pertaining to this potentially invaluable role of behavioral 
health specialists in primary care settings (although see Ray-Sannerud et al.,  2012 ). 
As psychosocial and behavioral factors are implicated in a rather large proportion of 
the preventable causes of death in the United States and worldwide (Mokdad, 
Marks, Stroup, & Gerberding,  2004 ,  2005 ), investment in the development of an 
evidence base on the implementation, dissemination, and sustainability of behav-
ioral medicine structures and processes in primary care is warranted. This may 
infl uence policy decisions, as training programs and reimbursement for behavioral 
medicine services (where it exists at all) fail to recognize the level of training 
required to effectively deliver behavioral medicine interventions.  

    Other Specifi c Populations 

 There is a good evidence base for older and middle age adults, veterans, and patients 
cared for HMO settings, although limited to the disease contexts previously noted. 
Both IMPACT and PROSPECT focused primarily on geriatric populations. 
In  contrast, there is only limited evidence on integrated care for children and 
adolescents. The Youth Partners-in-Care (YPIC) study was an RCT of the effects of 
a care management quality improvement intervention compared to enhanced usual 
care, in youth ages 13–21 with depression (Asarnow et al.,  2005 ). Although gener-
ally consistent with standard care management duties, YPIC care managers were 
masters or doctoral level psychotherapists who delivered cognitive behavioral ther-
apy (CBT) or coordinated delivery of other treatment options and were not super-
vised by additional mental health specialists. Modest but statistically signifi cant 
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improvements in depression outcomes and patient satisfaction were observed. 
Limited evidence exists for integrated behavioral health care for peripartum women 
(Gjerdingen, Crow, McGovern, Miner, & Center,  2009 ) and ethnic minorities such 
as Hispanic and Latino(a) patients (Ell et al.,  2009 ). Other populations that could be 
targeted include immigrant and refugee populations.  

    Cost and Sustainability 

 The sustainability of integrated care models is tenuous at best (Gilbody, Bower, & 
Whitty,  2006 ), especially in resource-limited safety net settings (Palinkas, Ell, 
Hansen, Cabassa, & Wells,  2011 ). The high cost of these programs, in terms of work-
force, information technology, time and space, is an obvious barrier to sustainability. 
Many of these programs are supported by temporary grant funding and foundation 
support, or are implemented in resource-rich health maintenance organizations such 
as the Group Health Cooperative (the origin of the IMPACT model). A signifi cant 
gap remains in our understanding of how to implement the integrated care interven-
tions in small-to medium-sized, independent primary care practices. There is a need 
to better understand the circumstances under which integration is cost-effective 
(what must we pay to yield clinically signifi cant improvements in health at the popu-
lation level?) and yields cost-offset (does increased investment in care in the short 
term yield lower costs in the long term?). Many evaluations of fi nancial outcomes 
have followed reports of clinical outcomes for a range of study designs, from ran-
domized trials to program evaluation, in the context of providing behavioral health 
services in medical settings (c.f., Blount et al.,  2007 ). Generally speaking, integrated 
behavioral health care is more acutely expensive than usual care, but yields better 
outcomes and may offset costs in the long run (Gilbody, Bower, & Whitty,  2006 ). 
Business models that enable billing and payment for integrated behavioral health 
services are needed (Blount et al.,  2007 ). Emerging models of pay for performance 
and accountable care organizations (ACOs) are dramatically restructuring the incen-
tives for chronic disease care delivery, and may serve as a boon for attempts to 
implement sustainable integrated behavioral health care programs.  

    Implementation and Dissemination 

 The Veteran Health Administration (VHA) Quality Enhancement Research Initiative 
(QUERI) is a methodology for quality improvement and evaluation of implementa-
tion and dissemination of evidence-based practices (Rubenstein, Mittman, Yano, & 
Mulrow,  2000 ). It draws upon both quantitative and qualitative methods. The VHA 
is applying this methodology to the evaluation of their national implementation and 
dissemination of collaborative care in their Translating Initiatives for Depression 
into Effective Solutions (TIDES) model of collaborative care for depression 
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(Luck et al.,  2009 ; Stetler et al.,  2006 ). In this model, the importance of the national 
leadership, sustainable business models, and clinical feasibility and effectiveness is 
explicit. There is an emphasis on determining elements of integrated behavioral 
health care that should be standardized versus customized across the different sites 
(e.g., the extent to which there should fi delity vs. fl exibility in the model). Results 
of a large-scale evaluation have not been published, although there is evidence that 
translation of the TIDES model into practice leads to better depression outcomes; 
they have also seen increased support for the TIDES model at the national policy 
level (Rubenstein et al.,  2010 ). This and other research on implementation and dis-
semination of integrated behavioral health care models is a growing area of focus 
(c.f., Katon, Unutzer, Wells, & Jones,  2010 ).   

    Complementary Research Methodologies: 
Filling the Evidence Gaps 

 The nature of research on integrated behavioral health care has generally com-
manded “effectiveness” rather than “effi cacy” trials. For instance, there are chal-
lenges with respect to randomization and adherence to protocol in “real world” 
settings, and ethical concerns regarding. Thus, this body of research often refl ects 
the characteristics of pragmatic trials, in which the comparison group is “usual 
care” or even “enhanced usual care,” by which patients and providers are allowed 
or even encouraged to use any of the standard resources for managing mental 
illness in their system (e.g., provider or self-referral to specialty mental health). 

 The traditional bias towards randomized controlled trials (with randomization 
at the individual patient level) as the gold standard for testing the effi cacy of inte-
grated care interventions continues to exist, but may be considered tempered by 
increased perceptions of value of more pragmatic designs for testing effectiveness 
in more naturalistic settings. More commonly, we see cluster randomization (ran-
domization at the level of providers or sites, to reduce contamination effects) and 
stratifi ed or permuted block randomization (randomization within groups of 
patients with common characteristics). Also, there has been increasing opportu-
nity for the use of quasi-experimental designs, such as interrupted time series or 
regression discontinuity designs, to evaluate the effects of integrated care inter-
ventions that are implemented at a particular point in time or targeted to at-risk 
populations in a given setting. With an increased emphasis on translational and 
dissemination research, these rigorous-but-not-randomized designs will be espe-
cially useful to consider. 

    Quasi-experimental Designs 

 The use of quasi-experimental designs in evaluations of quality improvement or 
other implementation or dissemination projects can provide strong evidence of 
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the impact of integrated care. Expert opinion, funding streams, and the realities 
of today’s health care industry dictate designs that deviate from traditional ran-
domized trials (pragmatic trials, quasi-experimental designs, and research other-
wise focused on translation) are needed (Kessler & Glasgow,  2011 ). The 
DIAMOND project described above represents a quasi-experimental design. 
These trials are uniquely suited to evaluate packages of care interventions where 
the individual elements of the package are not being evaluated, rather the overall 
effectiveness of the package and potential infl uence of context are of interest 
(Macpherson,  2004 ). Pragmatic trials are especially suited to evaluation of com-
plex interventions such as integrated care. The strengths of these designs must be 
balanced against the need for larger sample sizes and the inability to tease apart 
components of the intervention. For example, the Robert Wood Johnson-
supported Michigan Depression in Primary Care project was run as a pragmatic 
trial, in that there were both intervention and control practices, but no true ran-
domization protocol. Individual practices had some freedom in how they imple-
mented the process of referring to care managers, and care managers, while they 
had a general protocol to follow, this was not scripted in the traditional sense of 
a treatment manual. 

 Although it is the weakest of the quasi-experimental designs, the pre-post, 
single group design can still provide some information about changes occurring 
within an organization following the implementation of an integrated care model. 
For instance, evaluation of the St. Louis Initiative for Integrated Care Excellence 
(SLI 2 CE) (Brawer, Martielli, Pye, Manwaring, & Tierney,  2010 ) involved such a 
design. The primary problem with this design is its susceptibility to threats to 
internal validity, especially history, maturation, and testing threats. Even when no 
adequate comparison group is available, though, design elements (e.g., multiple 
baselines and follow- ups) can be incorporated to strengthen the study. An inter-
rupted time series design can yield stronger conclusions—when an abrupt, persis-
tent, and signifi cant change in the trajectory of the outcome occurs at the same 
moment in time as when the intervention was imposed, it is unlikely that any other 
factor caused that change.  

    Qualitative Research 

 Qualitative methods (semi-structured interviews and focus groups, primarily) have 
been used to explore a variety of subjective, experiential aspects of integrated 
behavioral health care, and are often embedded to assist with interpretation of quan-
titative outcome measures. Most commonly, qualitative designs are used to explore 
barriers and facilitators to the adoption of integrated behavioral health care models 
(Gask,  2005 ; Kilbourne et al.,  2008 ; Nutting et al.,  2008 ; Palinkas, Ell, et al.,  2011    ). 
Gask ( 2005 ) interviewed 45 mental health workers, primary care physicians, and 
other personnel involved in the interface between mental health and primary care in 
a group-model HMO, to examine perceived barriers to integration. In her analysis, 
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grounded in Activity Theory, there were both “overt” and “covert” barriers. Overt 
barriers included cost, structural barriers to interdisciplinary communication related 
to patient self-referrals in a carve-out mental health system, and lack of colocation, 
which prevents easy, informal interaction between primary care and mental health 
providers. Covert barriers included differences in attitudes and conceptual perspec-
tives on the provision of mental health care. For instance, mental health workers 
were frustrated by the apparent “learned helplessness” of primary care providers 
faced with patients with complex mental health issues, while primary care providers 
were put off by some mental health specialists’ tendency to eschew on-the-spot 
consultation and open access (e.g., the tradition of the “50-minute hour”). There 
were also concerns about the perceived value of the breadth of the generalist PCP 
expertise versus the depth of the specialist mental health provider expertise, and 
differences in perspectives on whose responsibility it is to ensure that patients with 
mental health needs are seen (the patient’s or the health care system’s). 

 A qualitative study involving semi-structured interviews led to the identifi cation of 
several benefi ts, barriers, and best practices in the implementation and dissemination 
of the RESPECT-D care management intervention (Nutting et al.,  2008 ). Thematic 
analysis (applying a coding scheme to interview transcripts using qualitative analysis 
software, e.g., ATLAS.ti) was conducted across four waves of interviews with pri-
mary care clinicians, care managers, and mental health professionals (varying in their 
involvement with and enthusiasm for the care management program). Noting wide-
spread endorsement of the value of the care manager for the treatment of depression, 
tempered by the expected fi nancial and organizational change process barriers, the 
investigators concluded that “the major barriers to more widespread use of care 
management in depression are largely economic and related less to attitudes and 
preferences of primary care clinicians” (p. 35). Additional themes concerned the iden-
tifi cation of patients most likely to benefi t from care manager contact (e.g., patients 
undergoing a change in a care plan), the importance of a mental health specialist 
(e.g., psychiatrist) supervising the care manager, the importance of on-site care man-
agement (vs. centralized or located otherwise off-site), and the essential foundation of 
a good relationship between the primary care clinician and the care manager. 

 A notable gap in the qualitative literature is consideration of patient and family 
perspectives (patient satisfaction surveys notwithstanding), including issues per-
taining to patient engagement, patient experience, patient preference, and the role of 
the patient in integrated behavioral health care teams. Qualitative designs also lend 
themselves well to studying values, principles, and attitudes towards integrated 
behavioral health care practices and the experiences of interdisciplinary collabora-
tion. For instance, what is the process by which behavioral health providers and 
medical providers learn to communicate, develop mutual respect for and under-
standing of each other’s skills and conceptual models, and negotiate the balance of 
power and shared decision making (in concert with the patient/family) on a case-by-
case basis? What are the perceived barriers to effective collaboration, and how do 
these infl uence the effective implementation and dissemination of integrated behav-
ioral health care systems? Using semi-structured interviews and a grounded theory 
approach to analysis, Henke, Chou, Chanin, Zides, and Scholle ( 2008 ) evaluated 
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physician perceptions of barriers to depression care, and perceived utility of chronic 
care model-based interventions for depression in primary care. The providers in this 
study endorsed care management, mental health integration, and education, but felt 
that mental health consultation models were less helpful. It was subsequently sug-
gested that attempts to implement models endorsed by providers would be more 
successful. Such qualitative research may therefore aid in hypothesis generation for 
future implementation research.  

    Mixed Method Designs 

 Mixed method designs interweave quantitative and qualitative design elements, 
often in an iterative fashion such that the richness of the analysis deepens as the 
study progresses (Palinkas, Aarons, et al.,  2011 ). Mixed methods can be used in 
both experimental and observational research and evaluation. A prime example is 
the CADET project. CADET is a large pragmatic cluster randomized controlled 
trial of collaborative care for depression in the United Kingdom as part of the 
National Health Service (Richards et al.,  2009 ). It is a phase III trial following the 
purportedly successful implementation of phase I and II demonstrations (Richards 
et al.,  2008 ). The model consists of case management, with a patient management 
plan and education. To address potential threats to validity stemming from con-
tamination effects, randomization occurred at the practice level. Providers belong-
ing to usual care practices receive no recommendations for altering their typical 
depression care (e.g., prescriptions of antidepressants and referring to specialty 
care), except when suicide risk is identifi ed. Both quantitative and qualitative meth-
ods are being used to assess a variety of outcomes. Clinical and cost outcome data 
are primarily quantitative, relying upon validated tools such as the PHQ-9 for 
depression severity, the SF-36 for quality of life, and the CSQ8 for patient satisfaction, 
as well as objective administrative data on utilization and costs. Process outcome 
data are primarily qualitative and are based on interviews concerning mechanisms 
of change and processes of implementation of the intervention. Results are not 
yet available.  

    Observational (Correlational) Designs 

 The apparent variability in the ways in which different organizations have chosen to 
implement integrated behavioral health care presents the opportunity to conduct 
observational comparative effectiveness research (OCER) on integrated behavioral 
health care in real-world settings. Community-based participatory research 
approaches, described in Chap.   6    , are another way to build on the principles and 
objectives of integrated behavioral health care. However, a major barrier to conducting 
this type of research is the lack of well-validated measurement tools or even 
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agreement on the discrete domains or elements of integration that should be mea-
sured. Work on integrated behavioral health care metrics has only just begun (Kessler 
& Miller,  2011 ).  

    Analytic Strategies 

 Under what circumstances is integrated behavioral health care effective? For whom 
is it effective? In what contexts and settings is it effective? Questions such as these 
are appropriately answered by testing for effect modifi cation, or moderation, of the 
relationship between condition (intervention vs. control) and the study outcomes. 
For instance, in the PROSPECT study, the presence or absence of a series of comor-
bid medical conditions was tested as a moderator of the intervention effect on remis-
sion rates for depression (Bogner et al.,  2005 ). While two of 16 conditions (atrial 
fi brillation and chronic pulmonary disease) signifi cantly predicted odds of remis-
sion in the usual care condition, no conditions were associated with remission in the 
intervention condition, and there were no signifi cant interactions after adjusting for 
multiple comparisons. In another study, although not a moderation analysis, higher 
scores on measures of anxiety and bipolar disorder at baseline were positively asso-
ciated with odds of being a nonresponder to a collaborative care program for depres-
sion (Angstman, Dejesus, & Rohrer,  2010 ). It is a well-known phenomenon that 
detecting signifi cant interaction effects is underpowered, however. Large-scale 
comparative effectiveness research presents the opportunity to plan for subgroup 
analysis and testing moderation.   

    Summary and Conclusions 

 The state of the evidence for integrated behavioral health care is strong in certain 
domains (e.g., protocol-driven, depression-focused randomized trials), but still 
emerging or weak in others (e.g., real-world implementation of non-disease-specifi c 
models). Questions of essential elements, effective dissemination and implementa-
tion strategies, and the impact of interventions in the context of primary care multi-
morbidity remain. Meta-analyses show that integrated behavioral health care can 
lead to better outcomes (e.g., improved rates of remission, reduced symptomology, 
improved functioning). We now need to focus research efforts on exploring the set-
tings and organizational contexts in which they can be effectively and effi ciently 
implemented, and expanding integrated behavioral health care models to offer care 
beyond particular mental health conditions. 

 Furthermore, consensus is needed in order to develop general principles about 
what constitutes an integrated behavioral health care model, so that the evidence can 
provide adequate guidance to those organizations seeking to implement such a 
model. Peek’s lexicon (Peek,  2011 ) is a promising attempt to bring robust 
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organizing principles to the integrated behavioral health care research domain, and 
highlights the lack of evidence for what he describes as a paradigm case. More 
recent research on Strosahl’s primary mental health care model and the Depression 
in Primary Care demonstration projects more closely approximate the paradigm 
case for collaborative care. As potentially more sustainable healthcare delivery sys-
tem approaches, these contemporary models are richer and more complex, and 
address more of the structural features and processes of integrated behavioral health 
care than did the classic models. The trade-off has been that these models are less 
amenable to classic randomized trial designs, and the evidence relies upon less rig-
orous evaluation methods. Indeed, conducting a randomized trial for every possible 
permutation of integrated behavioral health care would be cost prohibitive. New 
and innovative methods such as mixed methods (Palinkas, Aarons, et al.,  2011 ), prag-
matic trials (Zwarenstein et al.,  2008 ), quality improvement evaluations (Rubenstein 
et al.,  2000 ), and other emerging research and evaluation methods (Damschroder 
et al.,  2009 ; Katon et al.,  2010 ; Proctor et al.,  2009 ) appropriate for translation, dis-
semination, and implementation research—beyond the traditional randomized 
trial—are needed to fi ll these evidence gaps.     
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    Abstract     The call for interdisciplinary collaboration in health care is longstanding, 
and our collective efforts to answer this across mental health and biomedical care 
and training sites are evolving faster today than ever before. As we do this, it is 
important to recognize the lived experience, wisdom, and energy of the patients, 
families, and communities that we serve—and that we, as professionals, advance our 
effort(s) in a manner that honors this insight. In this chapter, we describe community- 
based participatory research (CBPR) as a way of partnering professionals with lay 
communities to work together to create health initiatives that neither group, respec-
tively, could create by itself. We highlight core tenets that guide CBPR and, drawing 
from our own and others’ work, share important lessons learned. We discuss data 
collection and analysis (qualitative, quantitative, and mixed-methods designs), and 
offer suggestions and guidance regarding education and training for those interested 
in learning more about partnering and working with communities in CBPR.  
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     The call for interdisciplinary collaboration in health care is a longstanding one, and 
our collective efforts to do this are evolving across medical- and mental health- 
training programs and care facilities today more than they ever have. Recent 
advancements in the Patient-Centered Medical Home (PCMH) movement are argu-
ably pushing team-based approaches in continuous and coordinated care toward the 
middle of the bell-curve, wherein someday soon our integrated models will represent 
the rule (not the exception) to how health care is done. 

 A variety of defi nitions of what “integrated,” “collaborative,” or “medical home” 
sequences look like have been put forth, and efforts by the Agency for Healthcare 
Research and Quality (AHRQ), Collaborative Care Research Network (CCRN), 
Collaborative Family Healthcare Association (CFHA), Substance Abuse and Mental 
Health Services Administration (SAMHSA), and others to standardize and clarify 
these characterizations are presently underway (AHRQ,  2011 ; Peek,  2011 ). 
Common themes within our increasingly shared lexicon of core concepts within 
integrated behavioral health care relate to working relationships between compo-
nents of the larger health care system that represent different care types (e.g., behav-
ioral health care with primary care), providers who represent different disciplines 
(e.g., a family physician with a family therapist), and/or providers (broadly defi ned) 
with the very patients and families that they serve (Peek,  2010 ). 

 Our efforts, however, often miss two things that are important to consider: 
(1) attention to the active role(s) that our patients and their families can play in co- 
creating their own health, and (2) attention to the potential collective power of 
broader patient communities in advancing health. Instead, most health care (“col-
laborative” or otherwise) still frames professionals as the carriers of knowledge/
wisdom and providers of services vis-à-vis patients/families who are relatively pas-
sive. Further, most care that is provided to said patients/families is delivered to one 
patient/family at a time, with no mechanism of connecting patients with each other 
along the way (Doherty, Mendenhall, & Berge,  2010 ; Mendenhall & Doherty, 
 2005b ; Berge, Mendenhall, & Doherty,  2009 ). 

 This is problematic because arguably the greatest untapped resource for improv-
ing health is the knowledge, wisdom, and energy of individuals, families, and 
 communities who face challenging health issues in their everyday lives (Doherty 
et al.,  2010 ; Doherty, Mendenhall, & Berge,  2012 ). Consider, for example, the fol-
lowing questions: How does somebody recently diagnosed with diabetes really 
overhaul his/her lifestyle (and stick with it) across diet, physical activity, and dis-
ease management arenas? Where is “the line” between supportively reminding 
someone to check blood sugars and being a “nag”? How can a partner avoid burning 
out from supporting a mate whose pain is chronic and progressive and whose com-
plaints are never-ending? How does a partner attend to his/her own health and needs 
as his/her partner continues to decline? How do couples handle the sometimes intru-
sive roles of health professionals, social services, and/or insurance companies? 

 As large national and international organizations focused on health (e.g., AHRQ, 
NIH, WHO) have systematically called for—and advanced funding to support—
community-driven and collaborative efforts to address complex health and social 
problems that are ill-suited for conventional top-down service delivery and/or 
research endeavors, community-based participatory research (CBPR) has been put 
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forth as a way to partner with our patient communities (AHRQ,  2011 ; National 
Center on Minority Health and Health Disparities,  2011 ). This is an especially 
timely call within the arenas of integrated behavioral health care, insofar as our 
strong emphases on relationships and partnerships (between providers themselves 
and/or providers with patients/families) are well underway. Many are now working 
to extend these emphases to patient/family communities, and they are creating and 
implementing supportive care systems that neither providers/researchers nor 
patients/families could create on their own. 

    Community-Based Participatory Research 

 Since its early coining as “Action Research” by Kurt Lewin in the 1940s, many have 
contributed to advancing an investigative orientation in which academic and profes-
sional researchers partner and collaborate with communities who are directly 
affected by an issue to generate knowledge and solve local problems (AHRQ,  2004 ; 
Berge et al.,  2009 ; Mendenhall & Doherty,  2005b ). Approaches within this larger 
frame vary in and across the degrees to which professionals and community mem-
bers are involved in facilitating group processes, engaged in decision-making and 
change sequences, and undertaken roles or experiences as (co)learners (Bell et al., 
 2004 ; Cornwall & Jewkes,  1995 ; Wallerstein & Duran,  2006 ). These approaches 
have been recognized by unique and overlapping terminologies and labels like “par-
ticipative research” (Bell et al.,  2004 ) or “participatory research” (PR) (Classen 
et al.,  2008 ; Torre & Fine,  2005 ), “participatory action research” (PAR) (Baum, 
MacDougall, & Smith,  2006 ; Bell et al.,  2004 ; Braithwaite, Coghlan, O’Neill, & 
Rebane,  2007 ; Cammarota & Fine,  2008 ; Kemmis & McTaggart,  2000 ; Pyrch, 
 2007 ; Pyrch & Castillo,  2001 ; Rahman & Fals-Borda,  1991 ), “development leader-
ship teams in action” (DELTA) (Haaland & Vlassoff,  2011 ), “critical action 
research” (DePoy, Hartman, & Haslett,  1999 ), “collaborative inquiry” (Kelly, Mock, 
& Tandon,  2001 ), “co-operative inquiry” (Heron & Reason,  2001 ), and “apprecia-
tive inquiry” (Ludema, Cooperrider, & Barrett,  2001 ). Some have framed their 
efforts around medical practices (versus specifi c diseases) in partnership with 
patient communities, e.g., “practice-based participatory research (PBPR)” (Fauth & 
Tremblay,  2011 ), and still others have purposively excluded the word “research” 
altogether so as to emphasize co-learning and change processes per se (e.g., “par-
ticipatory action learning” (Wilson, Ho, & Walsh,  2007 ), “participatory action 
development” (Lammerink, Bury, & Bolt,  1999 )). As aforementioned national and 
international organizations focused on health have encouraged such community- 
driven and collaborative efforts, the term “community-based participatory research” 
(CBPR) has been put forth as an inclusive and characterizing umbrella to connect 
these like-minded efforts (AHRQ,  2004 ; Edwards, Lund, Mitchell, & Anderson, 
 2008 ; Pan American Health Organization,  2004 ). 

 In CBPR, the “community” (however defi ned) is recognized and honored as a 
principal unit of identity, with lay members and professionals (e.g., service provid-
ers, academic researchers) serving as co-creators of each stage of the process. This 
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stands in contrast to top-down, hierarchical methods of research that have tradition-
ally been imposed upon communities of interest. Core assumptions guiding CBPR 
(see Fig.  6.1 ) advance these partnerships among stakeholders throughout the entire 
research process, from identifying the problem to implementing (and evaluating) 
interventions, to disseminating new knowledge and refi ning interventions in accord 
to said knowledge. Throughout this work, everyone works together in the context of 
fl attened hierarchies (Bradbury & Reason,  2003 ; Doherty et al.,  2010 ; Mendenhall 
& Doherty,  2005b ; Scharff & Mathews,  2008 ; Strickland,  2006 ).

  1.   Recognition of the community as the principal unit of identity

  2.   Democratic and equitable partnership between all project members (e.g., community

      stakeholders, researchers) as collaborators through every stage of knowledge and

      intervention development

  3.   Building on the strengths and resources within the community

  4.   Promoting co-learning and capacity-building between and among partners

  5.   Deep investment in change that carries with it an element of challenging the status

      quo and improving the lives of members in a community or practice

  6.   Cyclical process in which problems are identified, solutions to address problems are
 
      developed within the context(s) of the community’s existing resources, interventions

      are implemented, outcomes are evaluated according to what is essential in the eyes of

      participants, and interventions are modified in accord with new information as

      necessary

  7.   Project members’ humility and flexibility to accommodate changes as necessary

      across any part of a project

  8.   Disseminating findings and new knowledge to and by all partners and constituents in

      the investigative process

  9.   Recognition that CBPR can be a slow and messy process, especially during initial

       phases of development

10.   Long-term engagement and commitment to the work         

  Fig. 6.1    Core assumptions of community-based participatory research       
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      Key Factors Guiding Professional/Community Partnerships 

 From the core assumptions outlined above, those most relevant to the relationships 
maintained by professional and community participants in CBPR are as follows: 

  Building on strengths and resources . Whereas conventional approaches in health 
care begin with a defi cit-based “needs assessment” so as to inform what reparative 
professional knowledge or resources to bring into a community from the outside, 
CBPR partnerships emphasize the identifi cation and advancement of local wisdom, 
strengths, and energies to solve problems. This then sets the foundation for the 
equal valuing of professional and lay contributions to the work (Mendenhall & 
Doherty,  2005a ; Reason & Bradbury,  2001 ,  2006 ,  2008 ). 

  Democratic and equitable partnership . In contrast to conventional top-down, 
provider-led care, research and public health initiatives, CBPR projects are 
advanced with a fl attened professional hierarchy that honors the unique wisdom 
and expertise of everyone involved. While health care professionals and aca-
demic researchers bring with them a knowledge- and skill-set regarding a 
chronic illness or investigatory design, for example, patients bring with them a 
knowledge base regarding what it is like to live with a chronic illness. Patients’ 
family members bring with them wisdom about how to be supportive without 
being a nag, best strategies for affording indicated foods and medicines, and/or 
self-care so as to not burn out in the role of an involved caregiver and loved one. 
Community leaders bring with them knowledge and understanding about the 
local “pulse” and impact(s) that an illness or health-related issue is having on 
their people (however defi ned). By recognizing and honoring all project mem-
bers’ respective contributions to a larger whole, patients, community stakehold-
ers, health care providers, and academic researchers are able to collaborate 
through every stage of knowledge and intervention development—from early 
steps in trust-building and defi ning what is most important to focus on to later 
steps of project evaluation and establishing long-term sustainability (Christopher, 
Watts, McCormick, & Young,  2008 ; Horowitz, Robinson, & Seifer,  2009 ; Israel, 
 2005 ; Wallerstein & Duran,  2010 ). 

  Co-learning and capacity building . By focusing on each other’s unique strengths 
and wisdom and working collaboratively together, professionals and lay commu-
nity members learn from each other. For example, as patients and families learn 
about important disease-management sequences and information from providers 
(e.g., the components of a good diet, indicated amounts of exercise), they are also 
learning from other patients and families about where to fi nd the most affordable 
foods or participate in physical activities safely. As providers learn from patients 
about local value-systems regarding food and health, they are able to advance 
more sensitive and culturally tailored care, suggestions, and dialogue (Bradbury 
& Reason,  2003 ; Doherty et al.,  2010 ; Mendenhall et al.,  2010 ; Minkler & 
Wallerstein,  2008 ). 
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  Humility and fl exibility . As with any healthy relationship, project members in 
CBPR maintain a consistent humility regarding the extent of their knowledge, and 
along with this, a receptivity to others’ knowledge. They are responsive to new 
information that suggests change is necessary across individual (e.g., a patient 
learning that s/he must alter a dietary or health-related routine) and project/com-
munity (e.g., modifying an intervention component in response to evaluation data 
that show it is or is not working). This can be especially diffi cult for professional 
members of the team, as much of their training in medical or graduate school social-
ized them to function as infallible experts (Hayes,  1996 ; Mendenhall,  2002 ; 
Mendenhall & Doherty,  2003 ; Minkler,  2000 ; Minkler & Wallerstein,  2008 ). 

  Long-term engagement and commitment to the work . CBPR projects can be 
very slow and messy to advance, especially during early phases of development, as 
providers/researchers and patients/families/community members learn to work 
together in a very different way than they may be accustomed to and/or until a new 
initiative is fi rmly grounded in a professional or community organization. Our expe-
rience across several projects suggests that one to two years is a reasonable amount 
of time to expect between fi rst meetings and the launching of action steps and new 
interventions. It is important that participants understand this from the outset, and 
that they are invested in the long haul (Doherty et al.,  2010 ; Jones & Wells,  2007 ; 
Wallerstein & Duran,  2006 ; Wallerstein & Duran,  2010 ).  

    Data Collection and Analyses in CBPR 

 An essential element throughout CBPR relates to the clarity of its “R,” (e.g., advanc-
ing a clear effort in the arenas that project members and others on the outside would 
call “research”). Because participants (providers, administrators, researchers, 
patients, families, etc.) are often dealing with novel problems within the unique 
contexts of local communities, they must be methodologically fl exible and eclectic 
in order to best match data collection efforts with what is going on in the CBPR 
process (McNicoll,  1999 ; Mendenhall & Doherty,  2005b ). In order to be sensitive 
to the perspectives and needs of multiple participants, careful use of methods and 
measures that have high face validity and practical (and immediate) utility are indi-
cated. For this reason, CBPR researchers often gravitate toward qualitative methods 
of data collection and analysis during early phases of the work. Exploring, for 
example, participants’ subjective experiences can engage communities in identify-
ing concerns that run deep within them, monitor inter-member and inter-group pro-
cesses as problems are identifi ed, solutions are democratically and collaboratively 
developed, and/or as action is taken, and assessing satisfaction with the results of 
new interventions. While objective (read: quantitative) measures of “success” can 
be created to assess a program’s impact on a particular dependent variable (e.g., 
metabolic control in a local ethnic community), most CBPR studies do not do this 
until after a project is comparatively underway. 
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 To this end, a myriad of qualitative data in CBPR have been described in the litera-
ture, including in-depth interviews (Lindsey & McGuinness,  1998 ; Mendenhall & 
Doherty,  2003 ; Mendenhall, Harper, Stephenson, & Haas,  2011 ; Razum, Gorgen, & 
Diesfeld,  1997 ); naturalistic case studies (Casswell,  2000 ); refl ective journaling and 
meeting minutes (Hampshire, Blair, Crown, Avery, & Williams,  1999 ; Nichols,  1995 ); 
thematic and content analysis of group process notes and publicly available docu-
ments (Nichols,  1995 ; Razum et al.,  1997 ); focus groups (Small,  1995 ); participant 
observation (Lindsey & McGuinness,  1998 ; Maxwell,  1993 ); social network mapping 
(Bradbury & Reason,  2003 ); and oral histories and open-ended stories (Small,  1995 ). 
Access to many of these types of data is generally easy for investigators in CBPR, 
because the very nature of the work requires that they be active participators in the 
research that is being evaluated (Mendenhall & Doherty,  2005b ). 

 Whereas qualitative analyses are especially useful in helping researchers to 
understand participants’ contexts, cultures, beliefs, attitudes, community practices, 
and subjective experiences related to CBPR processes, quantitative measures are 
most usually and most usefully employed to evaluate an intervention’s effi cacy 
(Mendenhall & Doherty,  2005b ; Reese, Ahern, Nair, O’Faire, & Warren,  1999 ). 
These efforts are also important on “political” grounds, insofar as formally testing 
for objective change in tangible measures (whatever measures these may be) helps 
to advance regard by the broader scientifi c community that the work that is being 
conducted is rigorous and credible (Minkler & Wallerstein,  2008 ; National Institutes 
of Health,  2009 ). 

 Consistent with the basic tenets of CBPR, however, it is important to involve 
participants in selecting what to quantitatively evaluate, test, or measure. For example, 
in a CBPR initiative designed to reduce smoking on a school campus, participants 
(researchers and community members) discussed how students’ smoking preva-
lence was—and was not—an important measure of “success.” Indeed, student par-
ticipants saw the number of available after-school activities (which were advanced 
by the project to target the very stress and boredom that students commonly attrib-
uted to smoking) was a more important quantitative measure of success. Put simply, 
students saw this initial step as a stage-setter for the improved subjective sense of 
self-effi cacy and social support that will eventually help students to quit smoking 
(Mendenhall, Whipple, Harper, & Haas,  2008 b; Mendenhall et al.,  2011 ). In another 
project, providers involved in a diabetes CBPR initiative for adolescents saw meta-
bolic control as the most important dependent variable of success, whereas adoles-
cent patients’ wanted to track school-policies regarding whether students with 
diabetes were allowed to go on fi eldtrips with their peers (Mendenhall & Doherty, 
 2007b ). In these and other CBPR projects, what is tested quantitatively is up to the 
whole group to decide. It is important to note, too, that quantitative analyses of 
CBPR projects tend to remain “local”—e.g., for, by, and within the community in 
which a project is positioned (Mendenhall & Doherty,  2005b ). Efforts to test wide-
spread generalizability (e.g., a randomized control trial) are less indicated than 
efforts to test local effectiveness (e.g., a single-group repeated-measures trial) 
because CBPR projects are designed purposefully to tap and refl ect the unique 
resources and challenges of their local contexts. 
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 Ultimately, participants in CBPR tend to combine both qualitative and quantitative 
methods. Using multiple methods over the course of a project enables researchers to 
triangulate different sources of data, and this increases confi dence in conclusions 
that are drawn (Hagey,  1997 ; Lindsey & McGuinness,  1998 ; McKibbin & Castle, 
 1996 ; Nichols,  1995 ). Throughout this and the cyclical processes of CBPR, all data 
that are collected and analyzed are presented back to the initiative’s participants 
(Hambridge,  2000 ; Mendenhall & Doherty,  2005b ; Meyer,  2000 ; Nichols,  1995 ). 
This facilitates an active and purposeful dialogue between providers, researchers, 
and community participants about the meanings and usefulness of data, which then 
informs the generation of ensuing action steps en route to collaboratively identifi ed 
and mutually shared goals.  

    Disseminating CBPR 

 Disseminating research fi ndings is another important aspect of community-based 
participatory research. This allows for important fi ndings to be distributed to aca-
demic researchers, providers, administrators, and the patients/families/communities 
that are involved in the work. Results communicate success of the project, changes 
brought about by its labors, and the ongoing efforts that researchers/families/
community members are doing to sustain the initiative. CBPR teams, then, collabo-
rate fully in writing and disseminating study fi ndings to professional/scientifi c com-
munities, community-specifi c organizations, and the general public. To share 
knowledge with the scientifi c community, they target refereed journals and local, 
national, and international conferences and forums. To share knowledge with 
community- specifi c organizations, the local community itself, and the general pub-
lic, team members connect with community service-providing sites and resources, 
e.g., targeting local and state-wide public print and electronic media and community 
events/celebrations (Berge et al.,  2009 ; Minkler & Wallerstein,  2008 ).   

    CBPR and Integrated Behavioral Health Care: 
Advancing the Research Agenda 

 More and more health care providers and researchers are engaging in CBPR projects 
and, with this, rigorous expert-driven investigatory methods aimed at widespread gener-
alizability are losing ground to comparatively small but locally relevant and meaningful 
efforts that are co-created by patient and provider communities working collaboratively 
together. What was once broadly viewed by academic and research institutions as fl imsy 
or unscientifi c is now establishing a niche in the world(s) of valued health care research 
and service-provision (Mendenhall & Doherty,  2005b ; Minkler & Wallerstein,  2008 ). 
This evolution is advancing in synchrony with our increased emphases on patient/
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   CBPR, PBPR, and the Integrated Care Evaluation Project 

 James Fauth and George Tremblay 

 We illustrate here some of the principles articulated in this chapter through a project 
designed to explore and improve integrated care as practiced by four primary care 
clinics in New Hampshire. The Integrated Care Evaluation (ICE) project utilized 
a close cousin of CBPR, called practice-based participatory research (PBPR) 
(Fauth & Tremblay,  2011 ). While similar in many ways, the models diverge in a 
few respects that we will return to toward the end of the chapter. 

    What Is Practice-Based Participatory Research (PBPR)? 

 We developed PBPR as an antidote to failed “dissemination” and “translation” 
practice change strategies, both of which have foundered repeatedly on the 
assumption that practitioners should and would absorb and enact the fi ndings 
from clinical trials. In our view, both of these strategies fall short in over- relying 
on evidence that is neither credible nor compelling in the eyes of the practice 
community, and in offering practitioners a one-down position in the science-
practice relationship. What distinguishes PBPR is our focus on (1) cultivating a 
learning orientation in routine clinical settings; (2) taking an open and curious 
(rather than pejorative) stance toward practice-based departures from evidence-
based models (Litaker, Tomolo, Liberatore, Stange, & Aron,  2006 ); and (3) 
adopting an incremental, recursive practice change strategy that is informed by 
key stakeholder learning priorities, local evidence, and systems thinking. 

 PBPR involves four phases: (1) Planning, (2) Pilot, (3) Discovery, and (4) 
Quality Improvement planning. Chart I outlines the goals of each phase. 

 Chart I: Four phases of practice-based participatory research. (Fauth & 
Tremblay,  2011 ; Imm et al.,  2007 ; United States Department of Veterans 
Affairs,  2011 ).

 Phase  Description 

 I. Planning  Locate practice contexts (settings, focal issues) 
 Engage key stakeholders in diagnostic analysis 
 Reveal “high leverage” information gaps that inform the design 

of a formative evaluation plan 
 II. Pilot Phase  Evaluation plan is implemented, feasibility assessed, power of 

the fi ndings to inform quality improvement explored, and the 
plan is improved 

 III. Discovery Phase  Implementation of the evaluation plan and data collection 
 IV. Quality 

Improvement 
 Data-informed, stakeholder-driven quality improvement (QI) 

planning framework and feedback process 

(continued)
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    Application of PBPR to the Integrated Care Evaluation project 

 The initial planning phase has been designed around common integrated care 
components and the assumptions that integrated care depends more on the 
systematic identifi cation of patients most likely to profi t from behavioral 
health intervention than on the specifi c intervention model chosen (Gilbody, 
Bower, & Whitty,  2006 ) and that patients with non-chronic, mild to moderate 
distress may most likely benefi t from integrated care interventions, whereas 
more distressed patients need specialty care (Krahn et al.,  2006 ). 

 Our clinic partners vary widely in size, geography, and behavioral health 
resources. All four are pioneers in colocated integrated primary care, but none 
of their practices have been improved or substantiated through an evaluation. 
During the planning phase, we asked our practice partners to identify a segment 
of their patient population that placed heavy burdens on their clinic and pro-
viders and for whom they imagined that behavioral health expertise would be 
particularly relevant. Two of the clinics focused on diabetic patients, a third 
chose chronic pain patients, and the fourth and smallest practice aggregated 
diabetic, asthmatic, and chronic obstructive pulmonary disease patients. 

 “Information gaps” were identifi ed with a qualitative method known as 
diagnostic evaluation (Curran, Mukherjee, Allee, & Owen,  2008 ), which 
helps practice stakeholders to make explicit their clinical practice and com-
pares it to evidence-based models of care. This process involved translating 
the research-tested models into an evidence-based task diagram of integrated 
care and juxtaposing it to the practice-based task model through task analysis 
interviews (Annett & Stanton,  2000 ) with key stakeholders. The diagnostic 
analysis revealed some similarities between the evidence- and practice-based 
models (e.g., delivery of brief intervention by colocated behavioral health 
specialists). A main point of divergence, however, was the reliance on ad hoc 
clinical judgment for providers to referring to behavioral health versus the 
evidence-based use of standardized measures and systematic cut-off scores to 
identify patients. 

 Pilot study: We then set about designing a quantitative pilot study that 
would help the clinic staff track how they were allocating behavioral health 
resources, and would serve to estimate the feasibility of a larger-scale discov-
ery and quality improvement phases of PBPR. Our goal was for the pilot 
phase to yield a profi le of how behavioral health services were allocated based 
on the level of the patient’s emotional distress. We used a standardized mea-
sure of emotional distress comprised of the PHQ-9 (Kroenke & Spitzer,  2002 ) 
and GAD-7 (Spitzer, Kroenke, Williams, & Lowe,  2011 ) scales, a functional 
impairment item from the PHQ (Spitzer, Kroenke, & Williams,  1999 ), and a 

(continued)

(continued)
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chronicity item created for this study. We also tracked billing codes for three 
care types from existing clinic databases: primary care only (PCP), PCPs 
administering psychotropic medication (MED), and colocated behavioral 
health intervention (BH). 

 From these data, we calculated the probability of receiving each care type 
within the 30-day window following every administration of the EDM. (It is 
important    to note that we did not have EDM data from the patients’ fi rst pre-
sentation to the clinic, so the resulting probabilities do not indicate a response 
to initial diagnosis—they represent rolling, 30-day snapshots of care). The 
results indicated that integrated care at all four clinics was primarily allocated 
to the most severely distressed and functionally impaired patients. Patients 
with severe emotional distress were about fi ve times more likely than mildly 
distressed patients to receive colocated behavioral health. These results, of 
course, were at odds not only with the theoretical literature and research evi-
dence, which indicate that integrated care is most appropriate and helpful for 
patients at lower levels of acuity. 

 In the discovery and QI phases, we facilitated an initial QI process with the 
pilot fi ndings. We held two meetings at each site, the fi rst of which focused on 
sharing basic results with as many staff and providers at each site as possible, 
and the second on utilizing the pilot fi ndings with the “implementation team” 
at each clinic. There is an investment in new action at two clinics: formation 
of a QI planning committee at one clinic, and a decision at a second clinic to 
hire a care manager focused on support and stabilization of severely distressed 
patients so as to free up the rest of the behavioral health staff to work with less 
severely affl icted patients (as originally intended).  

    Convergence and Divergence with CBPR 

 Consistent with CBPR, we habitually invite stakeholder input, yet we suspect 
that we are more willing than CBPR to assume an expert role around matters 
such as research design and the necessary ingredients of practice change. We 
also take pains to frame our requests for input in a way that respects our stake-
holders’ autonomy and honors—but does not romanticize or exaggerate—
their particular vantage point(s) and expertise. 

 Allowing the research process to unfold in response to emergent needs and 
iterative learning cycles, which demands considerable time and fl exibility, is 
typical of both CBPR and PBPR. The planning and pilot phases of the ICE 
project took nearly three years to complete, with numerous self-corrections and 
adjustments. Time and fl exibility were also critical to developing evaluation 

(continued)

(continued)
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capacity among our clinic partners. For example, while two sites were quick 
to initiate data collection, their capture rates soon tapered off, alerting us to 
logistical barriers that were readily resolved once critical players (e.g., front 
line staff) were recruited into problem-solving mode. The methodological 
dynamic of both approaches moves from qualitative to quantitative data and 
back again. For instance, we used a qualitative method—diagnostic analy-
sis—to inform our quantitative evaluation design. This approach builds on the 
assumption that baseline data are also necessary to test the extent to which QI 
efforts actually improve effectiveness.  

family-centered medical homes, wherein  comprehensive approaches for children, 
youth, and adults are attended to within settings that facilitate partnerships between indi-
viduals/families and respective (and collaborating) members of multidisciplinary care 
teams ( Minkler & Wallerstein ; Peek,  2011 ; Wallerstein & Duran,  2010 ). Through CBPR 
methods, the patient/family community partnerships with providers are held up as an 
essential foundation to create care that is of high quality, culturally competent, strength 
based, and effective (Chavez, Duran, Baker, Avila & Wallerstein,  2003 ; Doherty et al., 
 2010 ; Tobin,  2000 ; Ward & Trigler,  2001 ). Over the last decade, projects driven by this 
approach have gained credibility through their  ability to inform understanding of 
patients’ experiences, improve or generate services, facilitate community outreach and 
engagement, enhance education, and augment cultural awareness (Chavez et al.,  2003 ; 
Tobin,  2000 ; Ward & Trigler,  2001 ). Projects have advanced improvements in asthma 
(Brugge, Rivera-Carrasco, Zotter, & Leung,  2010 ), diabetes (Mendenhall & Doherty, 
 2003 ,  2007a ), dental and mouth-care practices (Watson, Horowitz, Garcia, & Canto, 
 2001 ), smoking cessation (Mendenhall et al.,  2011 ), patient and practitioner satisfaction 
(e.g., through improved communication and problem-solving skills) (Hampshire et al., 
 1999 ; Lewis, Sallee, Trumbo, & Janousek,  2010 ; Lindsey & McGuinness,  1998 ; Meyer, 
 2000 ; Schulz et al.,  2003 ), and a number of other signifi cant health care foci (Doherty 
et al.,  2012 ; Mendenhall & Doherty,  2005b ). 

 From this foundation, efforts in CBPR are now underway to further advance the 
research agenda for collaborative care by extending our attention beyond disease- 
specifi c arenas and narrowly defi ned clinical outcomes (like many CBPR and related 
research studies regarding collaborative care practices have done to-date) (AHRQ, 
 2011 ; Doherty et al.,  2012 ; Fauth & Tremblay,  2011 ). Understanding(s) about the 
effects of specifi c strategies and care processes, levels of integration per se, and 
fi nancial models of clinical outcomes are sorely needed, alongside regard for 
broader clinic and health system(s) level functioning (Miller, Kessler, Peek, & 
Kallenberg,  2010 ). In order to do this, we must fi rst establish a common language 
and lexicon of terms and defi nitions to consistently guide researchers, systems (re)
designers, experts in quality improvement and performance measurement, policy-
makers, and patients/citizens (Peek,  2010 ). This aligns well with CBPR’s emphasis 
on involving all stakeholders collectively and throughout the aforementioned 

(continued)
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iterative process(es) of research and intervention development and improvement 
(Mendenhall & Doherty,  2005b ; Minkler & Wallerstein,  2008 ). Indeed, to do less 
would be to fall back on conventional provider-led, expert-driven methods of defi ning 
care parameters, and to leave behind the voices of the very people that our efforts 
are oriented to helping. 

 Following recommendations put forth by the Agency for Healthcare Research 
and Quality (AHRQ) and Miller, Kessler, Peek, and Kennenberg (AHRQ,  2011 ; 
Miller et al.,  2010 ), we must then begin asking descriptive questions to create sys-
tematically articulated pictures of how collaborative practices are carried out, fol-
lowed by evaluative questions that assess outcomes across clinical, operational, and 
fi nancial foci. CBPR is, again, well equipped to answer these calls. By engaging all 
stakeholders in care processes, comprehensive descriptions of clinical practices can 
be gleaned (e.g., providers can describe who they see in their practices and in what 
care settings; administrators can describe processes by which patients are identifi ed 
and how care is coordinated and paid for; patients and family members can describe 
their experiences in working with clinic providers and staff throughout care 
sequences). To evaluate outcomes connected to a practice’s care, engaged stakehold-
ers’ voices will similarly inform what is discovered (e.g., providers and patients can 
describe clinical outcomes related to health; providers and administrators can 
describe health system processes related to clinic fl ow and interdisciplinary collabo-
ration; administrators and patients can describe the fi nancial costs related to care 
initiation and maintenance). Efforts to engage in collaborative efforts such as these 
(e.g., that involve all stakeholders versus researchers (only) or administrative per-
sonnel (only)) are now emerging, as leaders in the fi eld are working to advance 
CBPR methods into larger health systems. See Fauth and Tremblay’s example, using 
“practice-based participatory research” (Fauth & Tremblay,  2011 ), in  Box 1 , above.   

      Leading Organizations in Health-Related CBPR 

 In addition to its increasing visibility in health-related foci, community-based par-
ticipatory research has extended into the overlapping arenas of business, public 
policy, food-distribution practices, education, housing, and family time (Bogart & 
Uyeda,  2009 ; Bradbury-Huang,  2010 ; Jacobs,  2010 ; Kwok & Ku,  2011 ; Weaver- 
Hightower,  2010 ). It is thereby challenging to single out single organizations in this 
movement, because to do so in one area is to neglect pioneering groups in other 
areas. Having prefaced the following with this caveat, examples of leading organi-
zations in CBPR partnerships around health include the following. 

    Citizen Professional Center 

 The University of Minnesota’s (UMN) Citizen Professional Center (Doherty et al., 
 2012 ) advances a mission to prepare professionals for effective democratic engage-
ment with communities and in generating community-based research that advances 
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knowledge and solves local problems. This work has encompassed more than a 
dozen projects to-date that have collectively bridged medical and mental health pro-
viders and researchers with a broad range of organizations representing a myriad of 
ethnic minority groups, health and social concerns, and socioeconomic strata. For 
example, the  Family Education Diabetes Series  (FEDS) is a health promotion initia-
tive that works actively with urban-dwelling American Indians (AIs) to achieve and 
maintain healthy lifestyles through culturally relevant dietary and physical activity 
sequences (Department of Indian Work,  2010 ). The  Students Against Nicotine and 
Tobacco Addiction  (SANTA) project is a smoking cessation project for teenagers 
and young adults created in partnership with the Hubert H. Humphrey Job Corps 
Center, and works through a combination of student-led activities designed to com-
bat stress and boredom (Hubert H.Humprey Job Corps Center,  2011 ). The  Hmong 
Women United Against Depression  (HWUAD) initiative represents a partnership 
between a primary care clinic’s staff and local elders/leaders positioned within the 
Twin Cities’ immigrant community (Doherty et al.,  2010 ). The  Citizen Father 
Project  works to support, educate, and develop healthy, active fathers and to rebuild 
family and community values (Goodwill/EasterSeals Minnesota,  2011 ). For a com-
plete list and description of these projects, their partnering organizations, and related 
literature/publications, go to:   www.citizenprofessional.com    .  

    Center for Participatory Research 

 The University to New Mexico’s (UNM) Center for Participatory Research (UNM, 
 2011 ) advances a mission to support a collaborative environment between univer-
sity and community partners to improve health and life quality. This work has 
encompassed a variety of initiatives, which have endeavored to create and apply 
new knowledge. For example, the  Research for Improved Health  study represents 
an in-depth effort to investigate promoters and barriers to CBPR in American 
Indian/Alaska Native (AI/AN) communities to reduce health disparities (Hicks, 
 2011 ; Hicks & Wallerstein,  2011 ). The  Stop Smoking, Enjoy Pregnancy Project  
(STEP) is a smoking cessation initiative designed purposively for women who are 
expecting, and aims to create a means to adapt its efforts across both private and 
public institutions (Center for Participatory Research,  2011c ). The  Depression 
Among Off-Reservation American Indian Women  project is working to create an AI 
community and academic research infrastructure to identify culturally specifi c and 
personal explanations for depression, alongside effective solutions and strategies to 
allay it (Center for Participatory Research,  2011a ). Additionally, the Center for 
Participatory Research is working in the arenas of tobacco use and cessation among 
lesbian, gay, bisexual, and transgender persons, and will use knowledge gained to 
advance culturally appropriate and effective interventions across a variety of care 
sites (Center for Participatory Research,  2011b ). For a complete list and description 
of these projects, their partnering organizations, and related literature/publications, 
go to:   http://hsc.unm.edu/som/fcm/cpr    .  

T.J. Mendenhall et al.

http://www.citizenprofessional.com/
http://hsc.unm.edu/som/fcm/cpr


113

    Detroit Community-Academic Urban Research Center 

 Partnered with the University of Michigan’s Schools of Public Health, Nursing, 
Social Work, and several other community organizations, the Detroit Community- 
Academic Urban Research Center (Detroit Community-Academic Urban Research, 
 2011a ) advances a mission to identify problems affecting the health of urban resi-
dents and conduct interdisciplinary CBPR to recognize and build upon resources 
and strengths already within their communities. This organization involves multiple 
research and intervention projects targeting health disparities across a broad range 
of foci. For example, the  Neighborhoods Working in Partnership: Building Capacity 
for Policy Change  project is working to extend community voices into the policy- 
making arenas to impact local, state, regional, and national policies oriented to the 
creation of safe and healthy neighborhoods for urban-dwelling children and fami-
lies (Detroit Community-Academic Urban Research,  2011d ). The  Healthy 
Environments Partnership — Lean and Green in Motown Project  (LGM) endeavors 
to better understand the impact(s) of interventions that include environmental 
change efforts on increasing physical activity and promoting healthy diets (Detroit 
Community-Academic Urban Research,  2011b ). The  Healthy Mothers on the Move/
Madres Saludables En Movimiento  (Healthy MOMS) is working to advance and 
evaluate the effectiveness of a social support healthy lifestyle intervention that tar-
gets behavioral and clinical risk factors for type 2 diabetes among pregnant and 
postpartum women (Detroit Community-Academic Urban Research,  2011c ). For a 
complete list and description of these projects, their partnering organizations, and 
related literature/publications, go to:   http://www.detroiturc.org    .   

    Leadership Strategies 

 Figure  6.2  presents a summary of key leadership and action strategies that we have 
learned for the initiation and conduct of CBPR (Doherty & Mendenhall,  2006 ; 
Doherty et al.,  2010 ; Mendenhall et al.,  2010 ). In the early phases of a project’s 
evolution, we have found that it is best to request little or no fi nancial support from 
key professionals and/or administrative leaders because this helps to facilitate their 
buy-in while at the same time allowing the project to evolve sans external pressures 
in terms of time or outcomes/deliverables. This enables professionals and commu-
nity members to extend considerable attention to “going deep” in identifying health-
related issues that are of great concern to all involved. Before inviting a large group 
of community leaders to begin generating solutions and/or interventions, it is impor-
tant for a small group of community members with personal experience (but not 
with institutional priorities or constraints) to establish consensus in its focus and 
desire to proceed. As the project’s membership is then thoughtfully expanded and 
its momentum increases, community and citizen dimensions of the issue are perused, 
which then informs the development and implementation of action initiatives. 
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  Fig. 6.2    Action strategies for CBPR and Citizen Health Care           

Throughout this journey, key processes and guiding principles of CBPR are 
advanced and maintained. Democratic planning and decision-making are carried 
out through each step of the work. Professionals and community members continue 
to learn from each other, and project results continue to inform intervention designs 
and revisions (if/as indicated). Attention is consistently paid to identifying and 
developing new leaders, who then carry forward the project’s efforts over time and 
en route to its larger mission(s) of effecting widespread and benefi cent change.

1.  Get buy-in from key professional leaders and administrators

        These are the gatekeepers who must support the initiation of a project based on its

        potential to meet one of the goals of the health care setting. However, we have found it

        best to request little or no budget, aside from a small amount of staff time, in order to

        allow the project enough incubation time before being expected to justify its outcomes

2.  Identify a health issue that is of great concern to both professionals and members of a

    specific community (clinic, neighborhood, cultural group in a geographical location)

       Stated differently, the issue must be one that a community of citizens actually cares

       about—not just something that we think they should care about. And the professionals

       initiating the project must have enough passion for the issue to sustain their efforts over

       time

3.  Identify potential community leaders who have personal experience with the health issue and

    who have relationships with the professional team

       These leaders should generally be ordinary members of the community who in some way

       have mastered the health issue in their own lives and who have a desire to give back to

       their community. “Positional” leaders who head community agencies are generally not 

       the best group to engage at this stage, because they bring institutional priorities and

       constraints

4.  Invite a small group of community leaders (3-4 people) to meet several times with the

    professional team to explore the issue and see if there is a consensus to proceed with a larger

    community project    
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       These are preliminary discussions to see if a project is feasible and

       to begin creating a professional/citizen leadership group

5. This group decides on how to invite a larger group of community leaders (10-15) to begin the

     process of generatinvg the project

       One invitational strategy we have used is for providvers to nominate patients and family

       members who have lived expertise with a health issue and who appear to have leadership

       potential
       
6. Over the next six months of biweekly meetings, implement the following steps of community
     organizing:

       i.   Exploring the community and citizen dimensions of the issue in depth

       ii.  Creating a name and mission

       iii. Doing one-to-one interviews with a range of stakeholders

       iv. Generating potential action initiatives, processing them in terms of the citizen
           health care model and their feasibility with existing community resources

       v.  Deciding on a specific action initiative and implementing it

7. Employ the following key Citizen Health Care processes:

       i.  Democratic planning and decision making at every step.As mentioned before, this

           requires training of the professionals who bring a disciplined process model and a

           vision of collective action that does not lapse back into the conventional

           provider/consumer model, but who do not control the outcome or action steps the

           group decides to take

       ii.  Mutual teaching and learning among community members.Action initiatives

           consistent with the model first call upon the lived experience of community

           members, with the support of professionals, rather than recruiting community

           members to support a professionally created initiative            

Fig. 6.2 (continued)
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iii.  Creating ways to fold new learnings back into the community. All learnings can

      become “community property” if there is a way for them to be passed on.

      Currently, we have vehicles for professionals to become “learning communities,”

      but few vehicles outside of Internet chat rooms for patients and families to become

      learning communities

iv.   Identifying and developing leaders. The heart of community organizing is finding

      and nurturing people who have leadership ability but who are not necessarily heads

      of organizations with turfs to protect

v.   Using professional expertise selectively —“on tap,” not “on top.” In this way of

      working, all knowledge is public knowledge, democratically held and shared when

      it can be useful. Professionals bring a unique font of knowledge and experience—

      and access to current research —to Citizen Health Care initiatives. But everyone
 
      else around the table also brings unique knowledge and expertise. Because of the

      powerful draw of the provider/consumer way of operating, professionals must

      learn to share their unique expertise when it fits the moment, and to be quiet when

      someone else can just as readily speak to the issue. A community organizing

      axiom applies here: Never say what someone in the community could say, and

      never do what someone else in the community could do

vi.   Forging a sense of larger purpose beyond helping immediate participants. Keep

      the Big, Hairy, Audacious Goal (BHAG) in mind as you act in a local community.

      This work is not just about people helping people; it is about social

      change towards more activated citizens in the health care system and larger

      culture. This understanding inspires members about the larger significance

      of their efforts. It also attracts media and other prominent community members

      to seek to understand, publicize, and disseminate Citizen Health Care projects                   

Fig. 6.2 (continued)
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      Lessons Learned 

 Figure  6.3  presents a summary of key lessons that we have learned in our CBPR 
efforts (Doherty & Mendenhall,  2006 ; Doherty et al.,  2010 ; Mendenhall et al., 
 2010 ). Two lessons relate to time. First, doing this work does not require a large 
amount of professionals’ time (six to eight hours per month, on average), but it 
does require a long-term commitment (several years or more). Second, learning 
how to do this kind of work requires mentorship. Simply reading about CBPR (or 
listening to a presentation about it at a professional conference) and then directly 
proceeding with a project can be likened to reading a book about how to ride a 
bicycle and then expecting to embark upon a trip without falling. There are no 
quick ways to teach professionals the public skills of engaging other citizens in 
CBPR or related community organizing projects with fl attened hierarchies; direct 
mentorship (with frequent stops and starts, trials and errors, and discussion/pro-
cessing) is necessary.

1. This work is about identity transformation as a citizen professional, not just about
 
     learning a new set of skills

2. It is about identifying and developing leaders in the community more than about a specific

     issue or action

3. It is about sustained initiatives, not one-time events

4. Citizen initiatives are often slow and messy, especially during the gestation period

5. You need a champion with influence in the institution

6. Until grounded in an institution’s culture and practices, these initiatives are quite vulnerable

    to shifts in the organizational context

7. A professional who is putting too much time into a project is over-functioning and not using

   the model. We have found that the average time commitment to be on the order of 6-8 hours

   per month, but over a number of years

8. External funding at the outset can be a trap because of timelines and deliverables, but

   funding can be useful for capacity building to learn the model, and for expanding the

   scope of citizen projects once they are developed

9. The pull of the traditional provider/consumer model is very strong on all sides; democratic

    decision-making requires eternal vigilance

10.  You cannot learn this approach without mentoring, and it takes upto two years to get good at it

  Fig. 6.3    Lessons learned in CBPR and citizen health care       
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   CBPR projects tend to be very vulnerable to dissolution without strong buy-in 
from an administrative leader and champion within the provider/researcher side 
of the professional/community partnership. This person does not have to be an 
active member of the project itself, but s/he tends to play a strong role in back-
ing and supporting early efforts in getting something started in a variety of 
ways, e.g., permitting involved professionals to devote work time to the project, 
advocating for the project, and/or defending it against efforts by other organiza-
tion personnel who do not support it. Relatedly, CBPR projects can be vulner-
able to shifts in organizational contexts if they are not well grounded into an 
organization’s culture before said shifts occur. For example, an early project 
called Partners in Diabetes (Mendenhall,  2002 ; Mendenhall & Doherty,  2007a ) 
was disbanded when its partnering residency clinic transitioned to a private 
practice, whereas the aforementioned Family Education Diabetes Series project 
has survived several years of organizational, funding, and administrative 
changes since its establishment as a foundational part of its hosting organiza-
tion’s wares within its local American Indian community (Doherty et al.,  2010 ; 
Mendenhall et al.,  2010 ). 

 It is also important to highlight how strong the pull of the traditional doctor- 
patient model is, and that maintaining collaborative and democratic efforts in CBPR 
requires eternal vigilance. This pull comes from both sides. For example, it can feel 
very natural for a provider to prematurely take over or offer solutions to a group 
(because his/her socialization through graduate or medical school was such that this 
is what s/he is “supposed” to do in his/her “day job”). It can feel equally natural for 
community members to defer to providers for guidance, because most of us have 
been socialized to be passive recipients of care when we see the doctor and/or to 
follow authority fi gures’ directions. 

 Finally, CBPR must meet the needs of professionals for satisfying work. We 
have found that if this public practice fi ts within one’s values and vision, provid-
ers and researchers can experience an expanded sense of professional contribu-
tion, as well as a closer relationship to local communities. If health care is to be 
redesigned in the United States (and most argue that it must be), doing so will 
require that we adopt new forms of partnership between professionals and the 
patient and family citizens that seek our care. The driving mission behind this 
work is to create a democratic model of health care that unleashes the capacity 
and energy of ordinary citizens as producers of health for themselves and their 
communities.   

    Sustainability of Care 

 History is full of shining examples of “community projects” that fi zzled or 
stopped altogether as soon as external funding ran out or their charismatic 
leader(s) left. A key tenet of CBPR is that this not happen, for the reason that 
extant community resources and energies are tapped and project ownership is 
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shared collectively by a group of citizens that inhabit a project or are somehow 
connected to it (Doherty & Mendenhall,  2006 ; Mendenhall & Doherty,  2005b ; 
Wallerstein & Duran,  2003 ). Through the collaborative processes outlined in this 
chapter, consecutive generations of lay and clinical leaders work together to 
challenge the notion (frequently espoused by academic- and/or health-related 
fi elds and literature) that “care” or “research” can only be carried out if/when it 
is fi rst funded by monies secured by professionals—and/or that programs/inter-
ventions can only be sustained if funded by monies that are secured in such a 
manner. Consider specifi c projects, already highlighted above, as examples of 
this sustainability: 

 The  Family Education Diabetes Series  (FEDS) is a CBPR project created 
through the collaborative efforts of providers at the University of Minnesota and 
local leaders in the Saint Paul/Minneapolis American Indian (AI) community 
(Mendenhall et al.,  2010 ; Mendenhall, Seal, GreenCrow, LittleWalker, & BrownOwl, 
 2012 ). Initiated in 2001 without any external funding, participants worked to engage 
low- income, urban-dwelling AIs and their families in an active forum of education, 
fellowship, and support through its mission to improve the health and well-being of 
American Indian people in manners that embrace their heritage, values, and 
culture(s). This work has functioned, and continues to function, with and without 
external funding. For example, intervention resources (such as food) have at times 
been provided through the collective contributions of participants, themselves, and 
at other times through local State and foundation grants. Professionals’ involvement 
has sometimes been funded by grant monies; other times, it has been advanced 
through voluntary means and/or viewed as part of “outreach” or “community- 
oriented” components within existing professional job descriptions. The overall 
project’s sustainability has thereby been enhanced because it is not dependent on 
external funding or the charisma and leadership of a single person (e.g., one com-
munity elder/leader, one University “PI”). 

 The  Students Against Nicotine & Tobacco Addiction  (SANTA) initiative began 
in 2006. This work engages local providers in partnership with students, teachers, 
and administrators at the Hubert H. Humphrey Job Corps Center in St. Paul, MN, to 
address on-campus smoking (and the concomitant reduction of students’ stressors 
and the adoption of healthier lifestyles). Its mission is to improve the health and 
well-being of students at Job Corps through smoking cessation, education, stress 
reduction, and support. As project members have worked together to answer the 
question, “How do we keep SANTA going as an initiative that is owned-and-operated 
by the community in which it is positioned?” They have come to believe its sustain-
ability as a realistic and expected outcome because (1) participating members are 
highly invested in the project surviving long after they have graduated, retired, or 
otherwise revised the foci of their current work, and (2) no independent student-
based group or organization in the history of Job Corps has ever lasted as long as the 
SANTA initiative already has. The initiative continues to function with and without 
external funding, advancing a variety of lively on-campus activities, health and 
wellness education series, and group and 1:1 supportive forums (Mendenhall et al., 
 2011 ,  2008b ). 
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 The  Hmong Women United Against Depression  (HWUAD) project began in 
2005. This work engages local providers and residents of the Hmong community in 
a collaborative partnership oriented to investigating, understanding, and improving 
the lives of patients and refugees who are struggling with a myriad of stressors 
related to depression, chronic physical pain, and psychosocial diffi culties associated 
with immigration (Doherty et al.,  2010 ; Mendenhall, Kelleher, Baird, & Doherty, 
 2008a ). Its mission is to tap the resources and wisdom of the Saint Paul Hmong 
community to empower, support, encourage, and offer hope to Hmong women and 
their families who live with depression. Over time the initiative has partnered with 
local ethnic food markets, public social and meeting places, community events, 
schools, and health care sites—and it continues to evolve with the needs and inter-
ests of its members and the larger community in which its work is positioned. 

 While most existing literature refl ects the investigatory efforts of providers or pro-
fessional researchers who conducted projects that they secured funding for to create, 
advance, and/or evaluate, CBPR does not function this way. This work supports the 
notion that both research and intervention/practice efforts can be advanced without 
depending on (or being delayed by) external funding. Indeed, waiting for external 
funding is conceptually inconsistent with CBPR tenets because to do so would be to 
rely on professionals’ efforts in grant-writing while simultaneously prioritizing their 
needs for work-related status or laudation (which aligns with top- down, provider-
driven sequences that are incompatible with genuine participatory approaches). To 
advance a project in such a way would be to place principal responsibility for an initia-
tive’s livelihood on said professionals (Doherty et al.,  2010 ; Mendenhall et al.,  2010 ). 
In CBPR, professional expertise should be “on tap,” not “on top.”  

    Quality of Evaluation and Strength of Research Evidence 

 While most agree that the guiding principles of CBPR are sensible in the design and 
implementation of interventions targeting complex social and medical presenta-
tions, it is important to evaluate the effectiveness of this type of approach. Put simply: 
Does CBPR work? To answer this question, efforts to move past qualitative accounts 
(only) that capture this research process(es) and/or the understandings/resources it 
taps along the way are advancing now more than ever before. And the short answer 
is that, yes, CBPR appears to work. 

 Exhaustively reviewing or presenting all outcome studies in CBPR is beyond the 
scope of this chapter, insofar as the approach has been employed across hundreds of 
professional fi elds targeting innumerable topics and challenges. Echoing this 
widespread visibility and scope, CBPR within the medical professions has been 
similarly advanced and evaluated across a range of health foci, including (as noted 
earlier): obesity, diabetes, healthy diet, smoking cessation, asthma, dental and 
mouth-care practices, management of preoperative fasting, accident reduction, safe 
sexual practices, midwifery, living with disabilities, and overall physical well-being 
(Barrett,  2011 ; Brugge et al.,  2010 ; Davis & Reid,  1999 ; Doherty et al.,  2010 ; 
Garwick & Auger,  2003 ; Gallagher & Scott,  1997 ; Hampshire et al.,  1999 ; Kondrat 
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& Julia,  1998 ; Lewis et al.,  2010 ; Lindsey & McGuinness,  1998 ; Mendenhall & 
Doherty,  2005b ; Meyer,  2000 ; Schulz et al.,  2003 ; Stevens & Hall,  1998 ). The fol-
lowing is a brief, but more detailed, review of two of these topics. 

    CBPR Targeting Diabetes in the American Indian Community 

 Many providers and patient communities are beginning to engage in novel and col-
laborative partnerships that honor and tap resources across professional and lay 
groups where diabetes is of high concern, and CBPR is a leading methodology 
guiding this work (Lewin,  1946 ; Mendenhall & Doherty,  2003 ,  2005b ). Principal 
reasons justifying this approach in American Indian communities rest in its contrast 
to AIs’ earlier experiences with conventional research (e.g., work conducted by out-
siders through top-down, expert-driven methods) that has tended to benefi t research-
ers more than Native people (e.g., advancing professionals’ prestige and/or tenure), 
pathologized American Indians as dysfunctional, and not directly informed or 
advanced the communities they were supposed to help (e.g., study results not shared 
or integrated/advanced into new services and outreach) (Burhansstipanov, 
Christopher, & Schumacher,  2005 ; Davis & Reid,  1999 ; Gone,  2009 ). Emerging 
projects support the utility of CBPR in co-creating medically sound programs that 
are sensitive to local customs and cultural traditions. For example, Castro, O’Toole, 
Brownson, Plessel, and Schauben ( 2009 ) found that integrating culturally relevant 
sequences like talking circles and community forums in standard education and 
exercise led to improvements in disease knowledge and management. Garwick 
and Auger ( 2003 ) partnered with AI teenagers to increase awareness of asthma and 
inform providers about how to offer more culturally sensitive and appropriate care. 
Potvin and colleagues ( 2003 ) partnered with AIs and local education systems to 
create sustainable school-based health programs that combine culturally relevant 
activities and health education. Steckler and colleagues ( 2002 ) collaborated with 
American Indian and non-AI researchers and staff to incorporate cultural informa-
tion into curricula for elementary school-aged children, alongside recognizing and 
emphasizing the importance of family and community involvement. Mendenhall 
and colleagues ( 2010 ,  2012 ), in the  Family Education Diabetes Series  project pre-
sented above, have worked through University/Clinic/Community partnerships in 
CBPR to improve health in the American Indian community through signifi cant 
reductions in weight, metabolic control (A1c), and blood pressure.  

    CBPR Targeting Smoking Cessation in Adolescents 
and Young Adults 

 As the health care fi eld(s) has begun to more aggressively address smoking cessa-
tion in adolescents and young adults (e.g., most work to-date has focused on adult 
samples), it has become increasingly clear that the unique challenges, resources, 
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indicated interventions, and processes of implementing interventions for young 
people are not well understood by researchers positioned in academia who tackle 
smoking from an adult-centric, top-down service-delivery foundation and 
approach. Consistent with the notion that oftentimes the best person to talk with a 
teenager is another teenager, researchers are aligning with the CBPR principle that 
recognizes that the greatest untapped resource in our efforts is the lived experience 
and wisdom of the very individuals and groups that we seek to infl uence. Through 
the employment of CPBR methods involving both professional and community 
participants, Tsark and colleagues ( 2001 ) addressed the need for culturally/ethni-
cally appropriate and relevant approaches to address tobacco use among Native 
Hawaiians. The collaborative process was effective in the construction of a user-
friendly survey tool to gather data from a broad range of community groups and 
constituencies, community- specifi c fi ndings with direct application to ongoing 
intervention design(s), and expanded local capacity for health promotion on a 
larger scale. Powers and colleagues ( 1989 ) employed similar methods with a very 
different group. Engaging young mothers as active participators in CBPR to reduce 
smoking behaviors, the Nottingham Mother’s Stop Smoking Project was designed 
and implemented successfully in a small New Zealand community. Burton and 
colleagues ( 2004 ) are currently working in partnership with the Chinese American 
community in New York City, and have developed a multimodal intervention to 
reduce smoking behaviors in young adults that encompasses awareness campaigns, 
telephone support and services, print materials and neighborhood groups (outcome 
data are being collected now, and should be available soon). In Pennsylvania and 
New Jersey, Ma and colleagues ( 2004 ) are similarly working to engage members 
of the local Asian community to address tobacco and cancer control. Mendenhall 
and colleagues ( 2008b ,  2011 ), in the Students Against Nicotine and Tobacco 
Addiction project outlined above, have worked through University/Clinic/
Community partnerships to improve health in HHH Job Corps community through 
increased activities to reduce stress and concomitant reductions in smoking 
frequency and status.  

    CBPR Outcome Studies: What Do They Really Tell Us? 

 The common thread that runs through these and related projects is that CBPR 
methodology serves to engage community members as active participators in 
research and care that is oriented to something that they are invested in and care 
deeply about. Unlike conventional investigatory approaches evaluating out-
comes—e.g., those that seek to design a single intervention that can be transported 
across different communities (with positive quantitative results that are replicated 
time-and-again to prove its merit)—CBPR researchers seek to develop interven-
tions that are immediately relevant to the specifi c communities in which they are 
positioned. By addressing local and unique challenges in-context, and tapping 
local wisdom and unique resources in-context, participants in CBPR are 
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increasingly (and repeatedly) showing the world that their efforts work. And while 
widespread generalizability of any single CBPR intervention is not realistic (or 
sought), the immediate relevance and positive outcomes for local communities is 
seen as worth the trade-off (Hambridge,  2000 ; McGarvey,  1993 ; Morrison & 
Lilford,  2001 ). What CBPR outcome studies tell us, then, is that engaging in such 
efforts where they have not heretofore been advanced is worth the risk. Others 
have done it; why not us?   

    Education and Training 

 A variety of opportunities for education and training in professional/community 
partnerships and CBPR are available across local university and community sites, 
for example, University of California-Berkley ( 2010 ), University of Michigan 
( 2011 ), and University of Minnesota ( 2011 ); open national and international forums, 
like American Public Health Association ( 2009 ) and American Sociological 
Association ( 2009 ); and competitive/by-invitation-only workshops/seminars, like 
National Institutes of Health ( 2007 ,  2009 ). Common themes across these venues 
include attention to key tenets that guide and defi ne participatory approaches (as 
outlined above); how professionals and community members work to redefi ne their 
roles within care and investigatory sequences; and practical and methodological 
challenges and strategies within the conduct of CBPR, such as trust-building pro-
cesses, meeting-facilitation skills, working with IRBs, and disseminating fi ndings 
(Community-Campus Partnerships for Health,  2010 ; Dalal, Skeete, Yeo, Lucas, & 
Rosenthal,  2009 ; United States Department of Health & Human Services,  2011 ; 
Wilson et al.,  2006 ). 

 Parallel to processes common in the fi eld, education and training sequences in 
CBPR tend to be interdisciplinary in nature insofar as professionals and community 
members from a variety of backgrounds tend to learn together. As they are exposed to 
each other’s respective disciplines and disciplinary cultures, they are also made famil-
iar with investigations across a wide range of presenting issues (not just health- related 
ones). This educational journey serves to facilitate an erosion of turf-battles and pro-
fessional-socialization regarding “experts’” roles, and sets the stage for working 
within the contexts of collaborative and fl attened hierarchies that permeate effective 
and successful professional/community partnerships (National Institutes of Health, 
 2007 ,  2009 ; University of Michigan,  2011 ; University of Minnesota,  2011 ).  

    Closing Thoughts 

 At the outset of this chapter, we maintained that the call for interdisciplinary 
collaboration in health care is something that most practicing providers have heard 
about, and that our early and collective efforts to answer this call are evolving across 
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training programs and care facilities, alike. As we do this, however, it is essential 
that we not forget to include the patients and families that we serve. Indeed, the 
greatest untapped resource for improving health is the knowledge, wisdom, and 
energy that they have acquired through facing and living with challenging issues in 
their everyday lives. 

 Through the use of CBPR methods, we (all) are able to contribute professional 
and personal pieces to a larger mosaic of care that neither providers nor community 
members could, respectively, do by themselves. Ultimately what we create can 
advance a broader scope than any (interdisciplinary, collaborative, or otherwise) 
top-down, provider-led, one-patient-at-a-time model could reach. Projects are sus-
tainable, too, by nature of their being owned-and-operated by the communities that 
they are positioned in (vs. relying wholly on professional leadership or grant- 
funding for support). Participants in CBPR believe in what they are doing, and are 
energized by the collective energy they share to promote broad and meaningful 
change.     
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    Abstract     With growing research-based evidence of clinical and cost  improvements, 
the integration of behavioral health and primary care in the safety net public  health 
care system is moving from the realm of early adopters and program  innovators to 
the mainstream. This chapter is designed to provide readers with useable informa-
tion on behavioral health care integration in the safety net health care system, the 
characteristics of people who depend upon that system, and the elements of work-
able integrated care models that can be brought to scale. The chapter reviews the 
clinical, delivery system, and cost outcomes associated with fragmented, siloed care 
versus integrated care. The chapter outlines the history of safety net care systems 
and the divergent legislative, fi nancing and regulatory factors that established and 
preserved separation between community health centers and community behavioral 
health organizations. Recent public policy initiatives that promote care integration 
and adoption of integrated behavioral health care models in public health settings 
are discussed. Five case examples were drawn from the ranks of federally qualifi ed 
community health centers and community behavioral health organizations to illus-
trate the opportunities and challenges in adoption of integrated care in the safety net. 
Essential components of sustainable integrated care initiatives are analyzed and 
include: organization and governance, organizational and staff culture, clinical sys-
tems and protocols, practice management and fi nancial systems, and practice-based 
quality improvement and evaluation.  
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        Introduction 

 With growing research-based evidence of clinical and cost improvements, the 
 integration of behavioral and primary care in the safety net public health care sys-
tem is moving from the realm of early adopters and program innovators to the 
 mainstream. As research reveals that integration yields gains in health care out-
comes for patients and reductions in care costs for payers, policymakers and insur-
ers are promoting larger scale implementation. HRSA and SAMHSA now fund 
 demonstrations at 64 organizations through their Primary and Behavioral Health 
Care Integration (PBHCI) Program (Substance Abuse and    Mental Health Services 
Administration [SAMHSA],  2012 ). In addition, provisions of the Affordable Care 
Act will drive integration as health homes and Accountable Care Organizations 
(ACOs) are established in response to new performance incentives in the Medicaid 
and Medicare insurance programs that are the largest sources of reimbursement to 
the safety net system. However, while there are a number of demonstrations in play 
with evaluations pending, there is a shortage of guidance on best approaches to 
achieving integration that produces positive results for both providers and 
 administrators, as well as for systems. 

 This chapter is designed to provide readers with useable information on 
 behavioral health care integration in the safety net health care system, the 
 characteristics of people who depend upon that system, and the elements of  workable 
integrated care models that can be brought to scale. We anticipate demand for this 
knowledge will grow as integrated behavioral health care efforts expand in response 
to the considerable increases in funding—an estimated $11 billion for health centers 
alone—provided to the safety net through the Affordable Care Act (Rosenbaum 
et al.,  2011 ).  

    Value of Integrated Behavioral Health Care in Public Health 

  Scope of the problem: Incidence, prevalence, and treatment rates.  More than 72 
million people (15 million children and 57 million adults), representing an esti-
mated 23 % of the US population, are affected by mental health and/or substance 
use disorders (MH/SUD) each year (SAMHSA,  2011 ). These conditions often 
begin in childhood and adolescence, and can co-occur with another behavioral 
health condition and/or other medical conditions. 

 Long delays persist between onset of behavioral health conditions and diagnosis 
and treatment, which cause unnecessary morbidity and disability. The delay between 
diagnosis and treatment typically ranges from 6 to 8 years for individuals who even-
tually received treatment for mood disorders and between 9 and 23 years for those 
who sought treatment for anxiety disorders (Wang    et al.,  2005 ). In general, rates of 
treatment are low compared to the reported rates of prevalence. Many (about 90 %) 
receive behavioral treatment in the primary or general medical setting, while 68 % 
get no treatment or get under-treatment for their behavioral health conditions 
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(Kessler    et al.,  2005 ). While 29 % of individuals with chronic health conditions 
have mental health problems, most receive little treatment for their behavioral health 
conditions and therefore have poorer outcomes, for both the behavioral and the 
chronic medical conditions (Butler et al.,  2008 ; Kessler et al.,  2005 ). 

 The Affordable Care Act of 2012 aims to expand insurance coverage to some 32 
million previously un- or underinsured individuals, 7.6 million of whom will need 
mental health services in a given year (Garret, Holahan, Cook, Headen, & Lucas, 
 2009 ). This newly insured population is relatively older, less educated, more racially 
diverse, and has a lower income than current privately insured populations. Sixty- 
fi ve percent of individuals who will purchase coverage will have been previously 
uninsured and thus have signifi cant unmet health care needs, 25 % of which will 
may require MH/SUD services ( Garret et al. ). Therefore, the expansion of health 
insurance coverage through ACA will result in a tremendous increase in the demand 
for behavioral health care services, including SUD treatment, and most of this 
demand must be met through the safety net system. 

 Societal costs associated with untreated mental health and substance use 
 conditions include lost wages, reduced productivity, education, social welfare, 
criminal justice, and overall medical costs (Kessler et al.,  2008 ; Miller & Hendrie, 
 2008 ). When health care and social program costs are added, the total estimated 
economic burden of serious mental illness reaches $317 billion per year, an esti-
mate that does not include certain costs of comorbid conditions, incarceration, 
homelessness, and early mortality (Insel,  2008 ; O’Connell, Boat, & Warner, 
 2009 ). General health care costs are higher for persons with mental health condi-
tions, as these conditions are associated with increased rates of morbidity and 
mortality, decreased adherence to treatment recommendations, and more frequent 
use of high cost care settings. The large disease burden associated with untreated 
mental health conditions is an  important consideration in integrating behavioral 
health in primary care settings to capitalize on the cost-effectiveness of timely and 
appropriate prevention and treatment. 

 Safety net care systems play a large role in serving individuals who are at higher 
risk for behavioral, mental, and other health conditions and for those who develop 
chronic conditions. Integrating care effectively in safety net systems, therefore, has 
the potential to positively impact the health status and life course of individuals and 
the social and economic burden.  

    Parallel and Divergent Histories: Background of FQHCs 
and CMHCs 

 Despite common population characteristics and common values about addressing 
health care disparities, early efforts to bring behavioral health and primary care 
together were ultimately unsuccessful, as separate legislative and grant initiatives 
separated the safety net system into different silos for medical and behavioral health 
care. These silos were respectively administered by the Health Resources and 
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Services Administration (HRSA) for Federally Qualifi ed Health Centers (FQHCs) 
and Rural Health Centers (RHCs) and by (initially) the Alcohol, Drug Abuse, and 
Mental Health Administration (ADAMHA) of the National Institute of Mental 
Health (NIMH), and later by the Substance Abuse and Mental Health Services 
Administration (SAMHSA) for Community Mental Health Centers (CMHCs), and 
Community Behavioral Health Organizations (CBHOs). This separation of over-
sight, regulation, and funding has historically greatly complicated efforts to drive 
closer collaboration between the two systems. 

 Safety net health care systems were established to serve individuals who tradition-
ally lacked access to private hospitals and medical practices, due to social, economic, 
insurance, and geographic and/or health status reasons. Although models vary across 
urban, rural, and other communities, safety net systems traditionally include public 
hospitals, community health and mental health centers, specialty and school-based 
clinics, physician practices, and local health departments. Safety net providers and 
systems typically operate in communities with high prevalence of identifi ed social 
determinants of health risk factors, including poverty and its association with racial, 
cultural, and linguistic minorities. Half of all uninsured persons and 58 % of low-
income uninsured persons are minorities (Chapa,  2011 ; Urban Institute,  2010 ) and 
disparities in access to care experienced by cultural and linguistic minorities occur at 
nearly twice the rate as persons in poverty of all races (Chapa,  2011 ). Safety net pro-
viders were fi rst focused on uninsured and underinsured individuals, such as migrant 
workers and homeless persons. However, because many private providers refused to 
accept Medicaid due to the low reimbursement rates, many Medicaid recipients also 
depend on the safety net providers. Since a steep rise in the cost of health care benefi ts 
and the economic downturn in 2008, a growing number of previously insured persons 
are using the safety net for their health care needs (Jones & Sajid,  2009 ). 

 According to Health Resources and Services Administration (HRSA,  2010 ), nearly 
20 million individuals were served in FQHCs, 35 % of whom were under 20 years old 
and 7 % over age 65. Approximately half (51 %) of patients reported that they were 
white, 20.6 % reported that they were black or African-American, and another 10 % 
included Native American, Asian, Native Hawaiian, and other Pacifi c Islanders (20 % 
of patients refused to report their race). Two thirds of FQHC patients have incomes at 
or below 150 % of the federal poverty level (FPL). In 2010, 37.5 % of FQHC patients 
were uninsured, 38.5 % were covered by Medicaid, 7.5 % were covered by Medicare, 
and 2.5 % were covered by other public insurance, with fewer than 14 % privately 
insured ( HRSA ). 

 Unfortunately, comparative fi gures for CMHCs and CBHOs are not uniformly 
reported. Of the estimated 10.5 million low income individuals served in a given year, 
about half were treated in CBHOs, with the balance of those individuals seen in pri-
mary care and other settings (National Council for Community Behavioral Health 
care,  2009 ). The majority of individuals served in CBHOs have moderate to high 
 impairment, usually associated with serious emotional disturbance or serious mental 
illness, with more than 70 % among them Medicaid recipients and 21 % uninsured. 
Among children aged 4–17, 5.3 % had experienced defi nite or severe emotional or 
behavioral diffi culties and 13.7 % experienced minor diffi culties (SAMHSA,  2012 ). 
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 As part of the health care safety net, community mental health centers (CMHCs) 
and community health centers (CHCs) were initially established to serve  individuals 
regardless of ability to pay. CMHCs have long provided care for free or on a sliding 
fee scale basis to individuals who may have been insured for other health  conditions, 
but were effectively uninsured or underinsured for prevention and treatment of 
 mental health conditions due to persistent discrimination in insurance coverage for 
mental health conditions, even in public insurance programs. Until now, state  budget 
appropriations and federal block grant funds have fi lled some of the gaps in insur-
ance reimbursement. 

 As noted above, safety net systems play a major role in the delivery of behavioral 
health treatment for several reasons: (1) gaps in coverage for these services under 
private insurance, (2) negative impact of mental health and substance use on patient 
functioning, and (3) barriers for patients in accessing public disability and Medicaid 
benefi ts. Approximately 77 % of all funding for all substance abuse treatment and 
58 % of all funding for mental health treatment come from public sector dollars 
(Levit et al.,  2008 ; Mark et al.,  2007 ).  

    Historical Perspective on Divergent Funding, Policies, 
and Regulations 

 As was noted above, community health centers (CHCs) and community behavioral 
health organizations (CBHOs) share common ground in their missions to target 
underserved and disadvantaged populations with high health risk and medical need. 
However, different policy, legislative, regulatory, and reimbursement strategies have 
evolved into separate service delivery and funding systems that impact the capacity 
for integration of behavioral health and primary care on many levels. 

 Community Mental Health Centers (CMHCs) were fi rst established under the 
Retardation Facilities and Community Mental Health Centers Construction Act of 1963 
(Public Law 88-164, 1963). The Act envisioned the creation of 3,000 centers through-
out the USA to provide universal access to care in home communities as an alternative 
to institutional care (Foley & Sharfstein,  1983 ). The initial program was targeted as a 
mental health safety net to all members of the community, regardless of ability to pay, 
and covered fi ve core services, including outpatient, inpatient, consultation/education, 
partial hospitalization, and emergency/crisis intervention. While CMHCs did not 
 typically provide primary care services on site, they sometimes provided support or 
onsite services at CHC locations, under their consultation/liaison services. 

 CMHC funding rose and fell throughout the next several decades. Starting in 
1966, funding for community mental health centers decreased as dollars were con-
solidated into Block Grants provided directly to the states (Finegold, Wherry, & 
Schardin,  2004 ). CMHCs came to depend increasingly on state contracts, seeking 
reimbursement through Medicaid, and pursuing federal grants for community sup-
port and child and adolescent systems of care. The early focus on preventive care, 
consultation and liaison, and frontline mental health services was replaced by 
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 mental health care for children and adults with serious mental illness. This shift 
moved CMHC into specialty care centers rather than mental health promotion and 
prevention centers. Consequently, aligning the mission of prevention and health 
promotion with CHCs was lost. Recently, however, there has been a renewed vision 
of integrating medical and mental health and a realignment of the mission of CBHOs 
within primary health care. They have regained a principal function of coordinating 
and integrating aspects of mental health treatment, addiction treatment, with pri-
mary care (Sharfestein,  2000 ). 

 Community Health Centers (CHCs) were fi rst funded under the Economic 
Opportunity Act (EOA) of 1964, and like the CMHC Act, were provided grants for both 
construction and operations. Many of the early CHCs either had mental health practitio-
ners on staff or, as noted above, worked collaboratively with local CMHCs through 
consultation/liaison services. Later, Federally Qualifi ed Health Centers (FQHCs) were 
funded, pursuant to  Section 330 of the Public Health Service Act, initially passed in 
1975 (42 USCS § 254b) . FQHCs receive grants under Section 330 to address the health 
prevention, treatment, and rehabilitation needs of medically underserved groups. While 
these groups include those who are uninsured, underinsured, or have poor access due to 
social, racial, and cultural disparities, there are also four specifi c provisions of the FQHC 
grant programs targeted to certain groups, including:

•    Community Health Center Program—Section 330(e) providing primary care to 
medically underserved, uninsured, and underinsured, including services deliv-
ered in school-based health  

•   Migrant Health Center Program—Section 330(g)  
•   Health Care for the Homeless Program—Section 330(h) and  
•   Public Housing Primary Care Program—Section 330(i)    

 Enabling legislation and regulations governing CHCs and FQHCs require the 
entities to be either not-for-profi t/charitable organizations or public/governmental 
organizations located in a medically underserved area (MUA) and are dedicated to 
serving a medically underserved population (MUP). Regulations further require 
FQHCs to provide a core set of clinical services delivered by a multidisciplinary, 
culturally and linguistically competent, licensed health care professionals working 
in the clinic or through partnership agreements. 

 In recent years, HRSA has made some strategic investments in the capabilities of 
FQHCs, including the requirement that FQHC grantees to adopt electronic health 
records and report to the Uniform Data System (UDS), and participate in national 
quality assurance efforts, such as the Health Disparities Collaboratives. HRSA has 
played a signifi cant role in leading the development of FQHCs and RHCs and is 
instrumental in sustaining the current strength of community health centers. 

 In striking contrast, the CMHC Act is no longer operative and CMHCs, now often 
referred to as CBHOs, no longer have standard federal grant support or associated 
requirements. Those that receive SAMHSA Block Grant funds have certain reporting 
requirements, but typically, requirements for staffi ng, facility, clinical operations, 
reporting, and quality improvement are tied to state licensure  requirements, or payer 
demands, from Medicaid or state agency funding, with some block grant funding to 
certain entities. CMHCs rarely enjoy the advantages of cost-based reimbursement, 
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construction loans, or favorable drug pricing, unless the states in which they operate 
elect to provide some of these benefi ts. CMHCs are staffed differently, according to 
reimbursement and licensure standards, and frequently use persons with lived experi-
ence or who are in recovery as peer educators, support staff, or program staff. 
Moreover, there has been little to no strategic investment in the development of CBHO 
capabilities, in contrast to that of HRSA in the FQHCs.  

    Divergent Funding and Reimbursement Between FQHCs 
and CBHOs 

 Financing and reimbursement have long posed barriers to the integration of behav-
ioral health and primary care. While FQHCs and CBHOs share payer mix profi les 
that are similar in their heavy concentration of persons with public insurance, there 
are signifi cant differences in the methods and rates of free care, Medicaid and 
Medicare reimbursement available to these respective safety net entities (see Chap.   8     
for more on funding). CBHOs now depend largely on state contracts and Medicaid 
reimbursement rates are often set at rates well below cost. By contrast, FQHCs have 
signifi cant fi nancial advantages and cover the costs of uncompensated primary 
health care, reimbursement under the Prospective Payment System (PPS), and other 
incentives such as “fi rst dollar” of services rendered to Medicare benefi ciaries or 
co-payment waivers. FQHCs also get support for health care infrastructure such as 
federal loans for capital and information technology (IT) improvements, costs of 
developing and operating managed care and practice management networks or 
health plans, and access to favorable drug pricing from manufacturers. 

 In summary, the missions of FQHCs and CBHOs are closely aligned in serving 
disadvantaged groups with lower incomes and higher health risks. While there is 
overlap in pediatric and adult populations served, FQHCs enjoy considerable reim-
bursement advantages over those available to CBHOs. FQHCs, because of their 
experience with primary and specialty care, as well as more universal adoption of 
EHRs that link practice and fi nancial systems, have advantages as sites for inte-
grated care. However, there is the potential to merge these two care systems. The 
ACA, health care reform act, and parity laws between medical and mental health 
care may hold the policy and regulatory reforms for service delivery and payment 
structures to end the discriminatory coverage practices, and expand health care cov-
erage for the population. These changes create the infrastructure, which can create 
critical support and an environment for integrated care in safety net systems.  

    Integrated Health Care Initiatives in Safety Net Systems 

 Integration of behavioral health and primary care has the opportunity to change the 
development and course of health for the community in multiple ways. Weaving 
together systems of care that have historically been separate and not equal will be a 
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challenging task but opportunity to implement evidence-based and promising 
 practices in screening, health promotion, prevention, early intervention, and 
 continuing care are on the rise. 

 Although safety net primary health care settings have some advantages for inte-
grating mental health, previous attempts have historically fallen far short in terms of 
quality and sustainability of care (Katon et al.,  2001 ; Wang et al.,  2005 ). Historically, 
primary care providers and mental health providers function in referral and parallel 
practice models rather than team-based care. PCPs too often fail to identify patients 
with behavioral health conditions, and when they do, treatment is too often 
s uboptimal, with limited application of evidence-based practices, overreliance on 
medication, and limited monitoring and poor follow-up care (Kessler et al.,  2005 ; 
Wang et al.,  2005b ; Wang, Demler, & Kessler,  2002 ). Disparities in quality and 
appropriateness of treatment are far greater for persons from racial and ethnic 
minorities and low-income groups (Alegria et al.,  2008 ; González et al.,  2008 ). 
Patients with serious mental illness who have behavioral health services, on the 
other hand, have limited access or collaboration with primary care providers. 

 Effectively provided integrated care can lead to cost savings (Rost, Pyne, 
Dickinson, & LoSasso,  2005 ; Wang, Simon, & Kessler,  2003 ), although other stud-
ies cite modest cost increases associated with additional medication, visits, and 
phone contacts for the treatment of depression (Croghan & Brown,  2010 ). Evidence 
on the positive results of integration persuaded the Institute of Medicine (IOM, 
 2001 ) to recommend integration of mental health and physical health services as 
one element of a broader strategy to close the quality gap in health treatment.  

    Stakeholders in Emerging Initiatives: Federal, State, 
and Local Levels 

 SAMHSA and HRSA are in the process of evaluating grant funded demonstrations 
of integrated behavioral and primary care in safety net health care systems that tar-
get publicly insured and uninsured persons, including those with chronic mental 
health and medical conditions. Demonstration funds are provided for FQHCs that 
are embedding behavioral health specialists into primary care teams that have 
potential for promotion, prevention, universal screening and early intervention, as 
well as treatment of co-occurring conditions. Funds are also directed to embedding 
on-site primary care practitioners into CBHO settings in which persons with serious 
and disabling mental health conditions are already established in care. Sites under 
study include mature initiatives such as Cherokee Health Systems, as well as more 
recent integration and collaborative care efforts developed in local communities 
through the California Integrated Behavioral Health Project and Maine Health’s 
Mental Health Integration Program. Intermountain Health Systems recently reported 
evidence on the effectiveness of their integration efforts in a cross section of their 
system’s primary care clinics serving publicly insured persons, producing increased 
outpatient use and reduced emergency department use, inpatient use and cost of care 
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(Reiss-Brennan, Briot, Savitz, Cannon, & Staheli,  2010 ). Integrated programs have 
demonstrated outcomes such as decreased emergency department visits and 
decreased hospital admissions (Begley et al.,  2008 ; Frequent Users of Health 
Services Initiative,  2008 ; Green, Singh, & O’Byrne,  2010 ; Katon et al.,  2010 ; Marr, 
Pillow, & Brown,  2008 ). 

 The current approaches to integrated care in the safety net system refl ect the 
same conceptual frameworks and practice models of behavioral/primary care inte-
gration as are found in the private sector, adjusted for the characteristics of the 
safety net population. These conceptual frameworks refl ect the evolution in thinking 
and evidence about integrated behavioral and primary care, including debates about 
the role of the generalist (primary care practitioner) versus specialist (behavioral 
health practitioner) that surround the integration of mental health into primary care. 
They also refl ect different paths that the evolution of mental health treatment in 
primary care has taken. Some of these models have grown from community practice 
and others emerged from tightly regulated clinical trials. 

 For example, some safety net community health centers (including FQHCs and 
RHCs) have, with HRSA support, adopted the Strosahl model, a population-based 
approach driven by the concept that behavioral health conditions and care are pri-
mary drivers of medical utilization, requiring a primary mental health care model in 
which the behavioral health provider operates as an integral member of the primary 
care team, assessing risk, screening for emerging behavioral conditions, and provid-
ing brief interventions while providing consultation to the primary care physician. 
While providers and administrators are becoming familiar with these aspects of 
care, there are often unsystematic processes for incorporating these elements into 
the new culture of integrated care. This model of care may have conceptual viability 
but lacks suffi cient data for advancing evidence-based practices. Consequently, the 
translational evidence for evaluation of the outcomes when behavioral health is 
incorporated into primary health care settings in the safety net is limited.  

    Drivers of Integrated Behavioral Health Care 
on  Federal/State/Regional Levels 

 Integrated behavioral health care is a natural direction for safety net providers for a 
variety of reasons. In an era when there are clear confl icts between supporters of 
ACA’s proposed expansion of access to comprehensive and affordable health insur-
ance for millions of formerly uninsured and underinsured individuals and the needs 
of payers, such as Medicaid, to reduce costs during the current state budget crises, 
any intervention which holds promise to address both sides of the confl ict is of obvi-
ous interest. Currently, however, state and federal payers are recognizing that they 
supply most of the health care resources for the safety net population through siloed 
and uncoordinated funding channels, resulting in both higher costs and lower clini-
cal effi cacy (J. Unutzer, May 25, 2012, personal communication). These parties 
have, for example, identifi ed that 5 % of Medicaid benefi ciaries drive 50 % of total 
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Medicaid spending, in part because care is fragmented and poorly coordinated 
(Kaiser,  2007 ). Since safety net CHCs and CBHOs serve many of the highest risk 
and highest cost patients, the integration of these two safety net systems holds 
promise to bend a signifi cant section of the cost curve. 

 Implementation science would argue that the adoption of integrated behavioral 
health and primary care is an example of “the uptake of research fi ndings into rou-
tine health care in clinical, organizational, or policy contexts.” In practice, however, 
the adoption of integrated care in safety net systems has emerged in response to 
other drivers of change. These drivers are (1) the safety net’s response to and depen-
dence on funds from a variety of targeted public payer programs and initiatives (an 
example is the practice of Sutton’s Law—go where the money is); (2) the shared 
mission and values of the medical and mental health safety net provider systems and 
the overlapping characteristics of the patient population they serve; and (3) the role 
of visionary leaders in response to patient need, staff demands, and grant incentives, 
to solve local access and fi nancing challenges for underserved patients.  

    The Federal Level: Programs and Funds 

 The Health Resources Services Administration (HRSA) and the Substance Abuse 
and Mental Health Services Administration (SAMHSA) have been the drivers 
toward integrated care on the Federal level. They have contributed to the develop-
ment of both the infrastructure (e.g., health information technology capabilities) 
and, increasingly, appropriated funds for designing targeted integrated care 
initiatives. 

 HRSA and SAMHSA (with its predecessor roots in NIMH) historically have 
addressed the same public health populations, but promoted different strategies and 
investments over the years. Over the years, CMHC state block grants were associ-
ated with decreases in both funding levels and control over programming and stra-
tegic direction for CMHCs and CBHOs. HRSA, on the other hand, was able to 
preserve direct grants to FQHCs and RHCs, building more consistent practice mod-
els and infrastructure investments that leave many CHCs in a stronger position to 
support systems that integrate behavioral health care. This relatively stronger posi-
tion is founded on: the ability to capitalize on comprehensive services and add fund-
ing to primary care clinics for behavioral health services through the Expanded 
Services (ES) grant mechanism; established EHRs with embedded practice proto-
cols; and prospective payment revenue streams that more easily cover preventive 
and care management functions, as well as certain uncompensated care, required for 
effective integrated care in the safety net. SAMHSA has used demonstration and 
services innovation grants, for example, System of Care (SOC) grants that establish 
integrated behaviorally enhanced pediatric medical homes, and the Primary and 
Behavioral Health Care Integration (PBHCI) Grants, to promote integrated care. 
However, the PBHCI Grants are more often focused on integrating limited primary 
care resources into CBHOs. 
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 In 2009, SAMHSA and HRSA jointly funded the Center for Integrated Health 
Solutions (CIHS) to improve access to comprehensive integrated medical and 
behavioral services for persons with mental health and substance use conditions 
through either primary care or behavioral health specialty organizations. CIHS is a 
national training and technical assistance center in support of partnerships designed 
to develop or expand primary health care services for persons with serious and per-
sistent mental illness (SPMI) in the safety net. Through the efforts of the CIHS, with 
PBHCI Grants as the main support, safety net organizations from both the CHC and 
the CBHO areas are supported in their efforts to move beyond the traditional, siloed 
model in which all behavioral health prevention, treatment, and recovery support 
services are delivered in specialty settings, to more integrated approaches. CIHS 
supports a range of approaches, from colocation through collaboration to full inte-
gration, and grant sites are scattered throughout the country. CIHS is now beginning 
to address the issue of achieving greater scale through its various programs. These 
programs are in the early stages of evaluation and consequently, we have limited 
data to evaluate the effectiveness and effi ciency of these integrated behavioral health 
care models.  

    Impact of State and Drivers in State and Regional Care 
Integration Initiatives 

 In a similar fashion, a number of state and regional level initiatives have also sup-
ported the safety net provider system toward integrated care initiatives. There are 
larger scale integration initiatives in safety net systems, using co-location and inte-
grated behavioral health care models on the State and County level. For example, 
the Harris County Hospital District in Texas, the fourth largest safety net health 
system in the USA, implemented a pilot Community Behavioral Health Program in 
2004, which expanded in 2005. The Harris County program used two strategies to 
improve access and results of care to an uninsured population: colocating behav-
ioral health staff in 11 community health centers to provide behavioral health ser-
vices; and expanding the scope of behavioral health screening and intervention 
provided by PCPs practicing in the centers. Results showed increases in access, 
timeliness of treatment, and units of service received, clinical functioning, and pro-
vider satisfaction for an average cost of $268 per patient served (Begley et al., 
 2008 ). In 2005, the Montgomery County Cares initiative was established in 
Maryland to implement a depression/anxiety integrated behavioral health care proj-
ect. Using the IMPACT Model’s evidence-based depression care approach, multi-
disciplinary teams were established in a network of three community health center 
primary care clinics. PCPs screened and referred patients to the teams, targeting to 
persons with medical conditions who required treatment for comorbid depression, 
anxiety, and/or risky substance use. Unique characteristics of the patient population, 
comprised in the majority of immigrants, drove adaptations to the model and pro-
duced successful outcomes. In a quasi-experimental design, statistically signifi cant 
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clinical improvements were seen in PHQ-9 and GAD-7 scores for those patients 
referred to the program, with per patient costs for team services ranging from $455 
to $660 (Katman, Pauk, & Alter,  2011 ). 

 In a recent initiative to support a unifi ed statewide approach to integration of 
behavioral health and primary care in safety net systems, the State of Washington 
implemented the Mental Health Integration Program (MHIP). Using resources 
assembled at the AIMS Center at the University of Washington, more than 200 
CHCs and CMHCs are engaged in delivering integrated care guided by evidence- 
based practices and protocols based on the IMPACT model. In this approach, pri-
mary care provider participants use a population-based approach to screen all adult 
patients for depression using valid and reliable mental health screening, use medica-
tion management and evidence-based behavioral health treatments, and they refer 
patients to CMHCs to provide more intensive mental health services for individuals. 
In 2009, government payers introduced a pay-for-performance (P4P) incentive to 
adopt several quality indicators in the program designed to promote timely follow-
 up of patients, provide psychiatric consultation to those whose clinical status did not 
improve, and track psychotropic medications. Performance incentives seemed to 
further improve results with increases in timely follow-up care (from 53 % to 72 % 
of patients), psychiatric consults for treatment planning (from 49 % to 60 % of 
patients), and reduction in time to improvement of depression symptoms measured 
by the PHQ9. As noted, this work is based on the IMPACT model, which was devel-
oped for the treatment of comorbid depression (not all behavioral health conditions) 
in older adults (not all age groups). This work has since been applied to a broader 
population of individuals of various ages and diagnoses, served across a range of 
safety net provider clinics and community health centers (Unutzer et al.,  2012 ). 

 In Georgia, the state associations for both the safety net primary care (Georgia 
Association for Primary Care) and behavioral care providers (Georgia Association of 
Community Service Boards) have started a statewide learning collaborative on inte-
grated care. In collaboration with the Carter Center, a 501c3 not-for-profi t organization 
started by the former president and fi rst lady, Jimmy and Rosalynn Carter, headquar-
tered in Atlanta, over 20 local partnerships between FQHCs and CBHOs are being 
introduced to the latest evidence-based and best fi eld practices from around the nation 
through a series of didactic and interactive learning sessions. The training initiative tar-
gets both clinical and administrative staff, including physicians; depending on the target 
audience, topics vary to address respective roles and responsibilities. Both medical and 
behavioral health safety net providers participate in the training. Champions for the 
initiative include the Carter Center and Healthcare Georgia Foundation. The Healthcare 
Georgia Foundation, the legacy foundation from the privatization of Blue Cross Blue 
Shield of Georgia, provides the main fi nancial support for the collaborative. 

 On a regional level, The Depression Improvement Across Minnesota, Offering a 
New Direction (DIAMOND) Project, which links collaborative care functions, such 
as behavioral health coaches, care managers, patient registries, and data tracking, with 
primary care practices under a sustainable reimbursement structure that adds a 
monthly case rates for care management functions to the traditional fee-for-service 
approach Mental Health Weekly,  2008 ). DIAMOND is based on the IMPACT model 
and is carried out through collaboration among nine health plans, 25 medical groups, 
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and more than 80 primary care clinics in Minnesota, many of which serve safety net 
populations. The evaluation of the program to date has shown clinically signifi cant 
rates of improvement in depressive symptomatology and functioning two to three 
times that achieved with more traditional care (e.g., 60–80 % as opposed to 30 %). 
There have also been signifi cant increases in provider and patient satisfaction with 
care. In addition, because the regional business community has been involved in the 
project from its initiation, changes in productivity and absenteeism with collaborative 
treatment of depression have also been measured; the evaluation has shown a positive 
relationship between decreased PHQ-9 scores and absenteeism and an inverse rela-
tionship between the same PHQ-9 scores and presenteeism. Monthly reports are pro-
vided to both the primary care clinics and the affi liated health plans; this practice has 
served to promote excellent buy-in and cooperation among the various partners. The 
major limitation identifi ed to date is the focus on the single issue of depression, as 
opposed to a wider range of behavioral health issues. Plans are currently underway to 
add screening, brief intervention, and referral to treatment for risky drinking (SBIRT), 
an evidence-based practice recognized by the National Quality Forum. The project 
has also recently been awarded a grant from the Innovation center at CMS to add col-
laborative management of associated chronic medical conditions. Limitations of the 
DIAMOND Project center on its exclusive focus on Depression; moreover, PCP set-
tings may be challenged to implement multiple, diagnosis-specifi c behavioral health 
screening and treatment initiatives (e.g., depression, substance abuse, anxiety, PTSD) 
(AIMS Center,  2012 ; Hunkeler et al.,  2006 ; Katon et al.,  1996 ).  

    Drivers of Integrated Behavioral Health Care 
in Regional Communities 

 Organizational success is often touted as dependent on a strongly articulated and 
shared vision and mission. Successful safety net provider organizations that are 
practicing integrated care identifi ed such a clear sense of mission as essential to 
forging agreement about care integration and making necessary operational changes 
to support the new direction. When these organizations look at missions that target 
improvements in health status and quality of life for individuals who depend on the 
safety net, many of whom have multiple health risks and/or chronic conditions, and 
look at the needs manifesting in their patients, the rationale for and benefi ts of inte-
grated care are hard to deny.  

    The Impact of Leadership on the Adoption of Integrated Care 
by Safety Net Providers 

 The leaders of safety net provider organizations operate in some of the most diffi -
cult terrain within the overall health care delivery landscape. Committed by their 
mission to serve many of the highest risk and highest cost patients, who often 
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have comorbid chronic medical and behavioral issues, the leaders of safety net 
 organizations face signifi cant clinical challenges on a daily basis. At the same time, 
these same leaders, especially those from CBHOs, operate in a  complex, changing, 
and perpetually underfunded revenue environment. These challenges cause some 
organizations to adopt inwardly focused,  survival-oriented attitudes while others 
foster extremely high degrees of innovation and  fl exibility. It is the latter 
 organizations that have both recognized the need for integrated care in the clients 
they serve, as well as the determination and creativity to make it possible to provide 
it. Time and again, early adopters of integrated care within the safety net provider 
community begin their integrated care initiatives without a solid long-term organi-
zational or fi nancial plan in place, perhaps in response to a specifi c Federal or state 
program, and oftentimes with no secure outside revenue stream available. At a con-
ference at the National Center for Primary Care (NCPC) at Morehouse School of 
Medicine ( 2008 ), a group of early adopters of integrated care agreed that they cham-
pioned their initiatives most often from a patient-centered care frame of reference, 
because it was clear that many of their clients had comorbid medical and behavioral 
issues. Ultimately, however, the value of the integrated care provided more than 
compensated for the effort, from a cost-savings point of view (e.g., reduced rehos-
pitalizations, fewer ER visits), from a provider and patient satisfaction point of 
view, or because of improved clinical outcomes for both the behavioral and the 
medical conditions ( NCPC ).  

    Introduction to Case Examples 

 CHCs and CBHOs are main suppliers of care in the safety net, serving populations in 
high need of comprehensive, integrated care and holding promise for signifi cant 
health and cost improvements. Increasing numbers of these organizations are attempt-
ing integration, without the benefi t of substantial outcome evidence or technical 
guidance derived from evaluations of experience in the safety net. Some are using the 
technical assistance resources available through the AIMS Center and the Center for 
Integrated Health Strategies (CIHS) described earlier; others are fashioning their 
own response to implementing integrated care. Five integrated care initiatives are 
profi led below. The organizations were selected to represent a mix of experienced, 
early adopters and more recent implementers of integrated behavioral health and 
primary care. The fi ve profi les also represent several organizational models, includ-
ing: one with dual FQHC/CBHO licensure and multiple lines of health and specialty 
behavioral health business; two with FQHC licensure and a behavioral health busi-
ness line; and two with CBHO licensure, one of which has a FQHC partner. Several 
of these profi led organizations have been the benefi ciaries of HRSA 330 grants, two 
received early CMHC grants, and several are drawn from a growing group of 
SAMHSA/HRSA PBHCI grantees, with some sites receiving support from both 
sources.
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 Pioneers and early adopters  Recent implementers 

 Organizational 
origins  10 years or longer  5 years or fewer 

  Legacy CHC   Chase Brexton  Lone Star 
•  Mainstream •  Mainstream 
•  Targeted to universal •  Universal 
•  Integrated •  Integrated 

  Legacy CBHO   Cherokee  Cobb and Douglas & Shawnee Pilot 
•  Mainstream 
•  Universal •  Targeted 
•  Integrated primary care/

care colocated 
•  Series of pilots, taken hold with current 

physical colocation of primary care team 

    Regardless of their origins, these organizations are driven by a shared mission to 
serve individuals with high social and health risk with comprehensive care responses 
delivered without regard for the ability to pay. In each case, clinical and executive 
leaders in the profi led organizations recognized the bidirectionality of behavioral 
and other health conditions, the poorly addressed complex health needs of their 
patients, and the value of preserving existing treatment relationships. Moreover, 
these organizations, like the many other safety net providers they represent, are 
determined to serve their patients without clearly defi ned clinical protocols or fi nan-
cial stability, yet. They have a shared vision for team-based service for a target 
population of complex (medically and psycho-socially) underserved patient popula-
tion. In sharing their mission and experiences, these organizations are contributing 
to an emerging knowledge base to support broad implementation of integrated care.  

    Profi les of Safety Net Organizations Engaged in Providing 
Integrated Care 

    Chase Brexton Health Services, Baltimore MD: FQHC with 
On-Site, Integrated Mental Health and Substance Abuse Services 

  History and service overview . Chase Brexton Health Services was founded in 
1978 as a gay health clinic, and by the early 1980s was largely focused on serving a 
targeted population of individuals with HIV/AIDS. In 1991, they received a HSRA 
grant to add mental health and case management services and, by 1995, expanded to 
offer primary care services to a more universal population of all eligible persons in 
the communities they serve. Chase Brexton became an FQHC in 1999, soon began 
to offer dental services, and expanded their mental health and substance use services 
to all populations. Within a few years, they earned Joint Commission accreditation. 
Chase Brexton began its exploration of integrated care in 2002 as a result of partici-
pation in the Federal Bureau of Primary Care’s Health Disparities Collaborative. 

7 Integrated Behavioral Health in Public Health Care Contexts…



146

Chase Brexton recognized the importance of using their FQHC as a base for colocated 
services, which were developed into fully integrated care to respond to their own 
patient’s experience and the emerging evidence that most people access health care, 
including behavioral health care, via primary care. 

 Chase Brexton is one of the largest FQHCs in Maryland, serving nearly 20,000 
children and adults in 2011, with just fewer than 150,000 patient visits (Annual 
Report, 2011). Chase Brexton has four comprehensive clinic sites serving Baltimore 
City, Baltimore County, Howard County, and Talbot County providing: primary 
medical care, dental services, mental health services, substance use services, HIV/
AIDS testing and medical care, sub-specialty medicine, women’s wellness services, 
on-site pharmacy, nutritional services, case management including entitlement 
counseling; nursing services, and chronic disease care management. Care manage-
ment services, provided by the treatment team, are targeted to three areas: chronic 
disease management, cancer prevention/screening, and HIV. Behavioral health ser-
vices provide frontline care, specialty services, and behavioral medicine delivered 
by health psychologists who have been trained to work with medical patients on 
psychosocial conditions affecting their treatment (  www.chasebrexton.org    ). They 
offer intensive case management service and care management, as noted above, for 
individuals with serious mental illness. Case managers assist patients with entitle-
ment enrollment, health and wellness program linkages, access to transportation, 
and other required referrals. Staff members work with clients to identify barriers to 
health care and implement mitigation strategies to overcome them. 

  HOW: Team-based care/staffi ng roles and communication.  Chase Brexton employs 
multidisciplinary team-based care, integrated care protocols, cross- training for staff, and 
shared communication and medical record functions. The integrated behavioral health 
care team includes nurses, medical assistants, pharmacists, psychologists, psychiatrists, 
dentists, therapists, and case managers. The intensive case management and care man-
agement teams include licensed clinical social workers, peer advocates, and patient 
navigators. In addition to cross-training their own staff, Chase Brexton has implemented 
a training program with 16 colleges and universities in their area to develop students 
interested in their integrated care approach. The EHR contains a number of tools to sup-
port the assessment, diagnosis, and treatment of persons with complex health condi-
tions. Treatment planning encompasses both primary care and behavioral health care 
screening, assessment, diagnosis, and health and wellness services. 

  Shared patient population/targeted or universal.  As detailed in the Overview 
above, Chase Brexton began serving a targeted patient population of gay persons, 
began providing more comprehensive and integrated care in response to the com-
plex needs of patients with HIV/AIDS, and then extended their services to the 
broader, more universal community population. 

  Systematic clinical protocols and pathways.  Systematic clinical approach 
Communications among clinical staff are facilitated by interdisciplinary team meet-
ings and a shared and integrated electronic health record, Centricity. Chase Brexton is 
renovating a recently purchased physical plant to reconfi gure offi ce and treatment 
space to support delivery of integrated care, using a “pod” model of care, based on 
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work in a Denver, Colorado FHQC, where the confi guration of space, called “colloca-
tion,” situates the treatment team (medical providers, case/care managers, behavioral 
health psychologist, nurse, and adjunct specialties) in an open, central room, sur-
rounded by exam rooms, thus actually supporting a coordinated team approach to care. 

  SUPPORTED BY: Offi ce practice, leadership alignment and business model.  
Chase Brexton’s high commercial insurance rate may be attributable to mission to 
serve the Lesbian, Gay, Bisexual, and Transgender community in Baltimore, many of 
whom are employed and insured (See Fig.  7.1 ). Supporting an integrated care model 
is made diffi cult by Maryland Medicaid’s policy prohibiting same-day billing for 
medical and behavioral care, even though the health and behavior codes exist to cover 
integrated care. In order to support integrated care and remain fi scally sound, Chase 
Brexton relies on reimbursement for its services eligible for fee-for-service payment 
and on federal and foundation grants to support the remainder of its health care ser-
vices, as well as close management of care, expenses, and staff productivity. Patients 
on integrated teams are more likely to attend appointments, reducing losses associated 
with “no- show” appointments.

    Continuous quality improvement and effectiveness.  Chase Brexton employs the 
PDSA (Plan, Do, Study, Act) model for quality improvement and applies it across 
their programs. Staff teams meet and discuss needs ranging from modifying the 
electronic health record and better coordinating scheduling to decreasing no-show 
rates. Teams develop new approaches, implement them, and evaluate outcomes. 
They have recently upgraded their electronic health record software, in part to be 
able to query medical records and produce outcome data, as they currently lack a 
comprehensive, systematic way of doing so. 

  Strengths, challenges, and insights  .  In Chase Brexton’s experience, the strength of 
the initiative is that integrated care programs address the disparities that continue to 
surround treatment for mental health and substance use conditions for their histori-
cal targeted patient population, as well as for the more recently adopted universal 
community population. The challenge is that true integrated care requires a philo-
sophical shift from a more traditional, prescriptive doctor-patient paradigm to one 
that incorporates more dialog between care providers and their patients. Chase 
Brexton identifi ed two important insights go to the value of tackling challenges to 
implement integrated care. The fi rst is that when behavioral health is made a part of 
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medical treatment, it reduces stigma and allows diagnoses to be made earlier, which 
is key to improving health outcomes. The    second is that in their experience, involv-
ing patients in their care early in the process is essential to engaging them in deci-
sion making, and this increases patient support of the care plan and retention in care.  

    Cherokee Health Systems, Ease Tennessee: 
Dual Licensure as a CMHC and a FQHC 

  History and services overview.  Cherokee Health Systems began its operations as a 
CMHC in the early 1960s, initiating outreach services for primary care in 1969, a role 
in which the current CEO was fi rst hired for. Implementing its vision to provide uni-
versal access to comprehensive care for needy, underserved populations with “inter-
twined” conditions and needs, the fi rst primary care clinic at Cherokee was established 
in 1984. In 1987, they adopted a troubled community health clinic at the request of the 
federal Bureau of Primary Health Care, leading to federal funding in 2000 and an 
FQHC grant in 2002. Cherokee is one of a handful of organizations in the country to 
pioneer the use of both CMHC and FQHC licensure to cover health needs for its client 
population (D. Freeman, June 12, 2012, personal communication). 

  HOW: Team-based care/Staffi ng roles and communication.  Cherokee pro-
vides team-based comprehensive primary care and specialty behavioral health 
care services and supports, and addresses acute and chronic health conditions 
with prevention, treatment, rehabilitation, and care management. Cherokee 
operates clinics, programs, and support services in 23 locations with a staff com-
position of more than 500 including psychologists, physicians, social workers, 
nurses, community public health specialists, and administrative support staff. 

 The integrated primary care team staff serves individuals who are being 
screened or have been diagnosed with any mental health or substance use condi-
tions as well as those with serious and disabling conditions who prefer to be 
served by the primary care team. Behavioral health services provided through the 
primary care team include patient education, behavioral management, and treat-
ment for all behavioral health conditions. Specialty behavioral health clinics and 
services are also available, focused mainly on persons with serious and disabling 
behavioral health conditions. 

  Shared patient population/Targeted or universal.  Cherokee’s patient population 
is drawn from 13 counties in Eastern Tennessee and last year Cherokee served 
approximately 55,000 persons. Cherokee patients have a broad range of medical 
diagnoses. Of those patients served in the primary care clinics, 17 % meet the State 
of Tennessee’s defi nition for serious and persistent mental illness (SPMI), yet care 
is managed in an integrated care setting. In Cherokee’s specialty behavioral health 
programs, 80 % (25,000 persons) fi t this SPMI defi nition. 

  Systematic clinical approach.  Cherokee used team-based integrated care, well- 
articulated clinical pathways from the point of intake, evidence-based practices, 
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cross-training, case conferencing, a robust electronic health record, routinely 
recorded measures, and quality improvement reports to support its behavioral health 
and primary care integration. As an early adopter of the patient-centered medical 
home (PCMH) concept, Cherokee has created an integrated “health home” with the 
behavioral health specialist embedded in the primary health care team, providing 
timely, on-site assessment, brief intervention and consultation to the team’s patients, 
with further consultation to the medical staff on treatment plans and referrals for 
specialty behavioral care. Every team member has care management responsibili-
ties embedded in the team-based treatment process. 

 Cherokee providers employ evidence-based practices with fi delity to practice 
standards, recruiting properly trained professional staff with the credentials pre-
scribed by fi delity standards. This is reinforced with onsite training, shadowing and 
supervision, and scheduled case conferences. Providers team together to share cov-
erage and provide availability to their patients around the clock for urgent clinical 
conditions, keeping the locus of care within Cherokee and avoid unnecessary use of 
emergency department and hospital care. 

  SUPPORTED BY: Offi ce practice, leadership and business model.  The intake and 
assessment interview is performed by a designated team member and addresses both 
behavioral health and primary care needs. For challenging cases, the team will sched-
ule one to one and a half hours to convene the full team and review all information 
available on the patient, with the team leader facilitating input from all staff and for-
mulating an integrated care plan. Routine treatment team meetings review the most 
critical 15–25 cases in each meeting. Weekly team meetings and grand rounds provide 
additional opportunities for cross-fertilization. The director of psychiatry holds grand 
rounds and provides routine telephonic consultation to PCPs and care teams. 

 Case Managers provide signifi cant fi eld-based services and handle coordination 
with other systems of care, particularly for individuals with chronic and disabling 
conditions. Primary care and specialty clinics operate in the same buildings, further 
supporting staff and care integration. 

   Medicaid is the largest payer and Tennessee’s program supports care integration, 
permitting same- day billing for primary care and behavioral care delivered to the 
same patient (See Fig.  7.2 ). When new health behavior and assessment CPT 
codes were released, Cherokee approached Tennessee Medicaid to implement the 
codes, which in turn directed the Medicaid HMOs and MCOs to reimburse for 
the codes under their respective contracts. Case Managers are funded through 
managed care contract capitations or billed to Medicaid Rehab option.

   Cherokee’s fi nancing structure is critical to supporting the integrated care model; 
global payments are preferred over FFS payments, and align with goals to reduce 
encounters (See Fig.  7.3 ).

    Continuous quality improvement and effectiveness.  The organization uses data 
to support care team efforts and focus resources; for example, selected clinical and 
utilization measures are tracked across the patient population and the primary care 
teams are notifi ed of numbers that exceed established thresholds or benchmarks. 
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 Quality Improvement (QI) and Monitoring is managed by the Cherokee clinical 
leadership team composed of fi ve directors—Primary Care, Psychiatry, Community 
Mental Health, Integrated care, and Pharmacy. The HRSA Uniform Data System 
(UDS) Report and the FQHC Health Plan report drive feedback on selected clinical 
measures of PCMH, meaningful use, and other measures required by payers and 
designed by Cherokee staff members. All staff members receive bonuses for hitting 
QI measures for effi ciency, patient satisfaction, and clinical indicators. Tennessee 
Blue cross-examined Cherokee utilization data and, comparing Cherokee to the 
mean utilization levels of other regional providers, found that: ER utilization was 
lower at 32 % of levels used in other primary care systems; hospital days were lower 
at 63 % of others’ levels; and specialty visits were also lower at 58 % of the number 
of visits provided by other organizations; while overall costs were lower at only 
78 % of what was incurred in other Tennessee provider systems (See Fig.  7.4 ).

    Strengths, challenges, and insights.  Cherokee has developed and documented inte-
grated care practice protocols and adheres to evidence-based practices, measures 
care activities, and reports results that indicate positive impacts on access, 
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utilization, and costs. However, scheduling extended hours for behavioral health 
consultants and other staff needs to be fl exible to provide same-day access to care 
as needed; otherwise, patients will go to the emergency department. Establishing 
clinical and administrative workfl ows that promote alignment and integration of 
staff is essential. A multidimensional staff communication infrastructure is crucial 
for coordinated care.  

    Cobb and Douglas County Community Service Boards: County 
Community Services Board Clinic with Embedded FQHC Partner 
Clinical Team 

  History and services overview.  The Cobb County Community Services Board and 
the Douglas County Community Services Board (CSB) are public agencies serving 
Cobb, Douglas, and Cherokee Counties, Georgia. The agency provides support to 
over 14,000 people annually, including approximately 3,000 patients in the Cobb 
County Jail. Together, the CSBs employ 400 staff at 20 sites. 

  HOW: Team-based care/Staffi ng roles and communication.  The integrated care 
team changed from a physician’s assistant, a registered nurse, a nurse care manager, 
and two care managers (one RN and one social worker) to include an MSW Care 
Manager, a Wellness Coordinator, a Peer Specialist (20 hours a week, serves as a 
Health Coach), and an hourly Data Manager, through their partnership contract with 
West End FQHC. The MSW care manager is actively engaged in the linkage pro-
cess, as well as in integration and referrals to specialty care. 

  Fig. 7.4    Mean patient health care utilization by Cherokee Health Systems as compared to other 
regional providers (Source: Blue Cross Blue Shield of Tennessee)       
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 They are partnered with the West End FQHC, which has a “wing” in the CSB 
clinic that is supported by a SAMHSA PBHCI grant. Additional alliances have been 
formed with key health delivery structures in the community to support comprehen-
sive integrated care, complemented by a Medicaid Disease Management Project 
supported by APS. In 2007, the Cobb and Douglas CSB leaders acted on their 
 concerns about early mortality due to preventable medical conditions among their 
dual diagnosis and behavioral health clients, and initiated a partnership with Benjamin 
Druss, MD, at Emory University to apply for and win a NIMH research demonstra-
tion grant. The grant allowed them to run a home study demonstration project targeted 
at bringing FQHC services into the CMHC setting to improve the array of services 
provided to individuals with SPMI and comorbid cardiometabolic disorders, and 
funded the services of a doctor, a physician’s assistant (PA), and a registered nurse 
(RN). The NIMH funding was extended to 2010, at which time the CSB was awarded 
one of SAMHSA’s Primary Care Behavioral Health Integration (PCBHI) Grants, 
which allowed them to extend their partnership with the West End FQHC. 

  Patient population/Targeted or universal.  The CSB primarily serves a population 
diagnosed with serious and persistent mental illness (SPMI). Their integrated care 
initiative is targeted to their core clients who also have comorbid cardiometabolic 
conditions. 

  Systematic clinical approach.  The CSB employs the Four Quadrant model, in 
which wellness is addressed at all levels of care. They employ evidence-based prac-
tices, including peer support services targeted at wellness and recovery, integrated 
dual disorders treatment (IDDT), and they utilize the Best Practice of Chronic Care 
Model. Four levels of treatment are provided, including universal PCP screening for 
physical conditions via self-report and lab tests; a staff appointment for one of the 
screened-for conditions, during which basic follow-up and wellness is provided; 
then, more intensive services; and fi nally, wellness services with a focus on preven-
tive measurement and active self-management. 

  SUPPORTED BY: Offi ce practice, leadership and business model.  The Cobb 
and Douglas CSB has developed what they term a “Primary Care hallway,” which 
allows them to integrate staff for patient fl ow. They have made this hallway part of 
their circle of holistic care to more fully integrate services. Their medical and 
behavioral staff members shadow each other to learn from one another and become 
familiar with each approach to care. The Master’s- level social worker is engaged 
with training on site and they have a certifi cation program pending for integrated 
care. The Cobb and Douglas CSB participates in the Learning Academy run by the 
CIHS and Mental Health Corporations of America, which focused on cardiometa-
bolic conditions. 

    The integrated care program receives PBHCI grant funding, as noted above, and 
Kaiser Permanente grant funds that supports the partnership with the West End 
FQHC (See Fig.  7.5 ).

    Continuous Quality Improvement (CQI).  The Cobb and Douglas CSB collects 
SAMHSA’s required TRAC measures and continues to routinely assess and record 
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results of various clinical metrics associated with the NIMH study. They have 
made their intake process a common point, which drives quality data and effi ciency. 
The Cobb and Douglas CSB focuses on medical metrics because their program 
aims to address chronic health conditions. 

  Strengths, challenges, and insights.  West End is sophisticated and progressive, and 
has provided a partnership of equals and strong cultural match in taking informed 
risks to innovate and improve care for their clients. If this relationship with the West 
End FQHC continues to evolve positively, they will seek to colocate permanently and 
will bill Medicare and Medicaid once ACA expands eligibility. This will allow both 
entities to bill according to their licenses to all third party payers. They are also explor-
ing the idea of sending CSB behavioral health staff to the West End FQHC, which 
would build on a small study involving West End patients with depression. On the 
other hand, the CSB cannot bill for PCP services provided to indigent, non-Medicaid 
and Medicaid clients, but the “out of clinic” rate under the Rehab Option can cover 
behavioral health services provided at West End clinics at a higher rate of reimburse-
ment than when delivering behavioral health care in the CSB clinics. 

 The CSB has successfully implemented measures-driven integrated care and is 
producing results and data to guide future implementation efforts. The partnership 
with West End is spawning interest in other community infrastructure efforts, 
including partnering with WellStar Health System and the Cobb County Public 
Health system to develop a process to address health disparities with the CSB 
 serving as the behavioral health provider at any new clinics.   

    Lone Star Circle of Care, Georgetown TX: FQHC 
with In-House Behavioral Health Services 

  History and services overview.  Lone Star Circle of Care (LSCC) became a 
Federally Qualifi ed Health Center (FQHC) in 2002, at which time, like other CHCs, 
it contracted with community providers, including CMHCs, to deliver mental health 
services to its primary care clients (G. Jensen & K. Kotrla, May 2, 2012, personal 
communication; Lone Star, 2012). In 2006, LSCC began providing mental health 
and substance misuse services in-house to address gaps in the community service 
network, colocating provider employees of a separate organization in the LSCC 
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clinics. To strengthen its medical home offering, Lone Star then chose to develop 
behavioral health and psychiatry services into a new business line with services 
offered in-house by Lone Star staff; this is now its largest business line. Lone Star 
now provides a network of 27 clinics serving clients in a large geographic area of 
Central Texas, including pediatric, family practice, OB-GYN, dentistry, vision, 
geriatric care, and psychiatry and behavioral health, which offers adult, child and 
adolescent, geriatric and addictions treatment. 

  HOW: Team-based care/Staffi ng roles and communication.  They employ 36 
behavioral health providers including 13 psychiatrists (adult, geriatric, and child/
adolescent), and 24 therapists (Psychologists, Licensed Professional Counselors, 
and Licensed Clinical Social Workers), and they will soon employ Psychiatric 
Nurse Practitioners. LSCC embeds behavioral health staff in all of its primary care 
clinics, providing a “behaviorally enhanced health home” to patients. 

  Shared patient population/Targeted or universal.  More than 50 % of LSCC 
patients are Latino and approximately 20 % of its behavioral health clients are 
monolingual Spanish. Patients can choose whether to use Lone Star as their medical 
home for both primary care and behavioral health services, or they can access its 
psychiatric clinics while maintaining a medical home with another provider. Lone 
Star provides approximately 360,000 patient encounters per year, with 52,000 of 
these visits projected in behavioral health. 

  Systematic clinical approach.  Lone Star strives to employ evidence-based prac-
tices and national clinical practice guidelines to structure effective care delivery. 
These include motivational interviewing (MI), CBT and DBT, the Corel Guidelines 
for patients on second generation antipsychotics, American Psychiatric Association 
Practice Guidelines and the American Academy of Child and Adolescent Psychiatry 
Practice Parameters as clinical standards of care for its behavioral health providers. 
LSCC collects standardized screening data using the Mood Disorder Questionnaire 
(MDQ), the Patient Health Questionnaire-9 (PHQ-9) for adults, and the Vanderbilt 
Assessment Scale to monitor children’s symptoms. For patients seeking care, 
whether they are new or established, their fi rst encounter is with the Patient 
Navigation Center (PNC), a call center that provides patients with a single point of 
contact for all 27 clinics and seven service lines. The Patient Navigation Center has 
a variety of staff including eligibility specialists, patient service representatives, and 
registered nurses who support behavioral health, in addition to other service lines. 
PNC staff helps the client with care choices, location, and team preferences to deter-
mine the best fi t for the patient’s medical home, and also determine insurance status 
or Medicaid eligibility, providing enrollment assistance if needed. Uninsured 
patients are served on sliding fee scale or as an unfunded patient. The PNC has 
access to nurse referral specialists who handle patient triage and prescription ques-
tions, facilitating the work of the integrated medical team. 

  SUPPORTED BY: Offi ce practice, leadership and business model.  The stan-
dardized screening data discussed above is slated to be embedded as standard pro-
tocols in Lone Star’s electronic health record (NextGen). Lone Star also employs an 
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internal governance structure called the Behaviorally Enhanced Health care 
Integration Council (BEHIC), which meets on monthly basis, involving all service 
line medical directors and senior managers (fi nance, quality, PNC). The goal of the 
BEHIC meetings is to focus attention across all service lines on integrating behav-
ioral health care.  

   Seventy percent of Lone Star’s operating revenue comes from patient revenue 
and 30 % comes from grant or other partnership resources (see Fig.  7.6 ). Lone Star 
requires their providers to be Medicaid certifi ed. Financial sustainability demands 
focus on three metrics: staff skill mix, balanced payer mix, and high productivity.

    Continuous quality improvement and effectiveness.  Lone Star places a premium 
on meeting quality standards, ranging from conformance with meaningful use stan-
dards to Joint Commission accreditation and NCQA Level 3 patient-centered medi-
cal home certifi cation. Quality Councils operate for each health service line and 
organization wide. The behavioral health quality council is planning to include 
patients on the council. Lone Star tracks patient satisfaction and symptom reduc-
tion, such as the PHQ and Vanderbilt standardized screening tools, and they are 
adopting new tools to measure quality of life. LSCC monitors various operational 
measures, like the wait time between primary care intake and referral to specialists, 
and shares outcomes data with staff. Patients show positive results of care integra-
tion efforts including improvements in physical health status and daily activity per-
formance levels, and decreased in PHQ-9 depression symptom scores, with 
symptom alleviation within a month after beginning care and sustaining across a 
24-month period. 

  Strengths, challenges, and insights.  The single access point through the Patient 
Navigation Center is a novel and important process for matching patient needs with 
health care resources at the beginning of care. The inclusion of standard screening 
tools to assess patient’s mental health functioning is also an important part of 
screening all patients for behavioral-mental health care. The implications of incor-
porating this data into patient care, standard protocols, or treatment plans are in the 
early stages of investigation. LSCC’s largest challenge is in trying to respond to 
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rising demand for care and to address unmet needs in settings outside of its opera-
tions, including schools and nursing facilities, and reaching patient and remote 
facilities in need of psychiatric care and consultation delivered via telemedicine 
(Lone Star, 2012). 

 Insights: LSCC identifi es several factors in effective implementation of an inte-
grated behavioral health program including: focus on mission, entrepreneurial lead-
ership, creating a PCMH, employing evidence-based screening and treatment, using 
technology to support communications and track results, and active partnering with 
other health care entities in the community to increase access and continuity of care 
for Lone Star patients. 

    Shawnee Mental Health Center, Portsmouth OH: CMHC 
with In-House Primary Care Services 

  History and services overview.  Shawnee Mental Health Center, incorporated as a 
CMHC in 1973, has four clinics serving three rural counties in Southeast Ohio, all 
of which are located in federally underserved health areas (D. Thacker, May 2, 
2012, personal communication). 

  HOW: Team-based care/Staffi ng roles and communication.  Moved by  evidence 
that early mortality and morbidity among individuals with serious mental illness 
was largely attributable to preventable health conditions, Shawnee clinical and 
administrative leaders explored health home and integrated care models. They were 
successful in securing planning grant funds from the Health Foundation of Cincinnati 
and operations grant funding from SAMHSA’s PBHCI initiative. Shawnee’s inte-
grated care initiative has grown from one primary care practitioner addressing the 
most serious somatic health needs of people with serious mental illness in its behav-
ioral health clinics to providing integrated primary care to a broader community 
population in all clinics. 

 Shawnee’s staffi ng mix consists of: Support staff, nurses, Psychologists, LPNs, 
Peer Wellness Coaches, and Psychiatric and Family Nurse Practitioners, who have 
been prescribing privileges. All new Shawnee clients are offered access to integrated 
PCP services, unless they choose to maintain an established PCP relationship. 

  Shared patient population/Targeted or universal.  Shawnee clients are primarily 
Appalachian; with 98 % white, 1 % African-American, and 1 % others; 60 % of 
patients are female and 40 % male. Most clients have high behavioral health needs 
and moderate to high primary care needs. Top behavioral health diagnostic categories 
include mood and psychotic disorders, and primary care diagnoses are most fre-
quently dyslipidemia, diabetes, hypertension, respiratory, and tobacco dependence. 

  Systematic clinical approach.  Clients fi rst meet with an integrated team member. 
Nurse Practitioners, working with a supervising physician, use standard protocols to 
assess for chronic medical conditions including hypertension, obesity, tobacco, dia-
betes. Depending on his/her needs, there may be a “warm hand off” from behavioral 
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health to primary care staff, or behavioral health clinicians will participate in primary 
care visits that are coordinated by a Nurse Practitioner. Patient progress is moni-
tored using clinical interviews. Care management services are offered to clients 
needing assistance with coordinating care, like appointment reminders or follow- up. 
The case/care managers, LPNs, and peer wellness coaches work to provide both 
behavioral health and primary care services. 

  SUPPORTED BY: Offi ce practice, leadership and business model.  Shawnee 
uses a variety of mechanisms to support  communications among integrated care 
staff. All clinics hold daily team meetings and use phone consultations, email, and 
impromptu conversations to ensure care coordination. They recently revised the 
layout of clinical space to colocate practitioners and have already seen improved 
communications and care coordination. Patients have access to a 24-hour hotline 
and the appropriate care team responds. They expect that their new EHR system 
will also help to enhance case coordination among practitioners. 

 While Shawnee bills all payer sources available, the SAMHSA grant is essential 
to the support for its integrated services (See Fig.  7.7 ). Grant funds cover gaps as the 
integrated care patient load grows to a sustainable level and experience is gained 
with billing third parties for the range of primary and specialty functions provided 
to patients. Shawnee recognizes that fi nancial sustainability depends on expanding 
integrated care to the broader population, including children and family members of 
their current clients. This latter strategy aligns with Shawnee’s health home philoso-
phy to work with the entire family to improve outcomes.

    Continuous quality improvement and effectiveness.  Shawnee employs diagnostic 
assessment guidelines that meet CARF accreditation standards, adding questions 
about patients’ health history and PCP to their intake interview. Staff use motiva-
tional interviewing with clients and provide peer wellness coaching and other peer 
support. Other evidence-based practices include an organization-wide tobacco cessa-
tion program using Tobacco Recovery Across the Continuum (TRAC) program, 
offering nicotine replacement treatment, monitoring tobacco use with a carbon mon-
oxide monitor. Shawnee contracts with Case Western University to evaluate its inte-
grated care program, looking at outcome measures for morbidity and management of 
diabetes, hypertension, and emergency room use. They also serve as an experimental 
group in SAMHSA’s PBHCI nationwide study, with results expected after 2013. 
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  Strengths, challenges, and insights.  Shawnee identifi es problems in billing 
Medicare, with reimbursement rates reduced by 20–30 % when there is a behavioral 
health diagnosis associated with primary care claims. They have also struggled to 
secure adequate psychiatry coverage in rural areas, particularly in the child psychia-
try specialty. Shawnee contracts with a child psychiatrist in another state who pro-
vides services via telepsychiatry and comes on site one or two days per month. They 
are exploring collaborative models where psychiatrists provide oversight and con-
sultation and nurse practitioners provide direct services. Another observation is that 
providing primary care inside a behavioral health clinic requires cross-training and 
mutual understanding of respective primary care and behavioral health practice cul-
tures and expectations of patients, rules and regulations, which necessitates a redefi -
nition of integrated protocols.   

    Essentials for Implementing Integrated Behavioral 
Health Care in Public Health 

 Because of these differences in use of terms and application of models, the discus-
sion of implementation, across different settings, scanning different models, is 
focused on “organizational factors” and “integrated care functions,” elements that 
are comparable at an operational level. Mission, values, and leadership are, as dis-
cussed earlier, important drivers of integrated care for persons who have or are at 
risk for comorbid health conditions. As outlined for the integrated care sites profi led 
above, a range of clinical and system functions are similarly essential to deliver 
effective and sustainable integrated care. 

  Organization and Governance: Leadership.  Mission is critical to support the 
shift to integrated care. Successful safety net provider organizations that are practic-
ing integrated care identifi ed this as essential to forging agreement about care inte-
gration and making necessary operational changes to support the new direction. 
When these organizations look at missions that target improvements in health status 
and quality of life for individuals who depend on the safety net, many of whom have 
multiple health risks and/or chronic conditions, and look at the needs manifesting in 
their patients, the rationale for and benefi ts of integrated care are hard to deny. 
Missions that refl ect not only a commitment to the safety net, but also a patient- 
centered approach to serve the whole person support integration of behavioral health 
and primary care. Among the scanned organizations, the role of leadership in driv-
ing change varied by organization, ranging from charismatic leaders who were early 
adopters, actually “early crafters” of integrated care, to more entrepreneurial leaders 
determined to respond to unmet community need by adding primary care services to 
behavioral health services in parts of states that otherwise lacked access to care. 

  Organizational and Staff Culture.  The commitment of safety net organizations to 
high-risk and medically complex individuals supports board, senior management 
and clinical leadership in tackling practice culture, program operations, and resource 
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development challenges to adopt integration as a better fi t for meeting their patients’ 
needs. Effective program operations are built on a cohesive organizational design 
that defi nes leadership and accountability structures as well as a clinical department 
or division structures, grouping employees to align with organizational and service 
delivery goals. Integrating care will likely require changes in team structures and 
reporting relationships to facilitate implementation of new clinical pathways, adop-
tion of collaborative practice protocols, and changes in organizational culture as 
staff and organizations alike adapt. Despite shared values and a common patient 
population in the safety net, behavioral health and primary care developed as dis-
tinct and siloed fi elds, with different policies, procedures, incentives, and  practice 
cultures. For example, work and productivity patterns are different. PCPs typi-
cally see multiple patients per hour, accommodate walk-in and emergent care 
demands in offi ce, consult with colleagues and specialists during the patient visit, 
record more measures, and have less narrative documentation in the record. 
Behavioral health specialist typically see one to two patients per hour, do not 
handle emergent or walk-in cases on a routine basis, consult with collaborators in 
separate meetings, and are burdened with more record documentation. The com-
mon wisdom among profi led organizations is that several strategies are key to 
forming an integrated culture: leadership that articulates the value and rewards 
participation; a focus on the patients and their needs which makes obvious the 
purpose and value of integrated care; cross-training to educate respective parties 
on the other professional service legacy culture and on shared methods for inte-
grated care; and shared physical space or “collocation” so that practitioners are 
working side-by-side on a daily basis. 

 Workforce development for both primary care and behavioral health care 
 professionals to understand the complex health problems and needs of patients, as 
well as the practices and processes of the other practice fi eld, is identifi ed as a criti-
cal obstacle to adequately staffi ng integrated care programs and meeting demand 
for care. Workforce development initiatives that build mutual understanding of 
complex needs and effective care protocols are similarly critical to bridging the 
cultural gaps between primary and specialty behavioral health care to produce a 
well-informed and truly integrated care delivery system. For example, there is a 
need to focus on care management rather than case management, which has been 
the tradition in behavioral health programs, while there is a need to move away from 
the “patient for a day” view traditionally held in primary care practices to build a 
long-term patient/practitioner medical home partnership. In order to adapt to these 
changes, behavioral health case managers will need to expand their knowledge of 
general health issues. Through this transition from case managers to care managers, 
the broader skill set acquired in training may allow the care team to address health 
issues from a whole body perspective; assessment in this model will put more 
emphasis on the relationship between physical health and behavioral health. 

  Clinical Systems and Protocols.  As the Bauhaus architects preached, “form follows 
function” and in integrated care, function follows a redesigned response to complex 
client need. The challenge of service delivery redesign varies depending on the 
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legacy structure of the initiating organization, CHC/FQHC or CMHC/CBHO. 
Conceptual frameworks and practice models, while informative, will not alone ensure 
sound implementation. Emerging evidence, although mostly drawn from private 
health sector endeavors, indicates that effective integrated care results from service 
delivery redesigns that incorporate the following components: use of evidence- based 
assessment and treatment protocols, properly designed clinical and operational path-
ways, and joint behavioral and primary care management. One of fi ve high-level 
metrics for one model of integrated care includes a team that incorporates primary 
care and behavioral health professionals with a shared population and mission 
(Miller, Kessler, Peek, & Kallenberg,  2011 ). The team should use a clinical system 
and should be supported by an offi ce practice and fi nancial system that maintains 
continuous quality improvement processes and measures  effectiveness ( Miller et al. ). 

 Once an organization determines the direction of its service line expansion, inte-
grated clinical pathways must be designed from point of intake. Service delivery 
methods need to be built on team-based, patient-centered care structured with 
evidence- based practices that are deployed with fi delity to establish standards defi n-
ing staff confi guration, practice methods, and protocols. Integrated service delivery 
needs support of a robust team communications infrastructure composed of routine 
clinical and care management meetings and a shared, preferably electronic, health 
record. Patient navigation systems are an effective complement to integrated care and 
reinforce a partnership between patients and the care team. Finally, redesigned physi-
cal plant confi gurations that minimally colocate and better “collocate” staff produce 
better and more effi cient communication and collaboration on shared patient care. 

  Practice Management and Financial Systems.  As underscored by the profi led 
organizations, safety net programs are heavily dependent on foundation and govern-
ment grants to fi ll gaps in health care reimbursement to support their behavioral 
health and primary care integration work. This is not a sustainable arrangement as 
foundation and government program priorities shift over time. 

 Peter Drucker is credited with the statement “what gets measured gets done,” but 
more fi tting to safety net health systems challenges in integrating care is John E. 
Jones’ statement, “What gets measured gets done, what gets measured and fed back 
gets done well, what gets rewarded gets repeated.” Within safety nets particularly, 
organizations must deliver services that can be reimbursed. So, the latter portion of 
Jones’ statement is both a source of concern in the world of safety net fi nancing 
with its state-by-state variation, and a source of hope should more cohesive and 
consistent fi nancial models for integrated care emerge as a result of ACA reforms. 
As discussed earlier, the HRSA Section 330 grants confer considerable fi nancial 
advantages on FQHCs and remain an important component of adequate fi nancing 
for integrated care. FQCH grants are a signifi cant element in the reimbursement mix 
with Medicaid and Medicare payments, including those derived from Rehab or 
Case Management options covering case management services, and capitation pay-
ments covering care management functions in PCMHs or health homes. 

 The ACA, as discussed earlier, contains provisions that provide supports and 
incentives for states and health care providers to adopt integration practices. For 
patients, this may translate into improved, more coordinated care that fosters better 
health outcomes and improved quality of life. For systems, effectively delivered 
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integrated care can bend the cost curve and produce savings. In particular, the ACA 
changes what services will be available to individuals with mental health and sub-
stance use disorders, requiring benefi t packages that include behavioral health treat-
ment, prescription medications, rehabilitative, habilitative and prevention and 
wellness services by Fiscal Year 2014. However, a signifi cant ruling in the recent 
Supreme Court decision upholding the ACA eliminates the mandatory aspect of the 
extension of Medicaid benefi ts to single adults up to 133 % of federal poverty level. 
States are free to elect or decline this provision of the ACA. Since a substantial 
 portion of those single individuals are uninsured and have serious health conditions, 
they will remain dependent on the safety net without insurance coverage.  

    Practice-Based Quality Improvement and Evaluation 

 Improved quality is an implicit assumption underlying the integration of behavioral 
health and primary care, however few of the surveyed organizations reported being 
directed to systematic quality improvement practices that support integrated care 
objectives. Some organizations adopt quality improvement efforts to align with 
external review organizations’ standards, including those from the Joint Commission 
and the National Commission on Quality Assurance (NCQA). In particular, the 
NCQA Physician Practice Connections Patient Centered Medical Home (PPC- 
PCMH) certifi cation, based on the Wagner Chronic Care Model, recognizes 
 practices that systematically employ information technology and operational pro-
cesses to improve care quality. The NCQA standards are instructive, covering ten 
elements that include: use of written standards and data tracking to account for patient 
access and patient communication; use of charting tools to organize clinical informa-
tion; use of data to identify signifi cant diagnoses and conditions to better target prac-
tice and interventions; active efforts to support patient self-management; systems for 
tracking test results and efforts on actionable fi ndings; tracking of critical referrals; 
measurement of clinical and service performance; physician and cross-practice ser-
vice reporting. Perhaps most important to heed is the advice of Jurgen Unutzer, MD, 
“deliver measures driven care” (J. Unutzer, June, 2012, personal communication).  

    Summary and Conclusion 

 The behavioral health and primary care fi elds are experiencing a rapid rate of 
change, accelerating now that the Supreme Court has upheld most provisions of the 
ACA. Several ACA provisions contain service delivery and payment method 
reforms that serve to promote integration of behavioral health and primary care, 
including creation of health homes and accountable care organizations and use of 
bundled rates, pay-for-performance, and gain-sharing associated with value-based 
purchasing. The focus on care integration as a solution to system fragmentation, 
patient morbidity and mortality, and growing costs will increase as integration holds 
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signifi cant promise for achieving the Triple Aim of improving the quality, out-
comes, and cost of health care. 

 Although the bidirectional relationship of behavioral and other health conditions 
is acknowledged and the high prevalence of comorbid conditions is well estab-
lished, acting on this knowledge remains a challenge for many siloed care settings. 
The majority of care delivered in the USA continues in siloed fashion, missing criti-
cal opportunities for prevention in primary care settings where the majority at risk 
and in need fi rst appear for care, and in specialty settings where patients with seri-
ous and persistent mental illnesses in particular die early due to preventable yet 
unaddressed health conditions. However, a number of safety net organizations are 
tackling the task of integration. Despite several frameworks and models for 
 integration, provider organizations on the front lines are adapting and creating 
 models to respond to perceived patient needs, contend with operational constraints 
in their current environments, and manage within local reimbursement rules and 
opportunities. There is a substantial risk in the current strategy of perpetuating an 
inconsistent approach to care, even if integrated care. Broad scale implementation 
of effective, accountable, and sustainable behavioral health and primary care inte-
gration requires public policy changes to support scientifi c, broadly disseminated 
and supported measures-driven integrated care approaches. Evaluation and research 
efforts emerging from recent integration efforts should shape practice redesign and 
encourage practitioners to set aside cultural differences in favor of the opportunity 
to deliver more effective care. Disparate practice cultures and workforce challenges 
aside, low reimbursement rates and fragmented and complicated reimbursement 
policies are the greatest barrier to universal adoption of integrated behavioral health 
and primary care in the safety net. Data documenting improved patient satisfaction, 
clinical and cost outcomes will support policy, coverage and reimbursement changes 
needed to sustain integration as standard practice.     
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    Abstract     Most programs that integrate physical and behavioral health struggle 
with fi nancial sustainability. The growth and development of mechanisms for sup-
porting grass-roots integration highlight the creativity and sheer will of communi-
ties, states, and health care systems to innovate their way to health. And now, for the 
fi rst time, national-level funding initiatives have begun to directly or indirectly sup-
port integration. This chapter will highlight funding mechanisms at the state, foun-
dation, payer, and federal levels. It will provide a historical and future-oriented 
primer of the various mechanisms for advancing and sustaining integration.  

        The Financial History and Near Future of Integrated 
Behavioral Health Care 

   If care is clinically inappropriate it fails. If care is not operationalized properly, it also fails. 
If care does not make reasonable use of resources, the organization, its patients, or society 
eventually go bankrupt and thousands of patient-clinician relationships are disrupted. 

 -The Three-World View of Healthcare (Peek,  2008 ) 

   President Kennedy’s focus in the 1963 Community Mental Health Center Act was 
to “return mental health care to the mainstream of American medicine” (Kennedy, 
 1963 ). Then again in 1979, the US Surgeon General Julius B. Richmond argued in 
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his report for the integration of medical and mental health services. However, 
achieving and sustaining their shared goal has proven elusive. 

 As with most major changes in health care    services, integrated behavioral health 
care began with a clinical theory that evolved into an operational model and only 
later took into serious consideration the fi nancial infrastructure to support and grow 
it. In fact, in 1993, when the intellectual founders of integrated behavioral health 
care initially met to create strategy to develop integrated behavioral health care, they 
intentionally left fi nancial considerations out of their vision statement: “No matter 
how fi nanced, what should a thoroughly modern health care delivery system look 
like at the clinical level?” (Collaborative Family Healthcare Association [CFHA], 
 2012 ). While probably inevitable, the decision to focus on clinical services and oper-
ational models before fi nancial sustainability was in place has deeply shaped the 
evolution and growth of integrated behavioral health care in the US health system. 

 This book’s operational defi nition for integrated behavioral health care was pro-
vided by C.J. Peek in Chap.   2     of this book. Integrated behavioral health care is “a 
team with a shared population and mission using a clinical system supported by an 
offi ce practice and fi nancial system and continuous quality improvement and effec-
tiveness measurement.” This chapter will focus almost exclusively on the “fi nancial 
system” of this defi nition. We will start with a historical context of public health 
funding and analyze the development of integrated behavioral health care across 
several states. We will then examine fi nancial aspects of integrated behavioral health 
care in vertically integrated and nationwide systems. We will fi nish this chapter by 
highlighting the impact of very recent initiatives that might sustain integrated 
behavioral health care and how they might rollout in the near future.   

(continued)

  Historical Perspective on Divergent Funding and Reimbursement 
Between FQHCs and CBHOs 

 By D. Mauch and J. Bartlett (See Chap.   7    ,  Integrated Behavioral Health in 
Public Health care Contexts: Community Health and Mental Health Safety 
Net Systems ). 

 Financing and reimbursement have long posed barriers to the integration of 
behavioral health and primary care. While FQHCs (Federally Qualifi ed Health 
Centers) and CBHOs (Community Behavioral Health Organizations) share 
payer mix profi les that are similar in their heavy concentration of persons with 
public insurance, there are signifi cant differences in the methods and rates of 
free care, Medicaid, and Medicare reimbursement available to these respec-
tive safety net entities. CBHOs now depend largely on state contracts (that 
may include federal substance abuse and mental health block grant funds) 
and Medicaid reimbursement rates, which vary from state to state and are 
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often set at rates well below cost with discounted fee for service (FFS) and man-
aged care reimbursements. By contrast, FQHCs have signifi cant fi nancial 
advantages pursuant to provisions of the Section 330 legislation. FQHC grants 
not only cover the costs of uncompensated primary health care, but also provide 
enhanced reimbursement under the prospective payment system (PPS) or other 
state-approved alternative payment methodologies that cover FQHC costs. 
FQHCs also qualify for PPS-type reimbursement from the Medicare program 
for the “fi rst dollar” of services rendered to Medicare benefi ciaries, with the 
deductible waived. Again this is in contrast to CBHOs that are not only reim-
bursed for Medicare recipients at negotiated rates (that often do not cover costs), 
but provide behavioral health services that until 2010, carried twice the deduct-
ible as other health services (Mauch, Pozniak, & Pustell,  2011 ). This deductible 
for low income persons who were not dually eligible for Medicaid, tended to fall 
into the category of free or uncompensated care. Services were provided free of 
charge unless providers or their patients had access to state-funded patient assis-
tance programs covering  co-pays for eligible low income  persons. Moreover, 
FQHCs are protected under safe harbor provisions of the federal anti-kickback 
statute to waive co-payments associated with care to patients whose incomes are 
below 200% of the federal poverty level (FPL). 

 FQHCs enjoy other fi nancing advantages, including access to federal loan 
guarantees for capital and information technology (IT) improvements, costs of 
developing and operating managed care and practice management networks or 
health plans, and access to favorable drug pricing from manufacturers under 
Section 340B of the PHS Act (42 USCS § 256b). Unlike CBHOs, FQHCs can 
avoid the cost of malpractice insurance because they have access to coverage for 
the CHC and its professional staff under the Federal Tort Claims Act (FTCA). 
Other provisions conferring advantages on FQHCs meeting certain qualifi ca-
tions include access to providers from the National Health Service Corps and to 
training and technical assistance from HRSA’s BPHC. Under terms of the ACA, 
FQHC funding nearly triples over a 5-year period, from $2.98 billion in FY 
2010 to $8.33 billion in FY 2015 (ACA, 2010). The ACA includes an estimated 
$11 billion for FQHCs (Rosenbaum et al.,  2011 ). 

      Financing Collaboration at the State Level 

 Although the 1979 US Surgeon General, Julius B. Richmond, highlighted in his 
report a national interest in integration, much of the energy has remained at the local 
and state levels, until recently. State foundations and local nonprofi ts realized that 
waiting for private payer and federal support would not respond to communities’ 
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needs quickly enough. While examples of all states are not included in this chapter, 
some of the more prominent programs and pilots (also reviewed in Butler et al., 
 2008 ; Collins, Hewson, Munger, & Wade,  2010 ) are included to provide a sampling 
of the power of community infl uence and the critical backing of local and state 
foundations to support advancements in health care. The local perspective is impor-
tant because of the following features:

•    Most aspects of the American health care system still vary widely by state.  
•   Medicaid rules allow for considerable cross-state fl exibility and state-dependent 

rules.  
•   Most commercial insurances offer state-specifi c plans to accommodate local 

laws and preferences.  
•   Health care networks and private practices adapt to meet the requirements of 

state laws and preferences of local patients.  
•   Most philanthropic grant support comes from foundations that target specifi c 

states or regions.    

 In this milieu, integrated behavioral health care has also developed in state- 
specifi c patterns. In order to allow for both a deep and broad presentation of state- 
level variation, an in-depth integrated behavioral health care history from one state 
(Colorado) will be presented, followed by an analysis of common developmental 
themes across multiple states. 

  Colorado.  Grand Junction, Colorado, is named after the confl uence of the mighty 
Colorado and Gunnison Rivers near the city’s artsy downtown. However, in 
Colorado’s integrated behavioral health care circles, Grand Junction is known more 
for pioneering the merger of medical care and mental health care. The history of 
integrated behavioral health care in Colorado begins with the leaders of a little- 
known safety net clinic whose vision went viral across the state. 

 In 1998, Marillac Clinic (Mauksch et al.,  2001 ) was a small medical center in the 
heart of rural western Colorado. In an attempt to better meet the high psychosocial 
needs of their patient population, the Executive Director, Janet Cameron, serendipi-
tously invited a family friend, Larry Mauksch, to come out for a sabbatical. 
Unbeknownst to her, Larry was a faculty member in the University of Washington’s 
medical school who had published widely on collaborative care. Marillac Clinic 
proved to be an ideal laboratory for him to train clinicians and test his models. 
At the end of his nine months in Grand Junction, Larry was awarded a grant from 
Robert Wood Johnson Foundation, which, along with a local match, provided 
 suffi cient funds to hire a collaborative care supervisor, two collaborative counselors, 
and a case manager. This team was in place by 2000 (full disclosure: Randall Reitz, 
coauthor of this chapter, was the fi rst hire of the RWJ grant). 

 From the outset, Marillac’s staff and leadership maintained a missionary zeal for 
sharing the model. They created a countywide collaborative care consortium, pre-
sented frequently at the Collaborative Family Healthcare Association conference, 
and published research on their fi ndings (Mauksch et al.,  2007 ). Representatives from 
many other Colorado clinics traveled to Grand Junction to see the model and attempt 
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integration in their settings. By 2004, collaborative projects were increasingly 
common throughout Colorado. 

 At the same time, a group of fi ve Colorado foundations pooled funds to assess 
the current status of mental health treatment in Colorado. Their 2003 report identi-
fi ed “lack of integration” as one of the largest barriers to improving mental health 
services (TriWest Group,  2003 ). These same foundations funded a fi ve-year statewide 
mental health integration project beginning in 2005. This initiative heralded col-
laborative care as a Colorado standard and jump-started many other initiatives. 
Increasingly, the rise of collaboration was spurned by the rise of The Colorado 
Health Foundation (TCHF). The foundation was formed in 1995 and has since 
grown to be one of the largest health foundations in the United States. Most of 
Colorado’s collaborative clinics have benefi tted from TCHF support. 

 In 2008, the Collaborative Family Healthcare Association held their national 
conference in Denver. This event included a policy summit, which convened lead-
ers from around the state to coordinate a plan to advocate for necessary changes. 
The conference also highlighted the work of the Salud Clinics and other large 
Federally Qualifi ed Health Centers in the Denver area. 

 In 2011, TCHF partnered with the Collaborative Family Healthcare Association 
to create the Colorado Promoting Integrated Care Sustainability (PICS) project. 
Through PICS, these organizations conducted an assessment of collaborative care 
in Colorado and promoted policy changes to fi nancially sustain collaborative ser-
vices. Fifty-six integrated sites completed an online survey, and 29 sites participated 
in key informant interviews. While these sites represent only a percentage of the 
collaborative care sites in Colorado, their data provide a clear picture of collabora-
tion in the state. Findings include the following:

•    Collaborative care sites span many health care sectors, including safety net medi-
cal settings, specialty behavioral health settings, for-profi t primary care offi ces, 
government clinics, school-based clinics, addictions treatment centers, and spe-
cialty pediatric settings.  

•   Despite the diversity of settings, the vast majority (about 60–70 %) of integrated 
behavioral health care clinics are nonprofi t primary care offi ces.  

•   Collaboration occurs in small towns and large cities: 40 % urban, 26 % rural, 
17 % suburban, and 17 % inner city.  

•   There is great diversity in the size of the programs, with treatment visits per 
month for the clinics ranging from 100 to 31,000 (mean = 3,700). Of these ser-
vices, the range offered by the integrated behavioral health staff was from 15 to 
3,000 (mean = 340).  

•   Fifty percent of the offi ces have had integrated behavioral health staff for 5 years 
or longer.  

•   Most have developed chronic disease treatment models for illnesses such as 
depression (98 %), diabetes (73 %), obesity (71 %), and tobacco cessation (63 %) 
(The Colorado Health Foundation,  2012 ).    

 The PICS project assessed fi nancial barriers and made recommendations for 
fi nancial next steps. The researchers discovered that, while there is great diversity in 
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Colorado’s collaborative clinics, there is considerable uniformity in the fi nancial 
obstacles that still limit the growth of integrated behavioral health care and its 
movement into the sustainable mainstream of health care services. The PICS 
 assessment of collaboration revealed the following:

•    Seventy percent of patients in integrated behavioral health care settings are either 
uninsured or have a governmental insurance for people of low income.  

•   Revenue from insurance billing and patient payments cover only 21 % of the 
costs for collaboration, with the difference being made up through grant funding 
(47 %) and writing off the expense (32 %).  

•   Seventy-eight percent of the sites reported receiving grant funds to help with col-
laborative costs.  

•   When asked about the largest obstacles to better fi nancial sustainability for col-
laborative care, three stated obstacles were endorsed by greater than 50 % of the 
respondents:

 –    Sixty-eight percent were concerned about the inability for medical and behav-
ioral health providers to bill for the same patient on the same day (e.g., same- 
day insurance billing).  

 –   Fifty-six percent described the need for more grant funds.  
 –   Fifty-two percent were concerned that behavioral health clinicians could not 

bill insurance “Health and Behavior Codes”.       

 Key informant interviews provided additional richness to the quantitative data. 
The PICS project manager conducted recorded interviews with key staff from 29 clin-
ics that participated in the initial survey. Analysis of the interviews corroborates the 
fi ndings of the survey. Many respondents expressed concern over the insurance prac-
tice of “carving-out” mental health coverage as a disincentive to integration. 
Interviewees expressed a high level of interest in scrapping traditional fee-for-service 
insurance models in exchange for other models that they hoped would align incentives 
to support integrated behavioral health care (i.e., patient-centered medical home 
[PCMH] enhanced payments, pay-for-performance, capitation, and case rate models). 

 Based on the survey and interview fi ndings (The Colorado Health Foundation, 
 2012 ), leaders of the PICS project proposed fi ve recommendations for enhancing 
the fi nancial sustainability of integrated behavioral health care:

    1.    Clarify the current billing regulations and train staff in integrated care sites to 
optimize existing revenue sources to provide cost-effi cient, medically necessary 
care   

   2.    Resolve confusion about same-day billing restrictions and pursue efforts to 
reduce administrative barriers   

   3.    Examine the viability of paying for Health and Behavior Assessment codes 
under insurance plans   

   4.    Test and analyze the viability of global funding strategies to fi nancially sustain 
integrated care services   

   5.    Plan and implement a standardized statewide data collection system to document 
fi nancial, operational, and clinical outcomes and costs of integrated care 
services    
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  The PICS group asserted that the fi rst three recommendations were short-term 
fi xes that would provide initial fi nancial support for integrated behavioral health 
care. However, they would be wholly insuffi cient without the systemic changes 
envisioned in recommendations four and fi ve. 

 Perhaps the most important success story from the Colorado legislature was the 
2011 passage HB 1,242. This law reads, “(c)urrent reimbursement policies for pro-
viders providing physical and behavioral health care services on the same day are 
complicated and the policies create a barrier to the seamless integration of these 
services for the well-being of the patient.” The law mandates that the Colorado 
Medicaid offi ce review state policies that create obstacles to integration and propose 
solutions to them in 2012. The law specifi cally identifi es the PCMH model and 
Accountable Care Organizations as possible solutions. 

  Other state-level successes.  The growth of integrated behavioral health care and 
the development of its fi nancial supports across the United States share many simi-
lar themes from Colorado’s story. All states with highly developed collaborative 
models refl ect several of these core elements: pioneering clinics and foundations, 
legislative victories, frequent convening, and a supportive commercial insurance 
environment. The following sections highlight these themes from multiple states. 

  Pioneering clinics and foundations.  State successes in pioneering behavioral 
health integration in primary care share two categorical things in common: a vari-
ety of funding mechanisms for support and a variety of models for implementation. 
In just about every case, their voyage into the unknown of integrated behavioral 
health care was fi nanced by a philanthropic foundation that provided the fi nancial 
resources to jump-start these initiatives. For Colorado, it was Marillac Clinic, the 
Robert Wood Johnson (RWJ) Foundation, and later a consortium of foundations. As 
noted in the Colorado section, many Colorado clinics continue to require foundation 
support for ongoing collaborative operations. The fact that integrated behavioral 
health care services are not self-sustaining presents one of the largest fi nancial 
obstacles to the model.  

   State Pioneers 

  Maine.  The health care system in Maine has benefi tted from a pairing between clini-
cal sites and the Maine Health Access Foundation (MeHAF). Based on early pilots 
with Penobscot Community Health Care, Maine Medical Center, and TriCounty 
Mental Health, the foundation invested $10 million in integrated care initiatives 
starting in 2007. These funds benefi ted over 43 projects covering 100 different sites 
(B. Boober, personal communication, March 29, 2012). Another entity, MaineHealth, 
the largest health care system in Maine, has been a recipient of MeHAF grants for 
integration (N. Korsen, personal communication, April 24, 2012). MaineHealth is a 
nonprofi t integrated health care delivery system serving 11 counties in rural Maine 
(  www.mainehealth.org    ). MaineHealth is supporting a service line, which helps 
practices implement and sustain integrated services. The health system currently 
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funds services such as care management through a mixture of sources, including 
departmental funding, PCMH-incentive dollars, and direct patient care (J. Schirmer, 
personal communication, May 11, 2012). To this end, MaineHealth integration staff 
has worked with a variety of types of practices, including hospital-owned practices, 
FQHCs, rural health clinics, and private practices. While some practice types have 
reimbursement rates that are more favorable for integrated services, MaineHealth’s 
fi nancial models suggest that not only can integration be fi nancially sustained in any 
of these practices and pay for itself with a reasonable expectation for productivity; 
it can also generate funds to support its service line. 

  California.  Several California clinics have integrated care for decades. The Haight-
Ashbury Free Clinics and Walden House function as a combined FQHC. This sys-
tem has over 200 paid staff and 500 volunteers providing services to over 15 
facilities and 19,000 clients, with some facilities specifi cally designed for integrated 
care. The vast majority of their revenues come from state and local government 
general funds, with most of it being public health community behavioral health 
service funding (Butler et al.,  2008 ; K. Linkins, personal communication, April 24, 
2012). California has an organization, Integrated Behavioral Health Project 
(IBHP)—which has the fi nancial backing from the California Endowment and is a 
project of the Tides Center. IBHP is a nonprofi t organization dedicated to accelerat-
ing and elevating integrated behavioral health care throughout California (  www.
ibhp.org    ). IBHP’s initial goal was to accelerate integrated care by providing training 
and grants to primary care clinics to broaden their behavioral health services and 
increase intra-clinic collaboration. To date they have funded three rounds of initia-
tives. In 2007, phase I supported “vanguard clinics” that had co-location of BH and 
primary care. Phase II funded a larger group of “learner clinics” to train and guide 
enable those that were newly embarking on integration. In Phase III, with the avail-
ability of federal and Mental Health Services Act grants in California, the public 
mental health sector rather than the primary care centers have been more active with 
integration initiatives. Most of their efforts, though, have focused on collaborating 
with primary care to ensure identifi cation and treatment of chronic physical prob-
lems for their populations with serious mental illness. Many local mental health 
departments have also provided psychiatric consultation for local primary care clin-
ics. Thus, to simplify the movement in this state, the thrust of primary care has been 
to expand the mental health services they provide internally to their patients and the 
thrust of mental health has been to secure physical health services to their own cli-
ents. Both systems seem to prefer to operate on their own turf (B. Lurie Demming, 
personal communication, May 24, 2012). The funding criteria and funded projects 
are listed on their website (  www.ibhp.org    ). 

  Texas.  The Hogg Foundation for Mental Health began their investment in  integrated 
care in 2006 by funding 2.6 million in three-year grants to bring the “collaborative 
care” model of integrated health care to several clinics in Texas (L. Frost, personal 
communication, April 16, 2012). In 2009, a staff member from the Hogg Foundation 
was appointed to the Texas Integration of Health and Behavioral Health Workgroup 
created by House Bill 2,196 to recommend best practices in policy, training, and 
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service delivery to promote the integration of health and behavioral health services 
in Texas. Members were appointed by the Texas Health and Human Services’ exec-
utive commissioner and represent stakeholders, such as consumers, family mem-
bers, advocacy groups, providers, health care workers, and state agencies. In 2012, 
the foundation launched a second round of grants to promote integration, focusing 
on 1-year planning grants and 2-year implementation grants for agencies across 
Texas. The Hogg Foundation continues to commit funding to the advancement of 
integration of health and behavioral health and has become a national fi gure in 
advocacy and public policy efforts. 

  New Jersey.  Since 2009, The Nicholson Foundation has provided the state of New Jersey 
with grants and technical assistance to develop and maintain collaborative care sites 
(The Nicholson Foundation,  2011 ). The most well known among them is their support 
of the Camden Coalition of Health care Providers. This organization leads the “hotspot-
ting” health care model of Jeffrey Brenner, M.D., which has been shown to reduce 
health care costs and improve health outcomes for very high utilizers of health care 
services. Resulting Nicholson-supported initiatives include seven Family Success 
Centers (FSCs) located in disadvantaged areas of Newark and surrounding urban com-
munities in Essex and Union Counties. These neighborhood- based one-stop resources 
are funded to promote family stability and child well- being. Following the successful 
implementation of the Foundation’s centers, the State funded a statewide network of 37 
additional FSCs. All combined, there are 44 FSCs currently operating in New Jersey. 

  Productive Convening.  While some states blazed trails in integration using foun-
dation support, or were inspired by pioneering nonprofi t clinics and health care 
systems, other states pulled resources and established links across state agencies, 
foundations, clinics, and educational institution partners to help promote, advance, 
and disseminate information about integration. 

 An entity called The Collaborative Family Healthcare Association (  www.
CFHA.net    ) has played a key role in state-by-state convening. Each year, the 
Collaborative Family Healthcare Association hosts its annual conference and a 
policy summit in a state that has been identifi ed as being in a developmental 
“sweet spot” for advancing collaborative care. That is, the integrated behavioral 
health care environment is primed to advance greatly by hosting a major training 
and policy event. This annual convening helps to advance state-level collaborative 
efforts in many ways:

•    The planning process brings together a statewide committee who develop strate-
gic goals for advancing collaboration.  

•   The policy summits highlight existing successes and develop a roadmap for the 
next steps in sustaining collaboration.  

•   A large percentage of the conference attendees are from the host state and 
the training sessions are their fi rst exposure to formal integrated behavioral 
health care instruction, leaving a legacy of workforce development.    

 Many of the states/regions that currently have advanced collaborative care mod-
els benefi tted from hosting a recent CFHA conference and summit, including 
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Minnesota (2004), Washington (2005), New England (2006), North Carolina 
(2007), Colorado (2008), California (2009), Kentucky (2010), Pennsylvania 
(2011), and Texas (2012). A few of these states are featured below. See Chap.   4     in 
this book for more details on policy and its infl uence on the past, present, and 
future of health care. 

  Minnesota.  In Minnesota, the Institute for Clinical Systems Improvement (ICSI) is 
a nonprofi t, health care quality improvement organization that helps its 55 medical 
groups and hospital members practice evidence-based medicine, and work toward 
achieving the Triple Aim of improving population health, the quality of the patient 
experience, and the affordability of care (G. Oftedahl, personal communication, 
April 4, 2012). ICSI members represent about 85 % of Minnesota’s physicians, and 
the organization receives funding support from fi ve major Minnesota and Wisconsin 
health plans. 

 Through a collaboration of member groups, health plans, employers, patients 
and the Minnesota Department of Human Services, ICSI, developed the DIAMOND 
(Depression Improvement Across Minnesota—Offering a New Direction;   www.
ISCI.org    ) program. Built upon the foundation of Wagner’s Chronic Care model 
(Wagner, Austin, & Von Korff,  1996 ) and incorporating the main components of the 
University of Washington IMPACT study (Unutzer, Katon, Callahan et al.,  2002 ), 
the program is unique in that it changes both how care is delivered and paid for in 
primary care. Participating health plans pay for the additional bundle of services 
provided through the DIAMOND program, most notably for a care manager and 
limited consulting time of a psychiatrist. They pay certifi ed DIAMOND clinics a 
monthly care management fee using a single service code and fund a specifi c proto-
col, not a general behavioral health primary care model. To avoid antitrust concerns, 
contracts between each medical group and health plan were negotiated individually. 
Finally, a pay for performance program funded through organizations such as the 
Buyers Health Care Action Group (BHCAG) and their Bridges to Excellence (BTE) 
provides fi nancial rewards to providers who achieve optimal outcomes for patients 
with depression (Buyers Health Care Action Group,  2012 ). 

  Maine.  The Maine Health Access Foundation conducted a lengthy stakeholder 
engagement process beginning in 2006. This effort guided their investment in inte-
grated behavioral health care. It culminated in the 2011 creation of the Integrated 
Care Training Academy. Through this effort, early adopters of integrated care men-
tor new start-up programs. 

  North Carolina.  North Carolina provides an excellent example of how convening 
the right parties can dramatically boost the adoption and fi nancial support for col-
laboration. In 2005, the Assistant Secretary of Health and Human Services, with 
support from the Director of the North Carolina Offi ce of Rural Health, enacted an 
idea for a statewide initiative on integrated care. The project was originally named 
“ICARE” and was later renamed “The North Carolina Center of Excellence in 
Integrated Care (COE).” The COE serves as a “think tank” for a wide array of stake-
holders for the advancement of integrated care in the state (R. Dickins, personal 
communication, April 4, 2012). They have had several funding partners over the 
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years supporting development, implementation, evaluation, and dissemination of 
integration projects across the state of North Carolina. Funding sources have 
included private and state entities such as: (a) The Duke Endowment, (b) Kate B. 
Reynolds Charitable Trust, (c) AstraZeneca, (d) North Carolina Area Health 
Education Centers, (e) North Carolina Department of Health and Human Services, 
and (f) North Carolina Foundation for Advanced Health Programs (  www.icare.org    ). 
These funding sources along with other progressive statewide offi ces such as the 
Community Care of NC (CCNC) Networks and Governor’s Institute on Substance 
Abuse have helped to clear the landscape for integration and pilot projects to 
advance integration. For example, there have been a variety of projects funded from 
SBIRT (Screening, Brief Intervention, and Referral to Treatment; see Chap.   13     for 
more detail) to co-location models to help clinics offset start-up costs. 

  Pennsylvania.  In Philadelphia, Pennsylvania, a nonprofi t public health organization 
has proven to be the model’s best ally. The Health Federation of Philadelphia (HFP) 
was established in 1983 to coordinate and advance the services of Philadelphia area 
FQHC and FQHC “look alike” centers (N. Levkovich, personal communication, 
April 2, 2012). An important example of HFP’s many achievements has been the 
development and expansion of primary care behavioral health integration in 
Philadelphia’s health centers. Their numbers have grown from the initial seven pri-
mary care sites to 18, with at least fi ve more likely by the end of 2012. 

 The HFP has successfully promoted local payment and policy reform to align 
with the practice of integrated health care. By working collaboratively with the local 
Medicaid payer, advocating with the State Medicaid agency, and raising the visibil-
ity of the model with private foundations, HFP has helped to increase the feasibility 
and sustainability of the clinical practice. The local behavioral health Medicaid 
plan, called Community Behavioral Health (CBH), has simultaneously worked to 
defi ne billing and credentialing standards to refl ect the integrated FQHC model and 
has established a Request for Qualifi cations (RFQ) process requiring any FQHC in 
Philadelphia County that wants to contract for services to do so using the integrated 
model, based on the principles of Behavioral Health Consultation, established by 
HFP. While further payment reform is needed to reach beyond fee-for-service mod-
els, HFP has been able to secure local commitment to primary care behavioral 
health integration. Using a billing code for “FQHC visit,” CBH reimburses inter-
ventions provided by the behavioral health specialist, who is part of the FQHC pri-
mary care team, and the State Medicaid Offi ce has approved same-day billing for 
primary and behavioral health visits in the context of this integrated model. 

 Currently, BHC visits are covered when provided to Medicaid benefi ciaries who 
have a mental health diagnosis. However, many services are not currently reimburs-
able, including the following:

•    Universal screening, preventive services, and psychoeducation  
•   Interventions aimed at modifying health behaviors for chronic care self- 

management and adherence  
•   Telephone follow-up with patients who initiate psych meds or are having a par-

ticularly hard time  
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•   Psychiatry consultation (which is supported by grant funds)  
•   Psychiatrist review of records and curbside team consultation    

  Supportive Insurance Environment.  As demonstrated by the data from Colorado, 
fee-for-service billing has not been effective as a mechanism for covering the costs 
of providing collaborative care services. Currently, few, if any Colorado insurances 
reimburse for Health and Behavioral services codes or integrated care services 
offered on the same day as a medical service. Additionally, clinics report little suc-
cess in navigating the insurance system to obtain reimbursement for the services 
that are allowed. The current insurance billing protocols for mental health services 
were not envisioned for systems that integrate with medical services. Fortunately, 
there are a number of examples from other states that could prove effective at 
sustaining collaborative models if adopted more widely. 

  Tennessee.  Perhaps the collaborative organization that is most frequently cited as 
creating and benefi ting from a favorable insurance environment is Cherokee Health 
Systems (CHS). Discussed more in depth in other chapters, Cherokee led the way 
by developing a fully functioning FQHC and merging it with its community mental 
health operation. As a result, they have been able to secure a wider range of payment 
streams to support their integrated care model. Cherokee has been successful in 
negotiating favorable contracts, which include payment for consultation between 
providers and same-day billing for behavioral health and primary care services. 

 Cherokee has been able to mitigate limitations of the carve-out system by merg-
ing the medical Medicaid benefi ts of an FQHC with the behavioral health Medicaid 
benefi ts of a CMHC. As frequently happens, changes in Medicaid policy have 
begun to be adopted by commercial insurances in Tennessee. Blue Cross (TNCARE) 
and AmeriChoice negotiated “contract rates” or global rates that better support 
Cherokee’s integration design (Takach, Purington, & Osius,  2010 ). CHS also part-
nered with the Tennessee Primary Care Association, the trade association for the 
FQHCs, to affect some modifi cations in State policies favorable for integrated care 
programming. They have also been successful in securing federal Health Resources 
and Services Administration (HRSA) funding, including the Graduate Psychology 
Education grant for training psychology interns and fellows in primary care 
psychology. 

 Cherokee’s approach is noteworthy, not only for its clinical effi ciency, but also 
because they found ways to remove many of the fi nancial barriers for Medicaid and 
other insurances. In contrast to the structured clinical chronic care pathway 
approaches, Cherokee opted for supporting local fl exibility and provider-directed 
interventions for whatever was needed for patient-centered care. The leader- 
champions in Tennessee have tried several different avenues for negotiating funding 
streams, including major insurance companies. These negotiations have been chal-
lenging and not as productive due to frequent changes in personnel, mergers with 
private and public organizations, and competing focus areas and vision in primary 
care contexts. Tennessee’s success has come from throwing the funding net wide 
and seeing which organizations and provider groups are willing players. 
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  Virginia.  In Virginia, innovative systems like Sentara Health care in Norfolk, a not-
for-profi t health care system and Anthem Blue Cross Blue Shield, a for-profi t sys-
tem are piloting models of health care that are sensitive to the local community 
health care needs and result in fi nancial savings from better management of disease 
(B. McFeature & C. Hudgins, personal communication, April 2, 2010). Sentra 
understood they would need to spend money to study how to make money while 
generating better health outcomes. They are working with Community Services 
Board in Norfolk who was awarded one of the 64 national Primary Care Behavioral 
Health Integration (PCBHI) grants for integrated care service development. They 
are gathering data for showing sustainability to Sentra, and, hopefully, refl ecting 
better health outcomes for co-occurring disorders. Regarding Anthem and BCBS 
plans in Southwest Virginia, there is a strong interest in reviewing proposed 
PCBHI programs showing better health outcomes. Another note of importance is 
that Virginia is one of the states that successfully activated the evaluation and man-
agement (E&M) codes and behavioral health and substance abuse codes for same-
day services. 

  Minnesota.  Part of the reason that the Minnesota insurance system has been sup-
portive of ICSI and the DIAMOND project is that, by law, all health insurance 
companies are nonprofi t. These insurance companies were key in supporting the 
DIAMOND project and developing statewide treatment protocols. In 2009, the 
Minnesota Department of Health issued a report about the benefi ts of nonprofi t 
health plans, including the following:

•    Focusing on collaborative health care models  
•   Increasing support of public health  
•   Encouraging philanthropic endeavors (Minnesota Department of Health,  2009 )    

 Their supportive nonprofi t insurance environment has allowed for dissemination 
and sustainability to happen faster than what is observed in other states and regions. 

  Washington and Northern Idaho.  Similarly, Washington state and Northern Idaho 
have benefi ted from the nonprofi t health care system, Group Health Cooperative 
(GHC). This combined medical insurance, health care provider with approximately 
568,000 enrollees, has pioneered efforts in integrating care. 

 GHC is an example of a staff model HMO. That is, the same company provides 
the insurance coverage and the health care services. The HMO owns and staffs the 
health care clinics. Because this approach aligns the insurance and health bottom 
lines, it has proven to be fertile ground for mainstream integrated behavioral health 
care services. For example, GHC was a key partner in the IMPACT research. That 
being said, the integrated model of most staff model HMOs is different than the 
integrated behavioral models typically identifi ed with collaborative care. The mod-
els tend to focus more on screening, case management, and psychiatric consulta-
tion, and less on colocated psychotherapy. 

  Utah and Southern Idaho.  Intermountain Health care (IHC) is a nonprofi t inte-
grated health care system servicing Utah and Southern Idaho and it provides over 
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50 % of Utah’s health care. They have been providing mental health integration in 
primary care for over 10 years. Their care team includes PCPs, their staff, MH pro-
fessionals, care management, and the patient and his or her family. The model is a 
fully integrated delivery system approach that extends beyond co-location to address 
mental health conditions in the context of other chronic illnesses (e.g., diabetes). 
Unlike some integration models, they also focus heavily on the patient’s family 
context to enhance protective factors that affect quality outcomes over time. For 
example, positive outcomes for patients with depression included lower ED visits, 
better coordination of care for mental health issues, and reduced overall costs for 
payers. IHC is a cost-neutral system for integration, and without subsidies they have 
demonstrated outcomes in improved patient satisfaction, lower costs, and better 
quality outcomes, saving money from reductions in ER visits, psychiatric inpatient 
admissions, and length of stay for inpatient admissions related to other medical 
conditions (Reiss-Brennan, Briot, Savitz, Cannon, & Staheli,  2010 ). 

  California.  California’s largest nonprofi t health plan, Northern California Kaiser 
Permanente (Kaiser), is a staff HMO that serves approximately 3.2 million 
Californians across 21 medical centers and 160 medical offi ces (K. Linkins, per-
sonal communication, April 14, 2012). Since 1996, it has focused on integrated care 
as part of a region-wide redesign of primary care. As one of the sites for the IMPACT 
study, they found that underdiagnosing and coding issues for mental health issues 
resulted in missed opportunities to maximize revenue from Medicare reimburse-
ment. Funding for integration came from streamlining the way the system identifi ed 
and treated behavioral and mental health issues in the medical setting. While non-
profi t health plans like Northern California Kaiser Permanente may be struggling 
with some aspects of sustainable integration, they have a history of investment and 
are an example of pioneers in integration.  

    Legislative and Policy Movement and Victories 

 Over the years, many of the foundations that have provided grant support for 
integrated behavioral health care projects have expanded their focus to promoting 
policy change to create mechanisms for sustaining collaborative care across all 
levels of the health care system. There is considerable variation across states and 
health plans with respect to how reimbursement for behavioral services in primary 
care takes place. In 2006, SAMSHA, HRSA, and CMS convened an expert panel to 
discuss barriers and identify solutions for the reimbursement of mental health ser-
vices in primary care settings (Kautz, Mauch, & Smith,  2008 ). They identifi ed 
seven priority barriers:

•    State Medicaid limitations on payments for same-day billing for a physical 
health and a mental health service/visit  

•   Lack of reimbursement for integrated behavioral health care and case manage-
ment related to mental health services  
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•   Absence of reimbursement for services provided by nonphysicians, alternative 
practitioners, and contract practitioners and providers  

•   Medicaid disallowance of reimbursement when primary care practitioners sub-
mit bills listing only a mental health diagnosis and corresponding treatment  

•   Level of reimbursement rates in rural and urban settings  
•   Diffi culties in getting reimbursement for mental health services in school-based 

health center settings  
•   Lack of reimbursement incentives for screening and providing preventive mental 

health services in primary care settings (pp. 2–3)    

 Billing restrictions are a key barrier to furthering integrated care. As of 2010, 
there were 30 states that covered same-day billing for behavioral health visits on the 
same day as a medical visit (National Association of Community Health Centers & 
Substance Abuse and Mental Health Services Administration [NACHC & 
SAMHSA],  2010 ). A critical component of The Affordable Care Act signed in  
 2010 , is reform of reimbursement to support behavioral interventions for chronic 
health conditions. Restrictions on same day services and specifi c codes needed for 
integrated care are not being recognized or reimbursed in many states (e.g., H&B 
codes). When reimbursement is permitted, and in some states it is, extensive proto-
cols to getting reimbursed (e.g., paperwork, communicating with payers) and low 
reimbursement rates are disincentives. In spite of this, some states have conquered 
various barriers and a few are featured below for what they have done in spite of 
resistance and confusion at the policy and payer levels. (Note: The SAMHSA- 
HRSA Center for Integrated Health Solutions has a website (  http://www.integra-
tion.samhsa.gov/fi nancing/billing-tools    ) that is being populated with information. 
It will eventually provide up-to-date billing and fi nancial worksheets for providers 
in each state to help primary and behavioral health care organizations successfully 
implement bidirectional integrated health care.) 

  Texas.  Efforts in Texas have resulted in movement toward legislative action and 
hopefully policy change. In 2009, staff members from the Hogg Foundation were 
appointed to Texas Integration of Health and Behavioral Health Workgroup created 
by House Bill 2,196 recommend best practices in policy, training, and service 
delivery to promote the integration of health and behavioral health services in Texas. 
Members were appointed by the Texas Health and Human Services’ executive 
commissioner and represent stakeholders such as consumers, family members, 
advocacy groups, providers, health care workers, and state agencies. The Hogg 
Foundation hosted meetings and provided administrative support to the workgroup. 
The workgroup published its report on Integration of Health and Behavioral Health 
Workgroup before the 82nd Legislature convened in 2011. 

  California.  Californians helped to remedy their fi nancial issues with mental health 
services when in November 2004 their state legislature passed Proposition 63 (now 
known as the Mental Health Services Act (CalMHSA)). This was the fi rst opportu-
nity in many years for the California Department of Mental Health (DMH) to increase 
funding, personnel, and other resources to support county mental health programs. 
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They established a state personal income tax surcharge of 1 % on an estimated 
25,000–30,000 taxpayers with annual taxable incomes of more than $1 million. 
This money has helped Californians to develop innovative programs in integration 
otherwise not affordable or reimbursable by the existing system. One example is 
the California Endowment’s Integrated Behavioral Health Project (IBHP), a 4-year, 
$3.35 million partnership with the Tides Center (an independent  501(c)(3)  non-
profi t grant making foundation). The project’s focus was to help reduce the stigma 
of seeing a behavioral health provider by integrating them into primary care set-
tings targeting low-income and minority health care consumers with limited access. 
The work of IBHP is now supported by a 3-year, $3 million grant from the 
CalMHSA. 

  North Carolina.  Several legislative advancements have helped highlight North 
Carolina as a progressive state for behavioral integration. Since the 1980s, the NC 
Division of Medical Assistance (DMA) has been developing policy to support the 
patient-centered medical home through multiple care initiatives (R. Dickens, per-
sonal communication, April 24, 2012). In 1991, the Centers for Medicare and 
Medicaid Services (CMS) approved a 1915(b) waiver allowing mandatory enroll-
ment of select Medicaid eligibility groups into “Primary Care Case Management.” 
This was accomplished through a program called Carolina Access (renamed 
Community Care of North Carolina [CCNC] during an expansion in 1998). Their 
goal was open access to primary care, preventive services, and disease management 
for the entire NC Medicaid population. However, early Medicaid policy did not 
address the signifi cant mental health treatment needed and provided at the primary 
care provider level. 

 According to Dickens (personal communication, April 24, 2012), in 2009, DMA 
updated the CCNC’s contracts to include additional capitation funding for initia-
tives aimed at treatment and management of behavioral health conditions at the PCP 
and network levels. Then in the early 2000s, DMA contracted with Local 
Management Entities (LMEs) to provide care management to high-cost, high-risk 
recipients with behavioral health needs and behavioral health referrals to any 
Medicaid enrollee. North Carolina began implementation of the 1915(b) Medicaid 
waiver with a pilot project in 2005 and in 2009, expanded the waiver statewide with 
the intent to establish additional LMEs as DMA vendors by 2013, providing over-
sight to the specialty behavioral health care system. In 2009, they also began reim-
bursing colocated mental health therapists for assessments, smoking cessation 
counseling, and substance abuse screening/SBIRT. In 2011, DMA submitted a State 
Plan Amendment to CMS to identify CCNC as the “Health Home” for Medicaid 
recipients with chronic conditions such as seriously and persistent mental illness. 

  Maine.  In Maine, the Maine Health Access Foundation convened an integrated 
care policy committee that includes the departments of Health and Human 
Services (including Medicaid, Adult Mental Health, and Substance Abuse) 
and Labor, the Maine Health Access Foundation, employers, payers, providers, and 
other health care stakeholders and policymakers (B. Boober, personal communi-
cation,  March 29, 2012). 
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 In Maine, a variety of strategies are used to pay for integrated services 
(B. Boober, personal communication, May 15, 2012). As is the case currently for 
most health care costs, fee for service is the most prominent. However, bundled per- 
member-per-month payments in incentive programs have also assisted with nonre-
imburseable costs, such as care/case management provided by bachelor-level 
personnel. Most of what is tracked is fee for service. It is tracked through the 
 all- claims database and through FQHC records for the uninsured. Successes of this 
group have included the following:

•    Opening of Health and Behavior Medicaid codes by Anthem, Maine’s largest 
private sector payer. This pilot is open to all primary care practices, and commit-
tee members have assisted with providing additional promotion and clarifi cation 
of the use of those codes. Anthem is analyzing the impact on patient outcomes 
and cost.  

•   The creation of an integrated care billing guide that rolled out statewide with 
training on its usage.  

•   Promotion of the inclusion of integrated care in other major health care and pay-
ment reform initiatives such as the Patient-Centered Medical Homes pilots, 
Health Homes, and DHHS Values-based Contracting.     

    National Foundations and Payers 

 Several national foundations and payers have stepped up to support innovations in 
health care service delivery. Foundations wanted a way to invest in their communi-
ties and payers wanted to save money; hence, they shared a common goal: promo-
tion of health. 

 Pilot projects born out of these investments have led the way for future funding 
in integration. Most of the projects were crafted around targeted populations (e.g., 
minority groups, children) with specifi c conditions (e.g., depression, substance 
abuse). Projects have also supported provision of care management services to some 
of the more costly and complex chronic illness conditions. 

  MacArthur Foundation.  The MacArthur Foundation “is one of the nation’s largest 
independent foundations. Through the support it provides, the MacArthur 
Foundation fosters the development of knowledge, nurtures individual creativity, 
strengthens institutions, helps improve public policy, and provides information to 
the public, primarily through support for public interest media” (MacArthur 
Foundation,  2012 ). They have funded trials and large dissemination pilots and proj-
ects like RESPECT-D (see   www.depression-primarycare.org    ). 

  Robert Wood Johnson Foundation.  Another pioneering Foundation committed to 
integration is Robert Wood Johnson (see   www.rwjf.org    ). Over the years, they have 
provided grants to health organizations to improve care for diseases such as diabe-
tes, congestive heart failure, and depression, as well as funded projects on integra-
tion. Their mission is “to improve the health and health care of all Americans” and 
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they have supported numerous pilot projects across the United States that improve 
standards of care in medicine. They are particularly focused on improving the health 
of vulnerable populations and support the adoption of better laws and policies that 
can transform America’s health with a “patients fi rst” focus. In 2010 alone, they 
funded $300 million in grants. 

  AETNA.  A for-profi t insurance company with a national scope, AETNA, has 
sought out ways to incentivize providers to initiate more mental health care screen-
ings in primary care settings. AETNA offers a program available only to physicians 
called, “Depression in Primary Care Program” (AETNA Inc.,  2012 ). While this is 
not a program that funds integration of personnel, they do provide online training 
and teach providers how to use the PHQ-9 and get reimbursed by AETNA for it. 
Even though this program is limited to physicians, it is a step toward recognizing 
that mental health issues infl uence and drive up costs, which can later compromise 
health outcomes. 

  HUMANA-LifeSynch . Another for-profi t insurer is doing something slightly 
different. LifeSynch, “a wholly owned Humana subsidiary, serves more than 10 
million members and offers extensive resources, including behavioral health care, 
employee assistance program (EAP)/work-life services, behavioral pharmacy ser-
vices, health coaches and Web-based wellness tools” (LifeSynch   , 2011). Integration 
occurs at the case manager level. They provide telephonic coaching and support 
(including facilitating conversations to deal with their emotional issues and to assure 
they are receiving the right kind of care) to Humana subscribers identifi ed by vari-
ous screening methods. Primary care physicians are notifi ed of what is occurring 
but are not involved actively. The company is studying return on investment longi-
tudinally, but its “2010 Quality Improvement End of Year Program Evaluation” 
report indicated it saw benefi ts just after one year. For example, they reported their 
members exceeded the national average in reported lower hospital readmissions, 
fewer customer complaints related to patient safety, a positive response to their 
wellness program (e.g., smoking cessation, weight loss), an increase in engagement 
between patients and case managers, and a general positive attitude about life.  

    Federal Agencies and Mechanisms 

 While funding for integration has been largely at the local, state, and not-for-profi t 
national foundation levels, there has been a gradual movement toward federal 
involvement in funding integrated care projects and programs. Examples of this 
growth and progress are provided below. (Note: Many of the projects and programs 
funded using federal mechanism have had to combine their funding with other 
sources to effectively implement and sustain integration.) 

  The Veterans Administration (VA).  The VA was the fi rst governmental entity to 
support integration with a $23 million dollar investment (A. Pomerantz, personal 
communication, April 2, 2012). In 2007, the VA funded 94 facilities (out of 134 
across the United States) to develop integrated care programs. These pilot programs 
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continued with funding of another $32 million during FY 2008. Program growth 
occurred at additional facilities through VISN (VISN = regional Veteran integrated 
service networks) and local initiatives. Since then, some minor funding has occurred 
but most other VA facilities developed programs without special funding. Since the 
end of the special funding, the programs have continued to grow and have now been 
incorporated into the VA Patient-Centered Medical Home model of primary care. 

  Department of Defense.  Likewise, in 2011 the Department of Defense (DoD) 
approved the spending of $251 million from FY2012–FY2016 to hire and train 429 
full-time patient-centered medical home (PCMH) behavioral health personnel (C. 
Hunter, personal communication, April 2, 2012). The funds for these individuals 
become part of the core personnel budget; cost adjusted for infl ation each year and 
will continue indefi nitely past FY 2016. (See Chap.   9     for more information on DoD 
funding for integration and its fi nancial sustainability model). 

  Health Resources and Services Administration (HRSA) . HRSA has issued a 
large number of grants for workforce development and expansion of integration 
efforts designed to improve and expand health care services for underserved people. 
They have partnered with other federal entities such as SAMSHA to help promote 
large-scale integration efforts. Together in 2009, HRSA and SAMSHA, formed the 
Primary and Behavioral Health Care Integration (PBHCI) program. It was designed 
to support communities in their coordination and integration of primary care ser-
vices into publicly funded, community-based behavioral health settings. The goal 
was to improve the physical health status of people with mental illnesses and addic-
tions. Since September 2009, SAMHSA has awarded more than $26.2 million in 
Primary and Behavioral Health Care Integration grants to 64 organizations nation-
wide (  http://www.integration.samhsa.gov/about-us/pbhci    ). SAMSHA and HRSA 
have also joined together to fund the Center for Integrated Health Solutions (CIHS). 
CIHS is run by the National Council for Community Behavioral Health care under 
a cooperative agreement from the US Department of Health and Human Services. It 
provides training and technical assistance to organizations that have received 
SAMHSA grants under its Primary and Behavioral Health Care Integration (PBHCI) 
program (see   http://www.integration.samhsa.gov/    ). 

  Agency for Healthcare Research and Quality (AHRQ).  AHRQ’s mission is to 
establish a broad base of scientifi c research to promote improvements in clinical and 
health system practices (  http://www.ahrq.gov/    ). While most programs fund imple-
mentation and design efforts, AHRQ invests in research, integration workforce 
competencies, and dissemination projects around payment reform and best practice 
for behavioral health integration. Examples of ARHQ-sponsored projects include: 
(a) Collaborative National Network Examining Comparative Effectiveness Trials 
(CoNNECT), whose aim is to use comparative effectiveness research to answer the 
myriad of questions that have been raised around mental health in primary care, (b) 
The Academy for Integrating Behavioral Health and Primary Care, designed to 
function as both a coordinating center and a national resource for people committed 
to delivering comprehensive, integrated health care (  http://integrationacademy.ahrq.
gov/    ), and (c) Technical Assistance for Effective Quality Improvement and 
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Evaluation in Behavioral Health-Primary Care Integration, with the purpose of 
developing materials and providing technical assistance that focuses on measures 
and measurement in QI and evaluation in mental health-primary care integration. 
These examples demonstrate AHRQ’s strong investment in integration at the 
national level, as well as the independent practice levels. 

  National Institutes of Mental Health (NIMH).  The NIMH has funded a few high 
profi le and multimillion dollar research effectiveness studies on behavioral inter-
ventions in primary care (e.g., IMPACT, DIAMOND, and STAR-D). In 2011, 
NIMH released a RO1 for proposals seeking Research Project Grant applications 
for “Behavioral Interventions to Address Multiple Chronic Health Conditions in 
Primary Care” with the goal being to modify health behaviors and improve health 
outcomes in patients with comorbid chronic diseases and health conditions. 

  Center for Medicare and Medicaid Services (CMS) . Momentum was growing 
rapidly at the Federal level in 2011 for funding integration: bigger projects, quicker 
turnaround times to demonstrate fi nancial and clinical outcomes, and more funding. 
In fact, in 2011 CMS announced their “The Health Care Innovation Challenge” (see 
  http://www.innovations.cms.gov/initiatives/Innovation-Challenge/index.html    ). 
Their intent was to award $1 billion to innovative projects across the country that 
test creative ways to deliver high-quality medical care and save money. Launched by 
the Department of Health and Human Services and funded by the Affordable Care 
Act, the Health Care Innovation Challenge’s intent was to give preference to proj-
ects that rapidly hire, train, and deploy health care workers. Grants, were expected 
to range from $1 million to $30 million over 3 years and were awarded to applicants 
with the most compelling new ideas to deliver better health, improved care, and 
lower costs to people enrolled in Medicare, Medicaid, and the Children’s Health 
Insurance Program, particularly those with the greatest health care needs and costs. 

  Patient-Centered Outcomes Research Institute (PCORI).  By law, PCORI, is an 
independent, nonprofi t organization that was established by Congress through the 
2010 Patient Protection and Affordable Care Act (PPACA). It was created to con-
duct research to provide information about the best available evidence to help 
patients and their health care providers make more informed decisions. PCORI 
spearheaded a Pilot Projects Grant Program in 2011 to assist with ongoing develop-
ment and enhancement of national research priorities for patient-centered outcomes 
research. Through its call for proposals, it intended to commit up to $13 million 
under this program during the fi rst year in support of approximately 40 awards 
(  http://www.pcori.org    ).  

    Summary 

 Does integrated behavioral health care meet the fi nancial challenge of Peek’s 
( 2008 ) “Three-World View of Healthcare”? Can it be objectively asserted that inte-
grated behavioral health care makes “reasonable use of resources”? If we defi ne 
this as having revenues from the services themselves covering the expenses of 
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providing the services, then the most accurate response to that question is “No.” 
Compared to other health care sectors, integrated behavioral health care services 
require an inordinate amount of faith from foundations to provide grant support and 
faith from health care systems to write-off expenses. Fortunately, we are still incu-
bating a variety of approaches to support best practices in integrated behavioral 
health care. It is not yet clear, however, which of these approaches may survive 
these embryonic stages. 

 Integrated behavioral health care has been more commonly implemented in 
safety net settings, but even in this cohort, the level of collaboration varies widely. 
In these settings, services are widely written off or sustained by grant funds. 
Integrated behavioral health care has made little penetration in the for-profi t settings 
that are the mainstream of American health care. The primary obstacle to increased 
adoption is the lack of a viable, sustainable funding source to pay for the services. 

 In order for collaborative care to make reasonable use of resources (and move into 
the mainstream of health care), a system-wide and sustainable source of revenue will 
need to be adopted. Currently, there are a myriad of pioneering pilot approaches being 
implemented, which may shape a more favorable environment for fi nancially sustain-
ing integrated behavioral health care. As described in this chapter, these opportunities 
include growth in the PCMH and ACO models and innovations in Medicaid and 
Medicare that might spread throughout the system. If you are living in a state where 
you want to promote integration of behavioral health into primary care, your resources 
and opportunities for funding it are much better now than even 5 years ago. 

 In Chap.   2     of this book, Peek describes a developmental process by which  health 
care services evolve from pilots to projects to mainstream services. From a fi nancial 
perspective many integrated behavioral health care initiatives are still pilots, some 
are sustained programs, but few are mainstream service lines. Starting local primary 
care and mental health organizations and seeking foundational support has been the 
quintessential mechanism for getting started. Projects with momentum and strong 
collaborative partners can go after the bigger pots (e.g., PCORI, CMS, NIMH). 
Regardless, better data collection to make the argument for integration with payers 
is necessary. While the federal government does manage the Medicaid and Medicare 
purse strings, the payers of individual health plans are the ones who need the hard 
sell. Noting the few for-profi t insurers referenced in this chapter, they too are starting 
to take notice that this nation has taken an unhealthy turn and integration is produc-
ing clinical, operational, and fi nancial outcomes that indicate a way out.     
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    Abstract     The Department of    Defense (DoD) is integrating 470 full-time behavioral 
health personnel in every military treatment facility patient-centered medical home 
with 1,500 or more enrollees. This chapter provides an overview of the DoD mili-
tary health system’s integrated behavioral health efforts. Areas including staffi ng 
and service delivery model, population served, fi nance, policy, and program evalu-
ation are discussed. DoD efforts have broad applicability to other systems and can 
serve as a guide to developing and implementing integrated behavioral health care    
services in primary care.  

       Introduction 

 Integrating behavioral health services into primary care is not a new concept. Since 
the 1990s, both nonfederal (e.g., Katon et al.,  1996 ) and federal health systems have 
been integrating behavioral health personnel into primary care. Over the last 15 
years, the United States Air Force, Army, and Navy have developed, implemented, 
and evaluated different integrated behavioral health care service models (Hunter, 
Goodie, & Dobmeyer,  2012 ). These experiences have informed the recent develop-
ment and implementation of a coherent set of Department of Defense (DoD) service 
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delivery practices and standards that apply uniformly to all three military medical 
Services. This chapter details these efforts that, although specifi c to the military 
health care system, also have broad applicability and can serve as a guide to other 
health care systems as they develop and implement integrated behavioral health 
care services in primary care. 

 Sometimes there is confusion about the differences and similarities between the 
DoD and Veterans Health Administration (VHA) health care services and benefi ts 
and there may be benefi t in delineating the differences before describing integrated 
behavioral health care in the DoD. The DoD and the VHA are two separate health 
care systems, with separate funding streams, policy, leadership, and populations 
served. The DoD provides health care for active duty Service    members, retired 
active duty Service members (e.g., served 20 years and are getting retirement pay), 
and their families. The VHA provides services for individuals who are retired active 
duty service members, those who have served but not long enough to earn a retire-
ment (e.g., completed initial 4-year commitment and decide not to reenlist), and the 
family members of disabled or deceased veterans. A more detailed description of 
the differences can be found at:   http://www.kaiseredu.org/Issue-Modules/Military- 
and-Veterans-Health-Care/Background-Brief.aspx    .  

    Department of Defense Military Health System 

 Over 9.7 million active duty and retired Service members and their families are 
eligible for DoD Military Health System (MHS) services. These services are deliv-
ered through military treatment facilities (MTFs) and through local regionally man-
aged civilian networks. Of these eligible benefi ciaries, 3.3 million are enrolled to 
receive primary health care services in MTF primary care clinics. This chapter 
focuses on the model of care delivered through MTFs. Contrary to the commonly 
held idea that MTFs primarily take care of young active duty Service members, a 
relatively even number of male and female enrollees ranging in age from birth to 
over 65 years of age receive services in these clinics. 

 The MHS is focused on creating integrated medical teams that provide optimal 
health care services. Improving population health, experience of care, cost manage-
ment, and mission readiness (the Quadruple Aim Table  9.1 ) are prime areas of focus 
in pursuit of cutting-edge health care. The implementation of the patient-centered 
medical home (PCMH) in all MTFs is the primary model being used to achieve 
Quadruple Aim goals (TRICARE Management Activity,  2011 ).

   Integrating behavioral health personnel as full-time PCMH team members has 
been an important focus of the PCMH implementation. From 2012 to 2016, the 
MHS plans to integrate 470 behavioral health personnel to work as full-time team 
members in PCMHs. Integrating behavioral health personnel is expected to result 
in: (1) better identifi cation and management of those at risk for suicide, (2) decreased 
use of emergency services for behavioral health concerns, (3) improved PCMH 
staff and patient satisfaction with health care, (4) increase in the percentage of 
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family members receiving behavioral health services in the MTF that were 
 previously provided in the civilian network of care, (5) lower per-year health care 
cost per member, (6) improved evidence-based care for anxiety and depression, (7) 
increased percent of enrollees engaged in healthy behaviors (e.g., quit smoking, 
weight management), and (8) increased behavioral health-screening (e.g., major 
depressive disorder, post-traumatic stress disorder, suicide risk), referral, and 
engagement.  

    HOW: PCMH Team Composition 

 DoD PCMH team composition varies among Army, Navy, and Air Force, but generally 
a PCMH team consists of 3–5 primary care providers (PCPs) supported by approxi-
mately four full-time equivalent (FTE) support staff per PCP. Support staff per PCP 
includes .65 registered nurse, 2.3 medical/nurse assistants, .65 administrative/clerk 
support, .25 health educator/disease manager, and .15 clinic manager. Integrated 
behavioral health care staffi ng is based on the number of enrollees to a PCMH team. 

 PCMH teams with between 1,500 and 7,499 enrollees are required to have a 
minimum of one full-time behavioral health provider. The range came from a work-
ing group that included members from the Army, Navy, Air Force, and Public 
Health Service; from a range of professional backgrounds (e.g., family physicians, 
psychologists, psychiatrists, and social workers), and solicited expert input from 
nine different organizations/projects (Department of Veterans Affairs, Cherokee 
Health, HealthPoint Community Health Centers, Integrated Behavioral Health 
Project, Mountain Area Health Education Center, Maine Health, DIAMOND 
Project, Hogg Foundation, and Intermountain Health Care). We decided a good 
upper limit was 7,499 based on military and others experiences. Most of the pri-
mary care clinics that are small have about 3,000–3,600 enrollees (Hunter & 
Goodie,  2010 ).  

   Table 9.1    Quadruple aim   

 1.  Readiness  Ensuring that the total military force is medically ready to deploy 
and that the medical force is ready to deliver health care 
anytime anywhere in support of the full range of military 
operations, including humanitarian missions 

 2.  Population health  Reducing the generators of ill health by encouraging healthy 
behaviors and decreasing the likelihood of illness through 
focused prevention and the development of increased resilience 

 3.  Experience of care  Providing a care experience that is patient and family centered, 
compassionate, convenient, equitable, safe, and always of the 
highest quality 

 4.  Responsibly managing 
the total health care 
cost 

 Creating value by focusing on quality, eliminating waste, and 
reducing unwarranted variation; considering the total cost of 
care over time, not just the cost of an individual health care 
activity 
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    Systematic Clinical Approaches: Integrated Care Service Delivery 

    Primary Care Behavioral Health Model 

 In the DOD, the behavioral health provider working in the PCMH provides services 
using a Primary Care Behavioral Health model of service delivery. This is a 
population- health-based model of care where the medical team and behavioral 
health provider share information regarding patients using a shared electronic health 
record (EHR), treatment plan, and standard of care (Hunter & Goodie,  2010 ). The 
behavioral health provider is embedded (works in the primary care clinic as a full-
time team member) with the PCMH team and serves as a consultant to the PCP in 
the assessment, intervention, and health care management of the full spectrum of 
concerns patients bring to the clinic. In addition to common mental health concerns, 
the behavioral health provider engages with the patient and PCP on problems usu-
ally addressed by clinical health psychologists and behavioral medicine specialists 
(e.g., chronic pain, headache, health risk behavior, medical non-adherence, sleep 
disturbance, smoking cessation, weight management). Consistent with a consulta-
tion model, the behavioral health provider operates within a scope of practice and a 
standard of care that is consistent with PCMH primary care and differs from the 
scope of practice and standard of care for a specialty outpatient mental health clinic 
(e.g., no separate mental health record, no signed informed consent about the limits 
of confi dentiality). The behavioral health provider typically sees patients in appoint-
ments that are 30 min or less, documents patient appointments in the shared medical 
record, and typically provides feedback the same day to the PCP regarding the 
assessment, intervention started, and recommendations regarding how the PCP 
might manage, support, or monitor a “behavioral health provider”-initiated plan. 
This feedback typically takes place through verbal discussion, secure email, alerting 
the PCP to review EHR note, or some combination based on PCP preference. 
Behavioral health providers deliver care in the primary care clinic where patients 
are seen by PCPs. The goal is    to have a team-based approach to care where PCPs 
and patients are given direct access to behavioral health provider services/consulta-
tion when a need is identifi ed.  

    HOW: Blended Model 

 Clinics that have multiple PCMH teams with 7,500 or more enrollees will have a 
minimum of one full-time behavioral health provider and one full-time care facili-
tator who assists with depression and anxiety treatment monitoring and functions 
as a clinical care manager. The behavioral health provider and care facilitator work 
in a Blended Model of care (Zeiss & Karlin,  2008 ) which combines the Primary 
Care Behavioral Health Model with a Care Management model of service delivery. 
A Care Management model is a population-based model of care focused on a 
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specifi c clinical problem (e.g., major depressive disorder, post-traumatic stress 
disorder, diabetes). The Care Management model incorporates the use of specifi c 
clinical practices (e.g., set screening and assessment measures used as specifi c 
intervals of treatment) that systematically and comprehensively address how 
behavioral health problems are managed in the primary care setting. Typically the 
care facilitator and behavioral health provider have some form of systematic inter-
face (e.g., weekly case review and treatment change recommendations) with a 
behavioral health specialist with prescriptive privileges (e.g., psychiatrist, psychi-
atric nurse practitioner, prescribing psychologist, or another provider credentialed 
for independent practice who can prescribe medication and has specialty training 
in the use of psychotropics). In a Blended Model, the PCP, behavioral health pro-
vider, and care facilitator share information regarding patients using a shared medi-
cal record, treatment plan, and standard of care. In over 90 Army clinics, a care 
management model for depression and PTSD has been implemented, and there are 
weekly meetings with a care facilitator and psychotropic prescriber to discuss new 
patients and patients not responding to treatment. The goal is for the behavioral 
health provider to join these weekly team meetings in the Blended Model of ser-
vice delivery. 

 The minimum staffi ng requirements for the Blended Model of service delivery 
are based on DoD and civilian staffi ng experiences (Hunter & Goodie,  2010 ) that 
suggest this is the minimum number of behavioral health providers and care 
facilitators needed to meet the generic needs of a given number of enrollees. The 
age and health status of enrollees vary across MTFs. As such, some larger clinics 
may have greater chronic health condition and/or behavioral health problem 
prevalence and might benefi t from additional behavioral health provider and care 
facilitator staffi ng. However, since this system rollout is new, the determination 
on the benefi t of mandating additional behavioral health provider or care facilita-
tor personnel for larger clinics could not be determined yet. Staffi ng require-
ments were set to minimize excessive personnel cost as a result of overstaffi ng. It 
should be noted that the minimum staffi ng requirements are not iterative. For 
example, in a clinic with 15,000 enrollees, the minimum staffi ng is still one 
behavioral health provider and one care facilitator, not two behavioral health 
providers and two care facilitators. A clinic can integrate staffi ng into larger clin-
ics if the need exists.   

    Identifi ed Patient Population: Who Gets Care? 

 Anyone who is at least 18 years old who is enrolled with a provider in a PCMH 
can receive integrated behavioral health care. Anytime a PCP desires, he or she 
can bring in a behavioral health provider (or care facilitator in larger clinics for a 
circumscribed set of actions) to assist with behavioral health screening, assess-
ment, intervention, or recommendations regarding the need for specialty behav-
ioral health services. A patient can request to see the behavioral health provider 
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without going through the PCP fi rst, but this is rare. There is effort on the part of 
the PCP and the behavioral health provider to engage the patient in shared 
patient-centered decision making, but there is no set system or protocol on how 
this process takes place. This is primarily an individual-PCP-driven process 
based on clinical judgment rather than a structured systems-based protocol for 
everything except depression and post-traumatic stress disorder, where screen-
ing, training, and protocol for intervention and referral exist. This clinical proto-
col is in place for the Army and is expected to be in place for the Air Force and 
Navy over the next 2–3 years. Preferences and care options related to bringing in 
the behavioral health provider to assist with care are discussed with the patient. 
The goal is to assist the patient in making informed decisions about their health 
care. 

 Patient care in the PCMH for “nontargeted,” clinician-identifi ed patients may 
focus on a range of concerns—behavioral and mental health conditions (e.g., major 
depressive disorder), psychophysiological symptoms (e.g., headache, insomnia), 
medical conditions (e.g., diabetes), and complex cases regardless of disease. There 
is no behavioral health condition that is being systemically targeted in all PCMHs 
at this time. However, there are individual clinics within each Service that are spe-
cifi cally screening, assessing, and initiating integrated behavioral health care ser-
vices interventions for individuals who have specifi c problems like diabetes, obesity, 
or tobacco dependence. Future plans for all three Services to include universal 
screening for Major Depressive Disorder with a Patient Health Questionnaire-2 
(every patient at every appointment) and anxiety disorder screening, likely with the 
two-item Generalized Anxiety Disorder Scale are being reviewed, but a fi nal deci-
sion on the screening instruments has not been reached. Currently, there is no sys-
tematic data collection using these measures.  

    Program Maturity 

 Integrated behavioral health care in the DoD is a standard mainstream service. 
However, this did not happen quickly or easily. Since 2000, the United States Air 
Force, Navy, and Army have independently implemented Primary Care Behavioral 
Health or Care Management Models of service delivery (Hunter et al.,  2012 ). In 
2008, the DoD launched a concerted effort to develop clinical, administrative, and 
operational standards for integrated care across the MHS. After a 22-month pro-
cess that involved primary care providers, psychologists, psychiatrists, and social 
workers, the group fi nalized a set of evidence-informed (e.g., Bower, Gilbody, 
Richards, Fletcher, & Sutton,  2006 ; Butler et al.,  2008 ; Cigrang, Dobmeyer, 
Becknell, Roa-Navarrete, & Yerian,  2006 ; Craven & Bland,  2006 ; Engel et al., 
 2008 ; Unutzer et al.,  2002 ) approaches to integrated care. These approaches served 
as the foundation for fi ve recommendations that are guiding the integration of 
behavioral health providers and care facilitators into primary care (see Table  9.2 ).
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   Table 9.2    Recommendations for integrating behavioral health personnel into primary care   

 1.  Minimum behavioral health staffi ng ratios based on number of primary care enrollees 
 7,500+ enrollees  1 full-time PCBH provider  and  1 care facilitator 
 1,500–7,499 

enrollees 
 1 full-time PCBH provider,  or  1 full time care facilitator,  or  1 full time 

BHP providing PCBH and care facilitator services 

 2.  The primary care clinic owns the PCBH personnel positions. These individuals will not 
engage in outpatient specialty behavioral health care 

 3.  PCBH personnel will incorporate the following for the detection, assessment, and treatment 
of Major Depressive Disorder and Anxiety Disorders 

 a.   Evidence-based screening 
 b.   Evidence-based treatment guidelines 
 c.   Systematic follow-up assessment and focus on continuity of care 
 d.   Patient education and use of patient self-management strategies 
 e.   Supervision for care facilitators by a behavioral health specialist 
 f.   Consultation with psychiatry on psychotropic medication 

 4.  Standards for integrated behavioral health programs shall include, but are not limited to: 
 a.   Administrative, procedural and operational standards for behavioral health providers, care 

facilitators, and psychiatric medication consultation and recommendations 
 b.   Core competencies, skills, and standards for those who serve as expert trainers of 

behavioral health providers and care facilitators 
 c.   Core competencies, skills, and standards that behavioral health providers and care facilitators 

must meet to be credentialed for integrated behavioral health care practice 
 d.   Minimum Service-wide standards that adapt current evidence-based DoD/VA clinical 

practice guidelines 
 e.   Service and clinic assessment of fi delity of Service integrated behavioral health care 

standards and symptom and functional outcomes of patient care 
 f.   Service and clinic assessment of fi delity of Service integrated behavioral health care 

standards and symptom and functional outcomes of patient care 

 5.  Service-level oversight of integrated behavioral health care PCBH model and CMM 
programs. Oversight responsibilities shall include, but are not limited to: 

 a.   Advising senior Service staff on a range of programs and services required to fully 
implement and sustain integrated behavioral health care 

 b.   Assisting with planning strategies to support implementation and administration of 
Service-wide programs; establishing and altering Service-level goals and measures as 
appropriate 

 c.   Assisting with ongoing Service-level program evaluation plans for components and 
models of integrated-collaborative behavioral health services in primary care 

 d.   Guide Service-level evaluations through resources such as reports, site visits, process 
reviews, studies, and surveys 

 e.   Participating in Tri-Service efforts to create and maintain Service-level data bases, 
reporting procedures, and data displays that permit the integration of Service databases, 
and create common implementing practices that permit cross-service comparisons of 
programs 

 f.   Establish feedback mechanisms to ensure ongoing information is received from all 
relevant stakeholders 

(continued)
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       SUPPORTED BY: Practice Design 

 It was clear from past efforts at the individual Service level that if the MHS was 
going to have fi delity to a service delivery model, each Service needed a program 
manager and a clinical, administrative, and operational practice standards manual 
that set the standards for behavioral health provider and care facilitator work. Setting 
these benchmarks improves the chances of fi delity to the service delivery model, 
and provides a mechanism to objectively evaluate that clinic services are being 
delivered consistently. Each of the Services is working on creating a blended model 
practice standards manual based on    the Air Force Behavioral Health Optimization 
Manual (BHOP) for behavioral health providers (United States Air Force,  2011 ) 
and the Army’s RESPECT-Mil Manual for care facilitators (Uniformed Services 
University,  2008 ). These comprehensive documents serve as the reference guide on 
how services are delivered. 

 In addition to the practice manuals, behavioral health providers and care facili-
tators are trained by experts prior to seeing patients. Expert trainers must meet a set 
of standards before their Service can designate them as such (see Department of 
Defense,  2012  for standards). Development of a common training procedure across 
all three Services is in the fi nal stages of development and will include didactic 
training on clinical and administrative standards and core competencies. This is 
augmented by another level of training that includes observation of video and/or 
role-play demonstration of standards and competencies by the expert trainer and 
expert trainer role-play observation and feedback with the behavioral health pro-
vider and care facilitator. Once the    behavioral health provider or care facilitator 
begins work in a clinic, the expert trainer observes their services in the clinic and 
provides feedback and training to ensure minimum core competencies can be dem-
onstrated in a real-world setting (see Appendix A from the Air Force BHOP man-
ual for an example of behavioral health provider core competencies). The Air 
Force has been using benchmarked competencies in training for behavioral health 
providers since 2000. To date, over 250 individuals have been trained to meet these 
competencies. Although this type of training requires an expert trainer to spend 
time in the clinic modeling appropriate competencies and observing and giving 
feedback on observed behaviors to meet competencies, it ensures that a minimum 

Table 9.2 (continued)

 g.   Making recommendations on implementation, alteration, or discontinuation of compo-
nents and models of integrated-collaborative behavioral health services in primary care 

 h.   Developing Services-level quality assessment to assess fi delity to administrative, 
operational, and clinical component standards of integrated behavioral health care 

 i.   Providing Service representation to an ongoing DoD IBHC committee, headed by Health 
Affairs, which will coordinate, facilitate, and assess IBHC efforts at the DoD level and 
among each Service 

   BHP  behavioral health provider,  CMM  Care Management Model,  DoD  Department of Defense, 
 IBHC  integrated-behavioral health care,  MHIWG  Mental Health Integration Working Group, 
 PCBH  primary care behavioral health,  VA  veterans affairs  
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competency standard for the important components of the Primary Care Behavioral 
Health Model of service delivery model are being met.  

    Offi ce Management and Financial Sustainability 

 Unlike civilian health care systems, funding for behavioral health provider and care 
facilitator services are part of the overall budget for all PCMH staffi ng and is not a 
fee for service model. This funding was secured based on the evidence suggesting 
that integrating behavioral health providers and care facilitators into primary care 
would produce a return on investment on the variables outlined in Table  9.3 . 
Behavioral health provider and care facilitator service delivery gets coded with a 
current procedural technology (CPT) or an evaluation and management (E&M) 
health and behavior codes as a way to track the value of services delivered, but “bill-
ing” for those services does not occur. This frees the behavioral health providers and 
care facilitators from the fi nancial, administrative, and bureaucratic entanglements 
that limit service delivery in other health systems.

      Practice-Based Quality Improvement and Program Evaluation 

 Currently, there are no quality improvement reports that have been generated to 
document or evaluate the impact of a behavioral health provider and a care facilita-
tor on quality care indicators. However, there is a strong commitment to building a 
system to collect and use practice data to evaluate the impact of behavioral health 
provider and care facilitator services. A plan to examine outcome and process met-
rics is well underway (see Table  9.4  for metrics being considered). The current 
infrastructure of the MHS EHR does not allow for centralized collection of most of 
the process and outcome metrics under consideration. Work has begun on develop-
ing behavioral health provider and care facilitator note templates for the EHR that 
will include standardized data fi elds and screening and assessment measures for all 
initial and follow-up appointments. Common data fi elds and documentation will 

   Table 9.3    Expected impact of behavioral health integration in the PCMH   

 1.  Better identifi cation and management of those at risk for suicide 
 2.  Decreased use of emergency services for behavioral health concerns 
 3.  Improved PCMH staff and patient satisfaction with health care 
 4.  Recapture family member behavioral health services from purchased network care 
 5.  Lower per-member per-year health care cost 
 6.  Improved evidence-based care for anxiety and depression 
 7.  Increased percent of enrollees engaged in healthy behaviors (e.g., quit smoking) 
 8.  Increased behavioral health screening, referral, and engagement 

   PCMH  Patient-Centered Medical Home  
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   Table 9.4    Evaluating the impact of integrating behavioral health personnel into the PCMH   

 Quadruple aim  Potential performance measures 

  Improved Readiness 
To Deploy  

  Anxiety  
 1. % Enrollees screened for an anxiety disorder (e.g., GAD-7) 
 2. % Screening positive for an anxiety disorder 
 3. % Diagnosed with an anxiety disorder 
 4. % Positive managed in PCMH only 
 5. % With symptoms and functioning improvement pre/post (use of a 

general measure [e.g., Duke Health Profi le, Behavioral Health 
Measure-20] and/or specifi c anxiety measure) 

 6. % Attending initial behavioral health in PCMH appointment by 
benefi ciary category 

 7. % Referred to specialty outpatient behavioral health 
 8. % Attending initial specialty outpatient behavioral health appointment 

  Depression  
 1. % Enrollees screened for major depressive disorder and suicidality 

(Patient Health Questionnaire-2 and suicide question # 9 from Patient 
Health Questionnaire-9) 

 2. % Screening positive for a Major Depressive Disorder 
 3. % Diagnosed with Major Depressive Disorder 
 4. % Positive managed in PCMH only 
 5. % With symptoms and functioning improvement pre/post (general 

measure [e.g., Duke Health Profi le, Behavioral Health Measure-20] 
and/or specifi c depression measure (e.g., Patient Health 
Questionnaire-9) 

 6. % Attending initial behavioral health in PCMH appointment by 
benefi ciary category 

 7. % Referred to specialty outpatient behavioral health 
 8. % Attending initial specialty outpatient behavioral health appointment 

  Population Health 
Impact  

  Obesity (overlaps with readiness)  
 1. % Enrollees with BMI ≥ 30 
 2. % Enrollees screened for obesity (BMI ≥ 30) 
 3. % Screening positive for obesity 
 4. % Working with PCMH behavioral health for intensive behavioral 

weight counseling and BMI change from 12 months post treatment 
initiation 

 5. Average BMI change for all enrollees with a BMI over 30 

  Tobacco Use (overlaps with readiness)  
 1. % Enrollees who smoke 
 2. % Enrollees screened for tobacco use 
 3. % Screening positive for tobacco use 
 4. % Diagnosed with tobacco dependence (TD) 
 5. % Diagnosed with TD Working with PCP and behavioral health in 

PCMH based cessation program 
 6. % Treated remaining tobacco free 12 months post quit date 
 7. % Diagnosed with TD getting cessation services out of PCMH 

(continued)
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Table 9.4 (continued)

 Quadruple aim  Potential performance measures 

    Alcohol Use (overlaps with readiness)  
 1. % Enrollees screened for alcohol use 
 2. % Screening positive for alcohol problems (AUDIT-C) 
 3. % Diagnosed with alcohol abuse or engaged in risky drinking 
 4. % Working with PCP and behavioral health in PCMH-based treatment 
 5. % Referred to specialty outpatient alcohol treatment 

  Chronic Pain (overlaps with readiness)  
 1. % Enrollees with chronic pain condition 
 2. % Enrollees referred to PCMH behavioral health for screening/

assessment as part of standard of care for all chronic pain patients 
 3. % With signifi cant anxiety/depression or functional impairments that 

might benefi t from cognitive/behavioral pain management skills 
training 

 4. % Working with PCP and behavioral health in PCMH-based pain 
management program 

 5. % After treatment with clinically and statistically signifi cant changes 
in depression/anxiety symptoms, functioning and quality of life 

 6. % With appropriate medication use 
 7. % That receive an invasive procedure 

  Diabetes  
 1. % Enrollees with HbA1C < 7 
 2. % Enrollees with HbA1C > 7 referred to PCMH behavioral health for 

screening/assessment to improve diabetes management 
 3. % That work with PCMH behavioral health for weight loss, increased 

physical activity, improved monitoring, and management of mood 
 4. % After treatment with signifi cant decrease in HbA1C, blood pressure, 

lipids, weight loss 
  Experience of Care   1. Same day access to PCMH behavioral health appointment 

 2. Time to same day available    new and 3rd return open appointment for 
PCMH behavioral health 

 3. % Who desire same day PCMH behavioral health who receive it 
 4. Patient satisfaction with getting timely behavioral health care 
 5. % of family members seen by PCMH behavioral health (potentially 

recaptured network care) 
 6. Primary care staff satisfaction with behavioral health services 

  Health care Costs   1. Annual percent increase in per capita costs 
 2. Emergency room visits per 100 enrollees per year for anything 
 3. Emergency room visits per 100 enrollees per year for behavioral 

health presentation 

   BMI  body mass index,  HbA1C  hemoglobin A1C,  PCP  primary care provider,  PCMH  Patient 
Centered Medical Home  

facilitate centralized data collection as the EHR data pull capabilities evolve. 
Standardized data fi elds will also make data collection easier as evaluation in the 
near future will likely be done through discreet program evaluation studies with 
select clinics through record review data pulls.
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        Recommendations and Conclusions 

 Developing and initiating an integrated behavioral health care service is an evolution-
ary process. A great deal of work has been and is still left to be done in the DoD with 
hiring and training personnel and developing standardized data collection and evalua-
tion. There are several recommendations based on our experience that systems may 
consider when developing and launching integrated behavioral health care.

    1.    Solidify an evidence-based rationale for integrated behavioral health care that 
takes into account the fi nancial and operational barriers that need to be addressed.   

   2.    Identify a primary care and/or behavioral health lead who can champion pro-
gram development and speak the language of management, personnel, and 
fi nance. A strong advocate can facilitate coordinated movement of the clinical, 
fi nancial, and operational worlds in a way that can improve the chances of suc-
cessful program launch and sustainment.   

   3.    When developing a service delivery model, include relevant health care profes-
sionals (e.g., PCPs, psychiatrists, psychologists, and social workers) and key 
management, personnel, and fi nance individuals. Having all the “players in the 
game” from the start ensures the agreed-upon plan can be funded, can be sup-
ported by leadership, and can improve acceptance of a new service delivery 
paradigm throughout the system.   

   4.    Defi ne the unique concepts and terminology used (e.g., integrated behavioral 
health care, PCBH Model, Care Management Model). Unique concepts and 
language mean different things between and within professions and, if not clari-
fi ed, can slow down or derail program development and implementation. For 
instance, referring to specifi c service delivery models (e.g., Primary Care 
Behavioral Health model) instead of a generic term like “integrated care” can 
facilitate agreement on supporting scientifi c evidence for a given model and the 
components needed for success. The proposed lexicon in this book can be used 
as a foundation to facilitate the use of a common set of defi ned terms when devel-
oping, initiating, and evaluating models of service delivery.   

   5.    Develop a manual with descriptions of clinical, administrative, and operational 
standards that are observable and can be enforced. Create a strategy to train this 
new workforce to benchmarked standards in the manuals to enhance fi delity of 
service delivery.   

   6.    Determine the metrics that will demonstrate the desired impact of integrated 
behavioral health care services. Incorporate the metrics when possible into stan-
dard clinical practice in the medical record and determine a method for extract-
ing and evaluating the data in a manner that is scientifi cally robust.          
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    Abstract     Health care teams are increasingly utilized to provide care to patients as 
medicine has become more complex. Over the past decades providers have subspe-
cialized to a greater degree and communication gaps have grown between providers 
of the same patient. Major health organizations now endorse the use of health care 
teams, and health profession education is recognizing the importance of educating 
its learners about how to function effectively in a health care team. The characteristics 
of successful health care teams are diffi cult to defi ne but there are key elements 
associated with successful health care teams. This chapter highlights four health care 
teams to connect the need for quality team-based care and the practice of how to 
maintain functional partnerships within the team and between provider and patient.  
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        Health Care Teams 

      The typical Medicare patient in one year sees seven different doctors, including fi ve different 
specialists, working in four different practices. For vulnerable patients with multiple chronic 
conditions, care is even more fragmented and involves more doctors. Forty percent of the 
patients in our study had seven or more chronic conditions and they saw on average 11 doc-
tors in seven practices; the upper quartile of this group saw 16 or more different doctors in 
nine or more different practices. (Bach,  2007 , p. A17) 

       Background 

 Health care teams are increasingly utilized to provide care to patients as medi-
cine has become more complex, providers have subspecialized to a greater 
degree, and communication gaps have grown between providers of the same 
patient. It is now more and more diffi cult for an individual provider to success-
fully care for his or her patients alone. Team-based care is one vehicle for provid-
ing safer, more effective, effi cient, personalized, timely, and equitable care, as 
endorsed by the Institute of Medicine (IOM,  2001) . A health care team is defi ned 
as two or more individuals involved in a patient’s care; the team members each 
have specifi c responsibilities, and the members work together to contribute to the 
care of the patient (Bosch et al.,  2009 ). 

 Health care teams can be categorized based on setting, such as primary care or 
acute care; disease state such as diabetes or stroke care; or a specifi c patient popula-
tion such as geriatric or pediatric care (Bosch et al.,  2009 ). Health care teams can be 
comprised of a combination of physicians, mid-level providers (nurse practitioners 
and/or physician assistants), pharmacists, nurses, medical assistants, phone or cleri-
cal staff, case managers, and social workers. Other providers, such as care manag-
ers; psychologists; nutritionists; health educators; physical, occupational, or speech 
therapists; and nutritionists, may also be members of the team depending on patient 
needs and setting. The objectives of the team can range from health promotion and 
improving the health of a population to direct patient care for acute or chronic 
disease management. 

 Major health organizations now endorse the use of health care teams, while 
health profession education is recognizing the importance of educating its learners 
about how to function effectively in a health care team. Health care teams can 
enable increased coordination of care, improved communication among providers, 
and pooling of expertise to make rational patient-centered decisions. Teams can 
ensure the completion of key components of care that a physician may not have the 
training or time to do (Wagner,  2000 ). 

 It is challenging to measure the effectiveness of health care teams because the 
many permutations of teams vary in their characteristics and dynamics. Team health 
can be measured by member satisfaction and member turnover. Markers of 
functional teams include a clear guiding vision and clear role defi nition for its 
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individual members. Communication patterns and respect among team members 
are important features to examine when evaluating teams. Improvements in patient 
outcomes and patient satisfaction are also indicators that health care teams are 
being utilized effectively.  

    Leadership and Organizational Issues 

 Leading health care and health profession education organizations have endorsed 
the use of patient care teams. The Institute of Medicine points to the use of high- 
performing patient-centered teams as a means to achieve safer and more effective 
patient outcomes (IOM,  2001 ). The Association of American Medical Colleges 
(AAMC) predicts a physician workforce shortage of 63,000 physicians by 2015, an 
estimate that has been increasing as health reform expands coverage to many unin-
sured and as more of our aging population becomes eligible for Medicare (AAMC 
Center for Workforce Studies,  2010    ). This expected physician shortage necessitates 
novel solutions to providing patient care, and AAMC has responded by endorsing 
the role of health care teams. Physicians will need to increasingly rely on team 
members to effectively care for their patient populations. 

 The Patient-Centered Medical Home (PCMH) movement in the primary care 
arena, which originated with the American Academy of Pediatrics (AAP) in 1967, 
and which has since been endorsed by the World Health Organization, the 
Academy of Family Physicians, the American Osteopathic Association, the 
American College of Physicians, highlights the importance of health care teams 
(American    Academy of Family Physicians, American Academy of Pediatrics, & 
American College of Physicians, American Osteopathic Association,  2007 ). One 
of the seven key elements of the PCMH model is a physician-led team of individu-
als who collectively care for the patients (Robert Graham Center: Center for 
Policy Studies in Family Medicine and Primary Care,  2007 ). In 2004, an expert 
task force in family medicine supported a “new model” of practice that utilizes a 
multidisciplinary team approach to care for the population served by the practice 
(Green et al.,  2004 ). During the same year, a similar task force from the Society 
of General Internal Medicine supported general internists as leaders of health 
teams, with the physician leader having responsibility for the care provided by the 
team (Larson et al.,  2004 ). 

 Patient care teams have been endorsed by leading health service organizations; 
however, implementing the educational framework to teach health professionals 
how to function in teams has lagged behind the reality of practice. Teamwork skills 
have historically been learned “on the job” (Leggat,  2007 ). Recently, leading 
health education organizations joined together to form the Interprofessional 
Education Collaborative (IPEC) and in May of 2011 published an expert panel 
report describing the core competencies for interprofessional collaborative prac-
tice. IPEC sponsors included leading organizations in nursing, medicine, dentistry, 
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pharmacy, and public health, but notably, behavioral and mental health specialties 
were not represented. The IPEC report highlighted the importance of having a 
health care workforce that is ready to practice effective teamwork and team-based 
care, and charges the individual disciplines to “move beyond these profession-
specifi c educational efforts to engage students of different professions in interac-
tive learning with each other” (Interprofessional Education Collaborative Expert 
Panel report   ,  2011 ). 

 These recommendations have lead to the development and revision of many 
health care teams around the country. One way to examine the factors involved 
in the health care teams is to observe teams currently in practice. Four health 
care teams will be highlighted in this chapter as a way to connect the need for 
health care teams with the practice of how to create functional partnerships. 
These featured health care teams are: The IMPACT (Improving Mood-Promoting 
Access to Collaborative Treatment   ) depression care program at a University of 
Washington (UW)-affi liated safety net primary care clinic, Crozer-Keystone 
Center for Family Health, Concord Hospital Family Health Center team, and 
University of California San Diego Family Medicine Residency team. These 
health care teams work toward two missions—meeting the needs of their patients 
and educating medical residents and behavioral health trainees. Patient care 
teams can serve as educational channels in training programs, and can role 
model team functioning for use in future practice. Health care teams also serve 
as a practical vehicle for patient care in training settings, where transitions of 
providers occur more frequently.  

    Factors and Qualities of Partnership 

 There are many identifi able elements of health care team formation and functioning 
that can be studied, including team structure, team processes, and team effective-
ness. Team structure is the composition and skill mix. Team processes involves the 
communication and information fl ow among the team members. Team effectiveness 
is the output of the team (   Bosch et al.,  2009 ). Teamwork is also infl uenced by mem-
bers’ various skills, knowledge, traits, and motives (Leggat,  2007 ). 

 Team structure varies depending on the patient care setting, and can be as small 
as two individuals, such as a physician and a medical assistant, or could be a larger 
team of physicians, nurse practitioners, therapists, nurses, case managers, and social 
workers operating in a particular setting. A core team of ten or fewer members 
allows everyone to have a say and tends to work more effi ciently than a larger team, 
but it is key to have a balance between heterogeneity and homogeneity of members’ 
skills and backgrounds (Michan & Rodger,  2000 ). In a study of primary health care 
team effectiveness, there was no association between team effectiveness and team 
structure characteristics (such as team size, team tenure/experience, or fi nancial 
status) (   Poulton & West,  1999 ).  
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    Case Examples 

 The AIMS Center at the University of Washington (UW) is an example of an 
 organization that provides training and consultation to health care teams across the 
country to implement integrated mental health programs, including the IMPACT 
model of depression care. One example is a primary care clinic run by a UW-affi liated 
county hospital that serves a safety net population. Clinic staff received consultation, 
training, and implementation support from the AIMS Center, implemented the pro-
gram in 2008, and has since served over 400 clients with depression and other 
 common mental disorders. Within the clinic the integrated behavioral health team 
includes the patient, primary care provider (PCPs), and behavioral health care coor-
dinator (CC; a licensed clinical social worker). A consulting psychiatrist (CP) meets 
weekly with the care coordinator to review patients who are not improving and to 
make treatment recommendations. The CP is also available to the PCP and the CC or 
to see occasional patients who are not improving as expected in direct consultation. 
This team serves about 150 patients a year, 75 of which are active at any given time. 

 Crozer-Keystone Center for Family Health is the clinical offi ce of their Family 
Medicine Residency Program, in Delaware County, Pennsylvania, and sees 20,000 
patient visits per year. Their providers include family medicine residents and faculty 
physicians, a psychologist, a pharmacist, and a nurse care manager, who assist with 
population health management and chronic disease management. 

 The Concord Hospital Family Health Center (CHFHC) is a community health cen-
ter in Central New Hampshire that both serves to meet the primary care needs of a 
under- or uninsured population and to train approximately 24 family medicine resi-
dent physicians through the New Hampshire Dartmouth Family Medicine Residency 
(NHDFMR). The clinic serves 16,000 patients and their teams consists of six Medical 
Assistants, three Registered Nurses, one Integrated Behavioral Health Clinician 
(social worker), two faculty physicians, and six resident physicians. University of 
California San Diego Division of Family Medicine (UCSDDFM), which is within the 
Department of Family and Preventive Medicine, is an academic health care system 
that works through three primary care clinics and one inpatient care facility in the San 
Diego area. The Division of Family Medicine houses the UCSD Family Medicine 
Residency Program, which is composed of over 40 clinical faculty physicians and 27 
family medicine residents. Each clinic provides between 120 and 160 patient encoun-
ters each day. The UCSDDFM system is an academic training program, which is 
composed of family medicine, pharmacy, and behavioral health providers who attend 
and supervise family medicine residents, marriage and family therapy trainees and 
interns, psychology interns, and pharmacy interns. Team members include the patient, 
primary care provider, behavioral health specialists (Licensed Clinical Health 
Psychologist and Licensed Marriage and Family Therapist), pharmacist, care 
manager (RNs), medical assistant, and consulting psychiatrist. 

 Team processes are the ways in which the team handles communication, coordi-
nation of care, confl ict and change, leadership, and decision-making (   Lemieux-
Charles & McGuire,  2006 ). To achieve high-functioning team processes, 

10 Collaborative Partnerships Within Integrated Behavioral Health...



214

interpersonal trust must be cultivated and nurtured. Such trust fi rst comes from team 
members acting knowledgeably and skillfully in their own discipline and secondly 
from members caring about and working to promote the best interests of others. 
When both of these happen, team members can reliably bring their best work to the 
team and to promote the best work of others. Teams with high interpersonal trust 
work together like a jazz band or a basketball team, that is, each member skillfully 
carries out their own function while collectively working for the good of the team. 
Interpersonal trust creates safety to voice all views. High- functioning teams possess 
positive communication patterns, low levels of confl ict, high levels of participa-
tion, shared decision-making, and cooperation. These positive team processes are 
associated with a perception of greater team effectiveness (Lemieux-Charles & 
McGuire,  2006 ). Health care teams have to establish unique and distinctive team 
processes to make their team successful within the context in which they function. 
The UW-affi liated safety net primary care clinic, CHFHC team, and UCSDDFM 
team have developed specifi c roles to structure their teamwork, which are all dis-
tinctly different from one another but effective for their individual practices. The 
following are examples of how these teams have organized themselves. 

 The UW AIMS Center guided the UW primary care clinic in a step-wise approach 
to fully integrate the integrated behavioral health model into their practice. First, a 
patient population was identifi ed that would benefi t from the model—Medicaid 
patients with a diagnosis of depression, anxiety, substance abuse, or post traumatic- 
stress disorder (PTSD). The PCPs are responsible for identifying patients through 
systematic screening and clinician-based identifi cation during routine care. The 
patient is at the center of care and is given treatment choices including medications 
prescribed by the PCP and/or counseling from the CC. All patients are tracked in a 
web-based registry tool, which summarizes quality indicators by clinics, teams, and 
patients and identifi es opportunities for improvement. The CP uses the registry to 
identify patients who need to be discussed in consultation because their symptoms 
are not improving as expected. A program manager at the county hospital regularly 
reviews the panel- and clinic-specifi c quality indicators and can consult with experts 
at the AIMS Center about opportunities to improve the overall program. The pri-
mary care team collaborates and communicates through informal hallway consulta-
tion and through more formal channels by sending tasks and messages using the 
electronic health record (EHR). Decision-making is meant to be by consensus 
between the patient, CCs, and their PCP in consultation with the CP as needed. 

 The CHFHC team reports that communication between the three team members 
is essential to their success, and thus they make a signifi cant time commitment for 
this purpose—including a one-hour leadership meeting (exclusively the PCP, BH 
clinician, and nurse supervisor) and a one-hour pod meeting weekly (the larger team 
of providers and staff). Patient information exchange occurs through mostly infor-
mal processes, in meetings or on the fl y, depending on the urgency of needs. All 
members of the pod document in shared electronic health records, so team members 
often communicate requests and information through chart “fl ags” or documents. 
This shared utilization also allows for an effi cient way of triggering reminders to 
include other necessary members of the team. 
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 The UCSDDFM team describes their operation as a medical home model where 
the personal physician coordinates a fully integrated whole-person family-centered 
integrated behavioral health practice incorporated across the entire UCSD Health 
care system. In addition to the team-based approach to general patient care, specifi c 
clinical markers (A1c, LDL, and Positive Depression Screen) are used to identify, 
monitor, intervene, and improve quality health outcomes throughout the entire 
patient population. Care managers are used to identify and engage patients within 
physician panels that would benefi t from additional monitoring and management. 
T-CARE therapists, primarily MFT trainees and interns and pharmacy interns, iden-
tify potentially high-risk patients during clinic sessions on a provider’s schedule and 
collaborate with the PCP and other team members to address identifi ed concerns. 
The care team actively utilizes information technology to support and coordinate 
patient care. 

 One example of their integrated behavioral health model is their method of 
assessing all patients for depression. All patients arriving for a primary care visit are 
asked to complete a PHQ-2. The Targeted Collaborative-integrative Assessment 
Response and Empowerment model (T-CARE) is used to clinically manage patients 
who report moderate to severe depressive symptoms based on the PHQ-2 and the 
more extensive PHQ-9. When a patient comes into the clinic and screens positive on 
the PHQ-2, the care team’s medical assistant then administers the PHQ-9 and enters 
the score into the EHR for the physician to review before the visit. If the patient 
scores 20 or higher on the PHQ-9 or endorses the desire to hurt themselves, the 
T-CARE therapist is informed and provides an initial assessment. The T-CARE 
therapist then consults with the PCP and develops a clinical management plan for 
the patient, which may include a referral to the consulting psychiatrist, integrated 
behavioral health program (co-located psychotherapy services), physician medica-
tion management, and/or brief behavioral intervention by the T-CARE therapist. 

 Health service managers have identifi ed certain skills, knowledge, traits, and 
motives as being present in the most effective team members and the teams that 
show improved team performance. Leadership skills, knowledge of organizational 
goals and strategies, and respect for others are key characteristics of effective team 
members. Strong team members show commitment to working collaboratively, 
commitment to the organization, and commitment to a high-quality outcome 
(Leggat,  2007 .) 

 There are important steps that should occur when a health care team is initiated. 
Vision setting, role defi nition, and a culture of respect should be established early in 
team development. The team at Crozer-Keystone Center for Family Health spent the 
necessary time to clarify and solidify the roles of the team prior to operation. The 
initial set up of their team began when their leadership team embraced the concepts 
of the chronic care management model and secured funding to implement this new 
model of care. Through an immense investment of time and resources by the super-
visory multidisciplinary leadership, a team was created and molded through partici-
pating in a learning community session, which originally outlined the goals and 
objectives for the NCQA and Improving Performance In Practice (IPIP) initiatives. 

10 Collaborative Partnerships Within Integrated Behavioral Health...



216

The team met for over a year to design their system of care. As specifi c tasks and 
roles were delineated, different team members were included in goal-setting and 
meetings. Usually the leadership group identifi ed a targeted quality improvement 
goal, such as increasing monofi lament exams with diabetic patients. They then 
drafted a protocol for managing the intervention and rolled out the new protocol to 
a pilot group. This test group worked out the initial “bugs” and tweaked the process 
before it went “live” with the larger group of clinic providers and staff. The teams 
met weekly to review these Plan-Do-Study-Act (PDSA) cycles, gauge their level of 
improvement, identify obstacles or communication roadblocks, and brainstorm 
solutions. This continual process of reviewing and improving is familiar to the team. 

 Effective health care teams have a shared purpose that team members can identify 
and articulate. Each team member needs to understand his or her roles and responsi-
bilities, and understand team processes and how to operate within the framework of 
the team. Members need to feel valued and respected by other team members, par-
ticularly by the team leader or leaders. Shared accountability, shared problem solv-
ing, and shared decision-making are important elements of a functioning health care 
team (Interprofessional Education Collaborative Expert Panel,  2011    ). 

 Time should be set aside for the team to refl ect on the changes they have imple-
mented as a whole. The team can adapt to the changing nature of practice and to 
unforeseen events or untended consequences in response to previous actions when 
team members ask in open dialogue: What is going well? What is not going well? 
What do we know now that we did not know before? What needs to change in our 
implementation processes? In addition to taking the time necessary to develop a 
clear vision, the Crozer-Keystone Center for Family Health team also implemented 
several strategies to help refl ect as a group on successes or unforeseen events. First, 
they hosted a variety of educational sessions for team work, such as day-long quar-
terly retreats over several years and monthly “lunch and learn” sessions, which 
helped educate providers and staff about the importance of new patient-care initia-
tives and opportunities for quality improvement approaches. This process helped 
“connect the dots” so that each team member understood how their task contributed 
to better patient care. When staff and providers understood the importance of their 
role within the whole, it helped with accountability and ownership of patient care. 
Second, every month, graphs and charts were used to provide feedback on improve-
ment or declines on targeted quality improvement indicators. This helps with buy-
 in, staying “on message,” and cheerleading successes. Using the data as a feedback 
tool offers opportunities for gaining top-down and bottom-up perspectives on 
adjusting the system of care toward a common goal. Lastly, the team felt supported 
by a collaborative leadership team that empowers team members to have a voice and 
a role in the process of change. For example, clinical teams have been given the 
opportunity to train the leadership team on their successes in PDSA cycles. 
Highlighting team members’ accomplishments has added to sustainability of staff 
employment and satisfaction. 

 There are many potential barriers on the journey to effective health care team 
functioning. Physicians and other care providers who have traditionally functioned 
autonomously may not be comfortable moving into a role where the care of their 
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patients is shared among a group. When the AIMS Center began working with the 
UW-affi liated primary care clinic, some PCPs viewed the program as a referral 
resource for mental health. PCPs made referrals to the CC and did not feel they 
needed to continue participation in the patient’s mental health care. The AIMS 
Center and the CC worked with the PCPs to help them understand that the PCP plays 
an integral role in the IMPACT integrated behavioral health model; everyone must 
be an active member of the team for integrated behavioral health to work well. The 
AIMS Center has found that confl icts like these are best worked out by encourag-
ing team members to communicate directly with each other, but occasionally, the 
clinic leadership and/or the CC and PCP’s supervisors help mediate discussions. 

 Team members need to be able to trust each other’s professional competence to 
effectively rely on each other. Trust, and thus team functioning, can be enhanced 
when the time and resources are provided for all team members to be clear in their 
roles and responsibilities (Wagner,  2000 ). The UCSDDFM team reports that the 
success of their team is based on role clarifi cation, communication through the 
EHR, and relevant responses. When team members are acknowledged and receive 
responses to their requests, they can begin to trust each other and feel supported. 
Response time and quality of the response are necessary components of their 
teamwork. 

 If a practice’s organizational structure and limits do not allow staff to be avail-
able to serve in a designated team role, then the team is unlikely to be successful. 
Without clear role defi nition, important work may be overlooked when no particular 
team member feels ownership of a given task. Team members can falsely presume 
someone else is taking care of a certain piece, when no one is. The opposite conse-
quence of unclear role defi nition is duplication of efforts and responsibilities. 
Members may not know that someone else will complete a given task, and more 
than one member ends up completing the same task. 

 Interdisciplinary teamwork can be especially challenging in light of the 
entrenched medical model in which they work. Often integrated behavioral health 
primary care teams are functioning under the premise of a paradigm shift away from 
the medical model, striving to invite and appreciate all members’ contributions 
(   Nembhard & Edmondson,  2006 ). Yet, the hierarchy that exists in medicine remains 
palpable, and if a team leader is named, it is often the physician. Financial incen-
tives are not always aligned among the team members, leading to competing inter-
ests. Perceived inequalities in status, competing objectives, separate lines of control 
can limit the effect of teamwork. These themes can create a rigid environment, 
which can lower morale or inhibit the fl uid and fl exible responses a health care team 
often needs to make (   Poulton & West,  1993 ). 

 The CHFHC team acknowledged this paradigm shift when they began organizing 
their teams (pods). Their initiative began approximately fi ve years ago to create a 
Pod Leadership Team consisting of a physician, nurse and social worker triad, who 
would comprise a three-pronged “leadership” team of the entire pod for patient care, 
issues with clinical staff, education of residents, and general workfl ow concerns. 
The interdisciplinary team interviewed for this chapter has been working together 
since the inception of Pod Leadership. All three members of this team agreed that 
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working together in the face of the medical-model hierarchy required a personal and 
professional cultural shift. They describe being “thrown together without a lot of 
direction and without the necessary tools,” which resulted in both confl ict between 
the three leaders and presented a struggle for the pod members. The physician, for 
example, had diffi culty sharing the workload, citing the medical school indoctrina-
tion that a “good doctor” is being everything to every patient and asking for help is a 
sign of weakness. Letting go of this notion took time and experience. This team 
reports that working as an effective team has not come easy, all three members 
agree, and they still struggle for truly having equal voices. Ultimately, this team 
agrees, it has taken them a full fi ve years to create a shared vision of what patient-
centered care looks like and means, how to work with each other’s personalities and 
role defi nitions, how to prioritize patient’s needs, and how to respond to patient 
complexity. The CHFHC’s Organizational Development consultants has helped 
give their team the tools for development and evaluation, including trainings on how 
to work best with various personality types, on confl ict resolution, and on giving 
and receiving feedback. 

 While pay differences and fi nancial incentives may lead to competing interests, 
the health care team members at the UW-affi liated primary care clinic are paid sepa-
rately for their services and the team has remained stable and cohesive since its 
inception in 2008. The clinic receives payment for a portion of the CCs salary based 
on the size of her active caseload. The psychiatrist receives payment for 3 hours/
week for his availability to the CC and the PCPs and is able to bill for his consulting 
services when he sees the patients in clinic, and the PCP is paid for on a fee-
for-service basis. Everyone is incentivized to collaborate to improve patient outcomes 
because the contracted health insurance company increases payments to the clinic 
when monthly quality indicators are met (Unützer et al.,  2012 ). The AIMS Center also 
receives payment for its training and general consultation services through a consult-
ing services agreement with the health plan supporting the program. 

 There are other potential drawbacks to team-based care. Teams may take longer 
to reach decisions, in comparison to decisions made by an individual provider. 
There can be abuses of power, competition among team members, and pressure for 
individual team members to conform to the wishes of the team (Michan & Rodger, 
 2005 ). Communication patterns can be dysfunctional, leading to an “in group” and 
an “out group”, where the “in group” makes the key decisions, and the “out group” 
is not meaningfully included in those discussions. 

 Transitions in care are a safety risk for any health care team. With each transition 
of care, information can be misinterpreted or omitted, leading to inaccurate percep-
tions about the patient’s care. Handoffs of care between team members should be 
standardized for the sake of patient safety. The UCSDDFM team operates in an 
educational format, training graduate behavioral health interns and medical resi-
dents, and they face both advantages and challenges. On the one hand, the trainees 
are learning together and from each other, and in this sense, collaboration is a part 
of the professional orientation from this next generation’s very fi rst practice-based 
experiences. On the other hand, faculty members are pulled in many directions 
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serving both as educators and clinicians, so and competing time pressures can create 
miscommunications related to the urgency of a situation.  

    Sustainability and Continuity of Care 

 The sustainability of health care teams is also an area with little research. Sustaining 
the relationships within a health care team is likely to be fostered by regular open 
communication among team members, whether in the form of daily huddles, weekly 
administrative session, or monthly case conferences or open, frequent, and familiar 
communication channels. 

 Although there is quite a bit written about health care teams and their processes 
and effectiveness, published studies do not provide a clear direction on how to create 
or maintain high-functioning health care teams (Lemieux-Charles & McGuire, 
 2006 ). Health care teams with multiple members are subject to disruptions in conti-
nuity. Little literature has been generated on continuity in primary care teams. In 
fact, there is no clear recommendation about what the optimal size is for a well- 
functioning health care team. Larger teams bring more disciplines and greater 
expertise, although teams that are too large can be perceived as being less effective 
and individual team members may participate less. The patient will probably not 
have a continuity relationship with all members of the team, so it is vitally important 
that each team member understand his or her role in communicating the recommen-
dations and decisions of the team to the patient. 

 Patients may begin to feel connected to their team rather than just one provider. 
According to the CHFHC team, the most ideal and effective form of collaborative 
communication is when they conduct a team-patient visit—the patient and two or 
more team members meet together in the same room at the same time. This serves 
multiple purposes; patients tell their story only once and feel “heard” by multiple 
members of the health care team, thus interpreting the team as not only the physi-
cian, but also the nurse and the social worker, and/or the medical assistant. When 
this is reinforced over time, the patients feel known by this enhanced team and trust 
various members to meet their needs, rather than only their doctor. Their care, in 
effect, becomes more patient-centered and comprehensive. Additionally, each team 
member is enabled to see their colleagues doing what they do best. This enhances 
their respect for each other’s expertise and encourages them to rely on each other 
in the future. Over time, this “fl ow” results in each team member using his or her 
time most wisely, stepping in and out of the visit as necessary, with minimal inter-
ruption. In this setting, when a care plan is created with patients, the physician 
leader is always a contributor and other team members play various roles, depend-
ing on which needs are most pressing—medical, psychological, or social. That 
being said, often the nurse or social worker spends the most amount of time with 
the patient creating and carrying out the negotiated goals outlined in the care plan.   
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  A Team-Oriented Tool 

  By Lora Council, MD, Dominic Geffken, MD & Aimee Valeras, Ph.D.  
 Patient-centered care plans (PCCP) are a constantly evolving communication 
tool for all team members, and include space for the patient’s voice in the 
medical record (Council et al.,  2012 ). PCCPs were developed in a quality 
improvement initiative at a CHFHC in an effort to improve communication, 
teamwork, pro-active health care, patient- and family-centered care, and 
patient involvement ( Council et al. ). The PCCP differs from traditional care 
plans that involve problem-based protocols, in that they rely on input from all 
disciplines and include negotiated plans based on the patient and family’s 
goals. 

 The PCCP emerged from the frustration experienced by this multidisci-
plinary health care team including physicians, nurses, behavioral health staff, 
medical assistants, and business staff through interacting with patients    on a 
daily basis without understanding the context of the patient’s life and circum-
stances (Council et al.,  2012 ). As they developed the PCCP, they realized this 
tool also helps address each of the joint principles of the Medical Home:

•    Personal medical home: The PCCP documents individuals, their situa-
tions, priorities, and needs in a way that allows a customization of care for 
the individual.  

•   Continuity: The PCCP allows for improved continuity by providing a tool 
for communication between providers. Given the part-time status of every 
provider in this system, continuity with a personal physician is not possi-
ble. A plan that remains the same despite seeing multiple providers may 
improve patient’s perception of continuity and continuity of care.  

•   Comprehensiveness: The PCCP addresses multiple quadrants of care—
medical, social, behavioral, functional—and allows each team member to 
contribute to the overall care of the patient.  

•   Physician-led team: The PCCP clearly identifi es team members, clarifi es their 
roles, and assigns responsibilities in writing, helping the physician understand 
who is on the team and thus improves intra-team communication.  

•   Whole person orientation: Given that a PCCP addresses multiple quad-
rants of care, the patient is addressed as a whole person. Issues of acute, 
chronic, preventive, and palliative care can be customized for an individual 
in a PCCP.  

•   Coordinated care across a complex system: The PCCP provides the tool to 
record patient assessment, planning, and goals. By documenting roles and 
responsibilities, care plans create the foundation for coordinating care.  

•   Patient-centered care: PCCPs are patient centered when they incorporate 
patient values in addition to patient needs and wants. Patient’s cultural and 
family values help direct the plan.    

(continued)
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      Quality of Evaluation and Strength of Research Evidence 

 Health care teams are ultimately formed to improve patient outcomes. There is a 
body of evidence showing that multidisciplinary team care leads to better patient 
health outcomes compared to usual care, although identifying which particular ele-
ment of team care leads to improved outcomes is challenging. Bosch et al. ( 2009 ) 
examined literature on the effectiveness of health care teams on patient outcomes 
revealing that teams with improved coordination demonstrated positive effects on 
patient outcomes; however, the effects of the teams were limited in terms of costs 
and use of resources. 

 Thus, through creating care plans, all aspects of medical home care were 
enhanced. The PCCP is three “pages” within the EHR (see Fig.  10.1 ). It was 
designed to be a living document: one that is gradually completed at each 
interaction over time, rather than all at once. The information in the PCCP 
includes demographic information, information releases, and a list of collat-
eral providers. It also includes a Patient Snapshot, which provides an oppor-
tunity for the patient to let the care team know what is important to them and 
for the provider to communicate important information to the care team, 
allowing for personalization and customization of care. The PCCP also pro-
vides space for a description of personal strengths, supports, and assets, which 
allows the patient identify strengths so that goal-setting and problem-solving 
can work from this perspective. A Medical Summary with a Problem list is 
included with suggested actions, continuum of care information, and an 
urgent plan of action, which communicates both medical and psychosocial 
information necessary for appropriate cross coverage or nurse phone triage. 
Lastly, the PCCP includes patient priorities and goals, and has a built-in sec-
tion that prompts the use of motivational interviewing. It also helps sort out 
what needs to be done next by the patient and/or health care team. The tradi-
tional “problem/plan” form is also used, but the difference is that problems 
are now addressed in the context of the patient’s goals and priorities. That is, 
the plan for the medical need, hopefully, now matches with the patient’s goals.

   Ultimately, the PCCP is a useable, electronic document that enables the 
health care team to care  for  the patient by providing the right interventions for 
the right person at the right time, to care  about  the patient by providing a sys-
tem of care where each patient or family feels known, heard, and valued; to 
assign roles and responsibilities to the patient and team members; and to 
address goals and priorities. By using the PCCP, team functioning and patient 
care are enhanced (Council et al.,  2012 ). 

(continued)
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  Fig. 10.1    Outline of a typical patient-centered care plan (PCCP)         

PART 1: MEDICAL SUMMARY

Name: Nickname DOB

Address:

Phone # (preferred) (Blocked? Y N)   Best time to reach

How do you prefer to be contacted:

E-mail Alternate Phone

Emergency Contact Phone Relationship

Health Insurance/Plan Identification #

Emergency Plan? Yes No Advance Directives?     Yes No

Allergies/reaction:

Medications/dose/purpose:

PCP Phone Fax E-Mail

Care Manager Phone Fax E-Mail

Team RN Phone Fax E-Mail

Medical Synopsis/Sign-out:

Who else is involved in your care? (specialists, nurses, outside agencies)

#1 Name Clinic/Hospital Phone Other (fax, e-mail, etc.):

Release?  Y N

#2 Name Clinic/Hospital Phone Other (fax, e-mail, etc.):

Release?  Y N

Who are the most important people in your life?

Who can we talk to about your care?

#1 Name Relation Phone Other (fax, e-mail, etc.):

Release? Y N

#2  Name Relation Phone Other (fax, e-mail, etc.):

Release? Y N

(family members, a partner, 
friends, coworkers, people 
you live with)

T. Hern et al.
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 There are specifi c examples from the literature where team-based care has been 
shown to improve patient outcomes. Collaborative, interdisciplinary teams can 
reduce inpatient mortality (Aiken, Smith, & Lake,  1994 ; Knaus, Draper, Wagner, & 
Zimmerman,  1986 ; West et al.,  2002 ), functional outcomes after surgeries (Borrill, 
West, Shapiro, & Rees,  2000 ; Gittell et al.,  2000 ; Shortell et al.,  2000 ; Uhlig, 
Brown, Nason, Camelio, & Kendall,  2002 ), care effi ciencies (Borrill et al.,  2000 ; 

PART 3: ACTION PLAN

Patient goals Provider goals

Short-term

Long-term

Negotiated goal Action Plan Person responsible Time Frame

1.

2. 

PART 2: SNAPSHOT

My provider wants my care team to know:

Urgent Plan of Care:
Do you have any recommendations for how 
your health care team should respond if you are
in a crisis?

Snapshot:

What do you want your health care team to
know about you?

(This can include your most important medical
and/or emotional concerns. You can also
include information about what you like to do in
your free time, what you do for work, what your
spiritual or religious affiliations are, what your
financial situation is, what your unique talents or
hobbies are, and what makes you happy.)

Fig. 10.1 (continued) 
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Gittell et al.,  2000 ). Heart failure care teams have been shown to reduce morbidity, 
enhance compliance, reduce rehospitalization, and prolong survival (   Grady et al., 
 2000 ). Homebound chronically or terminally ill elderly managed by a home care 
team of physicians, nurse practitioners, and social workers had fewer hospitaliza-
tions, nursing home admissions, outpatient visits, and were more often able to die 
at home if this was their wish (   Zimmer, Groth-Juncker, & McCusker,  1985 ). Patients 
with stage-three chronic kidney disease and comorbid diabetes and/or hypertension 
managed by a multidisciplinary team showed slower rates of decline in their renal 
function (   Bayliss, Bhardwaja, Ross, Beck, & Lanes,  2011 ). 

 In addition to patient care outcomes, improved teamwork has lead to improved 
staff satisfaction and multiple studies now correlate improving staff satisfaction to 
improved patient satisfaction (Argentero, Dell’Olivo, & Ferretti,  2008 ; Borrill et al., 
 2000 ; Garman, Corrigan, & Morris,  2002 ; Hiss,  2006 ; Yang & Huang,  2005 ). 
Additionally, the work of nonphysician team members improves cancer-screening 
rates, offi ce effi ciency and care coordination, as well as patient and staff satisfaction 
(Anderson & Halley,  2008 ; Hudson et al.,  2007 ; McAllister, Presler, & Cooley, 
 2007 ). Teams with higher levels of staff burnout have been shown to have signifi -
cantly lower levels of patient satisfaction (Garman, Corrigan, & Morris,  2002 ). 

 Interprofessional education might also contribute to improved patient health out-
comes, but the number of studies conducted in this area is limited and educating 
health professionals to work as a team has not clearly been associated with improved 
patient care outcomes. The limited number of studies found on this topic indicates 
that this is an area of opportunity for future research (Reeves et al.,  2008 ).  

    Summary and Conclusion 

 The role of health care teams in patient care has expanded as complexity increases 
and as the number of diverse providers involved increases. Health care team mem-
bers are wise to rely on the skills, expertise, and abilities of their fellow members, 
as an individual care provider is no longer able to effectively manage all the care 
needs of a single patient, particularly for those with more medically or socially 
complex concerns. Leading health and health education organizations support the 
important role of health care teams. 

 The characteristics of successful teams are diffi cult to defi ne, but certainly there 
are key elements that are associated with team health. Many of these key elements 
are seen in the example health care teams in the section (The AIMS Center, Crozer- 
Keystone team, Concord Hospital Family Health Center team, University of 
California San Diego Family Medicine Residency team). Clear role defi nition, 
inclusive leadership, open communication, and a culture of respect for fellow team 
members are important characteristics of effective teams.

T. Hern et al.
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    Abstract     Assessing behavioral health aspects of health in the context of primary 
care ranges from supporting and encouraging patient’s healthy protective behaviors 
(e.g., self-effi cacy, goal-setting, action-focused coping) to screening for and diag-
nosing mental health and substance abuse signs, to identifying those patients with 
intertwined, complex medical and psychosocial needs. Identifi cation of patients’ 
behavioral health functioning is an essential fi rst step in primary care integration, 
and, yet, it covers a wide range of psychosocial functioning. The behavioral health 
needs of patients can be organized on several dimensions: (1) promoting healthy 
behaviors and wellness, (2) identifying mental health and substance abuse risk fac-
tors and symptoms, (3) identifying medical conditions that are intertwined with 
behavioral health functioning, and (4) complex, intertwined biomedical and psy-
chosocial functioning. The identifi cation of patients within these areas takes on 
variety of forms—ranging from ad hoc to systematic population-based screening 
tools. This chapter offers a schematic template for the various methods of behav-
ioral health identifi cation along with specifi c examples of population-based tools 
for patients’ behavioral health strengths and needs in primary care settings.  

    Chapter 11   
 Identifi cation of Behavioral Health Needs 
in Integrated Behavioral and Primary Care 
Settings 
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        Introduction 

 Assessing behavioral health aspects of health in the context of primary care falls 
along a broad continuum. It ranges from supporting and encouraging patient’s 
healthy protective behaviors (e.g., self-effi cacy, goal-setting, action-focused cop-
ing) to screening for and diagnosing mental health and substance abuse signs, to 
identifying those patients with intertwined, complex medical and psychosocial 
needs. Like preventive primary care where patients are assessed for a range of sys-
tem functioning (e.g., cardiac, pulmonary, digestive), patient’s behavioral health 
functioning should also be assessed. Identifying patients’ functioning on different 
levels—cognitive, emotional, family relationships, community-cultural context—
are important processes for addressing holistic health care.  

    Purpose of Identifi cation of Behavioral Health Issues 
in Primary Care 

 The overarching principles for identifying patients and patient populations that 
might benefi t from the prevention, acute care, and chronic/complex health care 
needs in primary care are an essential initial phase in any integrated system of care. 
Identifying individuals who can benefi t from a variety of behavioral health support, 
integrated care plans, and treatment is a complex process. Identifi cation of patients’ 
behavioral health functioning is an essential fi rst step in primary care integration 
and, yet, it is a broad and robust concept. The behavioral health needs of patients can 
be organized on several dimensions: (1) promoting healthy behaviors and wellness, 
(2) identifying mental health and substance abuse risk factors and symptoms, 
(3) identifying medical conditions that are intertwined with behavioral health func-
tioning, and (4) complex, intertwined biomedical and psychosocial functioning. The 
identifi cation of patients within these areas takes on a variety of forms—ranging 
from ad hoc to systematic population-based screening tools. The detection of behav-
ioral health functioning of individuals also varies depending on different categories 
such as stages of the life cycle, gender, sexual orientation issues, or other physical 
health diagnoses (e.g., diabetes, asthma, HTN). For example, some parents may be 
identifi ed as needing coaching on parenting skills with their toddler while other 
individuals may be identifi ed as ready to quit smoking and in need of motivational 
interviewing to support their behavior change. In primary care, the detection of 
behavioral health factors in primary care is done in a variety of ways. 

 First, detection of behavioral health needs is often done on a case-by-case basis. 
Individuals can be identifi ed by health care providers or staff as needing some sort 
of behavioral health support through a variety of clinical situations, such as patients 
who make many repeat visits for the same condition, frequent and lengthy calls, 
switches from doctor to doctor, or patients who have higher than usual billing claims. 
Just asking providers, medical assistants, nurses, and front desk about which patients 
are continually “needing something more” can generate a list of patients who could 
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benefi t from behavioral health integrated into their medical care. This method of 
detecting patients for behavioral health intervention is usually individually focused, 
not population-based, and tailored to the unique context of a clinical setting. 

 Detection includes those who may benefi t from behavioral health interventions, 
even if they do not have a mental health or substance abuse condition. Common 
examples include patients who complain of fatigue or pain with few “physical fi nd-
ings,” who suffer delayed recovery from injuries, who do not respond as expected to 
typical medical treatments, who have strained relationships with providers, who are 
“frequent attenders” to primary care practices without a pattern of medical condi-
tions that would normally explain the frequent visits, or who are regularly seeking 
new tests, procedures, specialists, or new doctors, or whose care is extremely frag-
mented or characterized by “non-compliance.” Some of these patients may have 
distinct diagnosable mental health or substance abuse conditions underlying these 
complaints, but many others may be distressed, demoralized, discouraged, fearful, 
distrustful, and unhappy without discrete mental health conditions or are at “sub-
clinical” levels. The purpose of detection in primary care is not to “fi nd and treat a 
new disease” but to apply the kinds of expertise commonly found in behavioral 
health professionals to the overall understanding of these patients. Their care can 
then be coordinated by integrating the care across participating professionals and 
facilities and addressing the emotional, behavioral, and social aspects that drive the 
distress, whether these are mental health diagnoses, effective emotional coping 
strategies, or otherwise. Other information such as visit data, claims data, and clini-
cal indicators might also be used to identify patients who may benefi t from behav-
ioral health services (C. J. Peek, personal communication, August 25, 2012). 

 A second method for detecting behavioral health issues is through screening. 
Screening individuals for behavioral health is a subset of the more case-based iden-
tifi cation process and the distinctions between identifi cation and screening need to 
be defi ned. Screening is typically something you do with patients using one or more 
validated screening tools. Identifi cation of those who can benefi t from integrated 
behavioral health through formal screening tools has been applied to population- 
based approaches for detecting patients at risk for substance abuse or mental health 
conditions. 

 It is also useful for health care professionals to identify specifi c patient popula-
tions that are at risk for mental health concerns and should be the focus of provider’s 
attention. A population-based approach can identify broad risk categories or sub-
populations for more standardized screening (e.g., PHQ-9), follow-up assessment, 
and then specifi c treatment protocols. For example, diabetics, post partum patients, 
or seniors may be identifi ed as specifi c population groups where focused behavioral 
health screening, assessment, and perhaps treatment guidelines are implemented 
(See Chaps.   12    ,   13    , and   14    ). 

 When behavioral health concerns are detected, using either individual or patient- 
population-based screening for further behavioral health assessment is the next 
essential step. The follow-up assessment process and interventions can be divided 
into four major categories: (1) health promotion, protective factors, and wellness, 
(2) mental health and substance abuse, such as depression and alcohol misuse, 
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(3) clinical situations where physical symptoms such as pain, fatigue, and headaches 
or perplexing patient presentations that may be addressed with both biomedical and 
psychosocial approaches, or (4) patients with chronic conditions who would benefi t 
from behavioral health coaching and life-style changes, such as diabetes, obesity, 
and smoking, where healthy life-style counseling and behavior changes can improve 
functioning. (See Table  11.1 , which illustrates the scope of integrated behavioral 
health that depicts these categories for identifying individuals for a range biopsy-
chosocial care plans).

       Strategies for Initial Detection of Behavioral Health 
Needs in Primary Care 

    Patient Engagement, Quality of Life, and Social Support 

 Promoting prevention and wellness are cornerstones for primary care health systems, 
and many who present with chronic diseases or health conditions such as fatigue, 
insomnia, or chronic pain could benefi t from integrated behavioral health. Patients 
with tobacco abuse, diabetes, obesity, asthma, chronic pain, insomnia, or dementia 
are commonly seen in primary care settings and may benefi t from behavioral health 
interventions such as motivational interviewing, resiliency training, or problem-
solving skills. Yet, there are no well-established standardized identifi cation tools 
that alert providers to behavioral health interventions that may enhance a patient’s 
ability to manage or cope with a life stressor, health condition, or disease, much less 
enhance wellness and resiliency. 

 Currently, screening is primarily focused on mental health or substance abuse 
and chronic disease. The few existing standardized screening tools that assess the 
patient’s quality of life, readiness for change, level of engagement in their health care   , 
social support, optimism, and self-effi cacy have not been systematically used or 
evaluated in primary care settings. Consequently, we have few guidelines and many 
opportunities to expand our understanding of the relationship between different 
types of behavioral health screening and health conditions or health promotion. The 
following list provides examples on the types of identifi cation tools that may help 
shape the direction of these integrated care clinical interventions that range from 
promoting healthy habits to intervening in complex biopsychosocial care 
strategies. 

  Patient Activation Measurement (PAM).  The PAM assessment tool and its shorter 
17-item version (PAM-17) identifi es a patient’s level of engagement with the health 
care system and the level of self-effi cacy in his/her own health care by gaging 
knowledge, skills, and confi dence to manage one’s own health and health care 
(Hibbard, Stockard, Mahoney, & Tusler,  2004 ; Hibbard, Mahoney, Stockard, & 
Tusler,  2005 ). PAM scores predict health care outcomes including medication 
adherence, ER utilization, and hospitalization and can help providers match their 
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interventions with patients’ varying levels of engagement in their health care. This 
tool holds strong psychometric properties but is not easily accessible for primary 
care health centers due to its cost and restrictions. 

  Health Related Quality of Life Scales (HRQOL).  HRQOL focuses on general 
well-being with questions about perceived physical and mental health and function, 
which are important components of health assessment and are generally considered 
valid indicators for identifying patient needs, targeting interventions, and evaluating 
outcomes. Self-reported quality of life health status has also been a more powerful 
predictor of mortality and morbidity than many objective measures of health 
(Fiellin, Reid, & O’Connor,  2000 ). Medical Outcomes Study Short Forms (SF-12 
and SF-36), the Sickness Impact Profi le, and the Quality of Well-Being Scale are 
some of the measures that assess HRQOL and functional status. The SF-36, for 
example, is used to evaluate the quality of care in managed care plans and other 
health care applications. While these measures have been widely used and exten-
sively validated in clinical settings and special population studies, their length often 
makes them impractical to use in population surveillance. 

  Social Support Measures.  Social support measures like the Duke Health Profi le or 
Holmes Rahe Social Support could help providers to incorporate social determinants 
of health into the assessment and health care plan. Health and Psychosocial Instruments 
(HaPI) is a database that provides access to information on approximately 15,000 
measurement instruments (i.e., questionnaires, interview schedules, checklists, cod-
ing schemes, rating scales, etc.) in the fi elds of health and psychosocial sciences. This 
resource gives a wealth of information on a wide range of measurement and survey 
tools including the history of the instrument, reliability and validity evidence, the his-
tory of an instrument over time, and information on how to obtain the instrument.   

    Clinical Example of Identifi cation of Behavioral Health Needs 

 At one community health center, which also houses a family medicine residency, a 
group of integrated behavioral health clinicians (M. Chase Levesque, Psy.D., Aimee 
Valeras, Ph.D., Joni Haley, M.S. and William Gunn, Ph.D.) developed an “Integrated 
Care Assessment Tool” (ICAT) as a way of identifying people who are struggling 
with a variety of psychosocial stressors and/or mental health disorders. The ICAT is 
meant to serve two purposes: (1) to identify which patients should have comprehen-
sive screening tools administered to better detect mental health disorders or sub-
stance use disorders and (2) to triage patient’s needs to deliver the most appropriate 
level of behavioral health interventions. 

 The ICAT is a 24-question, one double-sided page that briefl y assesses psycho-
social stressors across a range of areas (See Fig.  11.1 ). It includes gaps in basic need 
resources, like fi nancial stress, housing, food, and transportation, relationship 
stressors including grief, violence, abuse, and trauma, history of mental health diag-
noses and treatments tried, current symptoms of depression, anxiety, mania, sub-
stance use, and lastly, personal strengths and coping mechanisms.

M.R. Talen and A.B. Valeras



235

How did you get referred to an Integrated Behavioral Health Clinician (IBHC)?

self
IBHC
Provider
Nurse

Medical 
assistant

Psychiatrist
ER
Inpatient
psychiatric
team

Community 
mental health 
center

State hospital
past therapist

Other: 

Primary Care Physician:

What is the problem most distressing to you right now?

How has your health been in general during the past 4 weeks?
Excellent Good Fair Poor 

Are you currently employed?
Yes 
No, no benefits 

No, recv
unempl.

No, recv
disability

Satisfactory 
Stressful 
situation

Other: 
�

�

�

�

�

�

Do you currently have housing?
Yes 
Living w/
friends  

No, shelter 
No, on streets

Stable
Unstable

Satisfactory
Stressful
situation

Who do you currently live with?

Do you have access to enough food to feed yourself and your family?
Yes   Receives food

stamps 
  Utilizes food
pantries / soup
kitchens

  Needs
additional food
resources

Do you have any current legal involvement?
No Yes, minor Yes, 

significant

Do you have problems with transportation in getting to medical appointments?
No   Yes, but I can

find a way
  Yes, I have no 
options

Are you experiencing any problems with the people closest to you right now?
No Yes 

Do you have any reason to be frightened in any of your relationships?
No Yes 

  Fig. 11.1    Integrated Care Assessment Tool (ICAT) (Developed by Aimee Valeras, Ph.D., M. 
Chase Leveseque, Psy.D., Joni Haley, M.S., William Gunn, Ph.D. as a tool to triage behavioral 
health needs in a primary care setting)           
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Have you recently experienced any loss or grief?
None Mild Significant

Over the past 2 weeks, have you felt down, depressed or hopeless?
Not at all Some days Most days Nearly every 

day 

Over the past 2 weeks, have you had little interest or pleasure in doing things?
Not at all Some days Most days   Nearly every 

day 

Do you have thoughts of hurting yourself or that you would be better off dead?
(If answer is affirmative, complete full suicide assessment)  

Not at all Some days Most days Nearly every 
day 

During the past 6 months, how often have you been bothered by excessive
worry and anxiety and had difficulty controlling the worry?

Not at all Some days Most days   Nearly every 
day 

In your life have you had an upsetting, frightening, or horrible experience, which
was out of the ordinary realm of life?

No Yes 

Has their ever been a period of time when you were not your usual self and you 
felt so good  or so hyper that other people thought you were not your normal
self or you were so hyper that you got into trouble?

No Yes 

How often do you have a drink containing alcohol?
Never   Monthly or

less
  2-4 
times/month

  2-3 
times/week

  4 or more 
times/wk

How many drinks containing alcohol do you have on a typical day? 

1 or 2 3 or 4 5 or 6 7 to 9 10 or more
Do you use other drugs? 

No Yes

Have you been diagnosed with a mental health disorder in the past?
No Yes: 

If yes, what treatments were tried?
None
Indiv therapy

  Couples 
therapy
Family therapy
Group therapy

Medication
Hospitalization

 Alternative 
modes
Other

What helps you cope? What are your strengths? What resources do you have
access to?

Fig. 11.1 (continued)
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   Delivering quality integrated care includes providing the right treatment to the 
right person at the right time (Clancy,  2008 ). The ICAT helps clinicians understand 
the contextual environment in which a person functions to help determine what the 
“right” and most appropriate behavioral health intervention to offer to one particular 
patient (see Chap.   13     on implementing clinical interventions). The spectrum of 
behavioral health interventions can range from assisting a patient to access resources 
that meet their basic needs, collaborating with community providers and external 
medical providers to reduce duplication of services and fragmentation of care, 
addressing challenging behaviors, providing crisis intervention, health behavior 
change support, facilitating family and/or team meetings, assisting with confl ict res-
olution, to traditional therapy. The ICAT includes brief questions about mental health 
disorders e.g., PHQ-2 that indicate a need for further screening in these areas.     
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    Abstract     Screening is the process of measuring and detecting the signs and 
symptoms of a disorder before the disorder has progressed. While the evidence on 
the effectiveness and quality of mental health screening tools is advancing, the 
application of these tools into standard clinical practice has lagged behind due to 
implementation barriers in primary care settings. The goal of this chapter is to 
address the range of screening tools for specifi c patient populations and to address 
the barriers for incorporating these standardized tools into primary care. This chap-
ter provides descriptions of reliable and valid screening tools for preschoolers, 
school-age children, adolescents, adults and older adults—men and women—and 
older adults. There are also descriptions of how screening tools are used in a 
clinical setting by defi ning roles and responsibilities for team members, identify-
ing practice management and fi nancial considerations, and describing relevant 
opportunities for quality improvement.  
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        Introduction 

 Screening is the process of measuring and detecting the signs and symptoms of a 
disorder before the disorder has progressed. This is one area of integrated care 
practice that rests on epidemiological, population-based research and straddles 
research- based initiatives and clinical approaches (Ansseau et al.,  2004 ). While 
the evidence on the effectiveness and quality of mental health screening tools is 
advancing, the application of these tools into standard clinical practice has lagged 
behind due to implementation barriers in primary care settings. The goal of this 
chapter will be to address the range of screening tools for specifi c populations and 
to address the barriers for incorporating these standardized tools into primary 
care. We will describe how they are used in a clinical setting by defi ning roles and 
responsibilities for team members, identifying practice management and fi nancial 
considerations, and describing relevant opportunities for quality improvement 
(see Peek, Chap.   2    ).  

    Background of Behavioral Health Screening in Primary Care 

 Screening for medical or behavioral health conditions within a population is a rela-
tively new prevention initiative in health care. The U.S. Preventative Services Task 
Force ( 2010 ), which is now under the auspices of Agency of Healthcare Research and 
Quality (AHRQ)’s Prevention and Care Management Portfolio, makes health care 
recommendations based on the support of an Evidence-based Practice Center, which 
conducts systematic reviews of the evidence on specifi c topics in clinical prevention. 
These recommendations are meant to prevent complications from advanced disease 
processes and to help contain health care costs. Over the past 20 years, USPSTF’s 
screening recommendations have increased. Initially starting with recommendations 
against smoking and for mammogram screenings, but recognizing the need for further 
preventive screenings, it has expanded to 45 recommendations in 2010. 

 Behavioral health screening in primary care is an even newer phenomenon than 
physical preventive health screenings. Behavioral health counseling interventions 
are seen as important within primary care, but the empirical evidence for supporting 
and implementing these interventions is still in the early stages of development. 
Presently, the USPSTF reviews evidence for all age groups and makes recommen-
dations based on developmental stages: infants, preschool, school-age, adolescents, 
young adults, adults, and aging/older adults. Current standardized screening recom-
mendations, organized by patients’ age, gender, and current health status, are listed 
at the USPSTF website. 

  Criteria for screening.  There are several requirements for instituting behavioral 
health screening measures in primary care (AHRQ,    2010):
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•    The clinical situation must be suffi ciently common within a target group to merit 
screening.  

•   There must be well-supported methods for applying behavioral health expertise 
to mitigate the situation in an effort to improve the health outcome and use of 
health care and patient resources.  

•   Screening must result in the situation being recognized at an earlier stage when 
intervention is more effective.  

•   Screening must have high specifi city, meaning that the mechanism is likely to 
detect the accurate clinical situation (low rate of false positives).  

•   Screening must have high sensitivity, meaning that the tool is unlikely to detect 
patients who are not in that situation (low rate of false negatives).  

•   The screening test must be feasible in that it: (a) can be done relatively easily (b) 
with little additional expense relative to the costs incurred in letting these clinical 
situations persist and worsen and (c) is easy and acceptable for the patient.    

 There are currently no Grade A screening recommendations for behavioral health 
and only four USPSTF screening recommendations that meet the Grade B criteria 
(health care providers should offer or provide this service) for behavioral health 
screening. They are: (1) alcohol misuse, (2) depression, (3) obesity, and (4) smoking. 
There are a number of behavioral health areas, such as illicit drug use, family vio-
lence, healthy lifestyles, or speech and language where there is insuffi cient evidence 
to support screening recommendations. Table  12.1  outlines the USPSTF recommen-
dations for behavioral-health-oriented screening and counseling (AHRQ, 2010).

   The gold standards for preventive health care screenings based on population- 
based studies have been set by USPSTF; however, they are not the only organization 
that offers behavioral health screening recommendations. The Center for Disease 
Control (CDC), American Association of Pediatrics (AAP) (2001), American 
College of Obstetricians and Gynecologists (ACOG), American Association of 
Family Physicians (AAFP), American College of Physicians (ACP), The National 
Commission on Prevention Priorities (NCPP), The Canadian Task Force on 
Preventative Care, and the Institute of Medicine (IOM) have outlined other recom-
mendations that are unique for primary care populations. Internationally, the 
National Institute for Health and Clinical Excellence (NICE) (2012) is the UK’s 
organization that manages a national health care data base, offers a wealth of 
 evidence-based recommendations, and provides clinical algorithms.  

    Embedding Screening in the Context of Health Care Delivery 
Practices 

 Screening and detection of any disorder that requires further assessment is a com-
plex process. Screening protocols assume that (a) detection will lead to early inter-
vention, which can prevent a mental health or substance abuse disease process from 
advancing, and that (b) improved health outcomes and/or cost-effectiveness result 
from clearly defi ned screening guidelines, according to epidemiological studies and 
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evidence-based research. Therefore, suffi cient evidence is needed to support the use 
of behavioral health screening measures for a specifi c population in a primary care 
setting. 

 Screening is not a diagnostic litmus test, but an indicator that further assessment 
is needed. Screening for mental health conditions, consequently, is not a diagnosis 
of a mental health condition. And, clinical situations where a patient may require 
behavioral health expertise does not confi rm or suffi ciently describe which behav-
ioral health intervention is needed. Clinical interviewing, judgment, and decision- 
making processes of the provider are not replaced but augmented by standardized 
screening. Screening tools supplement the provider-patient relationship, with the 
understanding that unique patient needs, style, cultural and family backgrounds, 
and other factors may infl uence the validity of a screening tool. Choosing the appro-
priate tool among the many screening tools and assessment instruments is just one 
of the initial steps in implementation. The larger health care context plays a signifi -
cant role in the effective use of screening. 

 Using screening tools goes beyond choosing a measurement and “sending 
patients off” and expecting something to change. Incorporating screening tools into 
clinical practice is a process that may begin with identifying the target population or 

   Table 12.1    USPSTF behavioral health screening and counseling recommendations   

 Behavioral health screening 
 Date of 
recommendation  Description 

 Alcohol misuse screening; 
(Drinking, risky/hazardous) 
adults and pregnant women 

 Screening and 
counseling 2004 

 Grade B a  
 Offer or provide this service 

 Depression screening for adults 
(> 18) and adolescents (12–18) 

 2009  Grade B a  
 Offer or provide this service 

when staff-assisted depression 
care supports  are in place  

 Depression screening for adults 
(>18) 

 2009  Grade B a  
 Offer or provide this service 

when staff-assisted depression 
care supports  are not in place  

 Obesity screening and counseling: 
children and adults 

 2003 (Adults)  Grade B a  
 2010 (Children)  Offer or provide this service 

 Smoking screening and tobacco 
cessation counseling 

 Counseling and 
interventions 2009 

 Grade A b  
 Offer or provide this service 

 Dementia (Alzheimer’s disease)  Screening  I c  
 Drug use, illicit  Screening 2008  I c  
 Family violence  Screening 2004  I c  

   a B: The USPSTF recommends the service. There is high certainty that the net benefi t is moderate 
or there is moderate certainty that the net benefi t is moderate to substantial 
  b A: USPSTF highly recommends the service 
  c I: The USPSTF concludes that the current evidence is insuffi cient to assess the balance of benefi ts 
and harms of the service. Evidence is lacking, of poor quality, or confl icting, and the balance of 
benefi ts and harms cannot be determined. If the service is offered, patients should understand the 
uncertainty about the balance of benefi ts and harms  

M.R. Talen et al.



243

condition, choosing reliable tool(s), and then implementing and nurturing a system 
of care to achieve expected benefi ts and outcomes. It requires the entire practice to 
adapt and embrace the incorporation of this process. These questions and tasks are 
described in Fig.  12.1 , using the integrated care practice “lexicon” (See Chap.   2    ; 
Peek, 2011) as the framework.

   In this chapter, valid and reliable screening tools for primary care will be 
described using the what, how, and supported by parameters of integrated care: (1) 
defi ning the team members’ level of training, roles and tasks, and communication 
between providers about the screening results; (2) identifying the patient population 
and rationale for screening—life stages and/or specifi c patient group with particular 

Defining
clauses

(In common
for all

integrated
care)    

Parameters
(What might
vary from
practice to
practice)

Questions, issues, tasks for
implementing screening

Examples

HOW: A team 1. Team
    composition

Which team members are
involved in screening? (e.g.
PCP, nursing, medical
assistant, care coordinator,
behavioral health
professional)

∑ What is the necessary
   training for each in
   screening process?

PCP, medical assistant and
behavioral health provider

2. Level of
    collaboration
    or integration

How and how closely are
team members to
communicate about
screening results and follow-
up?

∑ Coordinated: basic
  collaboration at a distance

∑ Co-located: basic
  collaboration on-site

∑ Integrated: shared space,
  systems, care plans,
  culture
       

PCP, MA and Behavioral
Health provider huddle 3
times/week routinely to
identify appropriate
screening tools for adult
diabetic patients scheduled
for clinic.

With 3.

∑ What are their
   roles/responsibilities in the
   screening process?

  Fig. 12.1    Questions, tasks, and examples for embedding screening effectively in practice (See 
Chaps.   2     and   11    )             
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a shared
population and
mission

B. Life stage

Pre-school, School-age,
Adolescents, Adults,
Seniors, Life-limiting
illness.

Adult diabetic patients who
have established care in
PCMH and are scheduled for
follow-up visit

C. People
with
identified
conditions or
situations

What are you screening for?
• Mental health or substance
   abuse conditions.

• Behavioral / emotional
  factors interfering with
  chronic illness care, e.g.,
  diabetes, cardiovascular,
  asthma.

• Behavioral health risk to
  success of planned or
  routine situations, e.g.,
  pregnancy, surgical
  procedures, preventive
  care, transitions of care

• Behavioral  / emotional
  /social factors in chronic
  pain, recovery from illness
  or injury, over-utilization
  of services, unhappiness
  or non-engagement with
  care or providers, social
  factors interfering with
  care.
  Some combination of
  these?

Screening for depression and
anxiety with adult diabetic
patients

4. Method
   for
   screening
   patient
   population    

What are the best screening
tools to identify your target
population?

• Specific tool for a patient
   population?  Universal
   screening tool?

• System indicators, e.g.
  visit data, claims data,

PHQ-2 and GAD-2 with new
and established patients with
DM II diagnosis

What age group population
is to be screened?

Fig. 12.1 (continued)

attention to the cultural, socioeconomic, and gender issues; (3) describing the clini-
cal screening tools, including the primary purpose and function of the standardized 
screening tools along with its specifi city and sensitivity, (4) outlining the offi ce 
management process and fi nancial systems for effectively using screening tools 
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registries? Provider or 
patient?

•  Some combination of 
    these?

Using a 
systematic  
clinical system

5. Program
    scale or
    maturity

What is the expected scope 
or scale for screening 
process at this point?
•  Pilot—a circumscribed
   test or demonstration in
   one or two places
•  Project—a larger scale,
    but still limited program
    within certain bounds

•  Mainstream—full-scale
    implementation across
    entire practice or
    organization

Project: Consistent project
with a designated team—
PCP, MA, BH, and a
targeted panel of diabetic
patients seen on consistent
days  (e.g. Mon, Wed, Fri)
but with limited number of
days/week

6. Level of 
    patient 
    engagement

How are patients involved in
the screening process and
follow-up care?

•  A background function
    they may or may not be
    aware of or data entry

•  A prominent feature of 
    the patient-clinician 
    interaction? Patient self-
    scoring tools

•  Explicit shared decision-
    making. or mostly 
    provider decision-making

Diabetic patients with
positive screening meet with
Behavioral Health provider
(15-20 minutes) for
assessment and follow-up
shared care plan  Options for
follow-up counseling, group
visits, and/or medication
discussed.

7. Level of
    practice
    reliability /
    standardizati
    on

How consistent, reliable, and
standardized are screening
processes?

•  Informal—individual
    clinician identification—
    variability across 
    clinicians

•  Some processes consistent
    or standardized

Schedule same continuity
team (e.g. PCP, MA, BH) on
the consistent clinic days
(e.g. Mon, Wed, Fri, AM)

PCP tags diabetic adults for
MA to handout  PHQ-2 and
GAD-2 prior to medical
visit.  BH scores,
documents/reports results to
PCP and Patient.  BH
follows up with positive 

Fig. 12.1 (continued)

such as cost, time, and billing; and (5) using a data collection system to track 
individual and/or clinical population trends and identifying quality improvement 
methods. Since there are a host of resources, such as Health and Psychosocial 
Instruments (HaPI database) for mental health and behavioral health assessment 
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instruments, the focus of this chapter is not to provide an exhaustive list of behav-
ioral health screening tools, rather to focus on the most common standardized tools 
used in primary care settings and, more importantly, address the components within 
the health care setting that are needed to effectively embed these tools for patient- 
centered care.  

•  Most or all screening
   processes consistent,
   reliable, standard

results.

SUPPORTED
BY: Office
practice and
financial
system

8. Business
   model /
   billing
   system

How is screening made a
sustainable part of business
model?
•  Billing codes for
   screening. Specified part
   of bundled services
   payments.

•  Expected as normal part
   of clinic processes paid in
   usual manner.

•  Some combination of
   these.

Billing for screening: 96110
with .59 modifier

 A level 3 office visit in
which three developmental
screening instruments were
administered, scored and
interpreted:
99213:  Evaluation and 
Management 
96110:  Screening Tool:  
ASQ
96110-59:  MCHAT

Bill Health and Behavior
codes (CPT 95801) when
behavioral health provider
meets with patients with a
positive screening and
assesses patient more fully.

9. Practice-
   based data 
   collection, 
   analysis, and 
   actual use

What processes are in place
for routinely collecting,
analyzing, and using
screening data to improve
care, quality, and
effectiveness?

•  How is practice data used 
   to guide changes in team-
   based care and clinical 
   processes? 

•  For individual patients,
   entire practice panel,
   community trends

Team of PCP, MA, BH
meets monthly to review
patients with positive
screening results. Review
follow-up with panel of
depressed, diabetic patients.
Review and track follow-up
screening results for panel of
patients.

With ongoing
QI and
effectiveness
measurement

•  QI feedback to teams on
   quality measures.

PDSA cycles implemented
(Plan, Do, Study, Act) using
PHQ9

Fig. 12.1 (continued)
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    Health Care Team: Defi ning Roles, Responsibilities, 
and Communication in Screening 

 One of the fi rst steps in effectively implementing screening tools is defi ning the 
roles and responsibilities of each team member—physicians, nurses, medical assis-
tants, behavioral health providers, and support staff. The team has the responsibility 
of making a number of screening decisions, such as who gets screened and with 
what screening tools. The responsibility of administering, scoring, reporting results 
to the patient or family, and managing follow-up care needs to be discussed and 
delegated among team members. Without clearly defi ned tasks and communication 
pathways, information from screening tools are often not completed, reviewed or 
discussed with patients much less become part of the clinical monitoring system 
for follow-up care (Hayutin, Reed-Knight, Blount, Lewis, & McCormick,  2009 ; 
Herman-Staab,  1994 ; Pinto-Martin    et al., 2005).  

    Patient Populations and Clinical Screening Tools 

    Pediatric Screening Tools 

 Developmental screening for children seen in primary care has been an important 
and growing area of interest in our primary care system (Tolan & Dodge,  2005 ). The 
purpose of screening children is to identify those who should receive more intensive 
assessment or diagnosis for potential developmental delays. Screening can promote 
earlier detection of developmental delays, which is correlated with improved prog-
nosis and healthier outcomes for children who receive early intervention thereby 
improving child health and well-being (Borowsky, Mozayeny, & Ireland,  2003 ; 
Center for Disease Control and Prevention [CDC],  2011 ; Glascoe,  2005 ; Richardson, 
Keller, Selby-Harrington, & Parrish,  1996 ; Sheldrick, Merchant, & Perrin,  2011 ). 

 Well-child checkups in primary care are a natural venue for direct contact with 
parents and their children and an opportunity for systematic continuity of develop-
mental screening. Primary care providers are in a unique position to provide devel-
opmental assessments within the context of the physician–family relationship to 
support normal development and identify and intervene when children exhibit early 
warning signs of risks. It is estimated that 17 % of children have a developmental 
disability or behavioral disorder (Glascoe,  2005 ). However, studies have indicated 
consistently that infants and young children who have clinically signifi cant devel-
opmental delays are not adequately detected in pediatric primary care (Drotar, 
Stancin, Dworkin, Sices, & Wood,  2008 ; Richardson et al.,  1996 ). Only a fraction 
(30 %) of the children who have a developmental disability (17 %) are identifi ed in 
the health care settings (Polaha, Dalton, & Allen,  2011 ; Sand et al.,  2005 ). 
Consequently, critical opportunities for early intervention are lost. 
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 Routine screening for developmental delays, mental health, and psychosocial 
problems in pediatrics has also become a matter of policy (Blanchard, Gurka, & 
Blackman,  2006 ). Medicaid, the federal health insurance program that provides 
health care for 20 million of the nation’s economically impoverished children, 
implemented the Early Periodic Screening Diagnosis and Treatment Program 
(EPSDT) which mandates well-child visits to include screening for mental health 
and developmental problems (Brickman, Garrity, & Shaw,  2002 ; Sheldrick et al., 
 2011 ). The need to focus more attention on children’s psychosocial problems has 
been underscored and raised to the level of policy recommendations by national 
benchmarking efforts like Healthy People 2010 (U.S. Department of Health and 
Human Services, 2000). 

 The American Association of Pediatricians (AAP) recommends performing 
developmental surveillance at every well-child visit and using a formal screening 
tool at the 9-, 18-, 24-, and 30-month checkups (Drotar et al.,  2008 ) and then, annu-
ally beginning at 3 years of age    (LaRosa, 2010) (See    Table  12.2 ). In contrast, the 
United States Preventive Services Task Force (USPSTF) does not recommend 
screening for speech, language, or developmental delay in preschool children due to 
insuffi cient evidence. Despite this, AAP continues to recommend the use of screen-
ing tools to identify and describe the level of the child’s risk for developmental 
delay as a means to systematically monitor and assess a child’s developmental pro-
gression (Blanchard et al.,  2006 ; Glascoe,  2005 ; Nelson, Nygren, Walker, & 
Panoscha,  2006 ; Pinto-Martin, Souders,  2005 ; Schonwald, Huntington, Chan, 
Risko, & Bridgemohan,  2009 ; Sheldrick et al.,  2011 ; Williams, Klinepeter, Palmes, 
Pulley, & Foy,  2004 ).

       Preschool Population 

 There are two recommended screening instruments for general screening during 
well-child visits with infants and toddlers; the Pediatric Evaluation of Developmental 
Status (PEDS) and the Ages and Stages Questionnaire (ASQ), including the Social 
and Emotional Surveys (ASQ-SE) (Drotar et al.,  2008 ). Parents complete these sur-
veys before offi ce visits and the results are shared with the parents during the visit. 
Clinical staff—medical assistance, nurses, or physicians—may enter the informa-
tion into the medical charts to track the developmental progression of the child, 
similar to growth chart tracking systems (Lazarus,  1999 ; Sices, Stancin, Kirchner, 
& Bauchner,  2009 ; Wallis & Pinto-Martin,  2008 ). 

  Pediatric Evaluation of Developmental Status (PEDS).  The primary purpose of 
PEDS is for identifi cation of general developmental delays based on the parent/
caregiver’s concerns. PEDS moderately identifi es children with developmental risks 
(Glascoe,  2005 ). The ten-question tool is written at a fi fth grade level, is available in 
multiple languages, and takes 2–5 min to complete and less than 1 min for a pro-
vider or staff member to score. The limitations of this instrument are also its 
strengths. As it relies on parental self-report on global areas of functioning, parents 
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may over- or underestimate their child’s development. The validity of this tool is 
enhanced when corroborated with clinical observation and more specifi c informa-
tion from a clinical interview. 

  Ages and Stages Questionnaire (ASQ).  The ASQ is a more extensive develop-
mental screening tool for children 4 months to 5 years. This questionnaire has a 
reading level that ranges from third to twelfth grade and is available in four lan-
guages—English, Spanish, French, and Korean. There are 35 items in four develop-
mental domains: cognitive, motor, self-help, and language. The Social and 
Emotional (SE) portion is recommended for children who have an at-risk score on 
any of these four primary domains. It takes approximately 15 min for parents to 
complete, and medical assistants or support staff may score the survey. It has high 
rates of sensitivity and specifi city (La Rosa, 2010). This is a more comprehensive 
screening tool than the PEDS and has been validated in large, diverse samples 
including underserved families and premature babies. The form varies for different 
ages, carries a nominal cost, and has an EHR version. 

 Implementation of PEDS or the ASQ is a billable service, and codes (CPT 
96110-1) can be used for more extensive screening tools and interpretive reports. 
The Center for Medicare and Medicaid Service (CMS) has published a relative 
value unit (RVU) for these services; they do not reimburse directly for the  clinician’s 
time but for offi ce administration.  

    Specifi c Preschool Populations 

 Preschool children who are at biologic or environmental risk (e.g., prematurity, pov-
erty) may require additional screening for language, speech, and autism spectrum 
disorders. If infants and preschoolers fail a developmental milestone based on the 
general screening tools, then health care providers can focus their assessment to 
language and/or behavioral/social development. 

  Checklist for Autism in Toddlers (CHAT/M-CHAT).  As the rate the of children 
with autism spectrum disorders and pervasive developmental disorders continues to 
grow (Baird et al.,  2000 ; Baron-Cohen et al.,  2000 ; Filipek et al.,  2000 ; Wallis & 
Pinto-Martin,  2008 ), the American Academy of Neurology and Child Neurology 
Society (Filipek et al.,  2000 ) and AAP have suggested using the Checklist for 
Autism in Toddlers (CHAT) and the Modifi ed Checklist for Autism in Toddlers 
(M-CHAT) (Baird et al.,  2000 ; Baron-Cohen et al.,  2000 ; Mawle & Griffi ths,  2006 ). 
However, the CHAT has poor sensitivity and poor positive predictive value in pri-
mary care settings ( Mawle & Griffi ths ; Robins,  2008 ). M-CHAT has limited evi-
dence as a screening tool, but it has higher sensitivity and may be more useful in 
primary care settings as a secondary screening tool after the ASQ or PEDS ( Robins ). 
A positive result on these tools would indicate a referral to early assessment and 
intervention programs through EPSDT, the child health component of Medicaid. 
Follow-up assessments such as the Child Behavioral Checklist (CBCL) and the 
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Eyberg Children Behavioral Inventory are more expensive and require advanced 
levels of training and education for providers to administer these clinical assessment 
tools appropriately.  

    School-Age Children 

 Diffi culties with psychosocial functioning is one of the leading sources of problems 
among school-age children (Blanchard et al.,  2006 ; Gardner, Kelleher, Pajer, & Campo, 
 2003 ; Pagano, Cassidy, Little, Murphy, & Jellinek,  2000 ), and, in fact, almost half of all 
parent concerns at well-child visits are related to psychosocial problems (Wren, Scholle, 
Heo, & Comer,  2003 ). Using standardized tools to assess psychosocial functioning in 
school-age children (5–17 years), however, is the exception rather than the rule in pri-
mary care settings (Gardner, Kelleher, & Pajer,  2002 ; Gardner et al.,  2003 ; Lazarus, 
 1999 ). Fewer school-age children are screened, identifi ed, and referred for follow-up 
care than infants to 5-year-olds due to time constraints, limited information on validated 
user-friendly screening tools, lack of available mental health services, and lack of reim-
bursement for these assessments (Badger, Robinson, & Farley,  1999 ; Gardner et al., 
 2003 ; Reijneveld, Vogels, Hoekstra, & Crone,  2006 ; Schonwald et al.,  2009 ). 

 The latency years are, however, an ideal time frame for identifying warning signs 
for behavioral health risks that lead to adult mental health disorders. Approximately 
one in ten children have a mental health disorder that affects their daily functioning 
(Jellinek, Little, Murphy, & Pagano,  1995 ; Jellinek et al.,  1999 ; Weitzman & 
Leventhal,  2006 ), and the prevalence rates of children with a behavioral health dis-
order ranges from 12 % to 27 % depending on economic and cultural factors. This 
is higher than the prevalence of asthma or other childhood health disorders, but 
behavioral health concerns are routinely under-identifi ed in primary care settings 
( Weitzman & Leventhal ; Wren et al.,  2003 ). Detection is often missed when physi-
cians do not use a standardized screening tool (Simonian & Tarnowski,  2001 ). 
Consequently, a number of newer screening tools for school-age children and ado-
lescents have been developed to address under-detection in primary care settings. 
The following is a list of tools that are emerging as valid and reliable screening tools 
in primary care settings. 

  Pediatric Symptom Checklist (PSC/PSC-17).  The Pediatric Symptom Checklist 
(PSC) is a brief, reliable measurement of psychosocial-emotional functioning 
(Borowsky et al.,  2003 ; Gardner et al.,  2003 ; Gardner, Lucas, Kolko, & Campo, 
 2007 ; Jellinek et al.,  1999 ; Jutte, Burgos, Mendoza, Ford, & Huffman,  2003 ; 
Murphy et al.,  1996 ; Stoppelbein, Greening, Moll, Jordan, & Suozzi,  2012 ; Wren, 
Bridge, & Birmaher,  2004 ; Wren et al.,  2003 ). The PSC is a one-page 35-question 
parent rating of a broad range of children’s emotional and behavioral problems. It 
has a shorter version, PSC-17, and a youth self-report version for ages 11 through 
17. The PSC and PCS-17 are validated for general use and for specifi c ethnic sub-
groups in the USA, including the Latino population (Stoppelbein et al.,  2012 ; 
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Jutte et al.,  2003 ; Leiner, Puertas, Caratachea, Perez, & Jimenez,  2010 ; Kostanecka 
et al.,  2008 ; Pagano et al.,  2000 ). 

 This tool has three subscale scores: Internalizing, Attention, and Externalizing 
behaviors, which assess a school-age child’s daily functioning (Hayutin et al., 
 2009 ). A patient with scores within a clinical range should be referred for more in- 
depth assessment and treatment by trained behavioral health clinicians—physi-
cians, psychologists, and social workers.  

    Specifi c School-Age Populations 

  Attention Defi cit Disorder . Children who show signs of Attention Defi cit Disorder 
(ADD) are commonly referred to their primary care provider for assessment. ADD 
and ADHD (Attention Defi cit Hyperactivity Disorder) are the most common neuro-
biological disorders in this age group with a prevalence of 5.5–9.3 % in the general 
pediatric population and 11.8 % in boys (2008). The two most commonly used 
screening tools in primary care for these conditions are the Vanderbilt and the 
Connors rating scales (Langberg, Froehlich, Loren, Martin, & Epstein,  2008 ; 
Wasserman et al.,  1999 ). 

  Connors Rating Scale (CRS).  The Connors rating scale, with strong psychometric 
properties, measures hyperactivity in children and adolescents. The Connors test is 
an initial step in the more complex evaluation and examination of someone with 
ADHD. This scale solicits input from three entities: parents, teachers, and youth 
self-report. Completing an ADHD Connors test takes from 5 to 30 min, depending 
on the short or long version of the test. Long versions of the Connors ratings scales 
have about 60–90 questions, while the short versions have less than 30 questions. In 
addition to helping diagnose ADD/ADHD, the Connors test can be used in follow-
up examinations and evaluation of treatment effectiveness. Connors rating scales 
are not available to the general public, as they can only be purchased by qualifi ed 
buyers. 

  Vanderbilt ADHD.  The Vanderbilt is a family of screening tools for ADD and 
ADHD including a Parent, Teacher, and Primary Care provider forms. The AAP, 
Bright Futures, and NIQH recommend these tools for ADD/ADHD evaluations. 
It is easy to complete, designed for a third grade reading level, and has simple scor-
ing instructions, which are consistent with the DSM-IV diagnosis. This question-
naire also functions as a screen for common comorbid conditions such as learning 
disabilities, depression, anxiety, and oppositional defi ant disorder (Langberg et al., 
 2008 ) and works well with various populations, including parents with low reading 
levels. The sensitivity and specifi city of these measures, however, have not yet been 
determined in primary care settings. 

  Family Psycho-social Screening.  Since children’s development is so closely linked 
to the family risk factors, screening for the level of family functioning is another 
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area that needs to be considered in primary care. However, family functioning is 
rarely assessed in a systematic way in primary care settings (Gardner et al.,  2001 ; 
Reitman, Currier, & Stickle,  2002 ). For example, the Parenting Stress Index (PSI) 
or its shorter PSI-S version, has strong psychometric properties for diverse cultural 
groups and has demonstrated utility in mental health programs, but reliability and 
validity in primary care settings has not been established. This screening could be 
benefi cial for identifying the social determinants of a child’s health, but a strong 
referral and follow-up system of care needs to be established for an effective family 
screening protocol (Gardner et al.  2001 ; Voigt et al.,  2009 ).   

    Adolescent Screening Tools 

    Adolescents 

  Depression Screening for Children and Adolescents . The USPSTF recommends 
screening of adolescents (12–18 year olds) for major depressive disorder (MDD); 
however, the current evidence is insuffi cient to assess the benefi ts and harm of 
screening children who are younger (7–11-year-olds) (Williams, O’Connor, Eder, 
& Whitlock,  2009 ). The prevalence of MDD among adolescents is estimated at 
5.6 % with a higher prevalence among girls than boys (5.9 vs. 4.6 %) and a lifetime 
prevalence of 20 %. Depressed youth have more diffi culties in academic perfor-
mance, social relationships, higher rates of pregnancy, substance abuse, physical 
illness and suicide, which is the third leading cause of death for 15–24-year-olds 
(Rausch, Hametz, Zuckerbrot, Rausch, & Soren,  2012 ; U.S. Preventive Services 
Task Force,  2010 ) (Williams et al.,  2009 ). 

 USPTF’s screening recommendation is based on suffi cient evidence that 
early treatment of depression in adolescents is effective in improving health 
outcomes, but only when systems are in place to ensure accurate diagnosis, 
psychotherapy, and follow-up (Rausch et al.,  2012 ; Williams et al.,  2009 ). The 
benefi ts of early intervention on improving health outcomes or cost-effective-
ness are still lacking (Sanci, Lewis, & Patton,  2010 ). Even when screening 
detects mental disorders, other factors such as readiness for care and availability 
of effective treatments may affect health outcomes and adolescents’ engage-
ment with treatment. The best results are obtained when screening is linked to 
integrated models of direct patient care and management systems. The USPTF 
recommends two instruments that demonstrate good sensitivity and specifi city 
for identifying adolescents at risk for MDD in primary care settings: Patient 
Health Questionnaire-A (PHQ-A) and the Beck Depression Inventory-PC 
(BDI-PC). 

  Patient Health Questionnaire—Adolescent . PHQ-A is a derivative of the PHQ-9, 
a depression screening for adults, and also has nine questions with a moderate sen-
sitivity and a high specifi city for the adolescent population. A handful of studies 
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have narrowed the PHQ-9 screening to two questions for adolescents, which has 
low to moderate rates of sensitivity and specifi city (Borner, Braunstein, Victor, & 
Pollack,  2010 ; Richardson et al.,  2010 ). As such, this brief screening measure may 
be more effective for identifying youth who are not at risk of depression than speci-
fying who is at risk (Borner et al.,  2010 ) 

  Beck’s Depression Inventory—Primary Care . BDI-PC is a ten-item brief assess-
ment of depression and has high rates of sensitivity and specifi city with an adoles-
cent population (Winter, Steer, Jones-Hicks, & Beck,  1999 ). 

  The Guidelines for Adolescent Depression in Primary Care.  GLAD-PC is a 
resource for depression screening tools in primary care settings (Winter et al., 
 1999 ; Zuckerbrot & Jensen,  2006 ; Zuckerbrot, Cheung, Jensen, Stein, & 
Laraque  2007 ; Zuckerbrot, Maxon et al.,  2007 ). These provide guidelines for 
providers and offer recommendations for screening, diagnosis, and treatment of 
depression and dysthymia in adolescents aged 10–21. The website provides a 
range of tools such as the Columbia Depression Scale (Teen Version), the 
Parent-Young Mania Rating Scale, Mood and Feelings Questionnaire, and 
Anxiety Sensitivity Index. 

  The Guidelines for Adolescent Preventative Services Questionnaire.  The GAPS 
is a 72-item checklist that screens for risk behaviors (e.g., substance abuse, vio-
lence) and mood disorders (e.g., hopelessness, suicidal thoughts) (Elster & Kuznets, 
1994), as well as three semi-structured questions on the adolescents’ form on 
strengths and self-concept. This form has not been formally evaluated for sensitivity 
or specifi city in primary care settings. 

 There are several other assessment tools for youth such as the Rapid Assessment 
for Adolescent Preventive Services (RAAPS). The RAAPS screening tool was 
uniquely developed with a wide base of youth input (Salerno, Marshall, & Picken, 
 2012 ), which has Internet compatibilities. CRAFFT   , a mnemonic acronym for car, 
relax, alone, forget, friends, trouble, is a behavioral health substance abuse screen-
ing tool for use with adolescents under age 21 (Hamrin, 2010; Hamrin, Antenucci, 
& Magorno,  2012 ), and Home, Education, Activities, Drugs, Sexuality and Suicide/
Depression (HEADSS), which is a familiar clinical interviewing protocol for pri-
mary care providers to screen adolescent’s psychosocial development, have no pub-
lished studies on the reliability and validity of this approach in identifying MDD or 
other mental health disorder in adolescents (Zuckerbrot, Maxon et.al,  2007 ).   

    Adult Screening Tools 

 Like pediatric screening tools, screening tools for adults should be focused on iden-
tifying modifi able or treatable disorders or conditions and identifying adults who 
could benefi t from behavioral health strategies. In addition to the recommendations 
of the USPSTF, other organizations, like the Veterans Administration of the 
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Department of Defense, the American Psychology Association, and the American 
Psychiatric Association, are developing guidelines for screening (Cook, Freedman, 
Freedman, Arick, & Miller,  1996 ; Engel et al.,  2008 ). In 2009, the National Network 
of Depression Centers was organized to address the need for consistency in assess-
ing and evaluating behavioral health and specifi cally depression in health care set-
tings. This multi-professional group has identifi ed a common assessment package 
of nine tools to measure mental health “vital signs.” The purpose of this group has 
been to develop a standard core of assessment scales, to understand what they mean 
in the primary care setting, to use them regularly in clinical practice, and to use the 
information to facilitate communication about patient care within multidisciplinary 
teams (see Table  12.3  for examples).

   In 2011, the National Institutes of Health in collaboration with the Society for 
Behavioral Medicine have joined efforts to recommend common data elements 
(CDEs) for patient-reported measures of health behaviors and psychosocial factors 
that can be used in EHRs and to identify standardized behavioral health screening 
tools for use in primary care settings. Their goal is to help integrate behavioral 
health information with other health factors, utilization reviews, and clinical out-
comes and can contribute to quality improvement efforts through targeted health 
care initiatives in the PCMH and ACO sites. 

 Many integrated efforts are working toward developing consistent language, 
consensus of focus, and coordinated processes to synchronize behavioral health and 
psychosocial screenings into primary care (McGrady, Lynch, Nagel, & Tamburrino, 
 2010 ). The following review, therefore, is focused on evaluating adult behavioral 
health and mental health screening tools that have suffi cient evidence to support 
their use in primary care. In this chapter, we will review screening in the three popu-
lation categories:

    (a)    General Adult Populations: Substance Abuse and Mental Health Screening   
   (b)    Targeted Patient Populations in Primary Care   
   (c)    Screening for Patient Engagement, Quality of Life, and Social Support    

     Substance Abuse Screening 

 Substance abuse accounts for signifi cant rates of morbidity and mortality among 
adults and warrants high priority in adult behavioral health screening and treatment. 
(USPSTF, AAFP, CPSTF, NCPP, 2008). There is a 10 % prevalence rate of alcohol 
misuse disorders in the adult population the USA, but identifying and referring at-
risk patients occurs less than 10 % of the time in primary care, indicating that sub-
stance use is inadequately and inconsistently screened for. There are a substantial 
number of studies that support a variety of reliable and valid screening measures for 
alcohol misuse; however, there is insuffi cient evidence for brief, valid, and reliable 
screening tools for illicit drug use in primary care (Ansseau et al.,  2004 ; Babor 
et al.,  2007 ; Fiellin, Reid, & O’Connor,  2000 ; Edlund, Unutzer, & Wells,  2004 ; 
McCance-Katz & Satterfi eld,  2012 ). 
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   Table 12.3    Brief screening tools   

 HEADSS:  H: Home and family 
 E: Education 
 A: Activities 
 D: Drugs 
 S: Sexual activity S: suicide/support 

 CRAFFT  C— Have you ever ridden in a CAR driven by someone 
(including yourself) who was “high” or had been using 
alcohol or drugs? 

 R— Do you ever use alcohol or drugs to RELAX, feel better 
about you, or fi t in? 

 A— Do you ever use alcohol/drugs while you are by yourself, 
ALONE? 

 F— Do you ever FORGET things you did while using alcohol or 
drugs? 

 F— Do your family or FRIENDS ever tell you that you should 
cut down on your drinking or drug use? 

 T— Have you gotten into TROUBLE while you were using 
alcohol or drugs? 

 AUDIT-C  1. How often did you have a drink containing alcohol in the past 
year? 

 2. How many drinks did you have on typical day when you were 
drinking in the past year? 

 3. How often did you have fi ve or more drinks on one occasion in 
the past year? 

 CAGE  C: Have you ever felt the need to Cut down on drinking? 
 A: Have you ever felt Annoyed by criticism of you drinking? 
 G: Have you ever had Guilty feelings about your drinking? 
 E: Do you ever take a morning Eye opener? 

 Patient Health 
Questionaire-2: PHQ-2 

 In the last 2 weeks, 
 1. Have you often been bothered by feeling down, depressed or 

hopeless? 
 2. Have you often been bothered by little interest or pleasure in 

doing things? 
 Generalized Anxiety 

Disorder-2: GAD-2 
 Over the last 2 weeks were you bothered by, 
 1. Feeling nervous, anxious, or on edge and, 
 2. Not being able to stop or control worrying? 

 Post Traumatic Stress 
Disorder: PTSD 

 In your life, have you ever had any experience that was so 
frightening, horrible, or upsetting that, in the past month, 
you… 

 1. Have had nightmares about it or thought about it when you did 
not want to? 

 2. Tried hard not to think about it or went out of your way to 
avoid situations that reminded you of it? 

 3. Were constantly on guard, watchful, or easily startled? 
 4. Felt numb or detached from others, activities, or your 

surroundings? 

(continued)
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 The USPSTF recommends alcohol abuse screening for all adult patients and 
especially pregnant women, due to the increased risks to the fetus and pregnancy 
complications. It also recommends substance screening for patients who have 
tobacco abuse, frequent trauma-related medical visits, and/or a family history of 
alcoholism, as they are at a greater risk for substance abuse. 

  Alcohol Use Disorders Identifi cation Test (AUDIT).  This test is the gold standard 
for detecting alcohol misuse, which has high sensitivity and specifi city in English-
speaking primary care populations (Saunders, Aasland, Babor, de la Fuente, & 
Grant,  1993 ; Smith, Schmidt, Allensworth-Davies, & Saitz,  2009 ). The scoring pro-
fi le identifi es patients on a continuum from risky drinking behaviors to abuse and 
dependency. The briefer AUDIT-C version has similar high rates of sensitivity and 
moderate specifi city. 

  Screening Brief Intervention Referral and Treatment (SBIRT).  The Alcohol 
Screening and Brief Intervention are a combination strategy to screen for alcohol 
and substance use and for providers to immediately intervene. The screen for risky 
alcohol use starts with a single question on the number of drinks over a period of 
time. (See Chap.   13     for a more thorough description of SBIRT) (Babor et al.,  2007 ). 
The SBIRT model, combining screening with treatment, is now widespread and 
widely studied (Saunders et al.,  1993 ; Smith et al.,  2009 ). Primary care practices 
can bill for this combined screening and treatment approach. 

  CAGE    . CAGE a mnemonic acronym for cut down, annoyed, guilt, and eye opener, 
is a standard clinical interviewing screening protocol in primary care and is inte-
grated into a routine history taking. A positive response indicates further assess-
ment. It targets alcohol abuse and dependence, but is less effective at detecting risky 
drinking behavior (Fiellin et al.,  2000 ). The screening questions have shown less 
accuracy in identifying older patients, African Americans, and Latinos with sub-
stance abuse symptoms. 

 CAGE and AUDIT Combination (TWEAK (a mnemonic acronym for tolerance, 
worried, eye-opener, amnesia, and cut-down), TRACE, Five Shot, RAPS). 
Combining a few questions from CAGE and AUDIT has created a number of 
screening tools. For example, TWEAK (Tolerance, Worried, Eye-opener, Amnesia, 
remember?, K/Cut Down) and TRACE (Tolerance, Annoyance, Cut-down,  

Table 12.3 (continued)

 Woman Abuse Screening 
Tool: (WAST-SF) 

 1. In general, how would you describe your relationship? 
  No tension—Some tension—A lot of tension 
 2. Do you and your partner work out arguments with… 
  No diffi culty—Some diffi culty—Great diffi culty 

 Partner Violence 
Screen: PVS 

 1. Have you been hit, kicked, punched, or otherwise hurt by 
someone within the past year? If so, by whom? 

 2. Do you feel safe in your current relationship? 
 3. Is there a partner from a previous relationship who is making 

you feel unsafe now? 
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Eye-opener)    were developed specifi cally for alcohol screening with women, while 
the Five Shot and Rapid Alcohol Problems Screen (RAPS) have been validated as 
screening questions for men and women across diverse ethnic groups (Bischof 
et al.,  2007 ; Delgadillo et al.,  2011 ).  

    Mental Health Screening Tools 

  Mood Disorders: Depression and Bipolar Disorders.  Mood disorders are the 
most prevalent disorders in the general population. Major depression alone has a 
lifetime prevalence of 20 % in women and 13 % in men, and 20–30 % of these 
patients experience a re-occurrence of a depressive episode over their lifetime. 
Consequently, screening adults for depression is recommended by the USPTF 
(Grade B) when care management processes are in place to assure accurate diagno-
sis, effective treatment and consistent follow-up care. This recommendation set the 
standards for integrating a depression screening process into the PCMH (Bauer 
et al.,  2011 ; Gilbody, Bower, Fletcher, Richards, & Sutton,  2006 ; Kessler, Sharp, & 
Lewis,  2005 ; Solberg, Korsen, Oxman, Fischer, & Bartels,  1999 ; U.S. Preventive 
Services Task Force,  2009 ). 

 Implementing a depression screening protocol into primary care practices is 
multifaceted and depression management requires a system of care and a health care 
team beyond the doctor–patient relationship. The IMPACT model of depression 
management and the variations on this clinical pathway (e.g., DIAMOND, TIDES) 
in primary care has set the prototype for an evidence-based approach. Screening the 
general population of primary care adult patients for signs of depression is an initial 
step in this clinical protocol (Unutzer & Park,  2012 ). 

 The most widely used patient tool for screening depression in primary care is 
based on the Patient Health Questionnaire (PHQ) (Kroenke, Spitzer, & Williams, 
 2001 ; Spitzer, Kroenke, & Williams,  1999 ). The purpose of the 20-question 
PHQ tool was to facilitate recognition and diagnosis of depression in all patients 
establishing care who have not been screened in the previous 12 months, or who 
are suspected of having a mental health disorder. There is a short PHQ-9 version 
and an even shorter version PHQ-2, which is used for two initial clinical ques-
tions to identify patients who may be fl agged at risk for depression (Arroll, 
Khin, & Kerse,  2003 ; Kroenke, Spitzer, & Williams,  2003 ; Kroenke et al., 2011; 
Lowe, Kroenke, & Grafe,  2005 ). The PHQ-9 is available free and there are no 
limitations on the level of training of providers for using this tool. However, 
results from this screening tool need to be embedded alongside a clinical treat-
ment protocol, with well-defi ned roles and responsibilities within the health 
care team and a reliable system for monitoring patients follow-up and their 
treatment response. 

  Beck Depression Inventory.  BDI-PC is also a well-recognized tool that is less 
accessible to primary care providers because of its length, the level of advanced 
training required for interpreting these tools, and the cost (Arnau, Meagher, Norris, 
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& Bramson,  2001 ). It may be better suited to primary care settings where behavioral 
health providers shoulder the responsibility for screening and intervening in 
depression. 

  Mood Disorder Questionnaire.  While screening for depression is common, 
screening for the diagnostic differential of bipolar is often missed. The Mood 
Disorder Questionnaire (MDQ) has been developed as a self-administered, fi ve- 
question screening tool specifi cally designed to detect patients who are at risk for 
the spectrum of bipolar disorders (Hirschfeld et al.,  2000 ). The MDQ more accu-
rately specifi es patients who do not show signs of the disorder than detecting 
patients with the disorder (Hirschfi eld et al.,  2003 ). Thus, results of the MDQ need 
to be interpreted within the context of a clinical interview with an experienced clini-
cian. In addition, the MDQ may not be adequate to distinguish between bipolar 
disorder and personality disorder patients such as Borderline Personality Disorder 
(Zimmerman et al.,  2010 ). Screening for bipolar disorders is a more complex diag-
nostic process than screening for a unipolar mood disorder and it may require more 
sophisticated assessment tools and advanced-level behavioral health providers to 
accurately identify patients with this disorder.   

    Specifi c Patient Populations and Depression Screening 

    Pregnant and Postpartum Patients and Depression Screening 

 The prevalence of depression among pregnant and postpartum women is double the 
rate of matched nonpregnant women, and screening has become a recommended 
standard of care (USPSTF) (Gavin et al.,  2005 ). The Edinburgh Postnatal Depression 
Scale (EDPS) is a ten question self-administered tool that can be completed and 
scored in 3 min. It has been validated across different cultures and languages, with 
high rates of specifi city (80 %) but moderate to low rates of sensitivity (67.7 %). 
Interestingly, in comparison to other depression diagnostic tools, like BDI, CES-D, 
and the Postpartum Depression Screening Scale (PDSS), none of these tools per-
formed signifi cantly better or worse in screening for depression among postpartum 
patients (Gaynes et al.,  2005 ; Olson, Dietrich, Prazar, & Hurley,  2006 ; Sharp & 
Lipsky,  2002 ).  

    Diabetic Patients and Depression 

 Given the strong link between mood and self-management in diabetic patients, the 
American Diabetes Association (ADA) added a standard of psychosocial assess-
ment to its 2005 Clinical Practice Recommendations (McGlynn, Cassel, Leatherman, 
DeCristofaro, & Smits,  2003 ). At a minimum, they recommend that providers 
administer the PHQ-2 at the regular diabetic checkups.  
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    Aging Patients and Depression 

 Optimal screening for depression in geriatric patients is unknown, but the increased 
prevalence of depression in patients who are experiencing bereavement, cognitive 
decline, institutional placement, or chronic medical illnesses is well-established 
(U.S. Preventive Services Task Force,  2009 ). In addition, the presence of a chronic 
painful physical condition increases the likelihood of a positive screen for depres-
sion (Ohayon & Schatzberg,  2003 ). 

  Geriatric Depression Scale.  GDS 30 and GDS 15 are thirty- and fi fteen-item self-
administered questionnaires that screen for mild to severe ranges of depression in 
senior patients. The GDS 15 is recommended for late-life depression screening 
(Heisel, Duberstein, Lyness, & Feldman,  2010 ; Mitchell, Bird, Rizzo, & Meader, 
 2010 ; Unutzer et al.,  2002 ).  

    Anxiety Disorders 

 Even though anxiety disorders are prevalent in primary care settings, screening 
the general adult population is not recommended at this time by the USPSTF or 
other health organizations (Ebell,  2008 ). Anxiety disorders, however, are highly 
prevalent affecting as many as 10 % of the population and 3–20 % of primary care 
patients seeking care in offi ce visits (Ansseau et al.,  2004 ; Wetherell, Birchler, 
Ramsdell, & Unutzer,  2007 ). The variety of anxiety disorders, from Generalized 
Anxiety, Post- traumatic Stress Disorder, Obsessive Compulsive Disorder or 
Social Anxiety, signifi cantly overlaps with physiological symptoms and makes 
the screening and management of anxiety in primary care challenging (Sharp & 
Lipsky,  2002 ). Further research into the validity and benefi ts of screening for 
anxiety disorders in primary care and the correlations between physiological 
symptoms continues. 

  Generalized Anxiety Disorder.  The GAD-7 and its shorter version GAD-2 are 
widely used, self-administered, clinician-scored screening tools developed for use 
in primary care settings (Donker, van Straten, Marks, & Cuijpers,  2011 ; Snyder, 
Stanley, Novy, Averill, & Beck,  2000 ; Spitzer, Kroenke, Williams, & Lowe,  2006 ). 
The psychometric analysis shows these screeners performed well for a range of 
anxiety disorders such as panic, social phobia, and PTSD. 

  Post-traumatic Stress Disorder Screener . This tool has been used in primary care 
military settings to identify personnel who are at risk for PTSD. It has been an effec-
tive screening tool for assessing the key characteristics of PTSD in this population 
but has also been validated within a civilian patient population (Davis, Whitworth, 
& Rickett,  2009 ; Freedy & Brock,  2010 ).   
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    Specifi c Patient Populations and Behavioral Health Screening 

    Abuse and Violence 

 Women, children, and senior patients are targeted patient populations who may be 
at risk for abuse. The burden of violence toward children, intimate partners, and 
elders is well documented, yet USPSTF found insuffi cient evidence to recommend 
for or against routine screening of parents or guardians for the physical abuse or 
neglect of children, of women for intimate partner violence, or of older adults or 
their caregivers for elder abuse. The absence of a screening recommendation is 
based on the lack of valid measures from the screening process, as well as the 
absence of data to determine if screening compromises the clinician–patient rela-
tionship, especially in low-risk populations, or increases the risk of harm to patients 
in violent relationships. Some studies suggest that screening for violence without 
adequate safety and support resources readily available may put the patient at more 
risk. Nonetheless, many medical organizations, domestic violence coalitions, and 
child welfare leagues continue to recommend that physicians remain alert to the 
signs and symptoms of physical and sexual abuse in routine examinations, espe-
cially at prenatal visits. The AAFP recommends “being alert” for the presence of 
family violence in virtually every patient encounter to provide early intervention, 
even though providers are lacking specifi c validated tools to detect family violence 
(American Association of Family Physicians [AAFP],  2012    ). 

 Due to the dangers and risks associated with disclosing abuse, there are many 
nuances that shape the safety and trust between provider and patient in the screen-
ing process. Consequently, no single screening tool for violence has well-estab-
lished psychometric properties. Even the most common tools were evaluated in 
only a small number of studies. Sensitivities and specifi cities varied widely within 
and between screening tools. Further testing and validation are critically needed 
(Garcia- Esteve et al.,  2011 ; Forgey, Badger, & Krase,  2011 ; Kapur & Windish, 
 2011 ; O’Campo, Kirst, Tsamis, Chambers, & Ahmad,  2011 ; Snider, Webster, 
O’Sullivan, & Campbell,  2009 ). Some of the more common tools are as follows: 
(1) Hurt, Insult, Threaten, and Scream (HITS) Scale is a self-administered four-
item questionnaire that asks how often their partner physically hurt, insulted, threat-
ened with harm, and screamed at them; (2) Woman Abuse Screening Tool (WAST/
WAST-Short): WAST and WAST-short forms were developed and validated for use 
in family medicine clinics; (3) Abuse Assessment Screen (AAS): The AAS is 
geared toward pregnant women.  

    Aging Patients: Dementia Screening 

 Despite the prevalence of dementia increasing, it remains underdiagnosed in the 
elderly. Still, evidence has been insuffi cient to recommend for or against screening 
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for dementia in older adults. It remains unclear if screening will result in overall 
population benefi t or risk from introducing drug therapies or other treatments on the 
course or progression of this disease (Canadian Task Force on the Periodic Health 
Examination, 1994). Screening can at best identify levels of cognitive dysfunction, 
but it does not prevent the progression of the disease. Screening for dementia or 
mild cognitive impairment may be helpful for family members and care givers in 
preparing to care for a loved one (Prince et al.,  2011 ). 

  Mini Mental Status Exam . Most dementia screening tools have been derived from 
the traditional and widely used MMSE, the oldest, most studied, and best known 
tool for screening for cognitive impairment (Folstein, Folstein, & McHugh,  1975 ; 
Howarth, Heath, & Snope,  1999 ). This provider-administered tool has 11 questions 
and/or tasks for the patient, and takes 5–10 min to complete. The Modifi ed Mini-
Mental State Examination (3MS) is an expanded version that includes items that 
predict better functional outcome (Teng & Chui,  1987 ). 

  Montreal Cognitive Assessment . The MoCA is a 10-min screening tool designed 
for primary care populations (Nasreddine, Phillips, & Chertkow,  2012 ). It has high 
rates of sensitivity and specifi city for detecting mild cognitive impairment. It requires 
provider training and includes tasks such as clock drawing, serial seven’s, and orien-
tation, to assess attention, concentration, memory, and executive planning. 

  General Practitioner Assessment of Cognition . GPCOG was developed for primary 
care use. It consists of nine interactive tasks   —time orientation, clock drawing, and 
recall, which takes about 4 min to complete and several minutes to review (Brodaty 
et al., 2002; Brodaty, Kemp, & Low,  2004 ; Lorentz, Scanlan, & Borson  2002 ). 

  Mini-Cog.  The Mini-Cog was developed as a tool to assess elderly patients who are 
multilingual (Borson, Scanlan, Brush, Vitaliano, & Dokmak,  2000 ). The clinician 
and patient complete the 3-min three-item recall assessment and clock drawing tool 
together (Royall, Cordes, & Polk,  1998 ). It broadly distinguishes patients with or 
without dementia, but it is not sensitive enough to detect mild cognitive impairment 
(Borson, Scanlan, Chen, & Ganguli,  2003 ). 

  Memory Impairment Screen . The four-item MIS delayed and cued recall test has 
been used as a quick assessment of dementia, but assesses only memory and not 
other executive or visual-spacial functioning.   

    Offi ce Management Practices and Financial Systems 

 Many barriers stand in the way of consistent screening practices, like inadequate 
reimbursement, lack of staff time and training, reluctance to label children or 
adults, limited availability of community resources or specialty treatment centers 
for when patients in need are identifi ed, and unclear administrative guidelines 
(Weitzman & Leventhal,  2006 ). Offi ce management practices, including a clear 
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depiction of the practice offi ce fl ow of tasks and responsibilities of team members 
at the beginning, middle, and closure of an offi ce visit, are necessary components 
for regular screening. The North Carolina Assuring Better Child Health and 
Development (ABCD), for example, had an increase of more than 70 % in using 
standardized tools when they implemented practice management strategies, such 
as conducting staff orientation, sharing data with providers/staff regularly, and 
identifying key community referral partners into their system (Earls & Hay,  2006 ; 
Pinto-Martin et al., 2005). 

 The sustainability of incorporating screening tools into primary care  practices 
depends not only on well-defi ned protocols for offi ce staff and provider teams, 
but also on fi nancial reimbursement, which is currently limited. The 96110 code 
for a screening tool can be attached to an E/M preventive service code with a 
modifi er (e.g., well-child checkups, well-woman exams). This RVU represents 
only malpractice and offi ce expense and is allocated primarily for staff adminis-
trative responsibilities, but not for physician assessment and discussion with 
families. While this is a beginning step in building sustainability for using 
screening tools, this process will need fi nancial support and advocacy from pro-
fessional organizations, such as the AAP, to extend the fi nancial base for suc-
cessfully implementing screening tools into primary care (e.g., aapcodinghotline@
aap.org). 

    Practice-Based Data and Quality Improvement Processes 
Using Screening Tools 

 The systematic use of screening tools in clinical practice can build a base for effective 
integrated care initiatives. Screening tools are often used in individual patient 
encounters depending on the PCP or BH providers’ clinical judgment, but aggregate 
information can be used to enhance population-based patient care and for targeting 
relevant clinical interventions, to promote healthier outcomes, preventative care, 
and earlier intervention. Just as mammogram screening provides data on breast can-
cer prevalence and treatment outcomes, compiling behavioral health screening data 
from primary care settings gives a broader profi le of patient behavioral health char-
acteristics and interventions. Using screening tool information to track individual or 
group trends in primary care is still in the early stages of development and has not 
been fully adopted as a standard of care. 

 There are several examples of how a population-based behavioral health 
screening initiative can lead to quality improvement processes. The SBIRT 
screening for alcohol use is an effective, well-researched, and reimbursable activ-
ity for the patient-centered medical home and should be routinely implemented 
for all adult patients (nontargeted adult population). This process of consistent 
monitoring within the general population has the potential to provide the founda-
tion for quality improvement initiatives in the primary care setting. The IMPACT 
model, which uses the PHQ-9 to identify patients at risk for depression and also 
to track patient improvements in depressive symptoms has all of the elements for 
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systems-based use of screening tools for the general adult population. Similarly, 
the PSC-17 is currently being used in a large public health initiative to increase 
the identifi cation of psychosocial and behavioral issues with children (Hacker, 
Williams, Myagmarjav, Cabral, & Murphy,  2009 ; Murphy et al.,  1996 ). Using 
standardized screening tools does increase the identifi cation of behavioral health 
issues, but the challenge of implementing these into standard quality improve-
ment practices remains.   

    Summary of the Evidence and Essentials 

 A rich deposit of behavioral health screening tools for use in primary care settings 
exists. Developmental screening tools for preschoolers, psychosocial concerns for 
school-age children, depression screening for adolescents, and depression and sub-
stance use screening for adults have strong empirical evidence to support screening 
practice as standard of care. Primary care providers may individually administer 
behavioral health screening tools depending on their clinical judgment, time, and 
comfort level. Individual use of these tools in practice, however, is only the fi rst step 
in setting the context for screening. To reach maximum utility and effi cacy, screen-
ing needs to be embedded into a system of care, including the identifi cation of team 
member’s roles and expectations for administering, scoring, and reviewing screen-
ing results with patients and families, the identifi cation of the population to be 
screened, selection of the appropriate tool, provision of clinical and offi ce protocols 
including billing practices, and fi nally the use of this information for understanding 
the behavioral characteristics of patients in a community to develop relevant quality 
improvement interventions.     
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    Abstract     The dissemination of Patient-Centered Medical Homes provides an 
opportunity for primary care practices to attend to the behavioral health and health 
behavior needs of its patients. This will often include the development of an inte-
grated behavioral health care practice that expands the team membership and devel-
ops routines for anticipating and following patients, with a focus on managing a 
broad range of conditions. Implementation of a successful integrated behavioral 
health care practice requires attention to building a team, hiring and training that 
team, developing sustainable workfl ows, identifying empirically based interven-
tions to include within a clinical pathway, and establishing processes for insuring 
quality care. This chapter will provide guidance to administrators and review empir-
ical evidence when it exists on all of these topics.  

     As primary care practices undergo transformation to Patient-Centered Medical 
Homes (PCMH), it is the ideal time for leadership teams to consider ways to inte-
grate behavioral health services (Hunter & Goodie,  2010 ). The goal of this chapter 
is to provide guideposts for heath care    providers and administrators in designing 
organizational systems for incorporating primary care behavioral health services 
that supports sustainable, evidence-based clinical care. Colocating behavioral health 
providers within primary care seems intuitively simple. Yet, merely adding behav-
ioral health providers (BHPs) into primary care is not suffi cient or adequate for 
building new approaches that integrate biomedical and psychosocial health care. 
BHPs are typically hired to provide direct services to primary care patients who 
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have a range of mental health, behavioral health, or medical needs; however, 
approaches for incorporating BHPs into primary care are as varied and unique as the 
setting in which they develop (Katon et al.,  2010 ). 

 Integrated clinical care is signifi cantly distinct from the traditional referral 
“ specialty” mental health service situated in primary care. The successful integra-
tion of behavioral health into practice is a highly complex and multifaceted organi-
zational and clinical process that requires signifi cant planning, resources, and time. 
This chapter will describe how behavioral health can be embedded within primary 
care using fi ve parameters of integrated clinical care—(1) defi ning the clinical team, 
(2) identifying and focusing on a patient population, (3) using direct clinical inter-
ventions or protocols, (4) developing offi ce practices and fi scal sustainability for 
behavioral health practices, and (5) evaluating quality improvement measures in 
integrated behavioral health (Peek & Oftedahl,  2010 ). Table  13.1  provides a clinical 
case example, and Table  13.2  outlines these fi ve areas delineated, identifying key 
elements and questions for designing integrated clinical practice. In this chapter, 
these parameters will be defi ned and described using examples from clinical prac-
tice. The elements of the team will be reviewed, including the team composition 
along with member roles, responsibilities, training, and communication in direct 
clinical care. Clinical practices for targeted patients (e.g., depression) and nontar-
geted patients (e.g., compliance with health regimens) will be reviewed. A review 
of the evidence for specifi c integrated clinical care interventions will be described 
to highlight best- practice approaches and identify areas that need evaluation. The 
chapter will conclude with a discussion of the role of evaluation and quality 
improvement measures within the clinical collaborative system of care and how 
quality improvement is intertwined with clinical practice approaches.

       Team Composition: Roles, Responsibilities, Training, 
and Supervision 

 Identifying the confi guration of an integrated clinical team is a challenging process 
for health care providers and administrators. In health care centers, providers and 
staff are often organized within discipline groups rather than in multiprofessional 
clinical care teams—for example, nurses meet with nurses, physicians with physi-
cians, and support staff with support staff. In contrast, integrated behavioral health 
begins with multiprofessional teamwork. Multiprofessional teams in primary care 
vary widely in their composition. Team confi gurations may range from a structured, 
well-defi ned group, such as a primary care provider (PCP), psychiatrist, clinical 
care manager, and BHP with clear roles, such as the IMPACT model (Unützer et al., 
 2002 ) in contrast to the unique, unprescribed, clinical-provider behavioral health 
patient care approach seen in the Cherokee Health initiatives (Freeman,  2007 ). 
Integrated behavioral health and primary care team members may include primary 
care physicians, psychiatrists, nurses, medical assistants, BHPs (e.g., mental health 
clinicians), or clinical care managers (CCM). These behavioral health team 
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   Table 13.1    Clinical care case example with parameters (This example portrays a patient 
who works with the integrated behavioral health team to illustrate specifi c details 
incorporated in the chapter)   

 The patient, Ms. Willard, is a 43-year-old Caucasian female. She lives    with her husband 
of 18 years and two children, aged 16 and 12. She is employed at an elementary school 
as a Teacher’s Aide. Ms. Willard has been a patient of the Fairview Health Center 
(FHC) for 8 years and her PCP is Dr. Bergman. She has been diagnosed with 
hypertension and elevated cholesterol. Ms. Willard’s weight gradually increased over 
the years, and her BMI is currently 34. She suffers from chronic pain in her left knee 
and left ankle from an injury sustained in a motor vehicle accident a decade before. 
Ms. Willard has a history of major depressive disorder, which has been treated 
intermittently with an antidepressant medication. 

 As a patient at FHC, she has attended appointments when she has had acute health 
concerns. For example, she has suffered from occasional sinus infections and has had 
fl u three times in the past 10 years. She has attended annual physical exams some 
years, but not every year. Her appointment frequency recently increased to address 
concerns about her knee and ankle pain. Most of these appointments have been with 
Dr. Bergman, but on occasion she saw one of his practice partners. 

  Team Composition and Communication  
 Within the past 2 years the FHC hired a part-time Clinical Care Manager (CCM), Ms. 

Martin, who is a Registered Nurse, and a Behavioral Health Provider (BHP), Ms. 
Donner, who is a Licensed Clinical Social Worker. Ms. Martin received training in 
approaches to CCM through a statewide learning collaborative, which was developed 
to help practices with the transformation to the Patient-Centered Medical Home. Ms. 
Donner completed clinical training rotations in medical settings, but she has never 
worked in a primary care setting. She has training in Cognitive-Behavioral Therapy 
and an introduction to brief interventions, such as Solution-Focused Therapy. 

 The team members communicate about patients through electronic communications in the 
health center’s Electronic Health Record. They meet formally every 2 weeks for an 
hour over lunch. They also discuss shared patients informally in hallway consultations. 

  Shared Identifi ed Patient  
 Ms. Willard was fi rst identifi ed by her nurse and PCP at an appointment for acute sinusitis 

after completing a Patient Health Questionnaire-9 (Kroenke, Spitzer, & Williams, 
 2001 ), with positive screening results for depressive symptoms. A medical assistant on 
the team administered the written questionnaire when she noticed that Ms. Willard had 
not been screened in the past 12 months. The positive screen activated a targeted 
consultation process within the FHC, through which the patient was referred to the 
CCM. The CCM was responsible for monitoring her progress. The PCP assessed Ms. 
Willard’s depressive symptoms and invited the CCM to meet with the patient. 

 Prior to entering the exam room, the PCP told the CCM about Ms. Willard’s intermittent 
episodes of depression and her reluctance to engage in psychotherapy. The CCM then 
met with Ms. Willard and answered her questions, confi rming that she understood the 
importance of taking her antidepressant medication regularly. During this discussion, the 
CCM presented the possibility of meeting again to discuss different skills that might help 
her feel better. Using Motivational Interviewing skills, she asked Ms. Willard about her 
readiness to make some behavioral changes to help improve her mood. Ms. Willard 
indicated a low readiness to change when asked about her depressed mood, but a high 
readiness to change regarding her diffi culties with sleeping. She expressed an interest in 
fi guring out ways to help improve her sleep without using sleep medications, as she 
believed that those medications would leave her feeling groggy all day. The CCM asked 
Ms. Willard if she would be willing to meet with the BHP to discuss some potential ways 
she might be able to improve her sleep. The CCM also described her role and prepared 
her for a phone call in 2 weeks to check up on her symptoms and provide support. 

(continued)



   Table 13.2    Clinical case example understood through parameters   

 Integrated behavioral health parameters  Clinical case example 

 Team  1.  Team composition 
and roles 

•  PCP: initial assessment, medication and 
evaluation and referrals 

•  CCM: follow-up with patient, track progress 
•  BHP: provide CBT and MI, document 

patient-centered goals and progress 
 2.  Level of collabora-

tion or integration 
•  Integrated—shared space, EHR systems, 

shared care plans, shared culture 
•  Biweekly team meetings to review patient care 

 Identifi cation of 
population 

 3. Nontarget or targeted 
population screening 

•  Identifi cation of an adult patient during an 
acute care visit using the PHQ-9 

•  PCP identifi es patient behavioral/emotional 
factors interfering with chronic illness care, 
chronic pain, sleep, and fatigue 

 Clinical system  4. Population identifi ca-
tion and screening 

•  Clinical protocol initiated for individual with 
positive PHQ-9 scores 

•  Referral to CCM at time of visit (warm hand-off) 
•  Follow-up session(s) scheduled with BHP 

after patient meets with CCM 
 5. Clinical interventions •  Standard Chronic Care model of clinical 

pathways: PCP identifi cation, referral to CCM 
and BHP 

•  BHP incorporates evidence-based interven-
tions: Sleep Stimulus Control treatment and MI 

•  CCM monitors patient care, routine f/u phone 
calls 

 6. Level of patient 
engagement 

•  Explicit shared decision-making between 
BHP and patient 

•  Chronic Care Model is clinic team driven 

(continued)

  Clinical Intervention: Sleep Stimulus Control and Motivational Interviewing  
 Ms. Willard and the BHP, Ms. Donner, met in another exam room. Ms. Donner assessed 

Ms. Willard’s current sleep schedule, her current diffi culties with sleep using the 
Insomnia Severity Index (Morin, Belleville, Bélanger, & Ivers,  2011 ), and identifi ed 
several areas for improvement. The BHP explained the importance of a regular sleep 
schedule and associating Ms. Willard’s bed with sleep. Using MI skills, the BHP asks 
Ms. Willard to identify on a 1–10 scale her confi dence in being able to make the 
changes they have discussed and the importance of these changes to her. Using that 
information, they continued to discuss potential barriers and the BHP provided 
additional relevant information. 

  Quality Improvement: Patient Level  
 Each time Ms. Willard met with the CCM or BHP, they assessed her depressive symptoms 

using the Patient Health Questionnaire-9 (PHQ-9) and her level of sleep disturbance 
using the Insomnia Severity Index. After meeting with the BHP two times, Ms. 
Willard’s score on the ISI signifi cantly decreased and she reported greater satisfaction 
with her sleep. The CCM noted that Ms. Willard’s PHQ-9 score also decreased as she 
has maintained medication compliance. Ms. Willard continued to be reluctant to 
engage in cognitive-behavioral treatment for depression, but she stated that she will 
consider it if she does not feel better soon. 

Table 13.1 (continued)
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Table 13.2 (continued)

 Integrated behavioral health parameters  Clinical case example 

 Offi ce practice 
and fi nancial 
system 

 7. Level of practice 
reliability/
standardization 

•  Standard practice of MA and PCP screening 
adult patients for depression at all visits 

•  Consistent referral process to CCM and BHP 
•  Shared—transparent documentation of 

treatment plans between providers 
 8. Business model/

billing system 
•  Billing for screening process 
•  CCM is supported through grant funds 
•  BHP services are billed with Health and 

Behavioral codes 
 QI and 

effectiveness 
measurement 

 9. Practice-based data 
collection, analysis, 
and actual use 

•  PHQ-9 and Insomnia Screening tool are used 
to monitor individual progress 

•  PHQ-9 data for adult patients is compiled 
•  No routine team review of population-based 

data 

members may have a variety of roles and responsibilities ranging from coordinating 
patient care and follow-up, educating patients regarding their health, improving 
patient engagement in their health care, prescribing medications, or providing 
behavioral health coaching via phone or face-to-face. There is no research that spe-
cifi cally evaluates or compares the benefi ts or limitations between different compo-
sition of integrated clinical care teams and standard primary care so there are no set 
guidelines for key elements in a collaborative team other than the inclusion of a 
team member who is skilled at implementing behavioral health interventions. 
However, there are some general principles that can guide administrators and pro-
viders in building teams that support integrated behavioral health and primary care 
practices. These principles are: (1) defi ning roles and expectations of each team 
member, (2) educational/training experiences necessary, including specialized 
training in integrated behavioral health and/or knowledge, clinical skills, and pro-
fessional attitude, and (3) team communication—all of which will help build a suc-
cessful integrated behavioral health practice. 

    Defi ning Expectations and Responsibilities 

 Successful integrated teams need to delineate clear expectations and responsibilities 
between the team members. For example, team members need to defi ne who is 
responsible for clinical tasks from screening to referrals to follow-up visits, and fol-
low-up monitoring and reassessing. For example, the nurse may be designated to 
administer a screening tool, the PCP’s role is to review the screening tool and make 
a referral to behavioral health, the BHP has a follow-up assessment and treatment 
and fl ag PCP with progress and recommendations, and the CCM has the task of 
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scheduling monthly follow-up phones for monitoring. Organizing and clarifying 
these communication practices are critical. These practices typically include routines 
for follow-up care and ensure that the practice’s patients are not lost to follow-up.  

    Educational/Training Experiences 

 The educational foundation for BHPs in primary care is an emerging area for work-
force development in health care. Individuals with diverse educational backgrounds, 
such as social work, nursing, psychology, counseling, marriage and family counsel-
ing, and psychiatry, may function as BHPs in primary care settings. Their educa-
tional background typically includes Master and Doctoral degrees, or medical 
degrees. Even some primary care physicians have fellowship training in psychiatry 
and are doubled boarded or are licensed marriage and family therapists. However, it 
is  not  common for these different disciplines to have specifi c training in the founda-
tions of primary care behavioral health. Currently, there is no states licensure spe-
cifi cally for behavioral health providers. Typically, individuals may focus on areas 
(e.g., clinical health psychology, medical social work, etc.) that mesh with the 
knowledge and skills for primary care clinical practice (Alexopoulos, Reynolds, 
Bruce, et al.,  2009 ; Hunter, Goodie, Oordt, & Dobmeyer,  2009 ; Robinson,  2005 ). 
The advantage of incorporating advanced degree BHPs (e.g., Ph.D., MD) is that 
they usually have training and knowledge of psychiatric assessment and empirically 
supported clinical interventions, such as Motivational Interviewing or Cognitive- 
Behavioral Therapies. They are also able to help patients with complex mental 
health issues, as well as help to train and supervise other team members on behav-
ioral health issues/interventions. 

 CCMs are typically providers with medical assistant or nursing backgrounds. In 
PCMHs there is renewed interest in including CCMs with advanced behavioral 
health skills. There is a growing recognition that many primary care patients have 
chronic co-occurring medical and behavioral health needs that can be managed by 
CCMs with behavioral health expertise. This role has been supported by the research 
on depression in primary care (Unützer et al.,  2002 ). CCMs may function as the 
coordinators of behavioral health after a referral from the PCP or screening assess-
ment for behavioral health care has been initiated. CCMs may provide continuity of 
care in a variety of ways. They support patients’ medication regimens, monitor 
patients’ follow-up appointments with a PCP or psychiatrist, provide phone contact 
and assess patients for risk factors, and refer patients into more intensive clinical 
care options when necessary. The CCMs serve the crucial role of connecting patients 
with other members of the primary care team and with specialty services as needed. 
Typically, these team members have a Bachelor’s or Master’s degree that may 
include specifi c behavioral health training (Alexopoulos et al.,  2009 ; Rubenstein 
et al.,  2010 ). However, CCMs may have limited prior experience in caring for 
patients with complex comorbid medical and behavioral needs. Often times they 
will have expertise in one of these areas, but require support in developing confi -
dence and expertise in the others. 
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 Medical providers—physicians, psychiatrists, advanced nurse practitioners—provide 
another function within the integrated behavioral health and primary care approach. 
These team members have the expertise to assess and treat patients with medica-
tions and help monitor other health risks with medically complex patients (e.g., 
hypertension, drug interactions, diabetes). When caring for patients with complex 
comorbid medical and behavioral health needs, the perspective offered by this con-
tinuity is often critical for engaging patients and improving outcomes.  

    Specialized Training in Integrated Behavioral Health 

 Many different mental health disciplines offer foundational behavioral health skills, 
but few programs offer specifi c training for the knowledge, skills, and professional-
ism that is specifi cally applicative to integrated behavioral health. There are only a 
small percentage of graduate programs, clinical practicums, internships, or fellow-
ships specifi cally designed to train providers in the unique knowledge and skill set 
for primary care. For psychologists, social workers, and marriage and family thera-
pists, most of this training tends to occur within internship and postdoctoral pro-
grams (Garcia-Shelton & Vogel,  2002 ; McDaniel, et al.,  2004 ). For instance, 
Malcolm Grow Medical Center’s Primary Care Training internship program at 
Andrews Air Force base offers doctoral psychology students a chance to gain expe-
rience in behavioral health consultation in primary care through a required 6-month 
rotation for 1 day per week (Dobmeyer, Rowan, Etherage, & Wilson,  2003 ). The 
Collaborative Family Healthcare Association maintains a helpful website that lists 
current internship programs (see   http://cfha.net//pages/Clinical-Internships/    ). 

 There are few graduate programs that are being designed to address the need for 
specialized training in medical family therapy, behavioral health, or clinical health 
psychology. For instance, the Doctorate of Behavioral Health program at Arizona 
State University provides specialized coursework and practicum experiences 
focused on developing a new brand of providers capable of working effectively 
within integrated health care systems (see   http://sls.asu.edu/dbh/about.html    ). This 
18-month program, while not governed by an accrediting body, does require a pre-
requisite of a clinical master’s degree. 

 There are also certifi cate programs in Primary Care Behavioral Health. The 
University of Massachusetts Medical School’s Center for Integrated Primary Care 
hosts a certifi cate program that consists of 36 hours of didactic and interactive train-
ing, delivered in 6 full-day workshops. Behavioral health professionals enrolled in 
this program can choose from two tracks: one for those who work as generalist 
behavioral health professionals in primary care settings and one for those who work 
with patients with severe and persistent mental illnesses (see   http://www.umassmed.
edu/cipc    ). Fairleigh Dickinson University also hosts a certifi cate program in 
Integrated Primary Care, delivered through a distance format, utilizing the Internet 
and email to deliver 20 interactive modules (see   http://integratedcare.fdu.edu    ). Both 
certifi cate programs cost around $1,500. While continuing education credits are pro-
vided through discipline-specifi c organizations, there is no accrediting body that 
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oversees such certifi cate programs and it is not recognized formally within specifi c 
disciplines. Also, these are knowledge-base programs do not require direct clinical 
supervision experiences within primary care settings for the certifi cate. Psychologists 
can also obtain a board certifi cation from the American Board of Professional 
Psychologists in clinical health psychology. Individuals with this certifi cation have a 
signifi cant level of training in clinical health psychology; however, they may not have 
had specifi c training in primary care (see   http://www.abpp.org/i4a/pages/index.
cfm?pageid=3353    ). 

 All team members, including CMC, PCP, and BHPs, will benefi t from continu-
ing professional development opportunities as this fi eld takes shape. Workshops and 
conferences, such as those offered during the Collaborative Family Healthcare 
Association Annual Conference (see   www.cfha.net    ) and the web-based training 
program offered by the University of Massachusetts Medical School (Blount & 
Miller,  2009 ) (see   http://www.umassmed.edu/cipc    ) or by the National Council of 
Community Behavioral Health Care (see   http://www.thenationalcouncil.org    ), offer 
opportunities to provide continuing education opportunities.  

    Knowledge, Clinical Skills, and Professional Attitudes 

 There are a range of clinical competencies that are important for providers to func-
tion effectively within an integrated behavioral health team (see Table  13.3  for a 
summary). The various team members may need to develop competencies in differ-
ent areas for effective clinical care.

   First, BHPs need to have a foundational knowledge in behavioral medicine and 
health psychology. Specifi cally, it is important that they have a solid foundation in 
common medications, especially psychotropic medications, and basic knowledge of 
medical terminology and chronic diseases (Hunter et al.,  2009 ; Robinson & Reiter, 
 2007 ). BHPs must have conceptual and scientifi c knowledge of the interrelationship 
between biomedical and psychosocial factors in health risks and health promotion. 
Other members of the team must have an awareness of when and how BHPs can add 
to effective patient care and health outcomes. 

 Second, BHPs and PCPs must develop strong relationship and communication 
skills, as well as assessment, consultation, and brief intervention skills. Assessment 
skills must be relevant to the primary care setting. For example, BHPs often admin-
ister and interpret behavioral health assessments such as the Patient Health 
Questionnaire-9 and share this information with their clinical team. BHPs should be 
comfortable administering the various types of mental health assessments, such as 
screening tools or brief cognitive assessment within an integrated behavioral health 
practice. Assessing a patient’s risk for suicide, violence, or signifi cant mental disor-
der is another critical BHP skill. PCPs often care for patients reporting serious men-
tal health symptoms and rely on the BHPs to provide an assessment, support, 
coaching, and crisis intervention or referrals for these patients. 
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 Other essential clinical skills for all members of the integrated team, especially 
the BHP, include brief Cognitive-Behavioral Therapy and brief Problem Solving 
interventions in addition to a solid foundation in health behavior change approaches 
such as Motivational Interviewing (MI). MI is a method of communication that has 
been found to be effective in helping to motivate patients to change behaviors rang-
ing from alcohol use to medication adherence (Burke, Arkowitz, & Menchola, 
 2003 ; Lundahl, Kunz, Brownell, Tollefson, & Burke,  2010 ; Rubak, Sandboek, 
Lauritzen, & Christensen,  2005 ; Vasilaki, Hosier, & Cox,  2006 ). Research has 
shown that attendance at a MI workshop alone (without feedback or additional 
coaching) does not yield individuals who will be able to maintain profi ciency at 
implementing MI (Miller, Yahne, Moyers, Martinez, & Pirritano,  2004 ). Rather, it 
is important to fi nd candidates who have had additional feedback and coaching in 
the implementation of MI. 

 Third, all of the team members must demonstrate the professional attitudes and 
awareness of each other’s professional cultural-climate to bridge the communica-
tion between biomedical and psychosocial worlds. Developing the professional sen-
sitivity to communicate with a diverse professional team is crucial for integrated 
behavioral health. BHPs are often cultural brokers and translators between patient’s 
understanding and values and the medical provider’s perspective and goals (Hunter 
et al.,  2009 ; Robinson & Reiter,  2007 ). A fundamental component of every 

   Table 13.3    Summary of the clinical competencies to consider prior to hiring a BHP/CM   

 Knowledge base 
•  Strong background in behavioral medicine and healthy psychology needed to collaborate with 

primary care providers 
 °  Solid foundation in common psychotropic medications 
 °  Basic knowledge of medical terminology and disease 
 °  Understanding of biopsychosocial relationships involved in symptom presentation 

 Patient communication 
•  Ability to translate medical terminology into everyday language 
•  Provision of a clear explanation of the biopsychosocial relationships related to patient’s 

symptom presentation 

 Mental health assessments 
•  Selection of reliable and valid assessment tools for specifi c presenting problems 
•  Administration of assessment tools 
•  Scoring and interpretation of measures 
•  Selection of evidence-based practices based on assessment results 
•  Use of results to monitor reduction/escalation of symptom presentation 

 Risk assessment 
•  Comfort with risk assessments with patients reporting suicidal ideation 
•  Knowledge of risk management protocols and available resources 

 Solid foundation in motivational interviewing 
•  Prior training (involving feedback and coaching) aids in the effective delivery of Motivational 

Interviewing techniques, used to motivate patients towards changing their behaviors ranging 
from alcohol use to medication adherence 

•  Members of the Motivational Interviewing Network of Trainers (MINT) can train others 
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integrated behavioral health model is the ability of all of the team members to 
 demonstrate respect and acknowledge the value of behavioral health issues to 
whole- person care. Without being able to demonstrate these professional attitudes 
of respect and shared vision of patient care, the team members will function in silo, 
parallel practice modes. 

 BHPs are also behavioral health ambassadors at the frontline of primary care, 
helping to close the gap between biomedical and psychosocial worlds. BHPs may 
help defuse the stigma that PCPs or patients have towards behavioral health. In 
addition, BHPs help bridge the services and communication between the specialty 
mental health services and primary care centers. This coordination can happen 
   when the BHP providers have confi dence, assertiveness, and fl exibility, and espe-
cially when they are a trusted member of the primary care team.  

    HOW: Team Communication 

 Defi ning who is part of the collaborative team and the knowledge and skills of team 
members is only one aspect of integrated behavioral health. Collaborative teams 
need to defi ne the method of communication (e.g., Electronic Health Record (EHR), 
team meetings, huddles) and how often team members communicate about patient 
care. Daily team huddles before clinic or monthly team meetings are some common 
methods for team interactions, but teams may also communicate through EHR sys-
tem sharing assessment and patient treatment plans. The shared EHR also makes it 
possible for team members to post follow-up messages to each other. No single 
approach to coordinating care or communicating between team members has been 
demonstrated to be superior to other approaches, but the advantage of integrated 
behavioral health is the accessibility between team members and the ease of 
“impromptu” hallway consultations. 

 Building a high functioning integrated behavioral health team requires inten-
tional planning. Members must be recruited with the appropriate skills, and knowl-
edge gaps must be addressed with additional training. Encouraging patterns of 
regular communication is also essential. This section highlights the different knowl-
edge, skills, and professional team factors that are critical for effective team com-
munication. Chapter   10     describes in more detail the variety of team roles and 
communication processes with integrated behavioral health systems.   

    Clinical Care for Targeted and Nontargeted Patient Populations 

 Integrated behavioral health and primary care programs will vary based on which 
populations they serve. As a result, successful integrated behavioral health and 
 primary care teams are intentional in identifying protocols that focus team members 
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to work with a defi ned patient population as well as provide specifi c clinical 
 pathways for treatment. It is possible to develop these protocols and pathways by 
fi rst distinguishing between targeted and nontargeted patients. Targeted patients are 
those who have been identifi ed through screening or medical exam to have a spe-
cifi c symptom or condition that may benefi t from behavioral health interventions. 
These conditions may be either psychiatric conditions (e.g., depression, anxiety, 
substance abuse) or medical conditions with behavioral components (e.g., tobacco 
use, diabetes, obesity). Nontargeted primary care patients are those patients who 
may benefi t from a wide range of behavioral health clinical strategies to improve 
patient health outcomes, healthy choices, self-management, or goal setting. 

 Patients identifi ed through targeted or nontargeted screening are connected with 
the appropriate members of the primary care team. Typically, these team members 
may be BHPs or CCMs. It is the responsibility of the BHP or the CCM to provide 
the patient with an evidence-based intervention suitable to the patient’s needs. The 
decisions about what intervention(s) should be provided are typically made through 
a collaborative process that includes the integrated behavioral health team, the 
patient, and the best evidence-based approaches. 

    Evidence-Based Clinical Approaches for Targeted Populations 

 For integrated behavioral health programs that have identifi ed targeted consultation 
pathways to be used by CCMs or BHPs (e.g., all patients with Major Depressive 
Disorder), the delivery of evidence-based clinical interventions can be relatively 
straightforward. A variety of resources are available summarizing evidence-based 
interventions for a wide variety of populations. These assessments and interventions 
can be developed into well-defi ned paths for patients in the targeted population. 
Detailed descriptions of pathways for select populations are already available 
(Collaborative Care    for Depression in the Primary Care Setting: A Primer on VA’s 
TIDES Project,  2008 ). Based on the USPTF fi ndings, there are only a handful of 
targeted patient populations that have empirical support within the primary care set-
ting (  www.USPTF.org    ). This section provides an overview of those clinical inter-
ventions/pathways that have signifi cant evidence supporting their usefulness in 
primary care or are evidence-based and would be feasible within the constraints of 
an integrated primary care setting. 

  Alcohol misuse.  Screening, Brief Intervention, and Referral to Treatment (SBIRT) 
is a population-based approach that incorporates universal screening, interventions, 
and treatment strategies that target substance use disorders and at-risk substance use 
(Babor et al.,  2007 ) within primary care at the point of care (Saitz,  2010 ). The 
United States Preventive Services Task Force (USPSTF) identifi es alcohol screen-
ing and intervention as having suffi cient evidence (e.g., level B) to recommend this 
as a standard of clinical care. The international wealth of literature supporting the 
effi cacy of brief alcohol interventions in reducing alcohol use within the primary 
care setting for patients reporting at-risk drinking (e.g., often defi ned as drinking 
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that involves repeated consequences or drinking greater than 14 (7 for women or 
men ≥ 65 years old) standard drinks per week or greater than 5 (4 for women 
or men ≥ 65) on any given occasion) (US Department of Health and Human Services. 
National Institute on Alcohol Abuse and Alcoholism,  2005 ) is quite extensive 
(Funderburk, Maisto, Sugarman, Smucny, & Epling,  2008 ). This literature has 
found that these interventions can help reduce alcohol use by an average of 38 g per 
week (Bertholet, Daeppen, Wietlisbach, Fleming, & Burnand,  2005 ) and help 
reduce the number of at-risk drinkers by 12 % compared to no intervention (Beich, 
Thorsen, & Rollnick,  2003 ). Evidence supporting the effi cacy of brief alcohol inter-
ventions for reducing alcohol consumption in those patients meeting criteria for 
alcohol dependence is not available to date (Saitz,  2010 ). It remains unclear whether 
brief alcohol interventions are useful within that population. 

 Although descriptions of brief alcohol interventions vary in content and format 
(e.g., ranging from one 5-min intervention to 45-min with two telephone booster 
sessions), six core elements that are provided during effective brief alcohol inter-
ventions are identifi ed: (1) Feedback on personal risk, (2) Responsibility resides 
within the person for change, (3) Advice about changing, (4) Menu of change 
options, (5) Expression of empathy by the clinician, and (6) Increase self-effi cacy 
(otherwise known as FRAMES) 28 . A majority of the research programs used pri-
mary care providers as the main interventionists, while several used research staff 
that varied in educational backgrounds (Funderburk et al.,  2008 ). 

 The World Health Organization (see   http://www.who.int/substance_abuse/activ-
ities/sbi/en/index.html#content    ) and the National Institute of Alcohol Abuse and 
Alcoholism (see   http://pubs.niaaa.nih.gov/publications/practitioner/pocketguide/
pocket_guide.htm    ) have helpful information including brief alcohol intervention 
materials and trainings. 

  Tobacco use.  U.S. Preventive Services Task Force ( 2008 ) conducted a thorough 
literature review and concluded that there was enough evidence to support the effec-
tiveness of brief and intensive counseling in reducing tobacco use (Fiore et al., 
 2008 ). This is the only behavioral health intervention that has a strong level A rec-
ommendation from the USPSTF. Brief counseling usually employs the 5 A’s (e.g., 
Ask, Advise, Assess, Assist, Arrange) (Whitlock, Orleans, Pender, & Allan,  2002 ) 
and occurs within 3 min during the primary care visit. Intensive treatment, which 
consists of approximately four or more follow-up sessions that are more than 10 min 
and focuses on problem solving and skills training, is more effective than brief 
counseling (Fiore et al.,  2008 ). Similar to alcohol use, there are many online 
resources for patients and providers (e.g., see   http://www.smokefree.gov/    ). 

  Sleep disorders.  The Academy of Sleep Medicine has recommended the following 
behavioral interventions due to empirical support of their effectiveness in treating 
chronic insomnia: (1) cognitive-behavioral treatment (e.g., help patient change his/
her beliefs about sleeping while also teaching behavioral strategies, such as stimu-
lus control, relaxation, or sleep restriction) (Morgenthaler et al.,  2006 ), (2) stimulus 
control therapy (e.g., help patient learn how to reassociate the bed/bedroom with 
sleep (Bootzin, Epstein, & Wood,  1991 ))   , (3) relaxation training (e.g., help patient 
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to reduce tension and intrusive thoughts prior to bed using progressive muscle 
relaxation or autogenic training (Morgenthaler et al.,  2006 )), (4) sleep restriction 
(e.g., help patient maximize his/her sleep effi ciency by curtailing the amount of 
time in bed to approximate the time spent sleeping (Spielman, Saskin, & Thorpy, 
 1987 )), and (5) multicomponent therapy (e.g., combine sleep restriction and stimu-
lus control (Morgenthaler et al.,  2006 )). However, few research studies have exam-
ined these interventions within the primary care setting, even though rates of chronic 
insomnia in primary care are high [e.g., 19 % (   Shochat, Umphress, Israel, & Acoli-
Israel,  1999 )]. Two randomized controlled studies have evaluated abbreviated forms 
of cognitive-behavioral treatment (CBT) of insomnia within a primary care setting, 
which were delivered by members of the research staff. These studies found CBT 
outperformed a sleep hygiene intervention (e.g., education about good sleep prac-
tices) across several study outcome measures (Edinger & Sampson,  2003 ; Edinger 
et al.,  2009 ). The CBT format ranged from two sessions to four biweekly sessions. 
McCrae, McGovern, Lukefahr, and Stripling ( 2007 ) found that brief multicompo-
nent treatment (two 50-min individual sessions and two 25-min phone sessions) 
delivered by behavioral health providers (e.g., social worker, counselor) outper-
forms sleep hygiene. This initial research within the primary care setting is promis-
ing. In addition, stimulus control and sleep restriction can be easily adapted to a 
primary care setting. However, research has not addressed all the complexities of 
implementing interventions for sleep within the primary care setting.  

    Depression and Anxiety 

  Problem solving treatment tailored for primary care.  PST-PC has been tailored 
for primary care and has been found to be effective at reducing depressive symp-
toms (Wolf & Hopko,  2008 ). Many studies focused on patients with Major 
Depressive Disorder and compared PST-PC to pharmacological interventions 
(Mynors-Wallis, Gath, Day, & Baker,  2000 ). The treatment consists of six sessions 
(e.g., initial 60 min session followed by fi ve 30-min sessions) led by a research 
staffed medical provider or nurse that focus on teaching the patient effective prob-
lem solving skills by focusing on a problem they are currently experiencing in an 
effort to increase psychosocial functioning (see   http://impact-uw.org/tools/pst_
manual.html     for treatment manuals). To date, there is no consensus about the effec-
tiveness of PST-PC for dysthymia and minor depression (Alexander, Amkoff, & 
Glass,  2010 ). Several studies have also reported that PST-PC can be effectively 
delivered by various medical professionals, including nurses (Katon, Unutzer, & 
Simon,  2004 ; Mynors-Wallis, Davies, Gray, Barbour, & Gath,  1997 ). 

  Interpersonal Process Therapy.  IPT has been identifi ed as an empirically valid 
treatment for depression outside of primary care, which focuses on helping patients 
improve interpersonal relationships in an effort to reduce depressive symptomatol-
ogy (DeRubeis & Crits-Christoph,  1998 ). Several research studies have examined 
an abbreviated version of IPT, which has been implemented in either six or ten 
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sessions, within the primary care setting. These studies have found this abbreviated 
version of IPT to be effective in reducing depressive symptoms compared to a 
 control condition (Klerman et al.,  1987 ) and usual care, which typically is medica-
tion (Mossey, Knott, Higgins, & Talerico,  1996 ). This abbreviated form of IPT was 
also incorporated as the treatment when patients did not want medication within the 
studies examining a care management intervention (e.g., PROSPECT). IPT was 
delivered by clinical care managers with various educational backgrounds from 
nurses to psychologists (Alexopoulos et al.,  2009 ). 

  Cognitive-Behavioral Therapy Tailored for Primary Care.  This is another treat-
ment that, due to its effi cacy in treating depression and anxiety outside of primary 
care (Olatunji, Cisler, & Deacon,  2010 ; Powell, Abreu, de Oliveira, & Sudak,  2008 ), 
several studies have evaluated within the primary care setting targeting depressive 
and anxiety symptoms. Scott, Tacchi, Jones, and Scott ( 1997 ) conducted a prelimi-
nary study examining if six sessions of CBT enhanced PCP’s usual care for patients 
with depression. They found that there was some evidence that adding CBT with a 
behavioral health provider may result in decreased depressive symptoms and 
increased recovery rates at 7 weeks. Miranda and Munoz ( 1994 ) examined whether 
participation in an 8-week CBT course would result in a reduction of depressive 
symptoms in primary care patients reporting minor depression. They found the CBT 
course to signifi cantly lower depressive symptoms as compared to a control condi-
tion. Although future research needs to expand the size and scope of these research 
studies, these fi ndings provide initial evidence that brief-CBT may be of value to 
depressed patients who are seen within the primary care setting. 

 Two studies have examined CBT for treatment of anxiety disorders in primary 
care. Roy-Byrne et al. ( 2005 ) demonstrated that six sessions of CBT delivered by a 
BHP combined with psychopharmacology within a primary care setting yielded 
sustained improvements of anxiety symptoms in individuals with Panic Disorder. 
Stanley et al. ( 2009 ) found ten sessions of CBT to reduce worry severity and depres-
sive symptoms compared to usual care in patients with Generalized Anxiety 
Disorder. However, they did not fi nd any differences in their measure of generalized 
anxiety severity.  

    Obesity 

 Due to the devastating effects and signifi cant prevalence of obesity within the USA, 
the US Preventive Services Task Force recommended regular height and weight 
measurements in primary care in an effort to screen for obesity (US Preventive 
Services Task Force,  1996 ) and to begin to intervene using intensive behavioral 
counseling. Unfortunately, the small amount of research on behavioral interventions 
conducive to the primary care setting is still very limited. One review of the litera-
ture revealed that low-to-moderate intensity PCP counseling yielded no clinically 
signifi cant weight loss (Tsai & Wadden,  2009 ). A few research studies have exam-
ined collaborative interventions conducted by the primary care team (e.g., nurse, 
dietician) typically resulting in an additional 8–28 in-person or telephone visits, but 
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demonstrating mixed results when it came to weight loss ranging from −0.2 to 
−4.3 kg (Ashley et al.,  2001 ; Ely et al.,  2008 ; Logue et al.,  2005 ). Therefore, the 
research is still limited on interventions that can be useful in targeting obesity.  

    Diabetes and Hypertension 

 “Disease self-management” is a term applied to any formalized patient education 
program aimed at teaching skills needed to carry out medical regiments specifi c to 
the disease, guide health behavior change, and provide emotional support for 
patients to control their disease and live functional lives (Bourbeau et al.,  2003 ).    
Several literature reviews have concluded that disease self-management techniques 
improve health status (e.g., reduce systolic blood pressure) and reduce health care 
utilization when the self-management programs focus on diabetes and hyperten-
sion. The evidence is less clear for diseases, such as arthritis, asthma, and COPD 
(Bodenheimer, Lorig, Holman, & Grumbach,  2002 ; Bourbeau et al.,  2003 ; Chodosh 
et al.,  2005 ; Dennis et al.,  2008 ; Warsi, Wang, LaValley, Avorn, & Solomon,  2004 ). 
Research still needs to be conducted to identify the essential elements of self- 
management programs, as they remain unknown (Chodosh et al.,  2005 ).  

    Evidence-Based Clinical Interventions for Nontargeted Patient 
Population 

 Working with nontargeted patients, meaning, “whoever comes through the clinic 
doors today,” is a common experience for BH providers in primary care. Yet, there 
are few specifi c clinical pathways for knowing the best strategies to manage the vast 
array of concerns that patients share during a medical visit. Patients who come into 
the health center may or may not have a specifi c mental health or substance abuse 
disorder, but may have a general behavioral health concern related to their physical 
condition such as diabetes, hypertension, or asthma. Patients may, for example, 
express concern about their long history of failures with trying to walk more. PCPs, 
at the time of the offi ce visit, may identify that the patient could benefi t from 
 behavioral interventions to improve their health outcome, enhance the patient’s 
engagement within the medical home, or curtail inappropriate use of medical ser-
vices. These patients are often not part of a disease registry or systematic screening 
process for an age group (e.g., developmental screening for children) in the clinic 
system. Therefore, consultation pathways for the nontargeted patients may entail 
generic referral processes and “on call consultations” during the clinic hours. Offi ce 
managers, referral coordinators, and supervisors may be instrumental in outlining 
standard protocols for health providers to refer to the BHP or CM services when a 
patient needs behavioral health coaching with a grab-bag of health issues. The 
development of these pathways is often infl uenced by the type of integrated behav-
ioral health model implemented within a clinic and the types of patients the PCP 
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tends to encounter. Typically, a nontargeted patient begins with a PCP provider on 
the integrated behavioral health and primary care team identifying a patient who 
may need support in goal setting, for example, and the provider may use a “warm 
hand-off” to introduce the patient to the BHP or CCM at the time of the medical 
visit (Strosahl,  2000 ). Initial research has shown an introduction to a BHP or CCM 
will likely increase attendance at subsequent appointments (Cummings, O’Donohue, 
& Cummings,  2009 ; Guck, Guck, Brack, & Frey,  2007 ). The culture, economic 
status, or gender of patients, however, may infl uence the follow-through of patients 
who are introduced to a BHP at their medical visit. The other potential benefi ts to 
health care outcomes and follow-up care following a “warm hand-off” are yet to be 
examined. 

 When a collaborative contact is initiated, the CCM or BHP may employ evidence- 
based interventions appropriately, following the “warm hand-off.” Due to the popu-
lation approach of primary care, interventions are typically delivered in a brief 
solution-focused format [e.g., 15–30 min, 1–3 sessions (O’Donohue, Byrd, 
Cummings, & Henderson,  2005 )] allowing the providers to address the patient’s 
unique needs and encouraging patient’s to identify the focus of their care. Many of 
the evidence-based interventions that have been developed within mental health 
context can be adapted to patients who are seen in primary care. Specifi c interven-
tions that have been used with targeted patient groups (e.g., depression and anxiety) 
along with general techniques, such as Motivational Interviewing, have anecdotally 
been adapted to this nontargeted group of patients with diverse health care concerns. 
However, the nature of key components of these behavioral health interventions in 
relationship to the primary care context have not yet been well articulated, devel-
oped, or evaluated.   

    SUPPORTED BY: Practice Management and Offi ce Systems 

    Operations and Payment 

 It is diffi cult to provide explicit guidance regarding the fi nancial and operational 
details of integrated behavioral health practices. The type of organization (e.g., 
FQHC, CHC, nonprofi t), the local health care environment and state regulations 
will greatly impact fi nancial and operational decisions. This section will review 
some of the common decisions that need to be addressed and offer general guidance 
on payment and operational decisions that are relevant to delivering evidence-based 
integrated behavioral health interventions. 

  Operations.  Integrated behavioral health and primary care organizations that rely on 
integrated scheduling, billing, and registration systems will have a distinct advantage 
over practices that manage these practice management routines separately. 
A unifi ed system allows patients to call one number to schedule an appointment and 
complete one registration and checkout process. A unifi ed registration process will 
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allow them to schedule and check in for their visits with both providers through a 
single interaction with a support staff member. This unity of scheduling and registra-
tion allows for a more seamless patient experience. It also conveys the message that 
integration of behavioral and medical services are valued and supported in the every-
day operations of the health center. 

  Payment.  In some states there are barriers to billing and payment that present sig-
nifi cant challenges to building integrated care practices. For example, in many states 
the Medicaid regulations do not allow for same day billing of behavioral health and 
medical encounters. Those interested in integrated behavioral health need to under-
stand and address these policies (see Chap.   4     for a discussion on policy). 

 Some integrated behavioral health practices have been successful in using the 
Health and Behavior CPT codes (CPT 96150-4), which allow BHPs to be reim-
bursed for care targeting patient’s medical conditions. These codes are most often 
approved for licensed psychologists, but BHPs with other credentials (e.g., LICSW, 
LPCC) have also reported success in using these codes (Kessler,  2008 ). Medicare 
has approved the use of these codes, as have some private insurers such as BC/BS 
and Cigna. Unfortunately, in a majority of states, Medicaid programs do not reim-
burse for these service codes. 

 There is optimism that the national movement to implement medical home mod-
els will bring with it payment reform, which will allow for new fi nancial models of 
care that will make it easier to develop integrated behavioral health practices. As 
payment shifts to capitated payments, whereby practices are paid fees to care for a 
population of patients rather than for being reimbursed for each visit with a patient, 
the opportunities for integrated behavioral health to demonstrate fi nancial value will 
be increased. Much of the care in a capitated system will shift to preventive care and 
targeting patients with complex comorbid medical and behavioral health needs. 
BHPs and CCMs are positioned to contribute to this preventive care and to attend to 
the needs of a smaller number of complex patients who account for a disproportion-
ate level of health care resources and cost.   

    Practice-Based Data and Quality Improvement Processes 

 This fi nal section is devoted to describing a quality improvement process that will 
facilitate the ongoing management and improvement of clinically integrated behav-
ioral health practices. Due to an ever-changing health care environment and signifi -
cant fi nancial pressures that require constant demonstration of the value and 
outcomes associated with a program, it is impossible to ignore the value of assessing 
quality outcomes associated with an integrated behavioral health program. In addi-
tion, these outcomes may be a required component for primary care practices that 
are pursuing recognition as a PCMH. For example, the development of processes 
and workfl ows for screening patients for unmet behavioral health needs is an essen-
tial component of the PCMH, as described by the NCQA. The documentation of 
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such screening and the communication between BHP/CCMs and PCPs will  support 
a practice’s application for recognition as a PCMH. For these reasons, it is essential 
that administrators develop systematic processes for practice-based quality improve-
ment. Three different levels of quality improvement can be considered when creat-
ing an integrated behavioral health program: patient, provider, and system. Each level 
is important in evaluating a program and requires different strategies for imple-
menting, collecting data, evaluating the results, and building quality improvement 
initiatives within a health care setting. 

    Patient Level 

 There are two basic areas for evaluating the impact of integration on patient care—
patient satisfaction and health outcomes. The evaluation of patients’ perceptions of 
care in an integrated behavioral health service is critical, especially within a health 
care environment that is increasingly focused on providing patient-centered care. 
Patient satisfaction is a key indicator of quality. Typically, patient satisfaction is 
assessed via self-report questionnaires. It is important to remember there are many 
aspects of patient satisfaction with a primary care behavioral service, including: 
access to appointments, coordination of care, ease of referral process between medi-
cal and behavioral health, wait times and length and frequency of encounters, etc. 
Therefore, it is important to design questionnaires to describe the potential strengths 
and weaknesses of integrated behavioral health, while recognizing that the patients 
may not have a clear understanding of the underlying integration between biomedi-
cal and psychosocial care. 

 Patient health outcomes are another factor often included in quality improvement 
processes. These outcomes can include physical, social, or emotional indicators. 
However, defi ning the health outcome to be measured can be complex depending on 
the breadth    of the behavioral health needs of a targeted integrated behavioral health 
service. The more diverse the integrated behavioral health service, the more diffi cult 
it will be to assess patient outcomes. For instance, care management programs that 
target patients with Major Depressive Disorder can focus on reduced depressive 
symptoms and improved functioning. However, those nontargeted patient groups 
who receive behavioral health interventions for a range of health concerns (e.g., 
chronic pain, fatigue, insomnia) may have other medical or biologically based 
health outcomes that can be used to assess and evaluate integrated behavioral health 
initiatives. Typically, patient outcomes are assessed via simple metrics, such as the 
percentage of patients reporting a decrease in negative symptoms or an increase in 
healthy behaviors (e.g., social support, activity levels). The level of symptom change 
is often measured using validated self-report questionnaires (Kroenke et al.,  2001 ; 
Kroenke, Spitzer, Williams, Monahan, & Löwe,  2007 ; Morin et al.,  2011 ; Parkerson, 
Broadhead, & Tse,  1990 ; Saunders, Aasland, Babor, & de la Fuente,  1993 ). Many 
of the screening tools described in Chap.   12     used to identify cases of behavioral 
health problems (e.g., AUDIT-C, PHQ-9, and the GAD-7) have also been used to 
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monitor clinical progress and outcomes. It is important to decide what patient 
 outcomes to measure and what empirically validated self-report questionnaire can 
be used to monitor changes. Most importantly, integrated behavioral health 
addresses how behavioral health changes physical health, such as diabetic manage-
ment (e.g., HgA1c, BMI, Hypertension). These are important areas to monitor along 
with mental or behavioral health indicators.  

    Provider Level 

 Evaluating the quality of work conducted by the BHP/CCM provides information on 
the quality of the primary behavioral health service from the provider level. 
Satisfaction between the BHP/CCMs and the PCPs is an essential evaluation process, 
especially within an organization that has recently reorganized. Evidence suggests 
that BHP/CCMs and PCPs are typically satisfi ed with integrated behavioral health 
services (Chomienne et al.,  2010 ; Farrar, Kates, Crustolo, & Nikolaou,  2001 ; 
Funderburk et al.,  2010 ). However, poor satisfaction with behavioral health service 
can have signifi cant impact on the collaboration between team members. PCPs and 
other health providers can provide signifi cant feedback on the clinical performance 
of the BHP/CCM, since many of their responsibilities are diffi cult to assess directly. 
For example, the BHP/CCMs responsiveness to PCPs, nurses, and MAs requests for 
assistance, or timely consultation may impact the health providers’ perceptions of 
the importance of behavioral health services. Gathering systematic feedback from 
providers and staff will assist in the identifi cation of opportunities for improvement 
in the integrated behavioral health care service. Likewise, feedback from BH on 
health care providers’ level of collaboration is an important yet underinvestigated 
area for quality improvement. The bidirectional nature of communication and pro-
fessional shared investment can add to identifying the essential ingredients for qual-
ity care. 

 Another way to evaluate the quality of integrated behavioral health and primary 
care is via chart review. However, this is rarely accomplished in health care settings 
because it depends on a systematic approach to documenting behavioral health 
interventions and assessments. One of the obstacles centers on obtaining reliable 
and consistent data. This is often complicated when BHP/CCMs documentation is 
inconsistent or in a free text format. It is important to evaluate whether the BHP/
CCMs are following established protocols for predetermined patient populations or 
providing appropriate assessment/treatment based on the patient’s presenting prob-
lem. In addition, it is important to ensure that the BHP/CCM is following payer and 
state/federal law regulations. Often, this can be accomplished through regular peer/
supervisor review of progress notes. Because the documentation is signifi cantly dif-
ferent than those notes typically found in specialty mental health clinics, it is impor-
tant to have individuals knowledgeable about the requirements for peer review. For 
example, comprehensive psychiatric evaluations are often not conducted within 
most models of integrated behavioral health (Strosahl,  1998 ). In order to facilitate 
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the evaluation of quality clinical care, clinicians must be encouraged to clearly 
 document the problem they are treating and the interventions they provide. Health 
records that have standard categories for treatment approaches, progress notes, and 
patient factors may help organize this information for the clinical tracking and 
descriptive data. 

 A third approach to evaluating clinician/provider quality improvement is through 
periodic live observation of BHP/CCMs or audio review of patient encounters. This 
intensive review process can provide increased confi dence in the BH providers’ 
fi delity to the evidence-based interventions discussed above. Regular case reviews 
and review of critical incidents may also contribute to improvements in care. 
Whenever possible these discussions of patient care should include all members of 
the primary care team to further emphasize collaboration within team-based care 
approach.  

    System Level 

 There are programmatic evaluations that administrators may complete to evaluate 
the quality of the program at a system level. This level of assessment is essential 
if the integrated behavioral health service is newly implemented because it focuses 
on the overall system’s ability to provide behavioral health services within pri-
mary care and identifi es the essential qualities of the integrated behavioral health 
service being implemented. This evaluation can be further separated into process 
and outcome measures. Some systems-based evaluations have used surveys to 
assess a site’s level of integration to track the integration of behavioral health 
within primary care. 

 Process measures focus on a variety of indicators of how the integrated behav-
ioral health service is functioning. These indicators are derived from the model of 
integrated behavioral health being implemented and the goals of that program. For 
example, a program that is implementing a Primary Care Behavioral Health model 
(Strosahl,  1998 ) may choose measures such as: mean number of sessions provided 
by BHP (e.g., expected 2–3 based on model), mean length of sessions provided by 
BHP (e.g., expected 15–30 min), time between a patient’s appointments (e.g., 
expected 2–3 weeks), time between referral and fi rst appointment (e.g., close to zero 
because model endorses walk downs), number of same day appointments available 
per day, etc. A program that has committed itself to implement universal screening 
for depression may consider monitoring how often this routine screening is being 
completed in practice. These process measures can provide administrators with an 
understanding of how a program of integrated behavioral health and primary care is 
functioning. 

 Programs may also be assessed by outcome measures; however, this is dependent 
on the model chosen and the goals identifi ed. Examples include: percentage of 
patients with BHP/CCM contact who discontinue use of tobacco or percentage of 
patients with BHP/CCM who recover from a major depressive episode. These 
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outcome measures can provide data on the functioning of the entire program of 
integrated behavioral health and primary care, or the performance of individual 
clinicians. 

 A robust system of quality improvement is an essential element of a high func-
tioning integrated behavioral health service. Patient, provider, and service level data 
can provide assurances that a program is actually functioning as intended. In addi-
tion, opportunities for improvement can be identifi ed. Both measures of process and 
outcome should be monitored as part of health center’s routine quality improvement 
process. That is, a truly integrated program will use the same quality improvement 
resources to evaluate both its “medical” and “behavioral” health services.   

    Summary 

 This chapter has highlighted several areas such as team interactions, training, and 
clinical improvement that need to be delineated prior to implementation of direct 
clinical integrated behavioral health and primary care. The success of the direct clin-
ical integrated behavioral health services depends on several factors: team roles and 
composition, structured evidence-based clinical pathways, and quality improvement 
methods. Currently, there is evidence on clinical guidelines that support the treat-
ment of mental health conditions such as depression in primary care using a team of 
PCP and CCM. BH is usually reserved for those patients who would benefi t from 
intensive individual brief treatments such as CBT or PST. However, the clinical pro-
tocols for behavioral health interventions for patients with chronic diseases (e.g., 
diabetes, hypertension) or other health conditions (e.g., sleep, obesity, headaches), 
otherwise known as “whoever steps through door,” are not well defi ned or researched 
and need our attention. And, the quality improvement strategies to evaluate the 
strengths and limitations of these integrated behavioral health approaches need to be 
built into our systematic review processes from the patient, provider, and health care 
system levels. This chapter highlights the beginning foundation to build on evidence-
based approaches in clinical practice. This overview also depicts how team composi-
tion, population-based models, clinical protocols, and quality improvement factors 
are important ingredients for future clinical care initiatives in the years to come.     
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    Abstract     This chapter provides a practical approach for understanding and dealing 
with patient “complexity” in a health care    context. Complexity is defi ned as the 
interaction of patient, provider, and care delivery variables, which intermingle to 
create situations where usual treatments are not working—or not working as well as 
patients and clinicians are expecting. These situations can only be understood by 
looking at the complex interaction of those variables and adopting new models of 
understanding and implementing new care-giving strategies. The chapter begins 
with a review of different approaches to dealing with complexity within the USA 
and in Europe. A particular method and clinical checklist is described in detail. 
A “real world” application, the Complex Continuity Clinic, using this and other 
methods of engaging patients in complex situations, is outlined, with clinical exam-
ples. Finally, the important implications of a complexity approach to emerging 
health care reform is described, shedding light on how effective approaches that 
embrace complex biopsychosocial health issues can result in greater quality and 
reduced costs.  
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        Introduction 

 As we enter the second decade of the twenty-fi rst century, efforts to integrate behav-
ioral/mental health into primary care practices face many challenges. Among the 
most infl uential issues for the long run is the need to redirect our model of assessing 
patients with emotional distress. Some of that distress is from diagnosable mental 
conditions and some of it is from situational or social distress that is more like “the 
human condition” than “mental illness.” Our diagnostic and treatment efforts are 
heavily infl uenced by the current model of naming psychiatric conditions/illnesses 
via the Diagnostic and Statistical Manual of Mental Disorders (DSM) now in its 5th 
Edition. But there is more to the story than discovering and treating diagnosable 
mental conditions. 

 The focus of this chapter is to defi ne and explore the concept of a patient’s social 
complexity including his or her interactions with a complex medical environment, 
which may complicate diagnosis and treatment for any condition the patient may 
have. We will briefl y outline (1) what is meant by  patient social and health system 
complexity  versus the more general fi eld of complexity science and (2) how to rec-
ognize when and how to evaluate a patient’s social or care complexity in addition to 
medical complexity—the latter being more commonly the focus for medical 
clinicians. 

 The renewed interest in complexity science has stimulated more discussion 
about this concept as we enter the second decade of the twenty-fi rst century. In that 
context, “complexity” refers to the nature of “complex adaptive systems.” Such 
systems have several characteristics that often confound the ability to predict the 
impact of an intervention in one part of the system. Those core features are:

    1.    Multiplicity: the number of interacting elements   
   2.    Interdependency: how connected are the elements   
   3.    Diversity: the degree of heterogeneity of the elements     

 These features interact in patterns, but precise prediction of the behavior of a 
complex adaptive system is relatively diffi cult compared to noncomplex sys-
tems. For example, adding a payment incentive in a complex human system 
might yield counter-intuitive results instead of yielding a predicable increase in 
a desired behavior. Or, adding a site to improve access to care in one place might 
yield additional parallel services and an overall increase in local demand rather 
than meet predicted needs based upon prior volume estimates for a local popula-
tion. As one thing changes in a complex adaptive system that change interacts 
with all other elements and there may be random, unexpected ripple effects 
throughout the system of care. System changes are rarely linear, sequential, and 
predictable (Sargut & McGrath,  2011 ). This broad fi eld of endeavor or new sci-
ence of complexity is beyond the scope of this chapter. However, this defi nition 
of complexity in complex adaptive systems exists as an important background 
for our more focused and grounded discussion of patient and care system 
complexity. 
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 Another background recognition is that medical complexity (the interaction of 
several or many medical conditions or diagnoses) has a combined and complex 
impact upon the patient and providers who care for medically complex patients. 
Grant et al. ( 2011 ) report their fi ndings from interviews with primary care physi-
cians regarding their sense of patient complexity being more than the simply addi-
tive nature of multiple comorbidities. They found that their sample of physicians 
estimated that over 25 % of their patients were complex, but those complexities 
included such factors as medical, social, and behavioral factors that did not correlate 
well with prior comorbidity or strictly medically defi ned complexity. In this model 
of quantitatively defi ned complexity, there was poor concordance or poor predict-
ability of complexity as perceived by the physicians compared to comorbidity- 
defi ned complexity. “Complexity is multidimensional and is not adequately captured 
in measures that focus only on comorbid conditions” (p. 798). This paper did not 
describe further the social variables within the perceived complexity. However, it 
was clear that physician perception of “complexity” tapped something beyond the 
number of medical conditions for a specifi c patient. 

 In this chapter we will explore past and current efforts to improve care by iden-
tifying patients with social or care complexity that cuts across current description- 
based diagnoses based on symptoms. A new language is evolving for being clear 
about what an “illness” is and what a complicating social or environmental factor is, 
with new attempts at identifying clusters of patients with common identifying char-
acteristics beyond the familiar disease- or diagnostic-oriented clusters. This 
approach works to identify and alter traditional care patterns when routine care 
options do not yield positive outcomes for such “complex” patients (Peek, Baird, & 
Coleman,  2009 ; Safford, Allison, & Kiefe,  2007 ; Weiss,  2007 ). This expanded con-
cept of complexity is based upon social and care system variables rather than just a 
longer list of medical and mental health diagnoses. In other words, “patient com-
plexity” goes beyond “medical complexity,” encompassing social and/or care sys-
tem complexity that interferes with care or with a patient’s ability to engage in care.  

    Medical Complexity and Social or Care Complexity 

 It is especially important to consider this two-dimensional approach to “patient 
complexity” in the USA where we may overuse mental health diagnoses, especially 
depression, to describe patients who face these other social and care system obsta-
cles. This has reached the popular as well as academic press (Carlat,  2010a ,  2010b ; 
Kirsch,  2010 ; Waters,  2010a ,  2010b ). The rise in the use of antidepressants to help 
patients (and the increasing questions about their effectiveness, especially with mild 
to moderate severity) is well-known (Fournier et al.,  2010 ; Pigott, Leventhal, Alter, 
& Boren,  2010 ). This may be a result of treating symptoms that are well- documented 
in the DSM but do not systematically describe and understand that proportion of 
patients’ despair, demoralization, discouragement, and withdrawal that is related to 
“complexity” derived from nonmedical factors that inhibit quality of life and can 
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block improvement from routine medical or mental health care. If our current model 
for mental health diagnoses and treatment is not working well enough in this area, 
we must consider a systematic change in our approach. This chapter will briefl y 
explore this alternative model for addressing these challenges to improve patient 
outcomes. 

 The “biopsychosocial model,” introduced by Engel ( 1977 ,  1980 ), calls for shifts 
gradually being operationalized in a practical way (Borrell-Carrio, Suchman, & 
Epstein,  2004 ). One example comes from Amundson ( 2001 ), who created a model 
that reached beyond medical and psychiatric diagnoses and used interprofessional 
teams to implement care plans for complex patients beginning in the early 1990s. 
He consulted with primarily smaller hospitals in the USA to help them better man-
age their own small populations of expensive patients who often had little or no 
insurance, but signifi cant medical problems and complex social and mental health 
issues. These patients were frequent visitors to emergency rooms and hospitals. His 
model offered hospitals the opportunity to identify the top 20–50 patients with these 
characteristics and with whom the hospitals often lost several million dollars. 
Interprofessional teams that included social workers created care plans at the cost of 
a few hundred thousand dollars to prevent the loss of millions of dollars in under-
compensated or entirely uncompensated care. Therefore, the hospitals gained an 
economic benefi t by losing less money while providing better care. 

 Baird worked with a team in a large Midwestern integrated group practice to cre-
ate a “refl ective interview” for a select group of complex patients who had been seen 
in the primary care practices more than ten times in a year while having no concrete 
medical problem that would predict frequent visits to the clinic. These one-time 
consultations with a mental health provider interviewing both the patient and the 
primary care provider were shown to reduce hospital costs in this small study 
(Rasmussen et al.,  2006 ). 

 A similar approach has been used with different names for this activity, such as 
a “refl ecting team” approach (Lebensohn-Chialvo, Crago, & Shisslak,  2000 ), in 
which the team participates in the patient interview, sometimes behind a one-way 
mirror with the patient’s full permission and gives feedback to both the clinician and 
the patient about what is observed. However, these have been created in academic 
teaching practices and have not been tested in a community practice in a scientifi c 
manner. Others have used mathematical models to identify these socially complex 
patients (Safford, Allison, & Kiefe,  2007 ) by creating weighted values for a variety 
of medical and social variables that might impact patients. The model was then 
tested for its ability to predict which patients would face issues that might impair 
their care. These approaches are all attempts to understand social variables or what 
is sometimes called the “social determinants of health” (Institute of Medicine,  2002 ; 
Kottke & Pronk,  2009 ; Pronk, Peek, & Goldstein,  2004 ). 

 Efforts continue in this direction. In 2010 a new term, “Hot Spotters,” has been 
used to describe those clinical and social support teams that are identifying patients 
who have combined medical, mental health, and social conditions that result in poorly 
coordinated and very expensive care (Gawande,  2011 ). By simultaneously addressing 
whatever problems these patients face from housing to safety to needing better 
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coordinated or integrated medical and mental health care, patients’ health has improved 
and the annual cost of care has been reduced, sometimes dramatically. Hot Spotters is 
a new and positive trend in approaching complex patients who often fail to connect 
well with traditionally organized medical, mental health, and social systems. 

 We have learned about a set of concepts for complexity assessment within a tool 
called INTERMED from clinicians in the Netherlands through a collection of 
papers including de Jonge, Huyse, & Stiefel ( 2006 ); Huyse, Stiefel & de Jonge 
( 2006 ) and Stiefel, et al ( 2006 ). This tool systematically assesses patient and health 
care system complexity in a template designed for the European specialty or hospi-
tal-based settings. With permission from the Dutch group, a team from Minnesota 
(Peek, Baird, & Coleman,  2009 ) adapted that model for use in the fast-paced US 
outpatient care systems. This primary care version is called the Minnesota 
Complexity Assessment Method (MCAM) (See Fig.  14.1 ), which is being tested 
and modifi ed further in Scotland as MECAM, the Minnesota Edinburgh Complexity 
Assessment Method (Maxwell et al.,  2011 ).

   The term “complexity” has many applications and shadings within the domain of 
health and health care. Medical clinicians commonly use the word “complex” to 
mean complicated or diffi cult, particularly as shorthand for a diffi cult patient- 
clinician relationship. Complexity may also refer to multiple interacting medical 
conditions, such as those frequently encountered in care of chronic illness—some-
times termed “medical complexity.” In nursing, “complexity” can be a property of 
particular roles (and a staffi ng issue), referred to as “work complexity” or as social 
or mental health factors that elevate the risk to patients and staff in hospitals (Weydt, 
 2009 ). Similarly, “complexity” has also been discussed as a property of ambulatory 
care visits (Katerndahl, Wood, & Jaen,  2010 ). Others, especially those studying 
health care as a system and the applications of complexity science to health care, use 
“complexity” to mean the many possible ways that interconnected components of a 
health care system and its patients and communities can interact or adapt for success-
ful fi t in the environment (Zimmerman, Lindberg, & Plsek,  2008 ). A specifi c exam-
ple is a model of “Complex Adaptive Chronic Care” for addressing chronicity in 
chronic care models that goes beyond disease-oriented thinking (Martin & Sturmberg, 
 2009 ; Peek,  2009 ). All these meanings and shadings of the versatile term “complex-
ity” are important, but this chapter focuses on complexity as factors that interfere 
with standard care and decision-making (Peek, Baird, & Coleman,  2009 ). 

 While all clinicians instinctively relate to the concept of “complex patient,” there 
has been little shared defi nition in the fi eld for what that means. For example, when 
encountering a patient they believe is “complex,” they may react with, “Oh my 
gosh!” or “Things aren’t going as I expected,” or “I don’t feel so good about this,” 
or “With these conditions, the patient should be getting better.” Recall that Grant 
et al. ( 2011 ) said that physician attribution of “complex” goes beyond what would 
be predicted by medical comorbidity alone. The fi eld needs a more standard defi ni-
tion and vocabulary that allow clinicians to say more clearly for a given patient situ-
ation exactly what is complex and what to do about it—and then to incorporate 
complexity-linked interventions into the care plans already geared to diseases and 
conditions. The following paragraphs regarding defi nitions and domains of com-
plexity are paraphrased or quoted from Peek, Baird, & Coleman, ( 2009 ).
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  One defi nition of patient complexity: 

 [A complex patient] is one for whom clinical decision-making and required care  processes 
are not routine or standard. For complex patients, many recommendations from evidence-
based medicine are unlikely to apply in a straightforward manner because of “exceptions” 
such as: multiple interacting chronic conditions, other comorbid conditions and socioeco-
nomic factors such as homelessness or absence of adequate family caregivers or other sup-
port systems. (Weiss,  2007 , p. 375) 

  Fig. 14.1    MCAM scoring page       
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   A series of papers on “Managing Complexity in Chronic Care” based on this 
defi nition appears as a special issue of the  Journal of General Internal Medicine  
(Kupersmith,  2007 ; Safford, Allison & Kiefe,  2007 ; Weiss,  2007 ). The Dutch 
authors cited above also think of patient complexity as interference with standard 
care and offer an important distinction with a set of domains and a tool that were 
fi rst designed for use in inpatient settings.

  It is appealing to distinguish between complexity that arises from characteristics of a 
patient—such has having multiple interacting diseases that may complicate each other … 
and complexity of care delivery, such as involvement of multiple systems and specialties 
that require interdisciplinary communication to be effective …. (de Jonge, Huyse, & Stiefel, 
 2006 , p. 680) 

   This foundational Dutch work is the basis for a US outpatient adaptation that 
employs similar but modifi ed concepts and domains:

    1.    An illness domain that includes diagnostic uncertainty and functional impair-
ment due to symptom severity   

   2.    A readiness domain that includes distress, distraction, and readiness to engage in 
treatment   

   3.    A social domain that includes participation in the social network and home 
safety and stability   

   4.    A health system domain that includes organization of care and patient-clinician 
relationships   

   5.    A resources for care domain that includes the degree of shared language with 
providers and the adequacy and consistency of insurance for care     

 These domains, each with two areas of inquiry and defi nitions of increasing lev-
els of complexity, are illustrated in Fig.  14.1  as the Minnesota Complexity 
Assessment Method, an outpatient adaptation of the original INTERMED domains 
and questions (Stiefel et al.,  2006 ). Each item in Fig.  14.1  represents a separate 
source of potential complexity, which if high, fl ags an area to potentially address as 
an interference with standard care. 

 The goal of these assessment models is to more usefully understand the nature of 
the obstacles that are keeping usual care from yielding the expected positive out-
comes. By noting these barriers and sorting them into specifi c categories or domains, 
the team can more accurately understand the specifi c context of patients who are not 
making the expected progress toward health. The goal then becomes helping the 
patient deal more successfully with those specifi c barriers. If the barriers are not at 
a high level, then no action is needed beyond routine medical care. But if the spe-
cifi c area of challenge or “domain” is noted to be a large barrier for a specifi c patient, 
the primary care clinician and/or care manager on the primary care team can enlist 
other team members or community services to more constructively address the bar-
rier. This enlarged team is only fully engaged when the patient assessment suggests 
it is necessary. However, more detailed understanding of the targeted domain need-
ing attention can determine who else should be involved in the team-based care and 
which community resources and/or patient resources may be needed. For example, 
if the patient has never trusted a health care professional, the fi rst step can be to 
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arrange for more focused contact and trust-building time with the primary care 
 provider or someone else the patient recognizes as part of the team. In other 
instances, the patient may need someone from community social services to facili-
tate a connection to a nearby community group such as YWCA or other social 
group to overcome social isolation. 

 A patient may have a list of medical diagnoses suggesting medical complexity. 
That same patient may also face interfering factors (social or care complexity) in the 
domains of social and health systems. The combination of high medical and high 
social/health system complexity makes usual care and care planning much less 
likely to yield the desired outcome. This patient faces the dilemma of dealing with 
both medical and social/care system complexity or must manage the “area under the 
line” as noted in Fig.  14.2  (Peek,  2010 ).

   A hypothesis (or way of thinking) is that the net challenge for care of a particular 
patient may be a product of both axes (medical complexity and care complexity), 
not just the more familiar medical complexity. To address both, the clinic should 
have both these axes in mind. Providers and patients getting together not only to 
plan care but to create strategies to reduce predictable interferences with that care is 
shown in Fig.  14.1 . The investment in medical care plans is not protected unless 
patients and providers together ask themselves what person-specifi c factors will 
predictably interfere with those care plans and with usual or customized care for the 
patient’s conditions. On the patient side, patients can often be confused by their own 
illnesses, complicating life factors, and stresses. Whether articulated or not, these 
undermine confi dence in their ability to do carry out their own self-care and patient 
engagement behaviors. Patients can begin to feel like a failure, “diffi cult,” or that no 
one wants to see them anymore. But this is often not due to lack of motivation or 
“noncompliance,” but to very real interferences with care from social or care deliv-
ery sources (Peek, Baird, & Coleman,  2009 ; Peek,  2010 ). 

Disease axis:
  Medical complexity: 
   •     How many diseases
   •     How chronic
   •     How severe
   •     How challenging to manage
   •     How challenging are their 
          interactions.

Social /care delivery axis: (as per Peek et al. 2009)
   Non-medical complexity—Domains:

Illness impact—levels of impairment and diagnostic
uncertainty
Readiness—distress, distraction and readiness to engage
Social—social safety, support, and participation
Health system—organization of care and relationships
Resources for care—common language, adequate insurance

High medical and medium care complexity:
   Lots of diseases, some social or care
   system interferences with care

Pt B

Low medical, but high care complexity:
   Few or mild diseases, lots of social or
   care system interferences with care

Pt A

Hypothesis: Total challenge = area under the
lines

  Fig. 14.2    Axes of patient complexity (From Peek  2010 . Building a medical home around the 
patient: what it means for behavior.  Families, Systems, & Health , Vol. 28, No. 4, p. 331. Published 
by American Psychological Association; reprinted with permission)       
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 High levels of complexity on the social/care delivery axis can point clinicians 
and care teams toward broader or supplementary interventions or connections than 
their medical care plans might do alone. For example, here are some aspects of care 
planning that might be included for high levels of social or care complexity:

    1.     Illness impact—levels of impairment and diagnostic uncertainty.  If diagnostic 
uncertainty or disagreement with the patient on diagnosis is an issue, it may be 
helpful to revisit diagnosis or reopen the conversation about “what’s really 
wrong” with the patient. Functional impairment that exceeds what would be 
expected from the condition also points to further inquiry rather than just label-
ing the patient “overreacting.”   

   2.     Readiness—distress, distraction, and readiness to engage.  High levels here calls 
for understanding the patient’s current life situation and what else is competing 
for attention. There may be things going on that seem much more urgent than a 
complicated care plan for diabetes, for example.   

   3.     Social—social safety, support, and participation . If the patient is isolated—with 
few if any friends, work life, or family connections, there is likely no one to 
understand and support the patient’s role in their care plan. This form of discour-
agement affects “adherence” as well. What social supports may help the person 
become better integrated into their social world?   

   4.     Health system—organization of care and relationships . If there are many provid-
ers, especially if they are not communicating or communicating confl icting 
information and advice, care coordination, and organizing the care plan may be 
necessary. If the patient has no providers, especially no PCP, fi nding one may be 
high on the list of priorities. If the patient does not trust providers or has a history 
of disappointments, building one safe relationship may be the fi rst order of 
business.   

   5.     Resources for care—common language, adequate insurance.  If the patient does 
not speak the same language as the provider, it may be important to arrange 
for a professional interpreter who understands the culture as well as the lan-
guage. If the patient has insuffi cient insurance to pay for copayments, transporta-
tion, or other expenses for care, it may be helpful to involve a fi nancial planner to 
help the person fi nd a public health plan or other way to pay for necessary care.     

 In Minnesota (and possibly other states) medical practices with state “health care 
home” certifi cation are now paid a small care management fee based upon the 
medical complexity of each patient. This fee has been augmented modestly to 
encourage care teams to address two domains of social complexity: having lan-
guage barriers and a mental health diagnosis. The last factor is a known risk for 
increased cost for patients needing medical care but can be a blended factor with 
despair, isolation, and an overwhelmed emotional state for patients. Being over-
whelmed is not a medical diagnosis, but the despairing symptoms can result in a 
diagnosis of depression, not otherwise specifi ed (NOS). This intellectual dilemma 
was discussed in the fi rst part of this chapter. In fact, that diagnosis, Depression 
NOS, is common in primary care and can yield increased attention to help the 
patient. Unfortunately, if that assistance consists only of medication, it does not 

14 Working with Complexity in Integrated Behavioral Health Settings   



308

assist the patient in dealing with their domains of social and care system complexity 
that are overwhelming them such as lack of trust in health professionals, a disen-
gaged stance toward their illness, lack of social support, lack of resources/insur-
ance, and uncoordinated care from a variety of providers. 

 However, increased payment for some dimensions of social complexity is an 
early sign that some reimbursement systems are seeking ways to fund care systems 
that seek to assist patients in the reality of their complex lives. These increased pay-
ments for social complexity are a beginning of efforts to fi nd sustainable payment 
models to support primary care practices as they try to improve outcomes for 
patients when usual care does not succeed. 

 The gradual emergence of payment models to address some dimensions of 
social complexity serves as a reminder that not all “complexity” is from a mental 
health condition. This reminds us to go beyond the familiar mental health taxon-
omy into a new vocabulary for what makes patients complex—including the pre-
dictable interferences with care. The DSM-based model rests upon a descriptive 
taxonomy rather than underlying etiology (Althoff & Waterman,  2011 ). We 
diminish our positive clinical impact on patients when our assessment methods 
are descriptive of symptoms but less sophisticated about clarifying the nature of 
their distress. Psychiatric training changes are needed, as recommended by  Althoff 
& Waterman , to improve the understanding of patients’ entire situations beyond 
psychiatric diagnosis and medication tolerance. In primary care, we also need to 
gain more insight into patient’s total dilemma rather than base our clinical insights 
primarily upon the diagnosis as defi ned in the DSM. We need to go beyond treat-
ing with medications alone or medications supported by mere encouragement, 
“pep talk,” or other positive messages that do not necessarily get at the specifi c 
factors that are distressing people (Salazar-Fraile, Sempere-Verdu, Mossakowski, 
& Bryan,  2010 ). Our approach to mental health diagnosis has been compared to 
the “fi eld guide” approach of a bird-watching book—identifying mental disorders 
with checklists of characteristics similar to those used by birdwatchers (Lane, 
 2007 ). This indeed describes what we see, but leaves us without tools that improve 
our understanding of why we see different symptoms or patterns of distress in our 
patients. A new model of care that deals with patient complexity is possible, does 
not depend upon the DSM diagnostic model, and can address very real issues that 
confound patients and providers and interferes with usual care based upon diagno-
sis alone.  

    State of the Art in Evaluating Social or Care Complexity 

 Assessment of social and care system complexity beyond the usual medical com-
plexity is early and rudimentary. Studies underway now seek to validate the idea 
that we can reliably identify social and care system variables that impede the 
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positive impact of usual care. Also studies are underway to validate the domains 
 themselves to ensure they are reasonably discrete from one another. 

 Early and informal feasibility testing shows the MCAM to be reasonably 
time effi cient. Nurses, care coordinators, and physicians report they can do an 
assessment in 3 min or less when they already know the patient. Of course, 
when clinicians realize they do not know the answer to certain questions, it 
alerts them to take the additional time to fi nd out. Team training is needed to 
create a shared understanding among clinicians about the use of the assessment 
tool, when to use it, and how to engage the patient in the process of assessment. 
We have found that physicians often relate more easily to the fi rst several 
domains that connect more closely to medical concerns while nurses and social 
workers often engage more readily on three through fi ve. However, a team dis-
cussion is enriched by the overall team assessment and can lead to more specifi c 
action steps than previous global assessments, such as “the patient is stuck and 
not making progress.” 

 Scottish collaborators are testing a patient version of MCAM and an Edinburgh 
version (MECAM) using slightly different language patterns fi tting each culture 
(Maxwell et al.,  2011 ). Adaptation of language for describing and assessing social 
or care complexity should be tailored to the language actually in use for these con-
cepts in particular communities (Lyons,  2006 ). 

 MCAM and MECAM capture information that sometimes was collected via 
a genogram or annotated family history in the clinical setting (Doherty & Baird, 
 1983 ). This method got at some but not all domains of patient complexity. 
However, even during the 1980s and 1990s, which was the high point of enthu-
siasm for using genograms or a “family tree,” relatively few physicians used 
them in actual practice. By sorting the social and care system complexity into 
domains with gradations of severity or importance to improving health, MCAM/
MECAM have gathered information that is more easily transferable to other 
team members. Rather than leaving clinicians with an undifferentiated, often 
pejorative “assessment” of a challenging patient (“Ugh!” or “The patient is 
stuck,” or “The patient is nonadherent,”) these methods provide an action-ori-
ented language for pointing at the reasons to engage a larger team or seek sup-
port from family or a community agency and create a more targeted action plan. 
In summary, these concepts and tools create ways to talk about the patient’s 
complexity that reaches beyond the medical diagnoses (medical complexity) 
into the many individual factors that may affect care and the patient’s ability to 
engage in it. 

 Care systems across the USA are testing various methods that are parallel to 
MCAM and INTERMED for use by primary care physicians, care managers, and 
care coordinators. Drs. Gunn and Valeras implemented the following examples in a 
family medicine residency clinic that serves many patients with complex social 
situations.  
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    Practical Application of Complexity Thinking 

    Problem of Primary Care and Complex Patient Needs 

  The setting.  The primary care setting, as we usually know it, is designed for 
acute care visits and uncomplicated chronic disease management with engaged 
patients who are partners in their health care plans (a well-supported patient, a 
straightforward protocol, things proceeding as expected). Many primary care 
clinic settings are, however, ill-equipped for patients who have multiple and 
complex medical and social situations or when usual care is not working, leav-
ing an individual provider to address multiple needs in short visits. This can 
lead to frustrated providers and patients, reduced quality, and higher costs. 
These costs are often in the form of increased testing, emergency room visits, 
and unnecessary hospitalizations. Addressing this “disconnect” quickly and 
effectively with complex patients will require a “special” program or arrange-
ment in most primary care practices. 

 The Concord Hospital Family Health Center in Concord, New Hampshire, is a 
“safety net” primary care clinic, which also houses the Dartmouth Family Medicine 
Residency and a primary care behavioral health-training program. Fifteen thousand 
patients, many who are uninsured or have government insurance, are served in the 
clinic. Social workers, psychologists, and marriage and family therapists train 
alongside family physicians and mid-level providers (physician assistants and nurse 
practitioners). Together, we continually design practice processes and educational 
experiences which address the needs of patients with complex biopsychosocial- 
spiritual issues. 

  The health care team.  The clinic administrators and faculty/clinicians recog-
nized the need for greater continuity and resources for developing health care 
teams that could consistently manage the needs of our population, particularly 
around complex patient situations. The position of “integrated behavioral health 
clinician” (IBHCs) was established. The IBHCs are licensed social workers, psy-
chologists or marriage and family therapists who partner with each of the four 
small clinical teams within the clinic. The IBHCs, the faculty physician, and the 
supervising nurse are a triad of team leaders in each clinical pod and are given 
responsibility for helping their team design effective care protocols and processes. 
These leaders are in frequent consultation with the clinical director of nursing, the 
manager of behavioral health services, and the medical director to discuss broader 
population-based issues. The physician-nurse-behavioral health leadership triads 
meet weekly prior to their pod meetings to discuss logistical and clinical issues. 
Sustainable quality and effectiveness occurs when structure, governance, and 
leadership roles are clear and highly functional.  
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    Complex Continuity Clinic: A Patient-Centered 
and  Learner- Centered Experience 

 One clinical initiative all pods have established is the Complex Continuity Clinic 
(CCC). The overall objective of this clinic is to implement patient-centered medical 
home concepts into practice by integrating biomedical and psychosocial care pro-
viders through high functioning teams. This care is provided to patients and their 
families who have at least a moderate degree of complexity. “Complex” is defi ned 
as: “when usual care is not working.” 

 In the CCC, there are three goals: (1) to provide clinical care for our complex 
patient group, (2) to educate our medical residents, behavioral health trainees, and 
allied health care staff about team-based care for challenging patients, and (3) to 
provide a professional development opportunity and have an educational strategy to 
help residents identify complex patients within their patient panel for whom they 
are responsible. All individual providers, regardless of their position or years of 
experience, have some situations that are more uniquely challenging for them in 
particular. The individual history, the experience of the provider, and their unique 
attitude toward patients with complex situations are variables in complexity and are 
frequent topics of conversation. 

 CCC began in 2008 as a half-day clinic with two “complex patients” scheduled. 
Residents were scheduled to do 10–12 of these clinics during six months of their 
third year. Prior to seeing patients, residents meet with their precepting team 
(faculty physician and behavioral health clinician) to discuss general concepts relat-
ing to what makes a situation complex, as well as specifi c goals for the upcoming 
appointments and strategies to accomplish the goals. Following the session, the 
team discusses how the plan went and what the next steps are. This dialog provides 
an opportunity to identify the resident’s needs and patient-related themes. The 
IBHCs and nurses contribute signifi cantly as well, based on their knowledge of 
the patient. At times, community members from other agencies involved in the case 
are also present. 

 It was quickly discovered that, with a two-patient CCC session, the effi cacy of 
time, provision of service, and the learning was limited if one or both of those 
patients canceled or did not show. CCC was transformed into a schedule that had 
two longer slots and three or four acute visits. This format still allowed for discus-
sion of the complexity involved in the cases, but also offered a more sustainable 
model that could be replicated after training. 

 Each CCC patient encounter involved the creation or addition to a patient- 
centered care plan (PCCP), which lives in the electronic medical record, and con-
tains life goals established with the team, instead of solely disease-oriented medical 
goals. (See Chap.   10     for a more thorough description of PCCPs.) CCC is specifi -
cally designed to enable a longer visit with the patient, allowing for the entire team 
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(physician, nurse, behavioral health member, patient, and family members) to 
participate in the development of an individualized care plan. This is a strength not 
typically built into primary care clinics. 

 Following the CCC visits, the health care team manages this subgroup of patients 
through phone calls or appointments to ensure connection and adherence to plan. 
Key to success is the use of face-to-face conversation between providers or com-
munication capabilities within the EHR. 

  Key components.  Patient complexity concepts based on the MCAM have been use-
ful for understanding the difference between social or care complexity and the more 
familiar “medical complexity.” The incorporation of IBHCs as leaders on the pri-
mary care teams moved these concepts into practice, in that these teams are accus-
tomed to working together on the expanded scope of problems and in developing 
care plans formed in CCC, as well as enhancing the community linkages in follow-
up activity. 

  Financial.  CCC services have been billed using Level IV time codes, which is used 
when a provider spends at least 25 minutes of face-to-face counseling. However, it 
would be diffi cult to sustain CCC this way in a busy practice on a routine basis 
given the fee-for-service environment. However, many of the cost savings will come 
from better planning at the beginning of illness episodes and less cost shifting to 
more expensive settings, such as the emergency room or hospital. The tremendous 
advantage of CCC is that it provides more time at crucial junctures, like when the 
treatment plan is not working, when the patient is hospitalized or visits the emer-
gency room frequently, or when behavioral or social issues are clouding the picture 
and need to be addressed. The weaknesses of CCC include the amount of clinician 
time and the fi nancial support provided by the traditional fee-for-service payment 
system. In an ACO environment, having sessions scheduled in this way could result 
in tremendous advantages, with highly satisfying results for clinicians, patients, 
families, and third party payers. 

  Outcomes.  Over three years, 24 residents have experienced CCC. They have seen 
an average of 11 different patients, with some of these patients returning two or 
three times for follow-up visits. Ninety-fi ve percent of patients surveyed about their 
satisfaction with the CCC format feel that having the time to tell their story and 
work through the issues has been extremely benefi cial. Providers have been able to 
identify particular insightful themes for themselves in working with complex 
patients and this greater clarity is itself a benefi t to clinicians. The ability of a pro-
vider to know what his or her own “blind spots” are in working with complexity is 
critical to success. The following questions are routinely pondered by the interdis-
ciplinary team and, in particular, the resident:

    1.    What is my role in maintaining the problem?   
   2.    How do I open up the symptoms to reveal the patterns and the bigger picture?   
   3.    What should be the major “theme” at this time? (Support, trust, adherence, etc.)   
   4.    How do I not try to do everything myself and use my team?   
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   5.    How do I negotiate or help others to negotiate effectively when there is disagree-
ment between providers, between patient and provider, between family and 
patient, between family and provider?   

   6.    How do I soften up, listen, be curious, and open?  OR    
   7.    How do I take a harder, more assertive approach, and be more focused and clear?    

  We have not kept clinical outcome data on all patients seen, but we have anec-
dotal stories of patients that have substantially reduced ER utilization and decreased 
frantic phone calls to the pod for emergent issues. We now have a team- based post-
hospital visit where many of these same concepts can be applied. 

  Applications to practice.  Some resident graduates have told us they now schedule 
one complex patient team visit once or twice a week in their practice, either at the 
beginning or the end of a session. They also create and maintain complex care plans 
with selected patients to fi ll out and bring to the visits, or discuss during annual 
physicals. Clinicians discuss complex cases at team meetings so all members can 
reinforce a high leverage goal, such as understanding context or building trust with 
the team or working together toward better patient and family care.   

    CCC Case Examples 

    C.L. 

 CL is a 52-year-old white female who was new to the patient panel and to the state 
of the resident author (AV) a few months into his third year of residency. She moved 
to live with her youngest sister after her elder sister (and roommate) died unexpect-
edly. It was through a CCC visit that the complexity in CL’s life was realized, as 
well as the impact of this model for providing integrated team care. 

  Medical complexity.  CL’s past medical history was complicated by multiple medi-
cal and psychological comorbidities. CL’s paper chart from her previous provider 
listed nine different chronic diseases, including Diabetes Mellitus type 2, COPD, 
fi bromyalgia, benign essential hypertension, hyperlipidemia, chronic back pain sta-
tus post-surgical lumber discectomy and subsequent vertebral fusion, coupled with 
a history of drug abuse and opiate addiction. The signifi cant disease interaction 
proved especially challenging for medical management in the setting of minimal 
interaction with the patient in her initial 12 months in the state. 

  Non-medical complexity: Illness impact.  As a result of her previous trauma his-
tory, CL’s resiliency was compromised and minimal stressors would lead to exag-
gerated perception of medical need and a perceived urgency to all physical 
symptoms. As a result of her perceived medical crisis, CL presented to the local 
Emergency Department (ED) repeatedly for months on end with an array of symp-
toms ranging from back pain, chest pain, anxiety, groin pain, abdominal pain, GI 
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bleeding, shortness of breath, suicidal ideation, and depression. This was extremely 
frustrating to the resident provider because his specialist colleagues and emergency 
room physicians developed assumptions about his lack of ability to “control” CL’s 
behavior. He felt responsible and somehow accountable to a patient that he had 
never met. 

  Readiness.  During an extended CCC visit, CL revealed that her sister (her current 
roommate) would often take advantage of her because of her disease and medical 
treatment. CL described once being locked in the closet for hours while her sister 
foraged through her belongings looking for her prescription pain medication, which 
she fi nally found and stole. CL responded by avoiding regular medical care and 
treatment to prevent her sister’s exploitation. 

  Social.  CL, being new to the state, had no local social connections other than this 
abusive sister. She reported feeling isolated, which contributed to worsening symp-
toms of depression and suicidal ideation. 

  Health system.  Within one year, CL had 19 separate ED visits. In that timeframe, 
she underwent 4 abdominal CT scans, 1 head CT, 8 chest x-rays, 11 abdomen and 
pelvis x-rays, 6 lumbar x-rays, and she gave 108 independent blood and urine sam-
ples for laboratory studies. Twelve different providers in the ED cared for CL during 
that period of time. 

 In this same one-year period, CL kept only two appointments with her PCP; one 
of which was immediately followed by an ED visit. The disposition of all of CL’s 
ED visits was “discharge to home,” with the exception of one, for which she was 
admitted for rule-out chest pain, but she signed out against medical advice so was 
therefore never admitted to the hospital. The charges billed to Medicaid in this same 
time period were upwards of $32,000. 

  Resources for care.  Soon after arriving to the state, CL acquired Medicaid, allow-
ing her to overcome access barriers to care; however, in this case access to care does 
not guarantee receiving appropriate care, especially when considering complex 
medical and social needs. 

 CL is described here, not because her level of complexity is severe or insurmount-
able, but because she is an example of success and the potential capacity of the sys-
tem and of the health care team’s perspective to change, when complexity is 
considered. Nine months after meeting CL for the fi rst time, she was invited to a CCC 
visit during her PCP’s third year of residency. The interaction was precepted (super-
vised) by an attending physician, a behavioral health faculty, an IBHC, and a nurse. 

 This type of visit also provides an opportunity to introduce the concept of a 
health care team to a patient. It was during this appointment that CL’s true medical 
and social complexity was realized and understood by the team, and as a result, 
could be incorporated into her care plan. The most compelling outcome of this visit 
with CL was the pattern change in where she chose to access the health care system, 
and her subsequent decreased ED utilization. Since that time, she has been to the 
ED only once, when she was directed there by clinic staff due to lack of appoint-
ments and triage guideline protocol. 
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 Her PCP interviewed CL recently about her experience and inquired about this 
sudden and dramatic change in her utilization of the ED. CL pointed to her CCC 
visit, explaining, “After that visit, I felt I had a team at the Family Health Center 
and even if you are not there, or you go away, I know that there is someone else at 
FHC that will help me. Now I don’t have to go to the ER anymore.” CL’s ability to 
change her perception of when and by whom her urgent care needs will be met 
speaks to the importance of feeling “known” by a health care team. CCC provided 
a venue through which to “know” the patient in a way that embraced CL’s complex-
ity, rather than trying to ignore it, and allowed for its incorporation into the patient’s 
plan of care. 

 For learners of family medicine, third year of residency provides the early feel-
ings that competence in the provision of medicine is achievable on some level. That 
is, however, when the patient’s presentation and interaction is straightforward. In 
these situations, it is easy to rely on medical school and residency experience to 
provide a viable path forward in negotiating the patient’s best plan of care under the 
established medical model. CCC provided a framework of care that could be uti-
lized when some perceived barrier (either the patient’s, the practitioner’s, the team’s, 
or all) stands in the way of providing the best care possible. Often times, however, 
the barrier is not recognized and it manifests in the patient’s, provider’s, or team’s 
frustration. It was in these instances that CCC became useful for CL’s provider, as a 
learner, in developing strategies and skills to explore personal frustration in a safe 
and supportive environment. Exploring patients’ frustrations with the care they 
received, when the medical model did not suffi ce to meet their needs, often led to 
the conclusion that only team-based integrated care would allow for everyone to 
progress toward their predefi ned goals.  

    C.G. 

 CG is a 62-year-old male asked to come to CCC because of a personal sense of the 
resident provider’s frustration in relation to the care that he was receiving. 

  Medical complexity.  As part of residency training, CG was cared for by his PCP 
both in and out of the hospital, throughout his frequent admissions for abdominal 
pain related to chronic pancreatitis, hepatitis C, and stage-four liver cirrhosis. 
CG carried these diagnoses stoically behind a graying handle bar mustache and 
heavily monochrome tattooed skin. CG attended the majority of his scheduled 
outpatient visits, which were primarily focused on how to keep him out of the 
hospital. At the end of these visits, however, it did not feel to the provider that 
anything had been accomplished. CG would be rehospitalized a few weeks later 
and this cycle repeated itself over and over again for two years. CG was always 
pleasant and respectful, but over more than two years, he never gave any confi rma-
tion or acknowledgement of the existence of this endless cycle that had no gains 
in either the doctor-patient relationship or the treatment plan to relieve his 
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chronic abdominal pain. Throughout this time CG was also reluctant to see any 
subspecialist regarding his care. The patient was stuck, and the provider was 
stuck with him. 

  Nonmedical complexity: Illness impact.  CG gastrointestinal pathology was “real” 
from the medical model perspective, but its impact on CG was discordant with his 
frequent presentation to ED. It became apparent that his abdominal pain was spurred 
by stress, which he was reluctant to share the source of. 

  Readiness.  Each CCC is prefaced with a team discussion surrounding the resi-
dent’s reasons for asking the patient to come to this type of appointment. What 
makes this patient complex? It was in exploring CG’s reluctance to engage with 
his health care team, beyond his physical symptoms, that unlocked CG’s greater 
plight. During the pre-visit huddle, the team voiced an unanswered question. CG 
had been incarcerated for 12 years prior to coming to FHC, and out of genuine 
curiosity, they asked “What was he in prison for?” With their prodding and 
encouragement, the visit began with this question, explaining that better under-
standing his history and the context of his current life situation would help his 
health care team treat his needs. After a long moment of awkward silence, CG 
replied “I’ve been wanting to tell you for two years but I didn’t know how.” He 
began to cry, as he explained that he was the victim of childhood physical and 
sexual abuse, and later in life, he completed the cycle of abuse and became a 
sexual offender. 

  Social.  As a result of CG’s incarceration and specifi c offense, CG was isolated from 
mainstream society, was unable to fi nd work, was cut off from his family, and only 
interaction was with his parole offi ce and health care team. 

  Health system.  CG’s experience thus far with the health care system had instilled 
distrust. He feared that when his “story” was known he would be treated differently 
or worse, he would be refused care. His past experiences reinforced this; he had 
been scorned and treated with pure contempt and hatred when revealing his “sex 
offender” status in other situations. 

  Resources for care.  Due to social isolation and hesitancy to engage the system due 
to fear of humiliation and dishonor, CG had limited access to resources. 

 CG reported during a follow-up visit, “Since that visit I feel a wall that existed 
between us has been broken down.” It became clear that prior to this visit, the pro-
vider frustration was reciprocated, reinforcing a barrier between doctor and patient, 
both uncertain how to overcome it, until the opportunity was provided. CCC pro-
vided that opportunity for the resident, and for the health care team as a whole. The 
greatest gift of CCC was the time to explore his story through genuine curiosity, 
with the support of the team. The next challenge for residents is not how to manage 
a complex patient, but how to incorporate this understanding of the value of that 
time in a future practice that is not necessarily structured to allow such 
opportunities.   
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    Practical Application of Complexity Concepts 

    HOW: Care Coordination in the Medical Home 

 Care coordination is a key function of the patient-centered medical home (McDonald 
et al.,  2012 ; NCQA,  2011 ; Peek & Oftedahl,  2010 ). Though the concept is broadly 
defi ned and interpreted, the main functions are summarized in a consensus opera-
tional defi nition of patient-centered medical home ( Peek & Oftedahl ):

    (A)    Practice-based care coordination or care management within and between 
times of acute care, preventive care, and chronic care, including:

•    Patient engagement (patient and family actions are also part of the picture)  
•   Transition management—integration of care from one setting to the next  
•   Tracking information to facilitate clinical communication, access, and 

patient safety      

   (B)    Coordinating with the “health care neighborhood” of other teams, practices, and 
community resources shaped around the needs of specifi c patients, including:

•    Specialists (including behavioral health), hospitals, other facilities  
•   Social services and community resources  
•   Patients and families themselves who move across this “health care 

neighborhood”       

  Sources of patient complexity described in this chapter (and with examples from 
the Complex Continuity Clinic) affect the kind and level of care coordination 
required for a given patient. Care coordinators often play a role in medical home 
settings—often keeping track of information on registries, bringing providers 
together, acting as a contact point for patients, and helping the care team accomplish 
those care coordination functions. Specifi c care coordinator functions vary from 
setting to setting, but they all witness “complexity” and need to take it into account. 

  Incorporating complexity concepts and questions into workfl ows.  The authors 
(Peek and Baird) have noticed in family medicine practices at the University of 
Minnesota that care coordinators are aware of complexity concepts and in some 
cases, the MCAM checklist shown in Fig.  14.1 . But rather than having “another 
piece of paper” or a disconnected screen on an electronic health record, care coor-
dinators have indicated a wish to incorporate the complexity questions into their 
existing care coordinator workfl ows—so the information naturally falls into place 
rather than being experienced as “extra questions and forms” to somehow fi t into 
what they mainly do. This is one of the challenges of incorporating complexity 
concepts into daily work—integrating the questions seamlessly into workfl ows and 
information tools. One approach proposed to a small group of family medicine 
clinic care coordinators is described here. It is offered only as  an example of a way 
of thinking  about incorporating complexity into workfl ows, because it has been only 
the subject of experimentation, not full implementation and testing. 
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  Level of care coordination needed  (Peek & Van Riper,  2011 ). Not everyone needs 
the same level of care coordination. All the clinic’s patients may be in the medical 
home. But not all of them require intensive care coordination. Even those who do 
require care coordination will differ in how extensive and what the focus of coordi-
nation should be. Care coordinators will need a practical way to determine the level 
and focus for care coordination required for each patient 

  Medical complexity and level of coordination needed.  The patient’s medical com-
plexity is oriented primarily to the number and severity of illnesses as in the medical 
complexity axis shown in Fig.  14.2 . For example, Minnesota certifi ed health care 
homes employ a tier system for medical complexity that care coordinators can use 
to help determine the level of care coordination needed. This tier also affects the 
size of bundled care management fees. But this does not completely determine the 
level of care coordination needed. For example, a person with signifi cant chronic 
illnesses but strong social and personal supports (and few interferences with care) 
may not present high care coordination needs. On the other hand, a patient with 
relatively fewer or simpler illnesses but signifi cant social or other interferences with 
care and activation may require a high level of care coordination. This social or care 
complexity axis is also illustrated in Fig.  14.2 . 

  Dimensions for assessing level of care coordination needed for each patient.  
Building off AHRQ care coordination work (citation), the level of care coordination 
needed could be assessed using three dimensions:

    1.    Medical complexity: Number, severity, ambiguity, and impairments related to 
illnesses.   

   2.    Risk of fragmentation: Likelihood of care plan being incomplete, poorly under-
stood, or poorly coordinated.   

   3.    Interference with patient capacity: Distress, distraction, social realities likely to 
interfere with care or participation in it.    

  In this way of thinking, each patient is assigned a level of low, medium, or high 
need on each dimension. This results in an individualized patient profi le (check the 
box that applies for each dimension): 

 Individual Care Coordination Profi le

 Low  Med  High 

 Medical complexity 
 Risk of fragmentation 
 Interference w patient capacity 

     Using individual care coordination profi le to determine level of care coordination 
needed.  Some profi les call for minimal care coordination and others call for intensive 
care coordination—and with different foci. For other patients a more moderate level of 
care coordination is needed—with the specifi c care coordination tasks and intensity 
related to which “cells” in the profi le are grayed out. For example, a patient with high 
medical complexity and risk of fragmentation might require care coordination more 
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focused on integrating treatments and specialists and health system communication. A 
patient with a simpler medical picture but with signifi cant life stresses or situations that 
tend to interfere with care might require care coordination focused more on enhancing 
patient capacity to cope with illness and carry out treatments. In all cases, the level of 
care coordination and its main foci will depend on the patient’s particular profi le. The 
care coordinator would have a visual reminder of what kinds and level of intensity of 
care coordination tasks are likely most relevant for that particular patient. 

  Information to arrive at an individual care coordination profi le.  A care coordinator 
has, or can probably fi nd, information that helps assign “low-medium-high” to each 
dimension (rows in the table above) using a combination of the familiar medical infor-
mation produced by the primary care providers and team and the complexity assess-
ment questions that appear in Fig.  14.1  (Minnesota Complexity Assessment Method). 
Without showing all the details of Fig.  14.1  or a real worksheet, the information to 
arrive at “high, medium, low” for the three dimensions of the individual care coordina-
tion profi le dimensions could be gathered using the areas of inquiry below: 

 Areas of inquiry for establishing “high-medium-low” on the three dimensions of 
care coordination profi le:

    (A)    Medical complexity:

    1.    Medical complexity “tier”: How many and what diseases or conditions at 
what level of severity and interaction 1    

   2.    Functional impairments that interfere with daily life   
   3.    Diagnostic challenge or uncertainty: not being sure about or disagreeing on 

diagnoses       

   (B)    Risk of fragmentation:

    4.    Organization of care: How many providers, services, service systems—how 
well coordinated   

   5.    Patient-clinician (or team) relationships: intact, cooperative or more dis-
trustful, remote   

   6.    Shared language (or cultural understandings) with clinicians and care team   
   7.    Adequacy or consistency of insurance for care       

   (C)    Interference with patient capacity:

    8.    Distress, distraction, preoccupation with other things going on in life   
   9.    Readiness for treatment and change—agreement and interest in proposed 

care plan   
   10.    Home or residential safety and stability   
   11.    Participation in social network (family, work, friends, other)         

   1In Minnesota, the medical complexity “tier” is provided by a state system based in “Ambulatory 
Diagnostic Groups” (ACG or ADGs), a system for predicting the utilization of ambulatory health 
services within a patient group – based on the person’s age, gender, and broad clusters of diagnoses 
and conditions (Starfi eld, Weiner, Mumford, & Steinwachs,  1991 ; Weiner, Starfi eld, Steinwachs, 
& Mumford,  1991 ).  
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 This care coordination profi le now exists only as a concept on an experimental 
paper worksheet. But a basic pattern of incorporating complexity concepts in an 
electronic care coordinator workfl ow could be done—thus avoiding “extraneous” 
papers and forms fl oating around outside it. If complexity concepts are to become 
mainstream in care planning, they have to be embedded in workfl ows—electronic 
and otherwise. 

  Patient participation in providing or confi rming complexity-related information.  
The form on Fig.  14.1  and the areas of inquiry above are written in clinician lan-
guage in the form of a clinician checklist. But patients could be involved in supply-
ing or confi rming information on those areas. A care coordinator or nurse who is 
rooming a patient could interview the patient to fi ll out the team’s understanding of 
things that might infl uence the care. For example, a nurse or care coordinator could 
preface such a conversation with, “Your providers would like to be sure they are 
aware of anything in your situation that might affect or interfere with care for your 
conditions—and identify any concerns you have about your conditions or treat-
ments.” Taking this step helps patients themselves understand complexity concepts 
(what might interfere with my care), hence helping to mainstream these concepts 
from the patient point of view as well. 

 Taking this a step further, a patient version of a complexity assessment checklist 
might be used to get the patients thinking about these ideas as they wait for their 
provider visit or care coordinator phone call. For example, authors (Peek and 
Baird) have written (but not tested) a simplifi ed patient version of the questions in 
Fig.  14.1  called “Concerns with Care Checklist” with the stem question, “Do you 
have any concerns about….” followed by those ten areas put into simple patient-
friendly language. If the patient says “yes” or “maybe” to any of the questions, it 
signals the nurse or care coordinator to fi nd out more—and address these concerns 
in the care plan.   

    Conclusion 

 Health care clinicians, administrators, payers, and policymakers will all have to 
work with social and care complexity in a practical way in today’s environment. It 
is not suffi cient for care systems and payment systems to become increasingly 
sophisticated about diagnosis and treatment of medical conditions and diseases 
(medical complexity) but remain distant or vague about the social complexities that 
will predictably interfere with those sophisticated medical care plans. At present, 
mastery of diagnostic and disease-oriented assessment and treatment greatly 
exceeds mastery of all those other factors that will interfere with care. Yet mastery 
of this area is necessary to protect the investment in disease-oriented care plans and 
treatments. 

 Clinicians, clinics, health plans, and patients themselves will need enough con-
crete assistance in the area of “complexity” to make a difference. This starts at a 
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minimum with developing a practical and more widely used vocabulary for what 
kinds of factors predictably interfere with care and make for “patient complexity.” 
The Dutch, Scottish, and Minnesota work on complexity assessment takes a step in 
that direction through establishing domains of complexity and assessment questions 
that can be asked of any patient. Beyond developing and adopting such a practical 
vocabulary, practice routines are needed—simple enough procedures that can be 
consistently built into practice to reveal the individual patient factors that are likely 
to interfere with care so that the investment in medical care plans and treatments is 
protected and a practical balance between medical and social factors is maintained 
for each patient. The author’s (Gunn’s) work with “Complex Continuity Clinic,” the 
work on “Refl ective Interviews” (Rasmussen et al.,  2006 ) and other even more sys-
tematic applications of complexity assessment concepts (Kathol, Perez, Cohen, & 
Huyse,  2010 ) will be needed. 

 Complexity concepts such as social factors or deprivations that interfere with 
care often produce discouragement or demoralization. These need to be distin-
guished from mental health conditions and not automatically “medicalized” in a 
way that prematurely stops the conversation about what is going on. Not all situa-
tional discouragement is depression in the diagnostic sense, though often enough in 
ordinary language is felt to be “depressing.” Complexity concepts offer additional 
vocabulary for evaluating and caring for discouraged patients who are distracted by 
other things in their lives or in their relationships with health care. 

 Attention to social and care complexity as intertwined with medical complexity 
is critical. This is especially true as we move toward an “accountable care organiza-
tion” (ACO) environment when the kinds of teams described in this chapter are 
responsible for a population of patients—along with their colleagues in specialty 
care and hospitals. We must be strategic in how we rebalance care toward inclusion 
of social and care complexity factors, rather than just pile it on the growing list of 
obligations that health care clinics are supposed to do on their own. The main strat-
egy is to build practical connections between primary care clinics and community 
resources—the “patient-centered medical home” with appropriate division of labor 
between health care settings and the community with patients, families, and neigh-
borhoods also doing their own parts in addressing the problem. 

 However, this message is not to be understood as a pejorative recommendation 
to “turn primary care clinics into social service agencies” or to consider such com-
munity connections merely as “social services” as “less than.” The era of medical 
home, ACO, and the Triple Aim calls for (1) integration of care between clinics, 
specialists, hospitals, and community resources; and (2) differentiation of roles for 
each of these players of the “health neighborhood.” All these roles are needed, there 
is no room for pejorative stereotyping or a “pecking order,” and each must be 
enabled to do its own work—the part that it does best. The gaps and sources of 
fragmentation between them are what need attention, for example, communication 
between health care professionals and each other, gaps between these professionals 
and the patients and families they serve, gaps between systems of care in the “health 
neighborhood,” and gaps between the professional system and the community and 
individual resources that exist apart from the health care system. This vision of 
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integrated care goes beyond the primary care practice and beyond the larger 
 professional system of health care delivery to include all the players including citi-
zens and patients themselves. This is teamwork  writ large  (“embodied in greater, 
more prominent magnitude”) with complexity concepts embedded that include but 
are not limited to medical complexity. 

 Ultimately, communities will be making decisions on how to use their limited 
resources for health. Some of this can be for ever-more sophisticated disease care 
and some of it can be to address the sources of social complexity and distress that 
interferes with care and can mimic health care conditions, such as mild to moderate 
depression. In a world of limited of resources, there are choices for communities to 
make, such as whether it is better to build up schools, families, or other social insti-
tutions or to build more and more clinics as if all health problems can be taken care 
of in health care settings.     

      References 

     Althoff, R. R., & Waterman, G. S. (2011). Commentary: Psychiatric training for physicians: A call 
to modernize.  Academic Medicine, 86 , 285–287.  

    Amundson, B. (2001). America’s rural communities as crucibles for clinical reform: Establishing 
collaborative care teams in rural communities.  Families, Systems & Health, 19 , 13–23.  

    Borrell-Carrio, F., Suchman, A. L., & Epstein, R. M. (2004). The biopsychosocial model 25 years 
later: Principles, practice, and scientifi c inquiry.  Annals of Family Medicine, 2 , 576–582.  

    Carlat, D. (2010a).  The trouble with psychiatry: A doctor’s revelations about a profession in crisis . 
New York: Free Press.  

      Carlat, D. (2010b). Mind over meds.  The New York Times . Retrieved April 29, 2013, from   http://
www.nytimes.com/2010/04/25/magazine/25Memoir-t.html?pagewanted=all&_r=0      

     de Jonge, P., Huyse, F. J., & Stiefel, F. C. (2006). Case and care complexity in the medically ill. 
 Medical Clinics of North America, 90 , 679–692.  

    Doherty, W. J., & Baird, M. A. (1983).  Family therapy and family medicine: Toward the primary 
care of families . New York: Guilford Press.  

    Engel, G. L. (1977). The need for a new medical model: A challenge for biomedicine.  Science, 
196 , 129–136.  

    Engel, G. L. (1980). The clinical application of the biopsychosocial model.  The American Journal 
of Psychiatry, 137 , 535–544.  

    Fournier, J. C., DeRubeis, R. J., Hollon, S. D., Dimidjian, S., Amsterdam, J. D., Shelton, R. C., 
et al. (2010). Antidepressant drug effects and depression severity: A patient-level meta- 
analysis.  Journal of the American Medical Association, 303 , 47–53.  

   Gawande, A. (2011). The hot spotters: Can we lower medical costs by giving the neediest patients 
better care?  The New Yorker . Retrieved April 29, 2013, from   http://www.newyorker.com/
reporting/2011/01/24/110124fa_fact_gawande      

     Grant, R. W., Ashburner, J. M., Hong, C. C., Chang, Y., Barry, M. J., & Atlas, S. J. (2011). Defi ning 
patient complexity from the primary care physician’s perspective: A cohort study.  Annals of 
Internal Medicine, 155 , 797–804.  

    Huyse, F., Stiefel, F., & deJonge, P. (2006). Identifi ers or “red fl ags” of complexity and need for 
integrated care. Medical Clinics of North America 90 (2006) 703–712.  

   Institute of Medicine. (2002). Confronting racial and ethnic disparities in health care.  National 
Academy of Sciences . Retrieved April 29, 2013, from   http://www.iom.edu/Reports/2002/
Unequal-Treatment-Confronting-Racial-and-Ethnic-Disparities-in-Health-Care.aspx      

M.A. Baird et al.

http://www.nytimes.com/2010/04/25/magazine/25Memoir-t.html?pagewanted=all%26_r=0
http://www.nytimes.com/2010/04/25/magazine/25Memoir-t.html?pagewanted=all%26_r=0
http://www.newyorker.com/reporting/2011/01/24/110124fa_fact_gawande
http://www.newyorker.com/reporting/2011/01/24/110124fa_fact_gawande
http://www.iom.edu/Reports/2002/Unequal-Treatment-Confronting-Racial-and-Ethnic-Disparities-in-Health-Care.aspx
http://www.iom.edu/Reports/2002/Unequal-Treatment-Confronting-Racial-and-Ethnic-Disparities-in-Health-Care.aspx


323

    Katerndahl, D. A., Wood, R., & Jaen, C. R. (2010). A method for estimating relative complexity of 
ambulatory care.  Annals of Family Medicine, 8 , 341–347.  

    Kathol, R., Perez, R., Cohen, J., & Huyse, F. (2010).  The integrated case management manual: 
Assisting complex patients regain physical and mental health . New York: Springer.  

    Kirsch, I. (2010).  The emperor’s new drugs: Exploding the antidepressant myth . New York: Basic 
Books.  

    Kottke, T. E., & Pronk, N. P. (2009). Taking on the social determinants of health: A framework for 
action.  Minnesota Medicine, 92 , 36–39.  

    Kupersmith, J. (2007). Managing patient and system complexities to improve the quality and out-
comes of chronic care: papers from VA’s state-of-the-art conference: Managing complexity in 
chronic care.  Journal of General Internal Medicine, 22 , 373–444.  

    Lane, C. (2007).  How normal behavior became a sickness . Binghamton, NY: Vail-Ballou Press.  
    Lebensohn-Chialvo, P., Crago, M., & Shisslak, C. M. (2000). The refl ecting team: An innovative 

approach for teaching clinical skills to family practice residents.  Family Medicine, 32 , 556–560.  
    Lyons, J. S. (2006).  Communimetrics: A communication theory of measurement in human service 

settings . New York: Springer.  
    Martin, C. M., & Sturmberg, J. P. (2009). Perturbing ongoing conversations about systems and 

complexity in health services and systems.  Journal of Evaluation in Clinical Practice, 15 , 
549–552.  

    Maxwell, M., Hibberd, C., Pratt, R., Cameron, I., & Mercer, S. (2011). Development and initial 
validation of the Minnesota Edinburgh complexity assessment method (MECAM) for use 
within the Keep Well Health Check. 2011, Healthier Scotland: Edinburgh.  

      McDonald, K. M., Schultz, E., Pineda, N., Lonhart, J., Chapman, T., & Davies, S. (2012).  Care 
coordination accountability measures for primary care practice  Prepared by Stanford 
University under subcontract to Battelle on Contract No. 290-04-0020 (AHRQ Publication No. 
12-0019-EF). Agency for Healthcare Research and Quality. Retrieved April 29, 2013, from 
  http://www.ahrq.gov/research/fi ndings/fi nal-reports/pcpaccountability/index.html      

   National Committee for Quality Assurance. (2011).  2011 PCMH standards and guidelines . 
National Committee for Quality Assurance. Retrieved April 29, 2013, from   http://www.iafp.
com/pcmh/ncqa2011.pdf      

    Peek, C. J. (2009). Integrating care for persons, not only diseases.  Journal of Clinical Psychology 
in Medical Settings, 16 , 13–20.  

      Peek, C. J. (2010). Building a medical home around the patient: What it means for behavior. 
 Families, Systems & Health, 28 , 322–333.  

        Peek, C. J., Baird, M. A., & Coleman, E. (2009). Primary care for patient complexity, not only 
disease.  Families, Systems & Health, 27 , 287–302.  

     Peek, C. J., & Oftedahl, G. (2010).  A concensus operational defi nition of Patient-Centered Medical 
Home (PCMH) also known as health care home . Minneapolis, MN: University of Minnesota 
and Institute for Clinical Systems Improvement.  

      Peek, C. J., & Van Riper, K. (2011).  Level of care coordination needed . Unpublished instructional 
draft, Department of Family Medicine and Community Health, University of Minnesota 
Medical School, Minneapolis, MN.  

    Pigott, H. E., Leventhal, H. M., Alter, G. S., & Boren, J. J. (2010). Effi cacy and effectiveness of 
antidepressants: Current status of research.  Psychotherapy and Psychosomatics, 79 , 267–279.  

    Pronk, N. P., Peek, C. J., & Goldstein, M. G. (2004). Addressing multiple behavioral risk factors in 
primary care. A synthesis of current knowledge and stakeholder dialogue sessions.  American 
Journal of Preventive Medicine, 27 , 4–17.  

     Rasmussen, N. H., Furst, J. W., Swenson-Dravis, D. M., Agerter, D. C., Smith, A. J., Baird, M. A., 
et al. (2006). Innovative refl ecting interview: Effect on high-utilizing patients with medically 
unexplained symptoms.  Disease Management, 9 , 349–359.  

      Safford, M. M., Allison, J. J., & Kiefe, C. I. (2007). Patient complexity: More than comorbidity. The 
vector model of complexity.  Journal of General Internal Medicine, 22 (Suppl 3), 382–390.  

14 Working with Complexity in Integrated Behavioral Health Settings   

http://www.ahrq.gov/research/findings/final-reports/pcpaccountability/index.html
URL should be: http://www.iafp.com/pcmh/ncqa2011.pdf
URL should be: http://www.iafp.com/pcmh/ncqa2011.pdf


324

    Salazar-Fraile, J., Sempere-Verdu, E., Mossakowski, K., & Bryan, J. (2010). “Doctor, I just can’t 
go on.” Cultural constructions of depression and the prescription of antidepressants to users 
who are not clinically depressed.  International Journal of Mental Health, 39 , 29–67.  

    Sargut, G., & McGrath, R. G. (2011). Learning to live with complexity.  Harvard Business Review, 
89 (68–76), 136.  

    Starfi eld, B., Weiner, J., Mumford, L., & Steinwachs, D. (1991). Ambulatory care groups: A cate-
gorization of diagnoses for research and management.  Health Services Research, 26 , 53–74.  

     Stiefel, F. C., Huyse, F. J., Sollner, W., Slaets, J. P. J., Lyons, J. S., Latour, C. H. M., et al. (2006). 
Operationalizing integrated care on a clinical level: The INTERMED project.  Medical Clinics 
of North America, 90 , 713–758.  

   Trangle, M., Dieperink, B., Gabert, T., Haight, B., Lindvall, B., Mitchell, J. et al. (2012). Institute 
for Clinical Systems Improvement. Major depression in adults in primary care.   http://bit.ly/
Depr0512    . Updated May 2012.  

    Waters, E. (2010a).  Crazy like us: The globalization of the American psyche . New York: Free Press.  
   Waters, E. (2010b). The Americanization of mental illness.  The New York Times . Retrieved April 29, 

2013, from   http://www.nytimes.com/2010/01/10/magazine/10psyche-t.html?_r=1&pagewanted=all      
    Weiner, J. P., Starfi eld, B. H., Steinwachs, D. M., & Mumford, L. M. (1991). Development and 

application of a population-oriented measure of ambulatory care case-mix.  Medical Care, 29 , 
452–472.  

      Weiss, K. B. (2007). Managing complexity in chronic care: An overview of the VA state-of-the-art 
(SOTA) conference.  Journal of General Internal Medicine, 22 (Suppl 3), 374–378.  

    Weydt, A. P. (2009). Defi ning, analyzing, and quantifying work complexity.  Creative Nursing, 15 , 
7–13.  

    Zimmerman, B., Lindberg, C., & Plsek, P. (2008).  Edgeware: Lessons from complexity science for 
health care leaders . Irving, TX: Plexus Institute.  

   Zwarenstein, M., Treweek, S., Gagnier, J. J., Altman, D. G., Tunis, S., Haynes, B. et al. (2008). 
Improving the reporting of pragmatic trials: An extension of the CONSORT statement. British 
Medical Journal, 337, a2390. doi:   10.1136/bmj.a2390    .     

M.A. Baird et al.

http://bit.ly/Depr0512
http://bit.ly/Depr0512
http://www.nytimes.com/2010/01/10/magazine/10psyche-t.html?_r=1&pagewanted=all
10.1136/bmj.a2390


   Part IV 
   Connecting Concepts, Research 

and Practice        



327

    Abstract     This concluding chapter pulls together the evidence and essential 
 elements on the macro, meso, and micro levels of integrated behavioral health care   . 
The research base for what is known and what is unknown in integrated behavioral 
health care practices has been thoroughly assessed; the process of which has helped 
identify common key ingredients for integration, based on the organizing template 
and lexicon of integrated behavioral health care. Even with strong vision and mis-
sion for integrated behavioral health, even with evidence-based clinical protocols 
for population-based care, even with sustainable funding mechanisms and quality 
improvement measures—the obstacles and barriers are formidable. This chapter 
outlines these challenges and unintended consequences of team-based care. Through 
surveying the landscape of integrated behavioral health care, we delineate the 
opportunities for advancing the fi eld, highlighting anchor points for behavioral 
health practices and a variety of methods for placing behavioral health into the mix 
of primary care. Future directions and recommendations for research initiatives, 
clinical practices, team-based care, and advocacy in policy are discussed for future 
opportunities for growth, cultural shift, and potential for transforming health care.  
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        Organizing the State of Integrated Behavioral Health Care 

 The purpose of this book has been to help organize our descriptions of integrated 
behavioral health care, compare a host of initiatives using a common fi lter, and pro-
pel the fi eld of integrated behavioral health care toward a coordinated future. The 
fi eld has been inundated with a cacophony of initiatives that makes it diffi cult to 
decipher the essential message and key components of behavioral health in primary 
care. These chapters have helped us review the landscape of integrated behavioral 
health using a common template and terms to describe and evaluate an array of 
integrated behavioral health perspectives. 

    Part I: Essentials of Integrated Behavioral Health 

 Our guiding conceptual principles for these chapters have been anchored in the 
newly developed lexicon for integrated behavioral health care (Peek   ,  2011 ). In 
Chap.   2     (   Integrated Behavioral Health and Primary Care: A Common Language ), 
Dr. Peek (2011) provides a community-building lexicon as a promising founda-
tion to bring robust organizing principles to integrated behavioral health care 
research and clinical practices. This conceptual model has grown out of discus-
sions with the community of stakeholders. We are at a crossroads where the larger 
integrated behavioral health community needs to adopt, utilize, and maintain this 
language to engage in effective dialogues and comparative studies. The lexicon 
can become our “go to” reference to help administrators, policy makers, research-
ers, and clinicians communicate among each other about what integrated behav-
ioral health means. This lexicon provides operational defi nitions of integrated 
care:  how  it functions with teams;  what  it entails for patients and providers; and 
the ways that behavioral health care is  supported by  in systems of care. This 
chapter outlines the parameters for describing what constitutes integrated care, 
how it functions within teams, identifi ed populations, clinical protocols, and how 
it is supported by sites, fi nancial-practice management, and quality improvement. 
The authors of the subsequent chapters used these principles to evaluate and com-
pare a range of integrated behavioral health approaches. These processes helped 
us corral our different voices and begin to bring some movement and harmony 
between initiatives on the macro, meso, and micro levels of integrated behavioral 
health care. 

 The Patient-Centered Medical Home (PCMH) and Accountable Care Organizations 
(ACO) are the macro levels of health care that have a global vision of offering whole 
person-centered care, providing ample opportunity for integrated behavioral health 
care to become embedded. In Chap.   3     ( Integrated Behavioral Health and the Patient-
Centered Medical Home ), Drs. Auxier, Miller, and Rogers delineated the potential 
for behavioral health in PCMH, as well as the risk of continued marginalization of 
behavioral health that are evident in the details of the design. Although NCQA added 
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the integration of behaviors affecting health, mental health, and substance abuse to its 
2011 standards, none of the “must-pass” elements for PCMH certifi cation requires 
behavioral health. Behavioral health is addressed in six of the non-must-pass ele-
ments for PCMH certifi cation (out of 152 factors listed to gain certifi cation) and 
continues to have a minority voice in the larger health care redesign dialogue. While 
a health care center can be certifi ed as a PCMH using behavioral health elements 
such as screening and treatment for depression or substance abuse, these elements 
are not required to get certifi ed. The adoption of PCMH offers unique opportunities 
for behavioral health but adopting this vision for behavioral health needs strong 
advocates and empirical support to gain a stronger foothold. 

 The health care reform initiatives through the Patient Affordable Care Act pro-
vide an impetus to place primary care that focuses on the whole person at the front 
and center of community health care-related conversations. Drs. Miller, Talen, and 
Patel, in Chap.   4     ( Advancing Integrated Behavioral Health and Primary Care: The 
Critical Importance of Behavioral Health in Health Care Policy ), describe how the 
ACA and PCMH fi t into our current political climate and provide a unique oppor-
tunity to integrate behavioral health in a more coordinated and comprehensive way. 
While there are several ways to measure the PCMH, they all remain consistent in 
their recognition that a more tightly coordinated primary care system, including 
mental health, is needed. These initiatives have all of the elements to make the 
cultural shift to promoting and integrating biopsychosocial health care. However, 
behavioral health advocates and leaders have the responsibility to be at the national, 
state, and local levels table to reinforce, promote, and defi ne this vision.  

    Part II: Meso Levels of Care 

 Chapters (  2    ,   3,     and   4    ) that address the macro level of current integrated behavioral 
health systems illustrate that we are still incubating and forming the structural anat-
omy of integrated behavioral health care. Drs. Kwan and Nease conclude in Chap. 
  5     ( The State of Evidence for Integrated Behavioral Health Care ) that, in general, 
meta-analyses show that integrated behavioral health care can lead to better health 
outcomes for certain patients. The majority of studies have focused on outcomes in 
patients with a mental health diagnosis and on integrated behavioral health care 
approaches that were based on variations of the chronic care model (Wagner, 2000). 
These studies have several common key elements: (1) standardized screening stan-
dards for identifi cation of patients, (2) clinical care management services and con-
sistent follow-up, (3) medical monitoring and medications, and (4) brief behavioral 
health treatment. Screening and treatment for depression and substance abuse have 
received the most consistent evaluation through RCT and are thus backed by the 
strongest empirical support. 

 Our current evidence-based foundation, however, is hindered by several limita-
tions posed by narrow defi nitions of quality empirical research. Newer research 
initiatives are less amenable to classic randomized trial designs and rely upon less 
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rigorous but more organic evaluation methods that allow for the exploration of a 
host of interrelated processes from teamwork to identifying the patients that are the 
“best fi t” for a range of behavioral health strategies. As potentially more sustainable 
health care delivery systems evolve, contemporary, translational research approaches 
are needed to accommodate comprehensive and complex primary care questions 
about essential elements, effective interventions, and implementation strategies for 
behavioral health. In response, researchers in integrated behavioral health care are 
in the throes of redefi ning these research paradigms to make room for evaluative 
efforts that can expand to meet the complex and multilayered issues in integrated 
behavioral health care. 

 Kwan and Nease call for the community of researchers to go beyond the tradi-
tional randomized trial and implement creative, yet rigorous methods to fi ll these 
evidence gaps. Forthcoming pioneering researchers would benefi t from using the 
integrated behavioral health care lexicon to help organize the foundational concepts 
and essential components that constitute an integrated behavioral health care model. 
Real-world and translational studies that build on broader and more robust behav-
ioral health strategies in the context of primary care are only recently incubating and 
consequently the outcomes of these newer studies are limited. Innovative techniques 
such as mixed quantitative and qualitative methods, pragmatic trials, and other 
process- observational approaches have the potential to defi ne more comprehen-
sively what constitutes behavioral health care, translate key components of inte-
grated behavioral health care within local health care centers, and determine the 
effectiveness of such approaches. 

 Drs. Mendenhall, Doherty, Burge, Fauth, and Tremblay offer one such novel 
example of how newer paradigms for integrated behavioral health care practices and 
research can come together in Community-Based Participatory Research (CBPR) in 
Chap.   6     ( Community-Based Participatory Research: Advancing Integrated 
Behavioral Health Care Through Novel Partnerships ). This approach focuses on 
partnering professionals with community members to create health initiatives that 
thrive on the interactions and synergy between group members. The core tenets and 
processes of CBPR include on-going relationship building between interested and 
invested professional and community members around a shared health concern. 

 A key piece of CBPR is the process of conducting qualitative interviews with key 
community stakeholders around the dimensions of the health issues, as developing 
an action plan sets the stage for trusted relationships for shared investigation pro-
cesses and ownership of the initiative. Democratic planning and decision-making 
are core principles that help build shared leadership to propel communities toward 
improved health. This model selectively uses the resources of process-oriented 
researchers and quality improvement approaches to evaluate the impact of action 
plans on the health of the community. Projects are sustainable, too, by nature of 
being owned-and-operated by the communities, rather than relying on grant-driven 
initiatives. 

 Integrated behavioral health care providers who are interested in this approach 
to community-based research initiatives need a fl exible temperament, an ability to 
be culturally responsive, hold the characteristics to exercise curious humility, and 
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demonstrate the personal commitment to be full participants with community 
members over several years. Participants in CBPR believe in what they are doing 
and are energized by the collective energy they share to promote broad and mean-
ingful change. Overall, this approach builds on strengths and resources within the 
community, promotes co-learning and capacity-building between partners, and 
focuses on the cyclical process in which problems are identifi ed and solved. In this 
manner, solutions are developed within the context of the community’s resources 
and interventions are modifi ed based on responsive community feedback. CBPR 
projects deserve the full attention of integrated behavioral health care stakehold-
ers, but this trail-blazing pathway is not for those with short attention spans, as it 
can be a slow and messy process that requires a long-term engagement, trusted 
working relationships, and a commitment to the work of the shared community 
vision. 

 Funding has been a nemesis for sustaining integrated behavioral health care 
initiatives. Drs. Hodgson and Reitz, in Chap.   8     ( The Financial History and Near 
Future of Integrated Behavioral Health Care ), describe how fi nancial support for 
integrated behavioral health care has been subject to limited fi xed resources and has 
fl uctuated based on the ebb and fl ow of grant funding, the complexities of reim-
bursement within public and private sources, and inconsistent payment policies 
between local, state, and national levels. The vast majority of programs that inte-
grate medical and behavioral health struggle with fi nancial sustainability. Funding 
integrated behavioral health care as a reimbursable behavioral health fee-for-service 
in primary care has not been sustainable. The growth and development of mecha-
nisms that support grass roots integration highlights the creativity and sheer will of 
communities, states, and health care systems that have implemented these services 
in primary care over time. 

 Dr. Chris Hunter describes the Department of Defense’s unique perspective on 
the key elements for integrated care (Chap.   9    ,  Department of Defense Integrated 
Behavioral Health in the Patient-Centered Medical Home ). Even with their single- 
payer fi nancial base, advancing integrated care is challenging. Developing and ini-
tiating an integrated behavioral health care service is a long developmental process. 
This chapter outlines the essential elements for weaving behavioral health into a 
single-payer, specifi ed primary care service. These six elements are strong, sus-
tained leadership, a evidence-based rationale for integrated behavioral health care, 
inclusion of stakeholders in the “game,” using a common language, develop struc-
tured protocols and measures for quality control and improvement. 

 In contrast to the government fund DoD system, public, private, or public-private 
collaborative sector initiatives have many more faces. Because there is so much 
variety, these behavioral health initiatives in primary care require a shared vision 
and mission to hold the many pieces together. Many health centers are struggling to 
incubate a variety of approaches to support best practices in integrated behavioral 
health care. Integrated behavioral health care has been more commonly imple-
mented in safety net settings, such as FQHCs and CHCs, as described by Drs. 
Mauch and Bartlett in Chap.   7     ( Integrated Behavioral Health in Public Health Care 
Contexts: Community Health and Mental Health Safety Net Systems ). These authors 

15 Integrated Behavioral Health in Primary Care…

http://dx.doi.org/10.1007/978-1-4614-6889-9_8
http://dx.doi.org/10.1007/978-1-4614-6889-9_9
http://dx.doi.org/10.1007/978-1-4614-6889-9_7


332

describe the historically divergent funding streams between medical and mental 
health for underserved patients, which has contributed to the great divide between 
these two unequal systems of care. The expansion of FQHCs has created a climate 
where these two worlds can merge. Reverse location—primary care services in 
CMHCs—has gained traction and holds promising opportunities for integrating 
behavioral health and primary care services. The Cherokee system in Tennessee has 
been the fl agship enterprise for merging primary care into community mental health 
systems. Successful systems of integrated care have had tenacious leaders who have 
sustained the mission and vision from the clinical and policy levels over decades. In 
systems where they have sustained a level of integration, programs still face chal-
lenges in fi nancial solvency, billing complexities, and obstacles in going beyond 
treating the patient with the mental health diagnosis. Medical residency programs 
have also been an incubator for innovative integrated behavioral health projects. But 
even in these settings, services are widely written off or sustained by time-limited 
grant funding or support for behavioral health faculty positions from graduate medi-
cal education funds. Integrated behavioral health care has made little penetration in 
health care systems with a substantive population of privately insured patients. Even 
when organizations, leaders, and providers have a shared vision of providing inte-
grated care between medical and behavioral health, funding mechanisms hinder 
their sustainability. 

 From a fi nancial perspective, integrated behavioral health care initiatives are pri-
marily pilot projects funded by private foundations, while some are sustained 
through state or local funds, but few are mainstream service lines (e.g., Tennessee’s 
Cherokee System). Local CHC and CMHC organizations seeking private founda-
tion support have been the quintessential mechanism for getting started in integrated 
behavioral health care. Few pilot projects, however, have evolved into larger-scale 
integrated behavioral health care programs with fi nancial support from NIMH, 
NIH, or CMS. In order for integrated behavioral health care to advance beyond 
grant-supported initiatives, pilot projects, or locally funded projects, a system-wide 
and sustainable source of revenue will need to be adopted. The fi nancial ingredients 
for sustaining behavioral health services in primary care are promising, given the 
Affordable Care Act and PCMH initiatives, though there are many uncharted issues 
that need time, evaluation, and continued leadership for progress toward the inte-
grated behavioral health care vision.  

    Part III: Micro Levels of Care 

 In the integrated behavioral health care approach, the doctor-patient relationship is 
emerging as a team-patient relationship. In Chap.   10     ( Collaborative Partnerships 
Within Integrated Behavioral Health and Primary Care ), Drs. Hern, Valeras, Banker, 
and Riebe describe some of the various ways that teams have formulated, depending 
on their setting and mission. The role of the primary care physician has been pushed, 
in recent years, into allowing or cajoling team members to help manage the vastness 
of the scope of primary care. This chapter confronts the reality that patients’ health 

M.R. Talen et al.

http://dx.doi.org/10.1007/978-1-4614-6889-9_10


333

care needs and requests, at any given moment, have an impact on interactions not 
just with their physician, but also a number of other professionals. There are obvious 
members that have a clear place in the medical team, like nurses, medical assistants, 
physician assistants, registrars, offi ce managers, and an array of medical specialists 
and health educators, like diabetic educators and nutritionists. A more novel mem-
ber to this amorphous team is the behavioral health clinician. Team-based care has 
been proceeding without strong evidence that identifi es the best, most effective ways 
to integrate behavioral health clinicians into the team. This is a virgin area where the 
role, responsibilities, and communication skills of behavioral health providers can 
be maximized and their indispensable skill set can be capitalized. 

 Even the most in-sync teams benefi t from guidelines around how, when, and 
which patients should work with the multidisciplinary approach, and then how much 
of which type of intervention is necessary. Drs. Talen and Valeras, in Chap.   11     
(Identifi cation of Behavioral Health Needs in Integrated Behavioral and Primary 
Care Settings), describe the variety of ways that patients who might benefi t from 
interacting with a behavioral health clinician are targeted in primary care. These 
patients can be identifi ed for a range of concerns such as promoting or encouraging 
healthy habits or health behavior change, or to identifying areas of stress across the 
biopsychosocial spectrum of functioning, or shedding light on underlying mental 
health or substance use risk factors. The more systematic processes of screening 
groups of patients for behavioral health and mental health issues is reviewed by Drs. 
Talen, Baumer, and Mann in Chap.   12     ( Screening Measures in Integrated Behavioral 
Health and Primary Care Settings ). There is no shortage of validated and reliable 
screening tools, and selecting tools is the least complicated part of population-based 
approach to screening. However, the systematic processes for implementing screen-
ing are complex and require a concerted team approach. Using the lexicon and 
parameters, these two chapters highlight the differences between targeted and non-
targeted patient screening techniques and emphasize that the process for screening is 
dependent more on the health care team’s intentions and consistent protocols rather 
than fi nding the “right” standardized tools for screening a range of behavioral health 
concerns for a specifi c group of patients (e.g., children, men, women, or seniors). 

 The vast majority of screening is focused on mental health disorders such as 
depression, anxiety, or substance abuse. Indeed, initiatives that systematically 
screen patients in primary care for a mental health concern has provided an impor-
tant foundation for building evidence to identify and treat mental health in primary 
care. There are, however, several cautionary notes to this practice. First, screening 
has often been confused with diagnosis, instead of prompting follow-up assessment 
and treatment with behavioral health providers. Second, screening for mental health, 
rather than more generous concepts of behavioral health, is limiting. Rarely are 
quality of life, self-effi cacy, or patient engagement status—factors that infl uence 
health risks and status—the focus of behavioral health identifi cation or screening. 
The next generation of health care teams could benefi t from expanding their con-
cepts of screening from traditional mental health concerns to more encompassing 
life style behaviors that impact health outcomes. 

 Drs. Mullin and Funderburk, in Chap.   13     ( Implementing Clinical Interventions in 
Integrated Behavioral Health Settings: Best Practices and Essential Elements ) 
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delve into the specifi c clinical interventions that may transpire after patients are 
identifi ed as having the potential to benefi t from interacting with a behavioral health 
clinician. This chapter also touches upon the importance of fi t in choosing a behav-
ioral health clinician based on a variety of professional training and clinical compe-
tence. Behavioral health professionals must fi nd ways to appreciate the biomedical 
aspects of clinical presentations in their case formulations and to become better 
prepared to function effectively in the world of primary care by (a) being immedi-
ately available for “warm handoff” referrals, (b) conducting rapid, targeted assess-
ments, (c) developing expertise in brief, solution-focused, and evidence-based 
interventions, (d) delivering succinct, practical consultative information and recom-
mendations, and (e) developing the capacity for initiating and following-up with 
linkages to external services when necessary. Currently, there is evidence on clinical 
guidelines that support the treatment of mental health conditions, specifi cally, 
depression and substance abuse in primary care using a team of PCP and CCM. BH 
is usually reserved for those patients who would benefi t from intensive individual 
brief treatments such as CBT or PST. However, the clinical protocols for behavioral 
health interventions for patients with chronic diseases (e.g., diabetes, hypertension) 
or other health conditions (e.g., sleep, obesity, headaches), otherwise known as 
“whoever steps through door,” are not well defi ned or researched and needs our 
attention. And, the quality improvement strategies to evaluate the strengths and limi-
tations of these integrated behavioral health approaches are rarely built into our sys-
tematic review processes from the patient, provider, and health care system levels. 

 Moving a level beyond screening and intervention, Drs. Macaran, Peek, Gunn, 
and Valeras describe in Chap.   14     (Working with Complexity in Integrated Behavioral 
Health Settings) the presence of complexity in primary care. A complex pattern can 
develop when psychosocial factors, fragmentation within the health care system, 
and diverse medical symptoms combine to result in patient-provider interactions 
that have the potential to drain and exhaust an entire system. The authors recognize, 
however, that a patient does not possess complexity alone; complexity does not exist 
in a vacuum, but rather within a relationship. The ideas, beliefs, experiences, ideolo-
gies, personality, fears, emotions, and approach of each member of the health care 
team can clash with the presentation of the patient in such a way that both parties 
feel unheard, unvalidated, and discouraged. This chapter offers a progressive tool—
the MCAM—to assess patient complexity, but also offers a teaching tool—the 
Complex Continuity Clinic—that provides the space and support for providers and 
entire teams to voice their own role in a dysfunctional relationship and to brainstorm 
ways to experiment with approaches that are less comfortable or traditional to repair 
the healing relationship. 

 The concept of complexity is presented at the micro-level in Chap.   14    —how to 
assess it and work with it in patient-team interactions. Applying this concept of 
working with complexity—fi nding innovative solutions to multifaceted problems—
to a macro-level approach may be a parallel process for how to integrate behavioral 
health into primary care. Complexity care initiatives may need to move from indi-
vidual-case-based approaches to more systematic assessment and structured proto-
cols to address the diverse needs of patients.   
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    Barriers and Unintended Consequences 

 Given the economic downturn, states’ budget defi cits, and the astronomical cost of 
health care in the USA, constituents across all political lines agree on the necessity 
to eliminate waste in health care and reduce cost of health care, while maintaining 
and enhancing the quality of health care provision. Recognizing and embracing the 
overlap between psychological health, social determinants of health, and physical 
health is an obvious step in conceptualizing a economically feasible and coordi-
nated quality model of health care. If the health care system is to adapt to embrace 
a integrated behavioral health care model, the systemic mental models upholding 
our current health care industry must be confronted head-on. 

 The confl icting agendas of the multiple entities that make up the health care world 
(public and private insurance companies, government agencies, policy makers, hos-
pitals and clinics, medical and nonmedical providers, and patients) serve to uphold 
an entrenched system. This system is embedded in the medical model and the scien-
tifi c method, the frameworks under which Western medicine has primarily pro-
gressed, which has resulted in pharmaceutical discoveries, diagnostic clarifi cation 
and treatment, increased life expectancy, and decreased maternal and infant mortal-
ity, among other advancements. It has also simultaneously generated a generation 
that is living with chronic disease, rather than dying from it. The focus on identifying 
and treating disease has resulted in massive tertiary care centers, state of the art 
emergency departments, and a subspecialty approach to disease management. 

 The present vehement dialogue about health care reform is the evidence of the 
public acknowledgement of the need to visualize a system that allows for embracing 
the successes of the medical model, but for visualizing a new way to deliver care. 
Primary care has emerged as such a solution. To successfully meet this challenge, 
the primary care fi eld itself must be able to navigate the gray areas between the 
dualities imposed by our overarching dependence on the medical model—health 
and illness, patient and provider, mental health and physical health, standardized 
care and individualized care, quantitative measurement and qualitative understand-
ing. The various examples of integrated behavioral health care projects presented 
throughout this book include creative and well-intentioned attempts to work around, 
through, over, and under a system ingrained in these dualities, highlighting some of 
the barriers to, and unintended consequences of, integrating behavioral health and 
primary care. 

    Integrated Behavioral Health Care Teams 

 The infancy stage of formal evaluation around team-based care, team structure, and 
location leaves many questions. The optimal composition of a primary care team, 
the proximal location of providers, the role of case management and the profes-
sional credentials, and the attributes and core competencies that make for an effec-
tive team remain ambiguous. Time demands and space confi gurations can have an 
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impact on team-based care, but the barriers that impede formation of effective 
 partnerships between medical and behavioral providers extend beyond whether they 
are housed in separate offi ces, in primary care, or mental health settings. They are 
rooted deeply in cultural differences in professional identity and in resulting power 
and control issues between medical and behavioral health providers. 

 Hindrances to team-based care begin with traditional training curricula. Medical 
and behavioral health professionals are exposed to curricula and role models that 
expose them to different bodies of health research and knowledge, promote dispa-
rate ways of conceptualizing health, diagnostic reasoning, and intervention meth-
ods, steep them in assumptions, language, and values specifi c to their professions 
and, in most cases, perpetuate a bias toward viewing health issues primarily from a 
biomedical or a psychosocial perspective. Medical and behavioral professions and 
their respective training programs have done little to bridge the chasm or cross-train 
their ranks to be more facile with a holistic view of the human condition. Thus, it 
comes as no surprise that many who work in a integrated behavioral health care team 
environment describe the experience of disconnectedness between the two fi elds. 

 Behavioral health professionals are often quick to project blame on medical per-
sonnel, accusing them of being too insensitive or failing to take the time necessary 
to address and respond to the personal, interpersonal, occupational, or life stress 
issues that impact their patients’ medical presentation. Medical professionals are 
often not shy about portraying behavioral health providers as ineffi cient because of 
their emphasis on “soft” psychosocial issues, their tendency to process clinical 
information to the point of losing sight of producing observable results, and their 
resistance to regular, prompt, direct communication with medical providers on 
shared cases, often citing special ethically based confi dentiality constraints. 
Narrowing such cultural and communication gaps in order to permit formation of 
effective integrated care teams that can grapple with power, control, and confl ict 
issues takes time; time which currently detracts from billable services.  

    Identifying Patient Populations 

 Integrated behavioral health care is often considered applicable only when major 
psychiatric disorders and/or substance use disorders are present. These inconsistent 
and often narrow defi nitions of the term “behavioral” fail to appreciate the role that 
unhealthy lifestyles and behaviors, normal life stress reactions, and noncompliance 
with medical directives play in affecting clinical outcomes. To reduce the focus of 
integrated behavioral health care to only patients with a DSM diagnosis could 
negate appreciation of the potentially far-reaching benefi ts of psychosocial inter-
ventions for much larger populations of medical patients whose clinical presenta-
tions, treatment response, and recovery potential may be largely determined by 
lifestyle, life stress, and less severe psychosocial issues. 

 Research clearly suggests that persons with severe, persistent psychiatric disor-
ders are in dire need of primary care services (e.g., integrating primary care into 
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mental health centers). Nevertheless, it is possible that the potential for cost- 
effectiveness is far greater among more expansive and diverse medical patient popu-
lations with far more common yet underrecognized and unaddressed contributory 
psychosocial issues.  

    Specifying Clinical Interventions: Inconsistent 
Defi nitions of “Behavioral Treatment” 

 Such narrow operational defi nitions of “behavioral treatment” are often based heav-
ily upon pharmacologic interventions, as though they, in and of themselves, can be 
adequate for depression and anxiety in particular. This depiction frequently fails to 
appreciate, if not disregard, the appropriateness and cost-effectiveness of the full 
range of nonpharmacologic, evidence-based behavioral interventions. Psychotropic 
interventions are certainly recognized as a centerpiece in the treatment of psychiat-
ric disorders, such as schizophrenia and bipolar disorder, and play important ancil-
lary roles in the treatment of many forms of depression and, increasingly, addiction 
disorders. Their applicability in the treatment of anxiety, personality or transitional 
stress disorders is not always evident and may be outweighed by risks. Most behav-
ioral health professionals and growing numbers of medical professionals also rec-
ognize that targeted, focused psychosocial interventions, like certain cognitive 
behavioral techniques, motivational interviewing, and dialectal behavioral therapy, 
can be instrumental in not only promoting greater emotional, interpersonal, and 
occupational well being, but in eliciting healthy behavioral change, in promoting 
patient engagement, and in improving patient treatment adherence. Unfortunately, 
research that evaluates the comparative benefi ts of different combinations of phar-
macologic and psychosocial interventions for specifi c types of clinical presenta-
tions by diversely presenting patients in primary care settings is lacking.  

    Operational Sustainability: Information Sharing 
and Reimbursement Obstacles 

 Success of an integrated behavioral health care program depends squarely upon the 
ability of team members to effectively communicate not only with patients, but 
among themselves and with relevant external entities integrally involved in patients’ 
care. Such communication is gradually becoming reliant upon sophisticated informa-
tion technology, like electronic health records (EHRs). Such systems are designed to 
not only store and share clinical information among involved internal and external 
providers, but to also perform a wide range of critical support functions (e.g., sched-
uling, billing, fi nance management), demonstrate compliance with regulatory require-
ments, drive continuous quality improvement and, increasingly, provide new ways to 
promote patient health education and engagement in their own care. CMS and other 

15 Integrated Behavioral Health in Primary Care…



338

regulatory and third-party payors    for provider organizations have delineated clear 
expectations for providers to adopt multifunctional information technology systems. 
Still, many providers resist purchasing and implementing new information technol-
ogy systems due to the potentially daunting fi nancial investment, the unavoidable 
modifi cations to established workfl ows, and the necessary staff training. 

 Because payment drives practice, the implementation of integrated behavioral 
health care models continues to be impeded by fee-for-service reimbursement models 
that (a) involve separate payors, preauthorization requirements, billing and coding 
procedures, and reimbursement levels for behavioral and medical services and (b) 
do not routinely cover consultative and care management functions, hence, provid-
ing little incentive for integration. In effect, the behavioral services component of an 
integrated program are, under traditional reimbursement methodologies, not billed 
or paid for as medical service components, rendering this service diffi cult to justify. 
Moreover, rules vary from state to state in terms of reimbursement eligibility of 
more than one Medicaid service on the same day (which is common practice in an 
integrated setting) and in terms of whether Medicaid accepts CMS’ HBA billing 
codes either fully, partially or at all. The net effect of obstacles regarding behavioral 
services reimbursement is the limited fi scal feasibility of their inclusion into inte-
grated practice. Some integrated programs such as DIAMOND have found some 
relief from such impediments by negotiating with payors for bundled reimburse-
ment of medical and behavioral services into a single payment, which not only 
simplifi es billing, but allows coverage for the costs of case management and 
consulting activities not covered under typical reimbursement systems. Within the 
context of developing ACOs to share the risk for the costs of meeting all the health 
needs of certain identifi ed populations, support is growing for the concept of 
bundled payment to cover all services, including primary behavioral care.  

    Lack of Consistent Measures of Quality, Outcomes, and Value 

 Long gone are the days when providers could garner support for their services with-
out also offering some type of quantitative evidence of the quality of service or 
tangible benefi t of such expenditures (as in, “Trust us, we’re professionals.”). Health 
Care payors, regulators, and increasingly, consumers have grown more sophisti-
cated in their expectations for reliable measures of quality, satisfaction, and effec-
tiveness. Purchasers in particular are increasingly looking for more than process 
measures of “quality” or satisfaction survey data and are demanding evidence of 
demonstrable outcomes to evaluate the value of services and justify their health care 
expenditures. Health Care, and especially behavioral health care, has yet to arrive at 
a consensual defi nition of outcomes that are, at once (a) subject to ready, reliable 
calculation, (b) relevant and meaningful to provider, payer, regulatory, and con-
sumer constituencies, (c) permit reliable comparisons between different providers 
over time, and (d), perhaps most importantly, can be used to calculate “value” 
(defi ned as a product of “cost” vs. “result”). Until data are available to conclusively 
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demonstrate the clinical benefi t and cost offset of the integrated behavioral health 
care model in terms that translate to a “value story,” it will remain diffi cult to make 
a compelling argument for why it should become industry standard.   

    Conclusion: Hope for the Future of Integrated 
Behavioral Health 

 As the fi scal unsustainability of the current US health care system reaches critical 
proportions and as calls for health care reform reach unprecedented levels, never 
before has there been such opportunity for the fi eld of behavioral health to play a 
key role in reshaping the industry landscape to meet the triple aim of improved indi-
vidual care, improved population health, and reduced costs. It is truly an exciting 
era. While there will always be a need for specialized behavioral care systems to 
meet the needs of those with serious mental illness and addictions and those whose 
concerns are solely psychosocial in nature, it is time for the behavioral health fi eld 
to not only advocate for change within the system, but to redefi ne itself as a central 
player in health care as a whole, rather than a distinct and separate subspecialty. 

 A vanguard crusade in this movement to create space for an adapted integrated 
behavioral health model of care is focused on developing a common lexicon. 
Through shared dialogue both among advocates of integrated behavioral health care 
and with external professional, regulatory, funding, and consumer constituencies, it 
is imperative to (a) consensually defi ne a well-articulated “big picture” of what the 
ideal integrated behavioral health care system would look like, (b) agree upon what 
desirable results it will produce, (c) develop a common appreciation of the obstacles 
in our way and an organized, systematic approach for overcoming them, (d) make 
compelling business case for integrated behavioral health care (e.g., the “value 
story”), and (e) get these messages delivered effectively to the right audiences and 
in a manner that it easily understood by and personally relevant and meaningful to 
the majority of the US populace. 

 As we surveyed the landscape of integrated behavioral health care, we have been 
able to identify the barriers and the opportunities for advancing the fi eld. We have 
also been able to see parameters and anchor points for behavioral health practices 
and describe some of these developmental processes and types of approaches for 
placing behavioral health into the mix of primary care. Table  15.1  depicts these key 
areas of obstacles and opportunities but more importantly describes the continuum 
of clinical practices that fall within the lexicon parameters. For example, organizing 
an integrated team where behavioral health has a role faces obstacles from cultur-
ally protective attitudes and disciplines-specifi c clinical practice silos; however, 
team-based care offers opportunities for more open communication about patient 
care and shared responsibilities. Team care also falls on a continuum from parallel 
practices between mental and medical providers to shared care plans for patients 
and opening addressing power differentials and control issues between members. 
Another example of the continuum of integrated care is evident in how teams 
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identify a behavioral health patient(s). Provider’s process for identifying behavioral 
health needs may range from ad hoc, patient-specifi c situations—whoever comes 
through the door, to systematic screening of all patients—an age group, or patients 
with a diagnosis. We encourage administrators, providers, and other stakeholders to 
use this chart to help describe their current level of integration based on the lexicon 
parameters. This can be one way to unify our language, expand the culture of inte-
grated care, and layout a road map for the group to plot their journey ahead.

   If we are to shake off the shackles of the status quo and take health care to a high 
level of quality, we undoubtedly need to overcome a multitude of far-reaching and 
well-entrenched system-level barriers. On-going conversation and collaboration 
among those who are committed to advancing integration of primary medical and 
behavioral care is a critical element to any successful patient-centered medical 
home model, ACO-type organization, or overarching health reform plan. Behavioral 
health advocates need to become actively involved with the professional, advocacy, 
and legislative entities at the local, state, and national level that are engaged in col-
lective efforts to promote change toward integrated behavioral health care. Examples 
of these advocacy groups include:

    (a)    The National Council for Community Behavioral Healthcare’s Center for 
Integrated Health Solutions (  http://www.thenationalcouncil.org    )   

   (b)    The Patient-Centered Primary Care Collaborative (  http://www.pcpcc.net    ), 
which also has an active Behavioral Health Task Force (  http://www.pcpcc.net/
behavioral-health    ),   

   (c)    The Collaborative Family Healthcare Association (  http://www.cfha.net    ).     

 Integrated behavioral health care pioneers cannot afford another four decades of 
narrowly focused research on the establishment of only small numbers of short-
lived programs that show minimal impact on health care policy and funding. Despite 
Thomas Edison’s wisdom, “I have not failed. I’ve just found 10,000 ways that won’t 
work,” the additional time and resources required by such a hit-or-miss approach is 
no longer an option if the integrated behavioral health care model is indeed aiming 
to fulfi ll a central role in aiding the overall health care system to achieve its triple 
aim. Rushing to impose trial-and-error “fi xes” at the operational level will result in 
pouring more money, time, and energy into efforts of limited effectiveness and/or 
generalizability. Such efforts often result in frustration for the providers due to the 
lack of ability to measure success in a meaningful way, lack of applicability beyond 
the localized setting, and lack of fi scal health and sustainability. 

 Regardless of American political party agendas, health care reform has become 
a new reality even in the midst of political changes. The goal is for fully integrated 
behavioral health care and its biopsychosocial underpinnings to become the norm 
rather than the exception in how health care is delivered and gets paid for. To achieve 
this, new advocacy strategies are needed and champion leaders need to be sup-
ported. We hope that this book adds to the framework and foundation for defi ning 
and positioning behavioral health clinicians, administrators, consultants, and 
thought leaders, and innovative ways to present the case for integrated behavioral 
health care to the right audiences.       
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