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Behavioral health problems spare no one, and experienced 
primary care clinicians know this and work with patients with 
these problems every day. Behavioral health problems consti-
tute major causes of premature mortality and complicate 
caring for people with acute and chronic diseases of all types 
[1]. There is widespread agreement that primary care  practices 
have the opportunity to improve millions of lives by improv-
ing their care of patients with behavioral health problems.

The case for changing primary care practices to integrate 
behavioral health and primary care is strong [2–4] (see Fig. 1.1). 
Not only is there a high prevalence of mental health and sub-
stance use disorders, but also low rates of patients with these 
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needs receiving treatment. There is a growing body of evidence 
that integrating behavioral health to meet these needs is fea-
sible, reduces expenditures [5–7], and improves outcomes [8–
10]. Here lies the monumental opportunity for primary care 
clinicians. And this opportunity is the focus of this book.

TOP 5 CONDITIONS DRIVING
OVERALL HEALTH COST8

Depression

Obesity

Arthritis

Anxiety

Back/Neck Pain

PREVALENCE

46%

of adults will experience 
mental health illness or a 
substance abuse disorder at 
some point in their lifetime1

28% of adolescents will experience mental health or a substance 
abuse disorder with distress or severe impairment 3

Better communication

More comprehensive services

Better management of depression, 
anxiety and alcohol abuse

More convenient services 
for patients

Less stigma for patients

Better coordination of mental 
and physical health

Quicker appointments for mental 
health services

Better health education

of primary care providers report
they are unable to connect patients with  
outpatient behavioral health providers due 
to a shortage of mental health providers and
health insurance barriers6

Depression
goes undetected

in >50%
of primary care 

patients5

67%
of adults with a 

behavioral health 
disorder do not get 

behavioral health 
treatment4

>

>

>

>

>

>

>

>

A CASE FOR
INTEGRATING

Behavioral Health and
Primary Care

UNMET BEHAVIORAL HEALTH NEEDS 

When treated in harmony with mental health, chronic 
physical health improves significantly, along with 

patient satisfaction.9

66%

WHY PROVIDERS LIKE
INTEGRATED PRIMARY CARE7

1 Kessler RC, Wang PS. The descriptive epidemiology of commonly occurring mental disorders in the United States. Annual review of public health. 2008;29:115-29.  
2 Center for Disease Control and Prevention. Percentage of Mental Health-Related Primary Care Office Visits, by Age Group - National Ambulatory Medical Care Survey, United States, 2010. Morbidity 

and Mortality Weekly Report.  2014;63(47);1118.
3 Merikangas, K. R., et al. (2010). Lifetime prevalence of mental disorders in U.S. adolescents: results from the National Comorbidity Survey Replication--Adolescent Supplement (NCS-A). J Am Acad 

Child Adolesc Psychiatry 2010;49(10):980-989.
4 Kessler RC, Demler O, Frank RG, Olfson M, Pincus HA, Walters EE, et al. Prevalence and treatment of mental disorders, 1990 to 2003. The New England journal of medicine. 2005;352(24):2515-23. 
5 Mitchell AJ, Vaze A, Rao S. Clinical diagnosis of depression in primary care: a meta-analysis. Lancet. 2009;374(9690):609-19.
6 Cunningham PJ. Beyond parity: primary care physicians' perspectives on access to mental healthcare. Health affairs (Project Hope). 2009;28(3):w490-501. 
7 Gallo JJ, Zubritsky C, Maxwell J, Nazar M, Bogner HR, Quijano LM, et al. Primary care clinicians evaluate integrated and referral models of behavioral healthcare for older adults: results from 

a multisite effectiveness trial (PRISM-e). Annals of family medicine. 2004;2(4):305-9.
8 Loeppke R, Taitel M, Haufle V, Parry T, Kessler RC, Jinnett K. Health and productivity as a business strategy: a multiemployer study. Journal of occupational and environmental medicine / American 

College of Occupational and Environmental Medicine. 2009;51(4):411-28.
9 Katon WJ, Lin EH, Von Korff M, Ciechanowski P, Ludman EJ, Young B, et al. Collaborative care for patients with depression and chronic illnesses. 

The New England journal of medicine. 2010;363(27):2611-20.

20%
of primary care
office visits are mental
health related 2

©2015 Eugene S. Farley, Jr. Health Policy Center

Figure 1.1 A case for integrating behavioral health and primary 
care. (Reproduced with permission from the Eugene S.  Farley, Jr. 
Health Policy Center)

S. B. Gold and L. A. Green
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While many behavioral health problems can be amelio-
rated or resolved in primary care practices, few frontline pri-
mary care practices are fully equipped to address them. There 
have been a number of books written on behavioral health 
integration directed toward behavioral health clinicians on 
what they need to do to change their practice to work in pri-
mary care, but there is a paucity of practical guidance for 
primary care clinicians. This book aims to help fill this gap 
and provide information specifically for primary care clini-
cians who recognize that integrating primary care and behav-
ioral health can improve their practices, the lives of their 
patients, and their own joy of practice.

This book is focused on pragmatic, primary care clinicians 
who go to work every day aiming to help their patients be 
healthier. It aspires to be a usable guide for regular practices 
wanting to take better care of their patients by improving the 
care of their patients with behavioral health problems. This 
usability is enhanced by a conversational rather than aca-
demic tone, relaying information as would be shared from 
one clinician to another. This conversational style, however, 
should not be misinterpreted as indicating a lack of evidence. 
The chapters purposefully blend published evidence with the 
real-life experience of practicing primary care clinicians who 
have integrated behavioral health in their practices. The ideas 
and principles herein are applicable to diverse patients and 
any primary care practice, including practices across the 
globe. Specific examples are used to illustrate concepts, and 
these particulars are specific to the United States; while the 
examples may not apply to other countries, the underlying 
concepts often have parallels in other corners of the world.

This book is also intended for practice change facilitators, 
practice and system administrators, and other healthcare work-
ers seeking to transform their practices to comprehensively 
meet the needs of their patients and avoid a false division of 
physical and behavioral health problems. Though it is written 
for the local primary care team, the language often addresses 
primary care physicians or primary care clinicians directly—
because most books on this subject have been addressed to 

Chapter 1 Why You Should Read this Book
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behavioral health clinicians or large system administrators. The 
authors want to be sure to address the local primary care phy-
sician in the style and context in which they are familiar. Often 
a team leader or instigator of change within the practice, the 
physicians work in close partnership with their clinic manager 
or administrative partner and their clinical team. So if you are 
not a physician, please do not take offense or feel excluded 
when you encounter a sentence addressed straight to a doctor. 
It is, but it is addressed to you too—all of you who make things 
happen in a primary care clinic.

This book is not an exhaustive compendium of research 
and research methods relevant to studying care that inte-
grates primary care and behavioral health. Neither does it 
delineate the diagnostic and treatment skills necessary to 
treat behavioral health concerns in a primary care practice. It 
also does not elaborate all the specific details for all of the 
models of integration that have been pursued. Instead, this 
book drills down to essentials primary care clinicians need to 
know and do to accomplish changes in their practice neces-
sary to integrate behavioral health and primary care in local, 
real-world environments.

The chapters in this book are grounded in lessons learned 
and judgments made by early adopters of integrated behav-
ioral health and pioneering change agents, educators, and 
evaluators. The framework of this book was derived from the 
insights of a group of early adopters involved in a program 
called Advancing Care Together (ACT) [11]. The ACT pro-
gram, sponsored by the Colorado Health Foundation and 
administered by the Department of Family Medicine at the 
University of Colorado, brought together 11 primary care 
practices and community mental health centers in small and 
large, urban and rural settings across Colorado to integrate 
behavioral health and primary care as they saw fit. A small 
amount of funding was provided to support participation in 
the program’s evaluation and learning community. After 
3  years of working on integrating care, these innovators 
came  together to share their experiences and insights. Key, 
hard- won messages emerged that they wanted to pass on as 

S. B. Gold and L. A. Green
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colleagues to those willing to follow in their footsteps [12]. 
These insights were organized and published as shown in 
Fig. 1.2, and this book expands on their consensus conclusions 

Frame integrated care as a
necessary paradigm shift to
patient-centered, whole-person
healthcare    

a) Eliminate the division
between physical and mental
health at the clinical and
organizational level to better
meet patient needs     

b) Treat integration as the
conceptual and operational
framework for the entire
organization rather than a
separate initiative     

Initialize – define relationships
and protocols up-front,
understanding they will evolve   

a) Create a shared vision using
common language that
everyone understands  

b) Create and verify consensus
regarding what partnerships
entail   

c) Establish standard processes
and infrastructure necessary
for your integrated care
approach: workflows,
protocols for scheduling and
staffing, documentation
procedures, and an
integrated EHR       

d) Determine the practice’s risk
tolerance, pursue funding
opportunities, and commit to
your integration approach  

Build inclusive, empowered
teams as the foundation for
integration  

a) Create inclusive care teams,
centered around the patient
and their needs, where all
members have an equal
voice     

b) Invest in relationship-and
trust-building among team
by scheduling regular
multidisciplinary,
interprofessional
communication    

c) Find the right people for the
team with the necessary
skillsets, experience, and
mentality   

d) Identify leaders at all levels

Develop a change management
strategy of continuous
evaluation and course-
correction   

a) Create a culture open to
learning from failure  

b) Cultivate support for change
with in and outside of the
practice   

c) Encourage a broader-scale
call for integration by
engaging patients early and
often   

Use targeted data collection
pertinent to integrated care to
drive improvement and impart
accountability    

a) Collect data on defined,
priority outcomes to
measure your progress
toward integrated care
and also to demonstrate
the value of integrated
care to external
stakeholders        

b) Create feedback loops for
data to inform quality
improvement efforts  

c) Report data internally both
at the level of the practice
for shared accountability
and at the individual
provider level to motivate
change      

Figure 1.2 Lessons learned by early innovators on how to integrate 
care in your practice: relationships between main themes captured 
from participants in the Advancing Care Together study at their 
closing meeting, September 2014. (Reproduced with permission 
from the American Board of Family Medicine)

Chapter 1 Why You Should Read this Book



6

and recommendations. It is worth highlighting that these 
innovators recommended involving your patients early and 
often as you transform your practice to integrate primary 
care and behavioral health. After all, patients are experts in 
themselves.

Additional evaluations of the program from these ACT 
innovators and others examine the costs of integrating care 
[13], physical space layouts in an integrated clinic [14], ade-
quate staffing and scheduling [15], the ways in which behav-
ioral health and primary care clinicians interact [16], workforce 
preparation needs [17], electronic health record challenges 
and solutions [18], and the extent to which integrated services 
reached the target population [19]. These publications, like 
this book, are based in the pragmatism of practicing primary 
care clinicians and are freely available with many citations to 
relevant literature not included in this book.

Each of this book’s chapter authors has years of experi-
ence in integration on the ground; together they combine the 
perspectives of primary care clinicians, behavioral health cli-
nicians, practice administrators, health system leaders, pri-
mary care researchers, and practice transformation experts 
with concrete steps on how to make integrated behavioral 
health work. You may notice overlapping areas addressed in 
multiple chapters through different lenses; the interlocking 
nature of each chapter is intended to reaffirm and build upon 
content from other chapters and reflect the value of repeti-
tion in adult learning.

In Chap. 2, What Is Integrated Behavioral Health?, you will 
hear from psychologist CJ Peek about what constitutes inte-
grated behavioral health and words and explanations you can 
use to make the case for integrating behavioral health to oth-
ers in your practice and/or larger system. In Chaps. 3 and 4, 
A Real-Life Story in Getting Started: Designing a Foundation 
and Building from the Ground Up, family physician Scott 
Hammond and practice administrator Caitlin Barba tell their 
story together to help other primary care practices really 
understand integrated care, what it entails, and what it takes 
to do it. This story is divided into two parts to cover the can-

S. B. Gold and L. A. Green
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did, biographical, 25-year expedition of Westminster Medical 
Clinic in Colorado. Readers will understand why the follow-
ing chapters dive deeper into their critical topics.

In Chap. 5, Everyone Leads, family physician Frank deGruy 
and psychologist and healthcare system clinical officer Parinda 
Khatri describe the nature and functions of adaptive leader-
ship in transforming practice to integrate primary care and 
behavioral health. It is a function not of one person in a top-
down hierarchy but of all team members. In Chap. 6, It Takes 
a Team, educator and psychologist Alexander (“Sandy”) 
Blount characterizes different models of integration and 
explores how a team of primary care clinicians, behavioral 
health clinicians, and other team members can best work 
together to take care of patients, including strategies for hir-
ing, communication, and developing a team culture. In Chap. 
7, Measure What Matters, primary care practice researchers 
Deborah Cohen and Bijal Balasubramanian provide a practi-
cal framework and details about how you can measure your 
progress to help you make adjustments to your plans and 
make sure that what you do is leading to the changes you want 
to see. They affirm that practices do not have to measure 
everything that can be measured; they should measure what 
they need to measure so they can see how their practice is 
changing. In Chap. 8, Where Practice Meets Policy, psycholo-
gist and policy expert Ben Miller, practice transformation 
expert Stephanie Kirchner, and family physician and book 
co-editor Stephanie Gold characterize the importance of the 
larger policy environment in which your practice exists. Using 
current examples from the US, they describe how local poli-
cies and situations may lag behind your progress which can 
constrain or enable your transformation to integrated care. 
They limit their focus to three areas that are often problematic 
for primary care practices: financing integrated care, work-
force issues, and getting and using the data you need to imple-
ment and sustain your approach. They explore workarounds 
to cope with the status quo until policies can catch up to your 
advances in practice. Finally, in Chap. 9, we co-editors reprise 
key messages to send you on your way to integrated care.

Chapter 1 Why You Should Read this Book
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If you read this book from start to finish, you will see that 
the false dichotomy of physical and behavioral health is obso-
lete and can be replaced with a dramatically improved 
approach in primary care. You will be able to imagine your 
course toward robust, integrated primary care for whole 
people, grounded in evidence but most importantly in the 
practical realities of everyday clinical practice at the front-
lines of healthcare. The whole person care that your patients 
are waiting for does not happen on its own. It takes commit-
ment, leadership, collaboration, and persistence. But this 
journey also gives back, fostering joy in practice through 
working as a part of a team to provide radically improved 
care for many, if not most, of your patients and seeing the dif-
ference it makes in the lives of your patients and their fami-
lies. Now, let us get clear about what integrated care really is.
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 Preamble

Behavioral health integration can initially mean many things 
to many people; the concept and its implementation can 
become a source of confusion for physicians and innovation 
teams. Clinics can reduce initial ambiguity or confusion with 
a good enough shared view of what behavioral health inte-
gration looks like in action—based on national definitions 
tailored to the local situation. As a result, clinic leaders and 
implementers will be much clearer about required functions 
they need to implement. And their patients will be clearer on 
what they can expect from integrated behavioral health, once 
implemented. CJP

 Introduction

Behavioral health integration can mean many things to many 
people. This chapter aims to provide physicians (and their 
teams) with accurate and practical ways to answer a question 
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they will be asked over and over by different people at differ-
ent times for different purposes:

“What is integrated behavioral health anyway?”

This aim is accomplished by helping a physician champion, 
other clinicians, and practice team members be comfortable 
in:

 1. Citing and using a published consensus functional defini-
tion as a general basis.

 2. Using a broad range of handy, concise, and entirely com-
patible definitions for particular audiences and purposes

 3. Being able to move from a general definition to a realisti-
cally tailored local implementation

A physician champion or innovation team can retain 
responsiveness to published literature and definitions while 
proceeding realistically in his or her own real world and the 
people in it. While doing this could sound like a recipe for 
“mush” or “anything goes,” this chapter offers systematic 
thinking on how to tailor your local work to general require-
ments and focus basic definitions to fit the situation at hand. 
This is to preserve the clinician’s need to remain professionally 
responsible while being practical “in the moment and on the 
ground”—communicating well and briefly to anyone who asks.

Think about different compatible definitions for different 
purposes.

Part of working with definitions and being a systematic good 
communicator is being comfortable with a wide range of dif-
ferent, but compatible and accurate answers to “what is inte-
grated behavioral health,” not just one “best” definition. 
What all these definitions should have in common is being 
concise—which means (1) expressing all the important infor-
mation and (2) in few words. This implies a balance between 
“brief” and “detailed enough.”

In your communications as a clinician or leader in your 
clinic, you will constantly be balancing “all the important 
information” and “in few words.” The balance you strike 
depends on who you are talking to and their purposes—what 

C. J. Peek
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aspects they are interested in and how many “pixels” in the 
picture they need to see right then. A rule of thumb is to cre-
ate short handy definitions with distillations of key elements 
from the full-blown definitions. In that way, you are not intro-
ducing a different “picture,” just taking pixels out of the origi-
nal picture—and you can add them back selectively as needed 
for different purposes while keeping the essence the same.

As you will see in Sect. 2.1, the published consensus defini-
tion (from the United States Agency for Healthcare Research 
and Quality, AHRQ) contains as much or more information 
or “pixels” that you could ever want. But it is designed so that 
it can be progressively streamlined or “compressed”—down 
to two sentences if needed. As you will see in Sect. 2.2, simply 
expanding or compressing a general published definition 
likely does not meet all your needs to answer “what is it” as 
asked by different people with different purposes. For this 
purpose, you will need a range of concise answers focused on 
what that person wants to know.

 Use the Published AHRQ Consensus 
Definition as an Expandable Basis 
for Conversation

Published agreement exists through AHRQ [1] on what high- 
level functions are required to count as genuine integrated 
behavioral health—what it looks like in action. This is an 
extended consensus definition created by a panel of well- 
known leaders and implementers in the field. It is an excel-
lent reference, “north star,” and professional resource, even 
though far too detailed for most everyday conversation.

First, the two-sentence “what is it” definition (Table 2.1):
Note the broad scope of what is meant by “behavioral 

health” in the second sentence, far broader than diagnosable 
mental illnesses and conditions.

For a little more detail, use the “how” part of the definition. 
If you use the two-sentence definition but ask, “how do you 
do it,” Table  2.2 shows the required functions of integrated 
behavioral health. This adds a few more “pixels”:

Chapter 2 What Is Integrated Behavioral Health?
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This definition includes not only a clinical “how,” but an 
organizational “supported by”—because the clinical methods 
cannot be built or sustained without these organizational sup-
porting functions well enough in place.

Table 2.2 AHRQ two-sentence definition augmented with “how” 
and “supported by” functions

Clinical how: What integrated behavioral health needs to look 
like in action

 1.  A practice team of primary care and behavioral health 
clinicians tailored to the needs of your clinic panel and each 
patient and situation.

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

 3.  Routinely using a systematic clinical approach consisting of 
shared goals, workflows, and documentation.

Supported by—organizational functions taking place:

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

 5.  Reliable office practice systems, alignment of leadership 
and purpose, and sustainable business model.

 6.  Continuous quality improvement with routine use of 
practice and other data to improve effectiveness.

Table 2.1 AHRQ two-sentence “what is it” definition
What is integrated behavioral health?

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 use 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.

C. J. Peek
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This enhancement to the two-sentence definition may be 
quite enough for most conversations. But at other times, you 
will hear, “Please be specific about what is involved.” 
Table 2.3 shows the AHRQ definition expanded with many 

(continued)

Table 2.3 AHRQ definition with many of its clarifying sub-points
What is integrated behavioral health?

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 use 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.

How: What integrated behavioral health needs to look like in 
action—defining functions you need to see taking place

 1.  A practice team tailored to the needs of each patient and 
situation.
(The mix suited to serve your target population. For 
example, different kinds of physicians, behavioral health 
clinicians, social workers, consulting psychiatrists, care 
coordinators, clinical pharmacists, or others)

      A.  With a suitable range of behavioral health and primary 
care expertise and role functions available to draw from.
So that the team can be defined at the level of each 
patient and, in general, for targeted populations.

  B.  With shared operations, workflows, and practice culture.
Shared physical space, workflows that ensure 
collaboration and shared treatment plans, and unified 
rather than separate and conflicting medical and 
behavioral health practice cultures.

   C.  Having had formal or on-the-job training.
For both medical and behavioral health clinicians—
clinical roles and relationships, culture- and team-building.

 2.  With a shared population and mission—a panel of patients in 
common for total health outcomes
The patient panel and total health mission is shared by both 
primary care and behavioral health clinicians—not subdivided 
into a medical portion and a separate behavioral health portion.

Chapter 2 What Is Integrated Behavioral Health?
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3. Routinely using a systematic clinical approach to:
 A.  Identify those members of the population who need or 

may benefit
 B.  Engage patients and families in identifying their needs for 

care and clinicians
 C. Involve both patients and clinicians in decision-making
 D.  Use an explicit, unified, and shared care plan in a shared 

electronic medical record
 E.  Systematically follow up and adjust treatment plans if 

patients are not improving as expected (“treat to target”)
(The presence and routine use of these systematic clinical 
processes is a defining marker for integrated behavioral health)

Supported by—organizational enabling functions taking place

(The team and clinical functions above are far less likely to take 
place sustainably without these organizational supports)

4.  A community, population, or individuals expecting behavioral 
health and primary care to be integrated as a standard of care 
(sometimes referred to as “patient demand”).

  A general standard of care, not just a localized enhancement 
or featured program in otherwise separated medical and 
behavioral health work.

5.  Office systems, alignment of leadership and purpose, and 
sustainable business model

 A.  Clinic operational systems and office processes 
consistently support interprofessional communication, 
shared care plans, tracking care, and other collaborative 
functions.

 B.  Leadership, supervision, and incentives are aligned to 
support the functions of integrated behavioral health.

 C.  The business model sustains integrated behavioral health 
(or is working toward that end).

6.  And continuous quality improvement and measurement of 
effectiveness (to know what is working or not)

 A.  Routinely collecting and using practice-based data to track 
and improve patient outcomes, change what the practice is 
doing, and quickly learn from experience.

 B.  Periodically examining and reporting outcomes—at the 
clinician and program level—for care, patient experience, 
and affordability (“Triple Aim”) to engage the practice in 
making changes accordingly.

Table 2.3 (continued)

C. J. Peek
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of its clarifying sub-points. That many “pixels” are likely 
required for conversations about implementation—“what do 
I have to build exactly?”

The published AHRQ definition includes much more than 
you see in Table 2.3, should you need it, e.g., elements of a 
shared integrated behavioral healthcare plan and elements of 
systematic follow-up and adjustment of treatment. It has a 
table of contents with links, with more detail than you prob-
ably ever want to know.

The AHRQ definition is not the only useful resource. For 
example, the SAMHSA-HRSA “Standard Framework for 
Levels of Integrated Healthcare” has a structure you can 
adapt in the same way—starting with a one- or two-sentence 
definition and adding specifics or “pixels” to the picture as 
needed [2].

But there is more to having a broad repertoire of handy 
answers to “what is it” than compressing or expanding the 
AHRQ or other published definitions. You will likely need 
handy definitions for the needs and concerns of particular 
audiences and purposes.

 Have a Range of Handy Answers to “What Is 
It” for Particular Audiences and Purposes

A clinician or other practice leader will be asked the “what is 
integrated behavioral health” question in all kinds of situa-
tions by all kinds of people with different purposes and dif-
ferent need for detail. So you will want a range of different, 
but entirely compatible answers or “definitions” tailored to 
different people and purposes. Having concise and contextu-
ally appropriate answers to “what is integrated behavioral 
health” can be regarded as a leader function that is open to 
all—as described in Chap. 5.

Table 2.4 offers examples of equivalent definitions or 
answers for different persons commonly encountered in the 
primary care environment. Because these persons have 
 different purposes in asking the question, the answers are dif-
ferent, but equally accurate and almost equivalent. The con-
tent within all these sample responses can be found within 

Chapter 2 What Is Integrated Behavioral Health?
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the AHRQ definition, but is translated for use by the person 
and purpose at hand.

These are only examples. You can tailor your own responses 
that could be given between floor 1 and 2 on an elevator. But 
they could be followed with “Would you like to know more 
about that?” This would open the path for another layer of 
information for anyone interested—such as in Tables 2.1, 2.2, 
and 2.3 showing the AHRQ definition.

 Be Able to Move from General Definitions 
to Your Own Locally Tailored Implementation

The AHRQ definitions of Tables 2.1, 2.2, and 2.3 or person- 
specific examples in Table 2.4 do not try to prescribe a spe-
cific granular implementation for your practice. There is too 
much to take into account locally to make any universal 
detailed prescription realistic. Just as a great definition of 
“airliner” does not include the mechanical drawings for any 
specific airplane, the functional definition of integrated 
behavioral health does not include exactly what to implement 
in your own clinic. Yet the need remains for a specific imple-
mentation that works for your purposes.

Some implementers employ a “model of integration” to 
help tie general definition to specific implementation. A 
“model” is simply one of the currently recognized ways to 
operationalize the functions required in a general definition. 
Operating models are different means to the same or similar 
ends, but represent different distinguishable ways to “skin the 
cat” in different settings. Hence conversations about “what is 
integrated behavioral health” sometimes include the ques-
tion, “What models of integration are out there and should I 
use one of them?”

It is worth pausing here to briefly describe common “mod-
els” that people may have heard about. Read Table 2.5 as a 
general guide, knowing that the terminology and specifics 
within these models are variable, evolving, and entail consid-
erable overlap. For example, the first two models in the table 
(Primary Care Behavioral Health and Collaborative Care 

Chapter 2 What Is Integrated Behavioral Health?



22

Table 2.5 Common operating models of behavioral health 
integration
Common 
name(s) Basic approach
1. Primary Care 
Behavioral 
Health (PCBH)

Characterized by BH clinicians as on-site 
members of the primary care team, space 
and EHR; doing brief interventions using 
more or less standard algorithms. Degree of 
standardization, length of intervention, or clinical 
focus varies [4–7].

2. Collaborative 
Care Model 
(CCM)

Defined by a team of primary care provider, care 
manager, and consulting psychiatrist who reviews 
registry panels of patients and consults to care 
manager, PCPs, and other clinical staff of the care 
team. The psychiatrist is an active consultant, not 
there to fill a conventional schedule of patients. 
Often involves considerable standardization and 
has a long history of research support [8–12].

3. Primary 
care integrated 
in mental 
health settings 
(bidirectional 
or “reverse 
integration”)

Primary care clinician expertise brought into 
mental health settings so that patients who 
identify mainly with the MH clinic get good 
primary care right there. This model aims for 
much of the same functional performance as 
integration of MH into PC [13, 14].

4. Residency 
behavioral 
science 
education 
model

Almost universal in family medicine residencies, 
a behavioral health clinician works as teacher, 
preceptor, and clinician seeing patients with 
physicians—already on-site for educational 
purposes. Pulls in elements from the PCBH 
model but rhythms, schedules, and scope of 
activities are different due to being educational 
programs.

5. Behavioral 
health 
integration 
in specialty 
medical care

Similar goals and functions as primary care 
integration but tailored to specialty medical 
care such as oncology, neurology, endocrinology, 
occupational health, physical medicine and 
rehabilitation, developmental pediatrics, or 
emergency department and hospital. May use 
a combination of PCBH, CCM, or residency 
education models.
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Model) are sometimes featured independently as anchoring 
models and sometimes are combined in actual implementa-
tions. In academic settings such as family medicine residen-
cies, one or both may be combined with the “residency 
behavioral science education” model.

Models are a package of design choices. Here are some 
important things to remember about “models”:

 1. Models are shorthand for particular approaches to accom-
plishing the same core functions—a pattern of design 
choices. For example, the Collaborative Care Model arche-
typically features a primary care physician, care manager, 
and consulting psychiatrist collaborating using a registry 
for “treatment to target” for one or more conditions.

 2. Models often emerge from different research or practice cul-
tures. For example, the Primary Care Behavioral Health 
model emerges from clinical practice culture, typically 
aimed at a wide variety of patient conditions and situations 
(“all comers”). The Collaborative Care Model emerged 
from a research culture (originally on late-life depression) 
and has gradually been extended to multiple conditions.

 3. Different models may be chosen based on practicalities—
what or who is available to do the work, and what opera-
tional or information systems are available. For example, 

Table 2.5 (continued)
Common 
name(s) Basic approach

6. Family- 
centered 
integration or 
medical family 
therapy

The family is considered the “client” and 
recipient of medical care. Family systems 
are front and center with identified patient 
embedded in a family system where much of 
the causality and treatment or self- management 
opportunities reside. Many principles of PCBH 
or CCM integration apply, but with the family 
rather than individual as the “client” [15].

Other 
variations or 
hybrids

Specific implementations may combine elements 
from more than one model above or employ 
telehealth and other variations on collaboration 
for rural or other special circumstances.
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the Collaborative Care Model might be difficult to imple-
ment in an area with no psychiatrists, or none willing to 
work as consultants to primary care providers.

 4. All “models” are a means, not an end. They must accom-
plish the same basic functions of the AHRQ definition or 
equivalent general definitions. There is little point in argu-
ing about “which flavor of integrated care” is best [3]. Each 
model has its own origins and properties, but they tend to 
mix and converge over time. Keep your eye on the defining 
functions of integrated behavioral health and “models” as 
a means to achieving them.

Fidelity to a model or definition also requires realistic 
local tailoring, whether designing an implementation using a 
model of integration as a pattern, or working directly from 
the general definitions, to work…

…in your own practice,
…with what you can gather around you at the time you begin,
…at the pace you can move,
…with your own target starter populations and purposes, and
…with the resources and tolerance for change around you.

Implementing integrated behavioral health on a meaning-
ful scale requires a definition or model to be scaled up (a 
pattern to be followed) and local tailoring (making it work 
well in  local reality). There is value in both, and tension 
between “standardization” and “anything goes” does not go 
away. These are the characteristics of “polarities” requiring 
that you strike a balance between them [16–23].

Balance means preserving the general case while creating a 
local special case; the essence of the definition and what within 
it needs to be locally adapted. And do not leave that balance 
to the imagination. Actual implementation requires a shared 
understanding at a practical level of detail on what requires 
fidelity and what is locally tailored. Let us consider two 
examples of local tailoring to a specific model of integration.

Example 1

The DIAMOND Initiative was a Minnesota statewide initia-
tive for care of depression following the Collaborative Care 
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Model (CCM), with a care manager and consulting psychia-
trist working with primary care providers1 [12, 17, 22, 24]. 
Especially because it had to be scaled up to 75 practices 
statewide, it was essential to be clear what components were 
essential—the core features—and what aspects of those com-
ponents the practices had to do or decide for themselves. 
DIAMOND required fidelity to four components:

 1. A stepped care protocol
 2. A registry for all DIAMOND patients
 3. A care manager working with primary care clinicians, 

patients, consulting psychiatrist
 4. A consulting psychiatrist

These were all required to participate in DIAMOND. Clinic 
training materials included highly specific definition of those 
four components plus specifically what the clinics would need 
to build or adapt to their own situations.2 Here are a few 
examples of what every practice did:

• Tracked a certain set of data, but the type of medical 
record or tracking system was up to the practice.

• Had a dedicated care manager trained by the project, but 
the discipline was up to the practice, e.g., nurse, social 
worker, behavioral health clinician, medical assistant.

• Received a care management fee, but each practice negoti-
ated its own rate with payers.

The required functions and what was to be locally decided 
were made explicit at the outset to minimize confusion across 
the 75 practices and to prevent both “cookie cutter” prescrip-
tions that would exclude many practices, and so much diffusion 
of the intervention by “local tailoring” such that “anything goes.”

1 The DIAMOND Initiative (Depression Improvement Across 
Minnesota, Offering a New Direction) was a cooperative effort of 75 
practices from small and large provider groups, supported by a financial 
model from all four major health plans and the Minnesota Dept. of 
Human Services, and facilitated by the Institute for Clinical Systems 
Improvement, a regional quality improvement organization.
2 DIAMOND fidelity/local tailoring examples were extracted by the 
author from training materials supplied to all practices.
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Example 2

Local tailoring can be done directly to a functional definition 
of integrated care without an intervening model. The AHRQ 
“lexicon” definition of integrated behavioral health does not 
entail or recommend a “model” such as CCM or PCBH. Table 2.6 
shows a worksheet that can be used by your practice to help 
your implementation team be clear about what your clinic(s) 
can and must decide or do for yourselves given your local situ-
ation. Of course, this worksheet still does not actually tell you 
what you are going to do. But the “local tailoring” column asks 
the questions for which you will need answers. You can fill in 
those specific answers—which would begin to sketch out your 
own “special case” of integrated behavioral health.

Table 2.6 A worksheet for balancing fidelity with local tailoring for 
integrated behavioral healthcare

Defining functions: 
what must be in 
place—fidelity

Local tailoring: choices 
you need to make

What 
specifically 
you will 
implement

Clinical “how” 
functions:

(Write it 
down here)

1. A practice team 
of primary care and 
behavioral health 
clinicians tailored 
to the needs of your 
clinic panel and each 
patient and situation
With shared space, 
workflows, treatment 
plans, and practice 
culture

•  The mix of clinical 
skills and experience 
needed for your 
clinic’s panel or target 
sub-population for 
integrated behavioral 
health

•  Your processes for 
defining the team 
at the level of each 
patient, and targeted 
population

•  Your particular space 
and workflows that 
ensure teamwork in a 
single, not conflicting 
practice culture

•  How you orient and 
train clinicians for roles
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Defining functions: 
what must be in 
place—fidelity

Local tailoring: choices 
you need to make

What 
specifically 
you will 
implement

2. With a shared 
population and 
mission—a panel of 
patients in common 
for total health 
outcomes
Not merely separate 
responsibility for 
separately conceived 
medical and 
behavioral health

•  How you help your 
clinicians make this 
cultural shift and 
get used to thinking 
of medical and 
behavioral health 
both as “health” and 
“whole person care”

•  How you make sure 
interests, incentives, 
and trust are 
aligned (“leadership 
alignment”)

3. Routinely using 
a systematic clinical 
approach consisting 
of shared goals, 
workflows, and 
documentation

Your specific processes 
for:

•  Identification of 
those who can 
benefit

 •  Engaging them 
in integrated 
behavioral health

•  Involving them in 
decision-making

•  Making shared care 
plans in your EHR

•  Systematic 
monitoring, 
follow-up, 
and treatment 
adjustment (“treat 
to target”)

(continued)

Table 2.6 (continued)
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Table 2.6 (continued)

Defining functions: 
what must be in 
place—fidelity

Local tailoring: choices 
you need to make

What 
specifically 
you will 
implement

Organizational “supported by” functions

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

How you engage your 
patients, community 
groups, provider 
societies, and local 
health groups in 
establishing this as a 
target standard of care 
or “north star” in your 
community

5. Reliable office 
practice systems, 
alignment of 
leadership and 
purpose, and 
sustainable business 
model
Broad-based visible 
organizational 
support for what it 
takes to do integrated 
behavioral health

•  How you reach durable 
leadership consensus —
and align the incentives 
and reasons

•  How you will redesign 
processes to support 
the functions

•  The financial 
workarounds to 
support the work 
before standard 
payment supports it 
well enough

6. Continuous quality 
improvement with 
routine use of practice 
and other data to 
improve effectiveness
Track and improve 
patient outcomes, 
change and quickly 
learn from experience. 
Triple Aim

•  How you expand your 
quality improvement 
tracking to reflect the 
integrated behavioral 
aspects of care, not 
only medical—a more 
integrated “scorecard”

•  How you will report 
results and use 
it to improve the 
integrated system, 
not only traditional 
medical outcomes
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 Conclusion

This chapter has been a long answer to the question, “What 
is integrated behavioral health?” All practice leaders and 
implementers may need to answer this in one or more of the 
three ways outlined here:

 1. What is integrated behavioral health in general (a pub-
lished, professionally grounded definition—the general 
case)?

 2. What does that mean for me here? (Handy context- specific 
answers to the “what is it” question for various audiences 
and occasions)

 3. How specifically will we make it work with who we are 
here? (The locally tailored implementation that you will be 
creating in your own clinic.)

With these three ways to answer “what is it,” your team 
can retain responsiveness to published literature and defini-
tions while proceeding realistically in your real-world situa-
tion with the people in it; preserving the need to remain 
professionally responsible, and be practical about implement-
ing things in the local context, and communicating well and 
briefly to anyone who asks.
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 Preamble

After “what is integrated behavioral health,” the question of 
“how to do it” quickly emerges. But this does not begin by cut-
ting straight to changes in workflows and protocols. It starts 
with a foundation for success—a shared vision of integrated 
behavioral health in our practice, medical and behavioral 
health partners with shared goals, and steps to merge different 
practice cultures and language. This means deep conversation 
with medical and behavioral health colleagues on what we 
want to be and do together—knowing that “colleagues” means 
not only clinicians of different disciplines but also practice 
managers and staff. Standing together on this foundation 
 creates starter conditions for making change—and is a case 
example exemplifying the content of the rest of this book. CJP
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 Introduction

Westminster Medical Clinic (WMC) was first opened in 
1952 and remains a small, physician- owned family medicine 
practice serving approximately 6000 patients in a northwest 
suburb of Denver, Colorado. Our payer mix is 70% commer-
cial, 25% Medicare Advantage and Medicare B, and 5% 
uninsured. WMC has been a National Committee for Quality 
Assurance (NCQA) recognized Patient-Centered Medical 
Home, Level 3 since 2009. Our team care is structured after 
the Bodenheimer Teamlet Model [1]. Our core team consists 
of a physician, one to two midlevel clinicians and two to three 
medical assistants supported by an RN care manager, care 
coordinator, 1.5 FTE behavioral health professionals, a certi-
fied health coach, and a chiropractor. WMC has participated 
in numerous pilots, grants, and initiatives since 2003. In 2013, 
following a rigorous nationwide search, WMC was selected as 
1 of 30 exemplar practices by the Robert Wood Johnson 
Foundation and the MacColl Center for Health Care 
Innovation at the Group Health Research Institute to partici-
pate in the Learning from Effective Ambulatory Practices 
(LEAP) project. More recently, the clinic participated in 
Advancing Care Together, the State Innovation Model, and 
the Comprehensive Primary Care Plus initiative.

“One thing hastens into being
Another hastens out

Even while a thing is in the act of
coming into existence

Some part of it has ceased to be
Flex and change are forever renewing the

fabric of the universe
Just as the ceaseless sweep of time is forever

renewing the face of eternity
In such a running river where

there is no firm foothold,
What is there for man to value

Among all the many things that are
Racing past him.”

Marcus Aurelius, Meditations 6:15

RSH On a typical, hectic day, I paused at the door. My patient 
was waiting to see me for a routine chronic care visit. I planned 
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on how to navigate the appointment with the myriad of check-
lists, measures, and tasks to address. My eyes focused on what 
was written on his one-page intake form. It broke the concen-
tration from my regimented chart review; he checked feeling 
down and not sleeping well. At that moment, I closed my eyes 
and took a long, deep breath to reframe our visit together.

Immediately, tears ran down his face when I asked him 
how he was doing. My planned visit was no longer the 
 priority; the person sitting in front of me was. The air in the 
room was still and emotionally charged, as he needed 
patience and compassion. After some sensitive probing, I 
said, “I think it best we discuss your diabetes at another time. 
You are doing okay. Would you rather discuss what is trou-
bling you today?” It was clear that he was in crisis and a brief 
intervention followed. He needed immediate help and I 
asked, “I would like to introduce you to Dr. Allison, who can 
see you right now. Is that okay with you?”

The right care was provided with the right person, in the 
right place, and at the right time. This was our vision. As 
medicine evolves into genomics, transcriptomics, proteomics, 
and metabolomics to treat disease with remarkable precision, 
we must also remain patient-centered to support healing rela-
tionships through the traditional values of medicine. 
Personomics [2], the knowledge of the patient as a person in 
their community, encompasses the National Institute for 
Health and Clinical Excellence (NICE) guidelines [3]. These 
guidelines include knowing the patient as an individual; 
understanding their life circumstances, concerns, specific 
needs, and perspective; and avoiding making judgments or 
assumptions based on their appearance or characteristics. 
Since the social determinants of health, including their epi-
genetic expression [4], affect an individual’s susceptibility to 
disease and response to treatment, these concerns must be 
addressed to truly target the patient’s unique biologic vari-
ability and provide personalized, whole-person care.

Medicine, and primary care in particular, is subject to inces-
sant changes and great demands that are both exciting and 
exhausting simultaneously. In the United States, behavioral 
healthcare has been disconnected from medical care for many 

Chapter 3 A Real-Life Story in Getting Started



36

reasons. Unfortunately, mental illness knows no boundaries 
and this fragmentation has led to significant gaps in care. This 
division of care is antithetical to the teachings of Hippocrates 
who first systemized medicine and recognized that the brain is 
the seat of consciousness. He dispelled the notion of demonic 
possessions and superstition as the cause of mental illness 
stating, “mental illness is treated more effectively if handled in 
a similar manner to physical medical conditions” [5]. He out-
lined the common bond of all healers to observe critically; 
treat the patient, not the disease; evaluate your diagnosis and 
treatment honestly; and assist nature. These principles are our 
professional roots and continue to be relevant today to restore 
a “healthy mind in a healthy body” [6].

History is the soul of man and illuminates the foundational 
values of medicine. In our chaotic healthcare system, as 
Marcus Aurelius queried, “what is there for man to value?” 
To fuel our passion to persevere and to serve as the standard 
for our actions, we incorporated the contemporary values of 
medicine—respect for autonomy, beneficence, non- 
malfeasance, and justice [7]. In this river of constantly chang-
ing and expanding information, these medical principles and 
contemporary core values were our firm foothold among all 
the many things racing past us and soothed us in the uncom-
fortable, and, at times, painful process to adapt, evolve, and 
stay true to the Hippocratic directives.

Pragmatically, designing the foundation for integration 
requires a clear shared-vision, strong defined partnerships, 
efficient operations and protocols, and a sustainable program. 
Over time, we unknowingly followed the ancient wisdom of 
Lao Tzu, “To be ready for success, first fail” [8]. Our initial 
attempts to integrate behavioral health into primary care 
failed for several reasons. Initially, we reacted to fulfilling a 
need, not following a vision, and were driven by a passion to 
provide whole-person care without the supporting infrastruc-
ture. We felt the urgency to abandon the status quo but we 
were not clear on exactly why nor did we understand the 
dynamics and operational structure of team care.

It took many years for our clinic to develop the resources, 
mindset, teams, and heart to reach this place. In that context, 
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we will take a personal and conversational approach to share 
our journey and what we have learned. With these reflections 
on how to avoid certain obstacles, we offer a perspective of our 
experience, both physician and practice manager, in the belief 
that the path to behavioral health integration is the product of 
this collaboration to lead and facilitate change together.

We hope to engage you as an active reader with strategic 
questions and exercises to help clarify your vision, needs, and 
resolve to successfully reach your goals. Knowing stops when 
questions cease. Solving a problem may not be so much in 
finding the answers but in asking the right questions [9]. 
Asking the right questions helps you unlearn many assump-
tions that create barriers and helps you see the critical issues 
from different perspectives to move from thought to action.

Integrating behavioral health is more than a journey; it is 
an expedition of discovery with a specific purpose and desti-
nation. You may be starting or, as we did a few times, re- 
starting your journey. We acknowledge your course will not 
exactly mirror ours as your professional and personal circum-
stances are unique. We operate from the bias of a small, inde-
pendent, private practice, but our transformational process is 
universal and can be adapted to any organization.

 Constructing Your Vision with Personal 
Reflection

“Your vision will become clear only when you can look into 
your own heart.

Who looks outside, dreams; who looks inside, awakes.”
Carl Jung

RSH The journey began in 1993 and could not have started 
under more arduous circumstances as I took one breathless 
step after another at 19,000  feet. Similarly, at altitude, one 
slow thought follows another in this mindful, existential 
alpine environment bringing a clarity not easily found in nor-
mal daily activities. Vision quests are common to all cultures 
and this was mine. Rising above the jungle landscape in 
Ecuador, Cotapaxi (19,347 feet/5897 meters) presents a chal-

Chapter 3 A Real-Life Story in Getting Started



38

lenging and dangerous climb. One week prior to our arrival, 
ten climbers perished in an avalanche on a neighboring peak. 
I took this trek with my best friend who was a licensed clinical 
social worker and inclusive thinker. We shared many mutual 
patients that were subject to the siloed, disconnected health-
care system. On simple, rugged paths and around camp stoves 
under glittering, cool night skies, we pondered over life and 
purpose as middle-aged men do. Here and on other treks, we 
solidified the direction we needed to take to fulfill our pledge 
as healers and it was together on a path with heart.

It was a handshake deal. No contract or arrangement of how 
to work together other than a common goal and a few additional 
operations for staff to maintain. We stumbled into in a rudimen-
tary form of team care that lasted for a few years, ultimately, 
failing due to this lack of legal and operational structure.

A few years later, in a second attempt to integrate, the 
clinic contracted with a local mental health organization, but 
this relationship faltered because we did not have a clear 
understanding of each other’s needs and neither of us had a 
vision for why, what, and how we were going to provide care 
in a sustainable way.

More years passed and we were on our own doing “our 
best” to provide the behavioral health needs of our patients 
with the insufficient time and resources available to primary 
care. The numerous and varied demands and expectations of 
patients and the profession took priority. It was in 2003 when 
I stumbled across the Chronic Care Model [10] and I under-
stood why my training (acute care medicine) did not work in 
practice (acute/chronic/prevention care). As a result, we 
began engaging in quality improvement projects in earnest. 
Finally in 2008 with the release of NCQA’s Patient-Center 
Medical Home model [11] coupled with the Institute for 
Healthcare Improvement’s Triple Aim [12] in 2009, I under-
stood the full scope of primary care within a framework of 
the structured elements for team care.

Hubert Humphrey said, “The moral test of government is 
how it treats those at the dawn of life – the children; those at 
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the twilight of life  – the aged; and those in the shadows of 
life – the sick, the needy, and the handicapped.” These moral 
directives were embedded in the PCMH, and I was excited to 
finally have a blueprint to outline our responsibilities and 
expectations. What was missing was more intangible. 
Workflow, infrastructure, measures and the like certainly pro-
mote efficient and effective care; however, as in climbing, the 
purpose and drive to reach the peak is personal.

The same is true in creating visions in medicine. A vision is 
different than the catchy and memorable slogans designed to 
capture one’s attention. To create a vision, you must first 
inventory your personal values and beliefs and combine them 
with your past experiences to conceptualize what needs to 
change, what you want to achieve, and for whom. Without this 
introspection, one is doomed to follow someone else’s vision 
that may or may not be aligned with your own.

Strategic Questions #1 
– Questions you should ask to create your personal vision:
What is your current scope of care? Ethically, what care should be 
given to patients?
What are your core values?
Is your current work in line with your values?
What motivates you?
What is the patient experience you want to create?
What are possible ways to accomplish what you believe the future 
should be?
What are your assets? Limitations?
What can be realistically achieved in your setting or system?
What are your boundaries? What are you willing to compromise to 
achieve your vision? What must you preserve?

If I could reverse time, knowing that a concrete vision is 
necessary for integration success, I would have pursued a 
personal exploration to define this vision at the beginning. It 
took 25  years to shape cloudy and idealistic ideas into a 
 specific and practical vision that was both achievable and 
sustainable [13].

Westminster Medical Clinic seeks to provide exemplary, high-
quality, and accessible primary care within a healing environment. 

We believe in the enduring values of medicine —sharing in  
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decision-making (respect the autonomy of the patient); practicing 
in the best interest of the patient (beneficence); providing safe care 

(non-malfeasance); ensuring honesty, fairness, and equality in 
care (justice); and promoting provider and staff well-being 

(harmony).1

Exercise #1
To formalize a concrete vision to share, write down your specific 
responses to Strategic Question #1. Read it today, next week, and in 
1 month. After each reading, expand your responses into how this 
vision will look, feel, and sound on a daily basis with staff and 
patients. How does this vision reflect your personal journey? Will it 
achieve what you want to accomplish for the patient and for the 
practice?
Share your evolving vision with others in the practice (partner-
owner, providers, administrator) to plant a seed and gauge if your 
ideas resonate with your team and intersect with current gaps in 
care. Intentionally sharing your vision is described in the next 
section.

Vision and mission statements often blur; however, it was 
clear to us that only by addressing all the medical, physical, 
and behavioral health needs of our patients could we realize 
this vision and achieve a mission that both reflects our core 
competencies and outlines our goals:

Our Mission is to provide comprehensive, coordinated, and per-
sonalized, whole-person care and work with the community to 

support healthier living.

Visions may change, expand, or retract over time depend-
ing on where the future leads. In our case, I wanted to ensure 
that we identified and treated the behavioral health needs of 
all of our patients. This mini-vision comfortably fit into our 
mission. Once your vision and mission are clearly established, 
the next step is to lead your team to make the future now 
with behavioral health integration as a priority.

1 In 2012, WMC added the Quaternary Aim, physician and staff well-
being to the Triple Aim (IHI). Bodenheimer and Sinsky later coined the 
term, Quadruple Aim https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC4226781/. In 2017, we adopted the Quintuple Aim (Frank Reed, 
M.D. communication) to create a competitive business advantage for 
employers since businesses provide over 50% of healthcare coverage in 
the USA.
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 Sharing your Vision through a Guiding 
Coalition

CB I had a serious childhood illness that lasted 12 painful 
years. Physicians and hospitals were safe places that gave me 
hope, no matter the content of the visits. I always believed in the 
possibility of a better tomorrow, even if it was not remission. As 
for many stricken with an illness, my experiences required a 
new frame of mind and resilience that shaped my enduring 
belief that anything is possible. I developed an appreciation for 
the nature of healing relationships between clinicians and 
patients and learned that “healing, as opposed to curing, gives 
us a sense of meaning in hardship and hope in suffering.” [14]

Healing is a transformational process from intervention to 
outcome, touching on the physical, mental, emotional, spiri-
tual, familial, social, communal, and environmental dimen-
sions of illness that does not focus only on the disease but on 
the person [15]. People look for healing in many places and 
ways. This journey may support or hinder the healing process. 
What a paradox for patients when they have difficulty access-
ing behavioral health from their trusted primary care clini-
cian who does not provide this fundamental healing 
opportunity. Although I found my own way through my 
chronic illness, I know I could have benefited as an early ado-
lescent from whole-person, comprehensive care.

I would not have guessed that my background in mathe-
matics, in conjunction with my personal experience with the 
healthcare system, would lead to an administration and man-
agerial-leadership role at a clinical practice. My strength in 
developing systematic steps to reach an end, combined with 
my compassion and desire to help the suffering, steered my 
decision and interest to impact health on a population level.

To work in primary care as a manager, a master’s degree in 
public health fit my personal goals better than a degree in 
health administration or business administration. Although 
there is overlap across the degrees, I was educated to manage 
community health initiatives, program design, and apply qual-
ity improvement philosophy to healthcare delivery. This train-
ing directs the main focus of care delivery to be patient- centered 
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and supports the traditional values of medicine. I found my 
calling to imagine, share, and work toward creating a healing 
environment in primary care by using my training and experi-
ences to share my vision. This was my path with heart.

RSH Change does not happen just because it is a good 
idea, and people will not follow just because you are passion-
ate about that idea. You must research, study, and learn not 
only how to construct a vision but also how to share your 
vision. Three distinct, concurrent transitions had to occur to 
share my vision: manager into leader, employees into team-
mates, and hierarchical organization into collaborative team 
care [16].

The first step is to find a manager who has the personal 
drive for excellence beyond a desire to just do a good job, as 
well as the openness to explore a new working relationship 
with the physician-leader. Managers have the daunting task 
to support, inspire, and cultivate the vision while managing a 
plethora of daily operations. One needs to blend the strengths 
of the clinician with the manager to create a leadership dyad. 
The ability to combine systems thinking with organizational 
skills creates a collaborative team capable of solving complex 
problems. This leadership team results in a unique and syner-
gistic relationship that can produce remarkable results and 
high performance. In some ways, this is the first integration 
you need to achieve in your practice. In climbing, when you 
“rope-up” you have a heightened sense of responsibility and 
determination to safely reach your goal. Your partner’s inter-
est and your interest are one. Decision-making is shared. 
Communication is clear. Success depends on both of you. 
Integration of leadership lays the foundation for teambuild-
ing in the practice and the subsequent integration of behav-
ioral health. [17]

Exercise #2
To find a leader to manage your practice, ask:
1)  What is a current health or healthcare delivery problem and 

why? Why is this issue important to you?
2) Why do you want to work in healthcare?
3)  As a manager, what do you believe is your scope of responsibili-

ties and how do your education and experience support you?
4) How do you lead as a manager?
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5) What is your concept of teams, teamwork, and team care?
6)  How do you define and measure excellence? How do you per-

sonally exhibit “excellence”?

To create a physician–manager dyad and transition from 
manager to leader, you must share why and how you con-
structed your vision. To literally get on the same page, I 
shared articles, books, presentations, and podcasts that 
inspired or shaped my vision in order to facilitate a common 
direction through mutual understanding. We met regularly 
each week to share perspectives of the teaching. Many of the 
references listed in this chapter were part of our “book club.”

The second step is to create a guiding coalition [18], a 
diverse group committed to the vision and led by your man-
ager. You must prepare your coalition to be the ambassadors 
that spread the vision among the clinicians and staff. This step 
lays the foundation to create collaborative teams by aligning 
values and purpose within the practice. Begin with leading the 
coalition in open-ended discussions focusing on why and how 
this vision will meet their personal goals and aspirations. In our 
experience, we found that the main reasons that resonate with 
clinicians and staff to pursue integration are increasing health 
equity, defragmenting physical-behavioral healthcare, improv-
ing quality of care, increasing meaningfulness in patient inter-
actions, decreasing workflow barriers, and reducing workforce 
burnout through better patient access to behavioral health.

A best practice to promote sharing a vision is to clarify 
messages and then practice delivering those messages in dif-
ferent scenarios. Michael Roberto in a lecture series, The Art 
of Critical Decision Making, states that you must frame your 
vision as an opportunity and advantage as opposed to a risk 
or burden [19]. Your vision must be shared, dissected, and 
validated by each clinician and staff member to overcome the 
complacency that maintains the status quo [20]. This process 
leads to a shared commitment and shared vision. Over time, 
staff will also interact with patients using the same messages 
framed from these conversations.

The physician champion, who has one foot in the present 
and one foot stepping into the future, must also listen to the 
clinicians and engage them by linking the vision to their pur-
pose and by showing them how the vision fulfills their clinical 
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goals and resonates with their personal aspirations. In a study 
in 2009, only 14% of employed physicians felt their values 
aligned with leadership [21]. Clinicians are most engaged 
when they see their own personal gaps in care. We conducted 
a PCMH practice self-assessment, a Clinical and Community 
Needs Assessment to identify gaps in care, and shared clini-
cian performance measures to fuel the desire to improve. 
During our team meetings, we discussed the clinician’s role 
and scope of care in this vision and how this changes their 
clinical practice. Some felt sadness noting that integration 
resulted in less medical clinician-based behavioral health 
counseling. It took honest, sensitive conversation to accept 
that although they enjoy this connection, ultimately, inte-
grated teams provide better care. As in any grieving process, 
leadership must help the clinician accept change and process 
through the denial–anger–bargaining–depression–acceptance 
stages of loss [22]. Integration results in other areas of clini-
cian role changes/losses that need to be addressed. More 
details on leadership are explored in Chap. 5.

The third transition involves building a collaborative team of 
employees. Teambuilding will also be discussed in detail in Chap. 
6. Briefly, we learned that all staff must participate in transfor-
mation; otherwise, it will fail. To involve the staff, we listened to 
their desires and needs. They were given the permission and 
responsibility to “work for the patient, not for the provider.” 
Staff were encouraged to refer to patients as “our patient,” not 
“your patient” when discussing care with providers. In work-
flows, they each had the authority to stop the “production line” 
at any sign of a quality-care issue [23, 24]. They understood that 
their actions could save a life and they embraced this responsi-
bility with the cautious enthusiasm that this role demands.

This strategy reoriented our hierarchy from vertical to 
horizontal leadership. In other words, we changed the culture 
on how we worked together by transforming into a team- 
based organization and committing to the vision and details 
of implementation together.

Strategic Questions #2 
What current factors need to change? What drives change or qual-
ity improvement in your practice? What support do you and your 
staff need?
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CB Focus your attention on your people and environment. 
Michael Roberto continues, “Our environment shapes how 
we think, how we interact with those around us, and how we 
make judgments.” Moreover, Steven Johnson in Where Do 
Good Ideas Come From [ 25] shares the importance of envi-
ronment as it promotes innovation. He identifies one reason 
to explore good ideas is to become more innovative. He asks, 
“What are the spaces that have historically led to unusual 
rates of creativity?” Good ideas lay dormant and are not a 
sudden inspiration but rather occur when there is a collision 
of an idea with another idea(s) to mingle and become a 
breakthrough (even if it takes a few years). We found our 
guiding coalition was fertile ground for such co-mingling of 
ideas and provided a clear direction to guide, align, and 
inspire action among all clinicians and staff. Other venues to 
co-mingle ideas were all-staff meetings, wellness activities 
and retreats, and teambuilding topic-conversations.

Once teams were formed, staff needed inspiration from 
leadership. Inspiring action began with permission to “be the 
change that you want to see.”2 We instilled the belief that the 
vision is possible by de-escalating fears and addressing con-
cerns. Small groups and one-on-one conversations work best. 
I took each staff member out to coffee or tea over 3–4 months 
to build on an existing relationship and to proactively ask 
questions, to gather ideas on improving the initial vision, and 
to assess their readiness to change or go through the integra-
tion journey together.

Strategic Questions #3 
How can you determine if you have the right clinicians and support 
staff for your integration journey?

A second method of asking questions and gathering feed-
back came in the form of mandatory reflection homework 
and story writing. The question was posed to each employee: 
Why is behavioral health integration important to you? Much 
like the wide range of perspectives in the blind men and the 

2 Attributed to Mahatma Gandhi and paraphrased from “…If we could 
change ourselves, the tendencies in the world would also change. As a 
man changes his own nature, so does the attitude of the world change 
towards him…”
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elephant parable, all the responses recognized the value of 
integration but from different viewpoints depending on how 
they interfaced with the patient. Our front desk personnel 
believed what is important to our patients is important to us. 
Many expressed how important it was to have behavioral 
health here where it is immediately available rather than 
making a referral. Our nurse and medical assistants wanted to 
have the ability to help people right away, feeling that it made 
a big difference since many of our triage calls are about 
behavioral health issues. Our Physician Assistants, who see 
patients with behavioral health issues every day, felt a sense 
of relief from overcoming the barriers to access. Everyone 
had a different reason or purpose for working at our clinic. 
You must nurture each individual’s passion to make transfor-
mational change. The common denominator was that we all 
agreed that this was our responsibility because the majority 
of behavioral healthcare is delivered by primary care [26] and 
access to treatment presents significant barriers to patients 
[27]. Unlike the fragmented visions in the blind men and the 
elephant parable, this process of telling one’s story helped 
establish a common reality to see the “big picture” by putting 
all the parts of integration together in one tangible, cohesive 
vision.

We had to change how we engaged one another to trans-
form into a collaborative team. We discovered we had the 
right clinicians and staff. Through one-on-one coffee dates 
and essays, sharing “Dr. Hammond’s vision” changed to “our 
WMC vision.”

 Choosing and Being Chosen as a Partner

“If you want to travel swiftly, travel alone. If you want to travel 
far, travel together.”

African proverb

RSH Not until 2012 did our clinic have another opportu-
nity—Advancing Care Together—to partner with behavioral 
health. In this grant, we were able to breach two major barri-
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ers to behavioral healthcare—location and cost—by co-
locating a behavioral health clinician (BHC) into our practice 
and providing the initial six visits at no cost. We dramatically 
increased our reach and showed significant improvement in 
depression markers with positive trends in diabetes manage-
ment. When the grant ended, so did the funds and this 
project.

After 3  years of growing and refining behavioral health 
integration, our BHC became an indispensable, deeply 
rooted team member and we could not imagine practicing 
without this support. We understood the value, mastered the 
workflow, and saw the results. We made the critical decision 
that we must find a way to make it work as an essential core 
service in our practice.

To continue with a fully integrated model, the options we 
considered were to employ a BHC; to co-locate with a self- 
employed BHC; to contract with a telepsychiatry service; or 
to merge services with a Community Mental Health Center. 
We evaluated each of these options from financial and opera-
tional perspectives within the framework of the PCMH prin-
ciples. We used the comparison table below as a checklist to 
compare the different integration models, the strengths and 
weakness of applicants, and likelihood of financial viability. 
The clinical needs may be different for your organization. 
Use this worksheet to determine which model works best for 
your organization. Examples that applied to our practice are 
listed in the first row (Table 3.1).

An external partnership with a Community Mental Health 
Center best fit our vision, mission, and needs without the 
burdensome economic pressures that would threaten success. 
It fulfilled our mission to engage with the community as a 
Community-Centered Medical Home and provided access to 
full-service psychiatric care. Although employing our own 
BHC would have advantages, the clinical benefits of partner-
ing with a Community Mental Health Center outweighed the 
loss of control and direction in our situation. After all, inte-
gration is a journey in collaboration.
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CB We sought an external partner who shared a common 
vision and commitment to continue this integration journey. 
As Winston Churchill said, it takes courage to listen. With 
what we learned from previous attempts, our first step was to 
meet and listen to the leaders of the Community Mental 
Health Center to explore collaboration. To find the right fit, 
we first needed to be sure that we could work together 
through aligned values, and second, to ensure that we could 
satisfy the clinical needs of the practice.

Even if financial analysis is not how you primarily reach 
decisions, a financial plan (discussed in Chap. 4) must first be 
addressed before you can start exploring the details of any 
type of partnership. As opposed to a zero-sum game, to create 
a positive-sum outcome and a mutually beneficial agreement 
with any partner, one must satisfy the needs, desires, expecta-
tions, and interest of both parties through integrated or 
interest-based bargaining [28].

The fixed opinions of positional bargaining will only lead 
to ineffective compromise and the inability to reach an agree-
ment. Both parties must take an honest interest in each oth-
er’s needs, concerns, and desires to help mitigate against 
financial loss in working together. Since financial benefit is 
unlikely, success requires acknowledging and accepting the 
value of other economic and noneconomic advantages.

Assuming a financially viable model was achievable, we 
set out to find a Community Mental Health Center partner. 
We called our county mental health center first since the 
organization serviced our community. We did not know why 
an organization would want to partner with a small, private 
practice. How would we know if the organization was inter-
ested in partnering for integration? So, we asked.

We found that Community Mental Health Centers have 
the basic desire to outreach and partner with the community 
and recognize the barriers to behavioral health access. It was 
just a matter of whether they saw the value and had the 
resources to connect with primary care. Rick Doucet, CEO of 
Community Reach Center, also a participant in the Advancing 
Care Together initiative, had a strong commitment to collabo-
rate with community partners. He accepted integration as a 
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loss leader, observed that integration is local, and invested 
accordingly to be successful. He acknowledged that starting 
with a grant is helpful, but you need to find creative ways to 
keep costs down to be sustainable. One must be prepared to 
endure a long learning curve and have the willingness to 
work together. He states that integration is not a plug-and- 
play project; you cannot duplicate the same process from 
practice to practice. All of the clinicians of the medical prac-
tice must demonstrate interest in working with the BHC to 
commit to providing whole-person care.

Daniel Fishbein, PhD, the Vice President of Corporate 
Business Development at Jefferson Center for Mental Health 
has integrated with over 30 primary care practices in metro 
Denver. He recommended that you search for signs on an 
organization’s website indicating whether they are open to 
integration. Look for a dedicated person who is responsible 
for integration and has current partnerships with primary care 
in the community. In partnership, he states that both must 
satisfy the needs, desires, and expectations of one another in a 
mutually beneficial agreement and nurture the relationship 
through meetings, conversation, and a go-to person.

Experience from Physician Health Partners, a Denver 
management service organization, demonstrated that timing 
is important. If either a Community Mental Health Center or 
the primary care practice is going through leadership change 
or restructuring, collaboration is unlikely to be successful.

Strategic Questions #4
What do you need to know to assess if a potential Center may be a 
good partner?
1)  What are your mission and long-term goals? What is your phi-

losophy of care?
2)  What is your current practice culture? How do you view primary 

care and what is the role of primary care in behavioral health?
3)  What is your understanding of integration? Where are your gaps 

in care?
4)  Is the leadership willing to commit to this project, and how will 

they engage and support staff in this effort?
5)  Do they have the time and communication channels to make this 

successful? Do they have a dedicated employee with responsibil-
ity to manage integration initiatives in the community?

6)  Do they have the administrative and financial resources to 
integrate?
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After numerous meetings in exploring a partnership with 
the Community Mental Health Center, we began merging 
cultures to start doing the work of integration.

 Merging Cultures with Behavioral Health

“Change is scientific; progress is ethical.”
Bertrand Russell

“Though the leaves are many, the root is one.”
William Butler Yeats

RSH Two distinct cultures, medical and behavioral health, 
have evolved [29]. Merging these cultures was the most chal-
lenging aspect of this transformation. Culture is the social 
behavior and norms developed from the knowledge, experi-
ence, beliefs, values, attitudes, and meanings acquired by a 
group of people or organization. Culture determines a group’s 
vision, strategy, infrastructure, and governance policy that 
translates into how decisions are made and work gets done. 
You must respect that diversity and those differences. Although 
you need to preserve each other’s cultural identity; ultimately, 
you need to create a new “we” through shared goals and shared 
tasks. Merging cultures is not just creating a balance between 
different groups. It is an evolution to a new homogenous and 
harmonious team.

Language and communication were our biggest challenges. 
Over the years, we found differences in jargon led to uncer-
tainty in goals and relationships. Resistance to share bidirec-
tional information and care plans led to ambiguity in assigning 
responsibility resulting in fragmentation of treatment. 
Differences in workflow expectations led to friction. Different 
definitions of successful outcomes resulted in misunderstand-
ing, while different paces in practice led to a dys-synchrony in 
care delivery.

Strategic Question #5
How do you work together and communicate with others in patient 
care?

Anticipating these issues prior to our next attempt at inte-
gration and through the collaborative efforts of WMC, 
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Advancing Care Together, and the Colorado Center for 
Primary Care Innovation,3 we developed a Compact to serve 
as a Rosetta Stone [See Appendix A] to bridge these differ-
ences and to create team care by providing a framework for 
better communication and safe transition of care between 
primary care and BHCs. This agreement served as a portal to 
a new merged culture encouraged by shared leadership and 
supported by definitions for integrated behavioral healthcare, 
types of transitions, and relational elements with primary care.

The Compact is a multidimensional tool that provides a 
platform for a common vision and strategy to begin a partner-
ship and merge cultures. During the building phase, it provides 
an agenda and concrete plan to close critical gaps and build a 
collaborative team. When differences arise, it serves as an arbi-
tration tool based on common goals and agreement. It distin-
guishes the sacred differences that support each other’s personal 
identity that must be preserved when merging cultures.

Daniel Fishbein, Vice President of Corporate Business 
Development at Jefferson Center for Mental Health, noted 
that the Compact helped shift from hierarchal leadership to 
collaborative leadership and encouraged a “go with the flow” 
attitude. Many clinicians have difficulty in sharing patients 
and need to decrease their territorial tendencies to be respon-
sible for all aspects of patient care. The Compact encourages 
a collegial relationship with the BHC, helping them become a 
respected and valued member of a multidisciplinary team and 
make the transition from a behavioral norm of episodic care 
to the continuity model of primary care.

CB The Compact provided solutions to the many barriers 
to forming functional, communicative clinician teams. The 
four domains of collaborative care in the Compact are: transi-
tions of care, access, collaborative care management, and 
patient communication. Referral and transition of care tem-
plates are provided to ensure each clinician had the necessary 

3 A 501(c)3, nonprofit foundation founded by individuals at Westminster 
Medical Clinic

R. S. Hammond and C. Barba



55

information to improve bidirectional communication and 
clarify responsibility and accountability.

Creating examples of ideal consult reports and providing 
feedback by editing initial patient consult reports helped the 
BHCs understand the medical language and learn the best 
format to provide useful information to the clinician. Similarly, 
the Compact provided a referral template from clinician to 
BHC containing the essential information to optimize the 
patient’s first visit.

The Compact was eventually re-named Collaborative 
Guidelines to promote teamwork and partnership. The prin-
ciples were easily agreed upon, but operational details 
required a deep-dive review and discussion with management. 
Several meetings followed to discuss details of scheduling, 
referrals, documentation of visits, sharing of visit documenta-
tion, and shared resources to provide integrated care. Details 
of these considerations and tips for integration are discussed 
in the next chapter, Building from the Ground Up.

 Conclusion

To successfully implement behavioral health into primary care, 
you must have a clear vision and mission supported by strong 
values in order to withstand the distractions and  misdirection of 
the healthcare system and overcome the inherent challenges of 
transformation. Building a strong team who shares this vision is 
paramount before integrating behavioral health. Selecting the 
right partner with common vision and values is critical to create 
the shared culture needed to achieve integration that serves the 
needs of both behavioral health and primary care.

There is nothing extraordinary about our practice that 
successfully took us down this path. We are just ordinary 
people who use the work of extraordinary minds. All prac-
tices have the potential for integration when vision meets 
determination.
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 Preamble

The foundation is ready and you are now able to stand on it 
together. But how will the “walls and roof” go up incremen-
tally in a way that builds momentum while reflecting the 
shared vision? What are the tasks and a practical “construction 
sequence”? How are the inevitable balances struck between 
competing priorities within that shared vision? How can your 
financial plan balance revenue and noneconomic benefits? 
How do you balance the use of “workarounds” with more 
mature and sustainable methods beyond your direct control? 
How will you orient and train staff—and get organized to 
change workflows and track expected outcomes? CJP

Westminster Medical Clinic (WMC) was first opened in 1952 
and remains a small, physician- owned family medicine practice 
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serving approximately 6000 patients in a northwest suburb of 
Denver, Colorado. Our payer mix is 70% commercial, 25% 
Medicare Advantage and Medicare B, and 5% uninsured. 
WMC has been a National Committee for Quality Assurance 
(NCQA)-recognized Patient-Centered Medical Home 
(PCMH), Level 3, since 2009. Our team care is structured after 
the Bodenheimer Teamlet Model [1]. Our core team consists of 
a physician, one to two midlevel clinicians, and two to three 
medical assistants supported by an RN care manager, care 
coordinator, 1.5 FTE behavioral health professionals, a certi-
fied health coach, and a chiropractor. WMC has participated in 
numerous pilots, grants, and initiatives since 2003. In 2013, 
 following a rigorous nationwide search, WMC was selected as 
1 of 30 exemplar practices by the Robert Wood Johnson 
Foundation and the MacColl Center for Health Care 
Innovation at the Group Health Research Institute to partici-
pate in the Learning from Effective Ambulatory Practices 
(LEAP) project. More recently, the clinic participated in 
Advancing Care Together, the State Innovation Model, and the 
Comprehensive Primary Care Plus initiative.

 Introduction

Life is a series of pulls back and forth.
You want to do one thing,
but you are bound to do something else …
“A tension of opposites,
like a pull on a rubber band.
And most of us live somewhere in the middle.”…
So which side wins?
He smiles at me, the crinkled eyes, the crooked teeth.
“Love wins. Love always wins.”

Mitch Albom [2]

CB You have a vision. You have a partner. You have built a 
culture and a team of clinicians and support staff ready for 
integration. You have worked on your practice. Now, you and 
your team need time to work together and evolve in your 
practice to create a strong foundation and to support making 
sound decisions. No matter the size of your organization, 
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behavioral health integration takes time, more time, and then 
more time. Behavioral and physical health in primary care 
have been separated for years. It is imperative to form realis-
tic expectations for how long this journey will take to re- 
connect these two disciplines. Although it seems overwhelming 
at times, you can succeed when fueled by your vision, directed 
by a clear plan and driven by a step-by-step approach.

You can reach your vision by taking small steps over time. 
Integration success is not defined by one implementation 
step, one moment, one choice, or one lucky break. Jim Collins 
writes that “an overall accumulation of effort in a consistent 
direction” [3] generates momentum. With each implementa-
tion step, we gathered momentum and achieved our vision 
through patience, heart, and perseverance to attain our goal 
of comprehensive, whole-person patient care.

The Gantt chart below displays the categories of steps to 
take after you accomplish constructing and sharing a vision, 
partnering, and merging cultures as discussed in Chap. 3. Your 
organization, however, may be subject to different care deliv-
ery models, nuances in management styles, unique local legis-
lation, and varying capacities needed to successfully integrate. 
Nevertheless, certain tasks must first be achieved before 
proceeding to the next step. The Tasks, Tips, Questions, and 
Considerations below provide topics to explore in getting 
started. I will outline the steps that worked for us and high-
light some of the activities that supported our integration 
(Fig. 4.1).

 Decision Priorities and Needs Assessment

There is nothing worse than a sharp image of a fuzzy concept.
Ansel Adams

CB First and foremost, I needed to determine what drives 
my decision-making in order to stay focused on one “side of 
the rubber band.” Do not allow decisions to “live in the 
middle”; otherwise, you will lose momentum and clarity. Your 
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decision drivers should be embedded in your vision, mission, 
and your organizational values. Examples of drivers that 
should be measurable and attainable are quality, profits, 
affordability, and clinical evidence.

After determining your drivers, next, prioritize. We made a 
decision to offer behavioral health integration not because it 
would add revenue to the clinic but because it resonated with 
why the clinic exists and fulfilled our goal to provide compre-
hensive whole-person care. This reason for behavioral health 
integration gave us permission to plan for financial sustain-
ability with a breakeven or loss leader strategy. You may have 
many drivers, but determining the primary driver as the prior-

Table 4.1 Tips, questions, and considerations for assessing clinical 
needs and business logistics for your integrated approach
Tasks to complete Tips, questions, and considerations
Complete a clinical 
and community 
needs assessment

Complete prior to sharing a vision and 
choosing and being chosen as a partner 
(see Chap. 3). It is important that providers 
and staff know the gaps in care
Review the clinical literature to select 
a type of therapy or model to be used 
in practice. The preferred model should 
match the needs of your population and 
inform a job description for a behavioral 
health clinician (BHC)

Review anti-
kickback/Stark laws 
with your legal team

What is the structure of your business? 
Local laws, the financial relationship with a 
partner, and your organizational structure 
may impact referral patterns between 
medical and behavioral health

Develop a Business 
Associates 
Agreement with a 
Community Mental 
Health Center and 
include protected 
health information

Become familiar with state laws, federal 
laws, and HIPAA compliance. This will 
result in more productive discussions about 
expectations in documentation, continuity 
of care, and in sharing records with your 
BHC partner. This would also be relevant 
for practices hiring their own BHC and 
in clarifying relationships when external 
referrals are indicated
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ity will release the tension from being “bound by something 
else,” such as health plan measures, large healthcare organiza-
tion regulations, or by the most powerful force, the status quo. 
Instead, what binds you can be your patients and their needs.

There are various methods of identifying community 
needs. Use a needs assessment template or asset-based map-
ping materials to get started.

First, assess the needs of your local community. State and 
county public health departments and the Centers for 
Disease Control share population-level data of health indica-
tors in your area. Identify the medical conditions and social 
determinants of health in your geographic area. In our state, 
diabetes is most prevalent in our county.

Second, gather population data on your established patients. 
Run a report in your electronic health record (EHR) to deter-
mine the most frequently documented diagnosis codes. When 
we began behavioral health integration, our list of 10–20 most 
frequent codes included diabetes, hypertension, pain, and 
acute issues. Over time, depression joined the list. The number 
of patients diagnosed with depression and anxiety will grow in 
the initial months of integration. The list will help assess cur-
rent needs in your population. Revise the count of patients 
with each diagnosis on your list and review the depression and 
anxiety literature to estimate the number of established 
patients with potential behavioral health needs per diagnosis.

Third, insurers mandate clinical quality measures in vari-
ous programs and initiatives. Which National Quality Forum 
(NQF) measures are you following? Clinical quality mea-
sures from insurers or Accountable Care Organizations may 
dictate who and what you measure. For example, NQF #0418 
relates to the percentage of patients screened for depression 
with, if positive, a follow-up plan documented on the date of 
screening. What are your practice’s or health plan’s NQF 
clinical quality goals? Of the patients identified with the most 
frequently used diagnoses in Step 2, how many of those 
patients should be included in the denominator to meet this 
goal? You may also find a sub-group of patient needs in the 
problem lists of your patient charts. See Chap. 7 for further 
details on the use of measures in quality improvement.
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Steps 2 and 3 both determine baseline demand for a BHC 
and the visits needed per day for patient access. In the next 
section, I will show you an example on how to use this 
information.

Finally, offering an anonymous patient survey gathers 
feedback about healthcare issues important to patients. 
Design survey questions to determine how patients access 
care and for what reasons patients seek care. Ask patients if 
they would use a BHC located in your practice and gather 
reasons for why or why not. Patient feedback also creates a 
list of reasons and conditions why patients who do not have a 
Diagnostic and Statistical Manual of Mental Disorders-V 
(DSM-V) diagnosis want to see a BHC.  This is important 
since billable services are linked to DSM-V.  Adjust the 
patient count from Steps 2 and 3 earlier to equal a final esti-
mation for patient demand per day that accommodates all 
needs in the practice.

Based on your population’s acceptance of BHC counseling 
and the practical skill set of your clinicians to treat behavioral 
health conditions, you will also need to determine the best 
clinical model of care (Solution-Focused Brief Therapy 
(SFBT), Cognitive-Based Therapy, others) that will improve 
the health outcomes of the populations you have identified in 
the needs assessment and that are preferred by your medical 
providers. This will require input from your physician cham-
pion. As in many practices, our providers frequently medi-
cally manage patients and voiced a great desire to access 
psychiatrists for medication consultation; consulting psychia-
trists are a prominent feature of some integrated models, such 
as the Collaborative Care Model or TEAMCare.

RSH From a provider perspective, the overall needs were 
easy to identify since we live the gaps in care on a daily basis. 
Our barriers to care included limited time to adequately 
screen and evaluate behavioral health symptoms and limited 
access to behavioral health services. Our patients struggled 
with financial issues and the fear and anxiety of obtaining 
care at unfamiliar locations. We also observed how depres-
sion adversely affected outcomes in chronic disease 
management.
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Armed with this clinical angst, we sought a model to fill 
these gaps. As a Patient-Centered Medical Home, we under-
stood the nature of care coordination and team care and 
recognized the need for screening for behavioral health dis-
orders; yet, we had failed at previous attempts at co-location. 
Our initial attempts to fill these gaps were piecemeal and 
reactionary. We knew integration was our next step. 
Integration, however, can mean different things to different 
people and we needed a specific definition and criteria to fol-
low. We needed a model to encompass the big picture to see 
the forest and, at the same time, provide an effective and 
consistent structure to identify the trees.

In preparation for applying to the ACT grant, I discovered 
Evolving Models of Behavioral Health [4]. This document 
provided the structure we needed to outline our program and 
direct our efforts by introducing the concept of four quadrant 
clinical integration. They clearly defined the terms—coordina-
tion, co-location, and integration—and from the continuum of 
coordination to integration proposed eight models of care 
depending on your capacity, resources, and goals. Similar to the 
NCQA PCMH, this document gave us the blueprint, guidance, 
and infrastructure we needed to develop our model of care.

Although unaware of this transformation tool, we mir-
rored the GROW Pathway [5] to integrate our model—Goal 
setting, Resource assessment, Options, and Work develop-
ment. Well into our integration process, we discovered 
another document that helped refine our approach and vali-
date our direction, Organized Evidence-Based Care: 
Behavioral Health Integration [6]. It would have saved a lot 
of time and energy if we had access to these documents at the 
beginning of our journey. These documents categorized and 
organized the major issues to address in transformation and 
provided a stepwise framework to get started.

We chose Solution-Focused Brief Therapy (SFBT) as the 
primary treatment model for our practice. SBFT focuses on 
problem-solving current issues and takes a goal-oriented 
approach that helps the patient move toward a desired future 
while exploring how their solutions involve other people in 
their life. This model best fit with the dynamics, time 
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resources, and workflow of our practice. We wanted to engage 
our patients with practical and immediate steps to improve 
their lives and build up from these small “wins” to achieve 
long-term objectives. SFBT was particularly useful in work-
ing with patients with chronic diseases by focusing on patient 
strengths and resources.

 Financial Planning Focuses on Nonrevenue 
Gains

The future is already here – it’s just not evenly distributed.
William Gibson

CB Many of you might be looking at this section first to deter-
mine how to afford behavioral health integration. As noted in the 
Introduction, there is a “tension of opposites” to offer behavioral 
health services and to financially afford it (or actually see a positive 
net income). If you are hoping to read an erudite business plan on 

Table 4.2 Tips, questions, and considerations for financial planning
Tasks to 
complete Tips, questions, and considerations
Determine 
your financial 
plan for 
clinical 
operations

•  In your plan, be cautious not to improve quality 
at the expense of your financial stability

•  Does your state or the health plans covering 
your patients prohibit billing for both medical 
and behavioral health services on the same day?

•  What alternative means of financing BHC 
services are available (codes specific to 
integrated care, alternative payment models)?

•  If using an external partner, what health plans 
are accepted by the BHC partner? The BHC 
should accept at least 80% of the practice’s 
health plans

•  Explore and negotiate a “1st free” consultation 
with the BHC to reduce the patient’s financial/
emotional barriers. The duration of this 
introductory visit may be shortened so as not to 
limit your BHC’s visit access and capacity
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Tasks to 
complete Tips, questions, and considerations

Determine 
your up-front 
financial 
“risk-
tolerance” 
and budget 
for 3 years of 
integration

•  How much money can you spend in up-front 
investment or costs to start integration without 
jeopardizing your practice’s financial health? 
Work with your certified public accountant

•  Forecast a projected 3-year profit-loss 
statement and balance sheet; run the Quick 
Acid Test (goal ≥1) and Total Debt to Total 
Assets (goal <0.50) to expose the potential of 
becoming insolvent

•  In the profit-loss statement, include up-front 
costs for a BHC such as equipment, computers, 
desk, supplies, software or EHR provider 
license, capital improvements, rent, medical 
provider/staff nonrevenue generating time, and 
costs toward integration. Ongoing costs include 
EHR provider license, rent, continuing medical 
education, medical provider/staff nonrevenue 
generating time, and costs toward integration

•  Estimate the visit productivity necessary to 
maintain total ongoing costs of a BHC to 
ensure sustainability in all 3 years of the profit-
loss period

Determine 
“fair market 
value” for 
space in your 
practice, 
transaction 
amount, and 
frequency. 
Confirm with 
your legal 
team

Specific to external partnerships, this may 
depend on “innovation philosophies” or grant 
opportunities and expensing requirements

Determine 
how to 
reward your 
providers and 
staff

This depends on your organization’s 
infrastructure, business, and payment model. 
Consider offering continuing education to 
support the new innovation, share stories, and 
celebrate small wins along the way

Table 4.2 (continued)
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how to offer behavioral health integration to generate profits, 
unfortunately, there is not a business case to argue that behavioral 
health integration increases revenue for a small, private practice. 
(Read that last sentence … again.) While integrated care codes 
and programs are increasingly available to buffer the losses, in all 
behavioral health integration efforts, noneconomic gains support 
the goals of the Quadruple Aim [7]: improving quality of care, 
improving patient experience, decreasing healthcare costs, and 
increasing provider and staff well-being. Since these noneconomic 
gains indirectly influence economic gains, do not underestimate 
the impact of these noneconomic gains on the overall financial 
health of your organization. The cultural shift resulting from these 
noneconomic gains supports successful integration efforts.

Noneconomic gains in behavioral health integration 
include:

• More meaningful experience among medical and behav-
ioral health clinicians and personal fulfillment by offering 
collaborative, accessible care to patients. Clinicians enjoy 
more efficient workflow through timely access to behav-
ioral health.

• Stronger practice culture and staff who want to be engaged 
as part of solutions resulting in less burnout and lower 
turnover of team members.

• Enhanced reputation for whole-person, community-based 
care that attracts new patients. We experienced increased 
new patient visits specifically because behavioral health 
services were available. Consider how to best promote 
your relationship (more on this topic in section “Staff 
Development and Patient Engagement”).

• Increased patient satisfaction with patient-convenient 
hours and scheduling options. Options support higher 
 volume and reimbursement. Early morning and evening 
hours are typically high demand (more on this topic in 
section “Workflows and Clinical Outcomes”).

To address costs and profits (or at least enough revenue to 
start up and continue integration), studies support that 
behavioral health integration reduces healthcare costs and 
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increases quality of care. One study showed cost savings of 
$3363 per patient after 4 years of integration [8]. That breaks 
down to $70 per patient per month (PMPM) healthcare sys-
tem savings with behavioral health integration. For our small, 
primary care clinic serving 6000 patients, our upstart costs 
were approximately $55,000 with ongoing maintenance costs 
of $51 PMPM.

Broken down further,
 $55,000/5 months = $11,000 per month upstart costs
 → $11,000/6000 patients = $1.83 PMPM upstart costs

 $1.83 PMPM upstart costs + $51 PMPM ongoing costs
 = $53 PMPM to start, implement, and sustain behavioral 

health into our clinic for 5 months.

Our start-up costs (mostly in-kind services and not cash 
expenses) included medical director hours researching clini-
cal care models; meeting time preparing for integration 
activities such as generalized screening; finalizing appropriate 
paperwork such as integration disclosure and consents to 
treat; designing promotional materials; and meetings with our 
Community Mental Health Center partner. As seen in the 
Gantt chart and each section in this chapter, many of the 
upstart costs relate to preparing for the implementation 
phase. Over time with more lessons learned, tools, and 
resources available from successful integration projects, 
upstart costs should be lowered to some extent.

The figures above are estimates but point out that cost sav-
ings to the healthcare system may be greater than expenses 
even in a small, primary care clinic. The research from 
Advancing Care Together was much more robust and sound. 
One of the best articles available to date is Start-Up and 
Ongoing Practice Expenses of Behavioral Health and Primary 
Care Integration Interventions in Advancing Care Together 
(ACT) Program [9]. The article shows promise that behav-
ioral health integration is affordable and such cost informa-
tion along with evidence on savings could be leveraged with 
payers. For more on leveraging your business case with pay-
ers, see Chap. 8.
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There are several ways to fund integration. It is possible to 
employ your own BHC and follow a traditional fee-for- 
service model. This model, however, requires substantial 
investment, grant revenue, or use of coding practices to sup-
port (but not entirely pay for) behavioral health integration. 
There are now various fee-for-service codes such as Health & 
Behavior codes and codes for case managers and psychiatric 
review of cases in the Collaborative Care Model that can be 
used to support costs.

Value-based care payments or shared-savings models in an 
Accountable Care Organization may allow for more financial 
flexibility in redistributing revenue toward integration. It is 
possible that a large or corporate-based practice may have 
the administrative resources and the ability to negotiate with 
health plans to optimize contracts to financially support inte-
gration. Depending on your location, insurers may be willing 
to pay a capitated fee for your behavioral health integration 
efforts. In this case, be sure to have the data to support the 
implementation and maintenance costs of your program.

The most promising method of funding integration for our 
clinic was to partner with a Community Mental Health 
Center that has experience in behavioral health integration 
and contracts with most health plans. The Community Mental 
Health Center has more financial flexibility to support pri-
mary care. The financial planning can be led or shared by the 
Community Mental Health Center based on their transpar-
ency, resources, and needs. The Vice President of Corporate 
Business Development at Jefferson Center for Mental Health 
notes, “the Community Center recognizes the value proposi-
tions of a primary care clinic: a guaranteed referral pattern to 
a BHC.”

In our model, the Community Mental Health Center 
financially funds the total costs for a BHC (salary, benefits, 
malpractice, licensure). BHC personnel costs total $60–
$100 k depending on region and credentials. The primary care 
clinic must, therefore, focus on maintaining a referral pattern 
to cover the costs of a BHC.  The following productivity 
breakdown is feasible:
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$100,000 annual expenses for a BHC
Divide by the average reimbursement for a typical BHC visit 
(depends upon contracts, payers, and region).
 → $85/visit
 =  1176 visits/year needed to break even for funding a BHC.
Divide by 12 months in the year.
 → 98 patients/month to break even for funding a BHC.
Divide by the average number of BHC work days per month (or 
convert the number of hours into “days”). At WMC, the average 
number of working days is 21 days.
 → 4–5 patients/day need to be seen by a full-time (1 FTE) BHC 
to break even (with 45–60-min visit durations with dedicated 
administration time).

Based on the patient needs assessment already completed, 
will the clinical needs fill the BHC capacity? What is the typical 
referral “attrition” rate in your clinic?

Even though medical providers refer patients and the 
BHC has access, patients may not complete a scheduled visit. 
Even with the best promotion strategies, there are “no shows” 
and cancelations. As integration evolves, however, the rate 
improves. Review and calculate a rate of missed appoint-
ments as a starting place. This rate will be lower than the rate 
for behavioral health appointments, but a baseline is helpful 
in assessing progress. Initially, in our clinic, 50% of patients:

 (a) Did not visit with the BHC even when scheduled by the 
BHC

 (b) If the patient scheduled, missed the first appointment

Therefore, using the above example, our medical providers 
initially needed to generate ten referrals per day until our 
BHC grew a large enough panel to reach schedule capacity. 
At WMC, serving 6000 patients, our clinical needs fit this 
approximate breakdown. WMC has enough patients with 
specific diagnosis or co-morbidities to fund 1.5 FTE BHCs. 
Naturally, another approach was needed to improve the rate 
of completed visits. Warm handoffs will be discussed in sec-
tion “Staff Development and Patient Engagement”.

What if the patient needs assessment shows that the primary 
care practice can only fund 0.5 FTE BHC? The full benefit of 
behavioral health integration may not be realized; however, it 
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does not mean you should not proceed. With Standing 
Orders, referral parameters as guidelines, and a consistent 
plan for medical provider adoption, the providers, staff, and 
patients can fund a BHC. See more on this topic in section 
“Workflows and Clinical Outcomes”. Sharing a BHC with 
another practice is another consideration.

To make the partnership work, a primary care practice can 
share expenses with a Community Mental Health Center. 
Offer clinic space, EHR access, and supplies for integration 
in-kind to the Community Mental Health Center. The BHC 
needs a “home” or dedicated space for patient visits. With 
consolidation of policies and protocols and digital promotion, 
discussed in the subsequent sections, the supplies needed for 
the BHC do not substantially add to operational expenses 
and can be absorbed by the practice. EHR access is not an 
additional expense as the vendors allow for “resources” 
rather than provider “licenses” that result in zero cost. These 
in-kind expenses are minimal to a primary care practice and 
appreciated by a Community Mental Health Center.

There are expenses that did change the clinic financial 
health. Project how behavioral health integration may shift 
the company’s financials.

Economic gains or increased revenue occur as a result of:

• Increased medical visits because behavioral health issues 
were identified more consistently through screening and 
standing orders

• Increased patient visits as a result of community 
awareness

Economic losses or decreased revenue occur as a result of:

• Co-management of patient care with a BHC.
• Care team meeting time.
• Extended time in check-in to rooming workflow (longer 

patient visits lead to fewer patient visits).
• Offering in-kind space for a BHC increased rent as a non-

revenue generating space.
• Clinicians and staff may expect wage increases with con-

tinuous transformation efforts that result in expansion and 
complexity of their clinical duties.
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Robust workforce salary data do not exist for primary care 
staff who have expanded their job description and integrated 
behavioral health into their workflow. It is a major challenge 
to build a team and culture when compensation does not 
match efforts and performance. The morale of clinicians and 
staff is impacted when the consistent message is: you are 
offering care that cannot be found in many places; you are 
saving lives but we cannot increase your pay.

To improve morale, form a wellness strategy to support 
performance and productivity. Johnson & Johnson reported 
from 2002 to 2008, for every dollar spent on employee well-
ness, the return on investment was $2.71 [10]. Another study 
suggests an organization with happy employees is 12% more 
productive [11]. Maintaining a positive culture cannot be 
done for staff but can be done with staff. In general, an orga-
nization can provide all-staff team building and coaching. 
Consider offering training on an Optimal Healing 
Environment [12] or by convening a clinic-employer wellness 
committee. Alternatively, staff engagement surveys such as 
the Gallup12 or The Mini Z Burnout Survey offer insight to 
start addressing culture. Some individuals are “fatigued” for 
short periods of time and only need small inspirations and 
positive reinforcement. This is not a strategy to retain all 
employees because an evolving culture naturally leads to 
either a change in staff or change in oneself.

WMC improved our staff performance and efficacy in sev-
eral ways. Staff listened to a series of self-reflection activities 
and personal goal-setting inspirational talks. Middle- 
management positions established new personal and profes-
sional performance goals two to three times a year. Our 
Health Coach offered free consultations to staff and con-
ducted numerous group wellness activities. Cultural improve-
ments had a small, although debatable, return on investment 
through improved productivity and staff retention. The 
capacity for our clinic to reach our goals, however, was only 
possible through emphasis on cultural development as the 
foundation of integration efforts.
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Although the right staff remain at an organization for 
meaningfulness and purpose [13], a primary care clinic can-
not expect to facilitate employee growth or retain strong staff 
and providers without paying wages equal or slightly higher 
to the marketplace. To reward integration accomplishments, 
slowly increase wages (an economic loss or increased expense) 
and consider an “all-for-one, one-for-all” approach in profit 
sharing. Profit sharing is the most tangible, rewarding mea-
sure of success for staff. When profit sharing, use both objec-
tive and subjective measures and define a formula to fit your 
company such as team-ness, clinical or operational perfor-
mance, and contributions to comprehensive services. To more 
“evenly distribute” the reward for “being the future—now,” 
share profits with all staff and providers. Alternatively, 
increasing benefits may work best in your organization. You 
can incentivize your staff with flexible work schedules, non-
clinical opportunities for research, teaching or supervision, as 
well as additional paid time-off.

RSH Fifty-four percent of primary care physicians report 
burnout, and this percentage seems to be rising yearly [14]. To 
maintain motivation, we used Daniel Pink’s triad—Autonomy, 
Mastery, and Purpose—to refuel our clinicians and staff with 
the positive energy needed to implement change by promot-
ing self-direction, by providing the skills and resources to be 
successful, and by nurturing their personal meaning in work 
[15]. BHCs can also feel isolated if they are the only BHC in 
a practice, which may contribute to burnout; helping BHCs 
connect to a network of other BHCs for professional devel-
opment and support can provide a buffer against this 
isolation.

Victor Frankl said, “When we are no longer able to change 
a situation, we are challenged to change ourselves.” Our 
patients cannot wait for payment reform. Grant funds are dif-
ficult to obtain and are short-term solutions. Loans are costly. 
Although it is difficult to do the “right thing” while balancing 
competing needs and interests, we chose to maintain our 
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innovations through salary reductions for owners, wage 
freezes, and temporarily increasing work hours. We are fortu-
nate that all of our clinicians are personally invested in our 
patients and willing to take ethical action and sacrifice for 
this professional and social responsibility. This sacrifice, how-
ever, was more related to the implementation and mainte-
nance of the Patient-Centered Medical Home than it was for 
integrating behavioral health. Our current model of “partner-
ing” with the Community Mental Health Center is viable and 
sustainable once you have spent the time and effort to create 
an effective infrastructure and strong care teams.

 BHC Recruitment and Partnership

You cannot dream yourself into a character; you must hammer 
and forge yourself one.

Henry David Thoreau

CB Integrating a BHC did not happen just once. WMC had 
been working on integration for 25  years and we have 
employed or co-located eight BHCs over this time. BHCs left 
the practice for various reasons. One had a love for children 
and school- based programs. Another had experience with 
crisis in the emergency department and was unable to adapt 
to an outpatient model of care. One had experience and will-
ingness to work in primary care, but determined her passion 
was in maternal mental health and transitioned to a federally 
qualified health center.

After three BHCs over 3 years of the ACT grant, it was 
clear WMC needed to work more closely with the Community 
Mental Health Center because our needs were not being met. 
(Many of the principles described here also apply to internal 
BHC hiring. For additional tips on hiring a BHC internally, 
see Chap. 6). This was an opportunity for WMC to rethink 
our needs and develop new criteria for success: skill set, pas-
sion, and cultural synergy. I had not developed a BHC job 
description until this time. Managerially speaking, we had a 
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general idea of BHC skill sets needed at WMC, but the 
Community Mental Health Center was the hiring organiza-
tion. Was it my place to share WMC expectations with the 
hiring personnel at the Community Mental Health Center? 
We did not want to overstep our role, seem ungrateful, or 
undermine the hiring protocol. The short answer, however, 
was yes, and it was a crucial step toward shared leadership.

The practice manager or administration team must partici-
pate in the hiring process alongside the Community Mental 
Health Center. This critical step will facilitate finding the 
right fit from the start. Prior to a meeting, ask the medical 
providers to share the BHC skills sets and characteristics they 
believe result in the best collaboration. Determine the medi-
cal providers’ personalities, practice styles, strengths, obsta-
cles, and defining descriptors of a collaborative environment. 
Armed with this information, you can develop a general 
concept of a BHC who would best fit in your setting. Then, 
schedule a meeting with the Community Mental Health 

Table 4.3 Tips, questions, and considerations for establishing your 
BHC partnership
Tasks to complete Tips, questions, and considerations
Discuss sharing 
leadership and 
supervision with 
the Community 
Mental Health 
Center

•  Explore and determine your role in BHC 
interviewing and hiring. Use a guideline 
for interviewing and hiring a BHC that 
meets both yours and their needs. See 
Chap. 6 for additional tips

•  Explore co-supervisory expectations for a 
BHC. Why, what, and how will you and a 
partner co-supervise?

Draft a BHC job 
description

•  Embrace your BHC as “one of you” to 
be adopted into your team. Match the 
job description to the patient population 
needs assessment, model of therapy, 
ideal credentials or experience, and staff-
provider culture building assets

•  Review the Eight Competencies for BHCs 
[16] for a broader view of the role (See 
Appendix B)
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Center to share the Community Needs Assessment and to 
define the “best hire” to meet the primary care expectations. 
In this meeting, discuss how behaviors and actions, communi-
cation styles, and passion translate into cultural synergy that 
leads to primary care collaboration.

In a job description, how does this translate into personal 
BHC traits that ensure collaborative care?

When WMC interviewed BHCs, the physical space was 
described and viewed in order to gauge their desire and will-
ingness to work in the environment. This type of environment 
is not suited for every individual (regardless of medical or 
behavioral credentials or position within a clinic). This con-
cept is easily overlooked and can make or break integration 
at the clinic.

Not surprisingly, patients have a preference for what they 
need for an optimal BHC experience. Patients want a BHC 
with strong listening skills, the ability to develop actionable 
steps, personality characteristics that instill trust, and follow-
 up that demonstrates personalized care rather than “being 
just another patient.”

Beyond personal characteristics, what credentials and licen-
sure are most appropriate for your care model?

The Community Mental Health Center and primary care 
providers discussed the differences in credentials and defined 
a group of individuals best suited for our integration site. In 
addition, there are rich resources available to help identify 
the competencies to best deliver integrated care. The Vice 
President of Corporate Business and Development at 
Jefferson Center for Mental Health says to hire the best clini-
cians, not “integration experts” [17].

WMC created a job description in accordance with our 
primary care needs, role, and responsibilities. After drafting 
an integrated version, I sent the new job description to the 
Community Mental Health Center to guide the recruitment 
process. Although the Community Mental Health Center was 
bound by regulations to use their own job description, their 
response was positive. They agreed for WMC to conduct 
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 second interviews for strong candidates. I used our job 
description as a guide to ensure our expectations were met.

We needed to find a BHC to stand the test of time to show 
integration was sustainable. Outlining the position in a 
detailed job description proved the key to finding the right 
person.

When hiring a BHC, ask:

 1. What are your clinical passions?
 2. Describe the organization and people you ideally want to 

work with and for.
 3. Please share a couple of examples of innovation and cre-

ativity. What has been your project management 
experience?

 4. Please share your experience and role at a clinic with inte-
grated behavioral health. What was successful and what 
can we improve upon here?

 5. Please describe the type of environment in which you work 
best related to physical space, interruptions, and fast-paced 
cultures.

 6. How would you characterize your style of communication 
with patients? With providers? With staff? Please share 
examples.

7. What is your scope of care?
 8. What do patients misunderstand about you? What do staff 

and providers misunderstand about you?

Once hired, onboarding the new BHC occurs over 
2–4 weeks. The BHC should initially begin onboarding at the 
Community Mental Health Center and then proceed with the 
practice introduction. The goal of the onboarding process is 
to educate the BHC on the practice’s operations and build an 
initial rapport. The BHC should spend time in each depart-
ment of the primary care practice: understanding scheduling 
with the front office, experiencing team care by shadowing 
medical assistants and providers, discovering responsibilities 
of the care coordinator, and learning about operations from 
the administration-billing team. The onboarding process also 
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includes spending time with the extended care team: certified 
health coach (nutrition, exercise, and self-management), chi-
ropractor (physical health services and dry needling), and the 
care manager (advanced care planning, social needs resources, 
and tasks based on patient risk stratification per clinic proto-
cols) to provide a complete picture of operations and services. 
There are other methods for successfully onboarding behav-
ioral health professionals worth exploring [18].

In conjunction with hiring a new BHC, internal job 
descriptions for staff and medical providers need updating 
based on new or revised policies, protocols, and workflows, as 
well as to incorporate the Community Mental Health Center’s 
BHC processes. Beyond supplies and materials discussed as 
in-kind expenses, your staff resources are also shared by the 
nature of integration.

RSH It is rewarding and a privilege to work with such caring 
people in an atmosphere of hope; and when you have the right 
team, it is like breathing the same breath. It takes a special 
BHC to merge with primary care. They must have the courage 
to face both the uncertainty of uncharted territory and the 
fortitude to meet the distressing challenges of stretching their 
personal boundaries. This pioneer spirit to find a better way 
and to make a better place takes an open-minded, resilient, 
and positive person. A sense of humor helps, but it is mostly 
about willingness to change. Not every BHC has these charac-
teristics to join such a journey. Over time, we developed a 
sense with whom we wanted to hold hands, and, similar to 
starting any relationship, it is a feeling. In an interview, if you 
can feel excitement and enthusiasm from the BHC candidate 
as you describe your model, you may have found your team-
mate. Given this foundation of the compatible characteristics, 
it is easy to provide the tools to build collaborative skills 
needed to create an integrative model.

Our physicians and mid-levels are co-located in the same 
room. We believe this provides improved access to the team 
leader, improves coordination of care, and adds to the 
 cohesiveness of the team. Our most successful strategy for 
integrating the BHC was to initially have her join us in this 
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space. She learned our customs, mores, responsibilities, frustra-
tions, and workflow and developed an intimate understanding 
of primary care. Although close-working environments slowed 
their visit-to-visit time, clinicians agreed that the opportunity 
for interactions is necessary for collaboration. The primary 
care clinicians built trust and communication with the BHC 
due to this proximity. Each BHC validated that this was the 
most critical step for them to become “part of the team.” Rose 
Gunn et  al. [19] describe this concept as “bumpability,” an 
occurrence resulting from sharing physical space in which 
medical providers and BHCs work, to enhance spontaneous 
contact. By sharing space and using our Compact as a Rosetta 
Stone, we developed both an emotional and working bond that 
laid the groundwork to move forward on our journey.

 Staff Development and Patient Engagement

Talk does not cook rice.
Ancient Chinese Proverb

To give real service you must add something which cannot be 
bought or measured with money, and that is sincerity and 
integrity.

Douglas Adams

CB Although we already developed effective communica-
tion through building care teams, there are challenging fea-
tures unique to behavioral health integration. Patient-staff 
communication barriers exist. Staff need training on how to 
approach an angry patient or a patient in crisis. Continuous 
assessment, coaching, and reassessment are critical in the 
professional development of your staff. For instance, front- 
office and scheduling personnel often experience  emotionally 
charged patient encounters. If staff do not have the skills to 
redirect or diffuse the situation, they will experience signifi-
cant stress throughout integration from inadequate skills to 
help a patient in need or a situation in which communication 
is mismatched, misdirected, or misunderstood.
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Table 4.4 Tips, questions, and considerations for staff development 
and patient engagement
Tasks to complete Tips, questions, and considerations

Start with a 
BH Integration 
introductory 
meeting with 
clinicians
Follow with an 
all-staff meeting 
to introduce the 
concept and gather 
initial feedback

•  Introducing a large concept (and change) 
to staff is typically received well if 
the medical clinicians are supportive 
and believe in the idea. Consider 
asking clinicians to share reasons why 
integration will benefit patients, clinicians, 
and staff

•  All staff will immediately react: “how 
does this change/benefit my day?”

Develop a tentative 
12-month meeting 
schedule with 
agenda topics 
(clinical and 
administrative)

Schedule process-workflow brainstorming 
and quality improvement meetings. Ensure 
all members of the care team, levels of 
administration, and quality improvement 
representatives attend

Build in formal 
patient case 
discussions in 
care management 
meetings and 
informal discussions 
during daily huddles 
(clinical only)

For these meetings to be successful, train 
all care team members on how to present 
a patient case using a template to organize 
their thoughts. Specifically gather feedback 
from all care team members to make 
meetings meaningful and actionable

Assess clinician 
educational needs, 
areas of interest, 
and clinical gaps

Educational topics requested by our 
clinicians: transitioning care from “cure” to 
“function” in pain management; adverse 
childhood events; treatment-resistant 
depression; personality disorders
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Conduct all-staff 
training

•  Training needed for staff in primary care 
clinics includes: Mental Health First Aid 
to train staff to de-escalate a situation to 
get the care the patient needs; customer 
and compassionate service training; 
educational series on clinical diagnoses 
in behavioral health; motivational 
interviewing; cultural awareness, 
sensitivity and competency; etiquette for 
discussing patient care

•  Train staff to achieve greater self-
confidence in caring for patients

•  Consider the possibility that staff are 
experiencing their own behavioral health 
issues. As staff learn about behavioral 
health diagnoses, they may self-reflect 
or identify with patients. This highlights 
a high need for awareness and strong 
cultural management

Design a promotion 
strategy for new 
clinical services

•  Include preparing clinicians and staff with 
messaging, information about the BHC, 
what patients can expect in a visit with a 
BHC (in comparison to historical models 
of behavioral health)

•  Prior to developing messaging, determine 
the patient-identified cultures in the 
population you serve. Consider cultural 
responsiveness training (cultural 
competency) and speak to leaders of 
respective cultures and/or with patients 
about perceived behavioral health 
stigma across cultures in your region. 
Approaching patient communication 
with awareness of values and beliefs 
strengthens promotion and well-received 
messaging

Tasks to complete Tips, questions, and considerations

Table 4.4 (continued)

(continued)
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Two training topics are most relevant for behavioral health 
integration: Mental Health First Aid and compassionate 
action-customer service. Mental Health First Aid discusses 
clinical diagnoses, as well as how to approach high-stress, 
high-need situations. Find specific trainings in your area if 
you are unable to provide the training yourself. Training 
should be offered at the beginning of integration implemen-
tation followed by a refresher every 1–2 years. Newly hired 
individuals need training during onboarding. Consider both 
trainings as an all-staff series. For WMC, the Community 
Mental Health Center offered Mental Health First Aid train-
ing for all Center employees and to the public at no cost.

The second training, compassionate action-customer ser-
vice, is a series of sessions on general customer service, listen-
ing skills, and asking appropriate questions and responding 
with solutions. As a staff member, “taking compassionate 
action” in addressing patient concerns is a method of 
approaching patient situations in a specific frame of mind 
that focuses on helping those who are suffering. Additional 
training includes motivational interviewing, framing com-
ments and questions differently, and redefining the purpose 

Design an outreach 
strategy for new 
clinical services

•  Create supporting materials for both 
staff and patients including a photo and 
biography of the BHC to compliment a 
warm handoff or referral to the BHC

•  Consider sending out a secured portal 
message to all patients or targeted sub-
populations of patients based on updated 
policies or standing orders

•  Offer materials in your patient rooms or 
lobby and update your website and social 
media

Design a patient 
survey; design 
an all-staff and 
clinician survey

Conduct an initial patient satisfaction 
survey after 3–6 months of integration 
implementation. Consider continuing an 
annual patient satisfaction survey or per-
visit patient experience survey

Tasks to complete Tips, questions, and considerations

Table 4.4 (continued)
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of service itself. Advanced topics on sensitivity and cultural 
competency should be embedded into the overall curriculum. 
These trainings address verbal and written communication 
barriers with patients.

To further engage patients, materials need to be developed 
for patient workflows and for any online promotions. 
Numerous resources are available from the Agency for 
Healthcare Research and Quality (AHRQ) Academy for 
Integrating Behavioral Health and Primary Care and the 
AIMS Center at the University of Washington [20, 21]. In the 
clinical setting, the best method of introducing the BHC to 
patients is face-to-face warm handoffs in which the clinician 
directly introduces the patient to the BHC. Warm handoffs 
establish trust and decrease the fears and uncertainty that are 
barriers to care for patients (and clinicians, at least at first). 
For a suggested approach to warm handoffs, see Chap. 6.

Patients appreciate a flier that introduces the BHC with 
their biography, interests, and photograph. The flier increases 
the patient’s perception that the BHC is friendly, open 
minded, and approachable, as well as answers questions on 
what type of care is offered and what to expect. Finally, state 
pertinent statistics or public health messages on the flier to 
share with patients that they are not alone in their condition.

WMC noted that patients missed appointments more fre-
quently if referred or virtually introduced via the flier as 
opposed to personal, warm handoffs. WMC also attempted 
phone call handoffs. Even this method of outreach to patients 
by the BHC was not as effective as a face-to-face interaction. In 
the WMC experience, after 12–18  months of integration, 
patients no longer cautiously approached seeing the BHC; clini-
cians referred patients regularly; and visits are filled on a con-
sistent basis using a combination of warm handoffs and fliers.

RSH If being out on a limb is a good thing because that is 
where the fruit is, then, primary care suffers from a high glyce-
mic load. Although trained in behavioral health diagnosis and 
treatment, our scope of care is limited by our individual expe-
rience and interest and, frequently, we are stretched beyond 
our skill set in diagnosis, treatment, and pharmaceutical man-
agement due to the many barriers previously discussed.
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Part of our model was to create educational support, both 
inside and outside the practice, to raise the competencies and 
confidence of our primary care team.

Medical providers led monthly all-team care management 
meetings that followed a WMC-designed format—PEP—
Policy, Education, and Patient Care. Extended care team 
providers and cross-departmental staff are included at these 
meetings. Each person is expected to participate and share 
ideas or aspects of the whole patient that may or may not be 
known to the others. Many times, front-office personnel or 
medical assistants are aware of social and personal informa-
tion germane to the care plan. Challenging cases are explored, 
and the dialogue generated between members—medical 
assistant to health coach to provider to BHC—is robust and 
enlightening.

Our Community Mental Health Center offered a series of 
talks every 2 months targeted to our clinicians’ interests and 
needs such as personality disorders, adverse childhood expe-
riences, and treatment-resistant depression. These sessions 
are a favorite meeting for our providers and have clearly 
boosted the quality of care we deliver.

Whether you call it a pre-consultation exchange or a psy-
chiatry curb-side consult, access to specialty psychiatry ser-
vices is a glaring need in primary care. Through our partnership, 
we arranged for urgent or emergent phone consultation 
within 24 hours with a psychiatrist at the Community Mental 
Health Center. Although not used often, it is a joyful experi-
ence to have the support. If your organization has the capac-
ity, this can also be accomplished by regular, monthly or 
biweekly, care management meetings with the psychiatrist for 
challenging cases; this is a component of the Collaborative 
Care Model and TEAMCare.

 Workflows and Clinical Outcomes

Obstacles are those frightful things you see when you take your 
eyes off the goal.

Henry Ford
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RSH T.S.  Eliot said, “Human kind cannot bear very much 
reality” and, indeed, clinicians are overwhelmed with exces-
sive decision- making. Many years ago, Mark Ebell M.D., 
M.S., reported at a conference that family medicine residents 
made 960 decisions per week or 8 decisions per patient. 
Undoubtedly, this number has markedly increased with the 
complexity of practice. One cannot win this battle, but you 
can mitigate the burden by choosing measures wisely, elimi-
nating wasteful EHR work, developing standing orders, shar-
ing prevention and screening with staff, and by providing 
medical resources at the point of care.

Developing policies and processes alongside changing cul-
ture is like asking someone to start walking on his or her 
hands. The world turns upside down by challenging your 
belief system, questioning your knowledge base, and threat-
ening your professional role. Eric Hoffer, American philoso-
pher, succinctly states, “every new adjustment is a crisis in 
self-esteem.” There are already many moving parts to deliver-
ing primary care without the addition of innovation projects. 
We needed the right tools to complete this work. Some tools 
we had to discover, some we had to create, and others we 
already used well.

A critical mistake, and one that I wish I had recognized 
and addressed earlier, was not fully understanding the nature 
of teams and their role in successfully implementing new 
workflows. There is a continuum of teams from parallel to 
consulting to coordinating to multidisciplinary to collabora-
tive [22]. Parallel teams operate as internal silos; for example, 
with three clinicians, you have four ways of doing things. This 
creates chaotic and dangerous workflows. We undertook the 
long process of standardizing clinical documentation and 
developing templates and protocols to unify our practice and 
implement high reliable, accountable, and consistent work-
flows accepted by all of our clinicians.

Everyone must take personal ownership in making change 
and this only occurs when the clinician or staff recognizes the 
problem, acknowledges their part in it, and sees himself or 
herself as part of the solution. In general, this is an attitude 
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rather than a skill set. Our approach was to study team build-
ing and implement effective strategies for team meetings. 
Initially, we scheduled weekly, hour-long team meetings in 
which we built bidirectional communication and trust; dis-
cussed and established roles for improving accountability and 
communication; assessed our dysfunctions as a team [23]; and 
reviewed forming, storming, norming, and performing con-
cepts [24]. Most importantly, we set and committed to the goals 
as a group [25] using AIM Statements. Only then were we able 
to successfully initiate and implement new workflows.

The simple task of screening our core measures was not so 
simple. It took 6 months to identify which measures to track, 
create a process to determine who was responsible to obtain 
and record the measure, what specific language to use, and in 
exactly what field to report it in the EHR. The process, of 
course, had to ensure that this information was available to 
and actionable by the clinician. When completed, we found 
our reach (percentage of patients screened) markedly 
improved. All the clinicians had a different approach to 
treating behavioral health problems and a different thresh-
old on when to refer. After review of the literature, we chose 
an algorithm to become our standard and circulated it 
among the providers. When we were communicating well 
and following the same protocols, with respect to individual 
variances, we knew we had progressed to a coordinating 
team. As we included other team members, we became a 
multidisciplinary team. Through various meetings and work-
shops, we learned to share leadership and transformed to a 
collaborative team.

We were then ready to reach out to behavioral health and 
integrate a BHC as a collaborative team member. We had to 
re-form, re-norm, re-storm to perform. Asking others to inte-
grate with us is similar to changing behavior in patients, so we 
used a model that with which we were familiar, the 5 A’s 
Behavior Change Model—Ask, Advise, Assess, Assist, and 
Arrange. We discussed the first three A’s in Chap. 3.

To Assist in helping the Community Mental Health Center 
and BHC become part of our team, we created several tools. 
The Compact, also discussed in Chap. 3, assisted the 
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Community Mental Health Center and BHC to understand 
their responsibilities and expectations. To facilitate bidirec-
tional communication in the same EHR, we developed tem-
plates for transition of care records utilizing the ADAPT 
acronym.

We all know the pros and cons of the EHR; however, in 
integration it is especially important as a conduit for bidirec-
tional information and a platform for a shared care plan. When 
I see a patient in counseling, it is extremely helpful to be able 
to see the BHC consultation and support his or her plan when 
I visit with the patient. Imagine the comfort the patient experi-
ences when I am aware of his or her issues and able to discuss, 
problem-solve, and support the BHC’s treatment plan. From 
the BHC perspective, they receive the referral with a specific 
request from the provider with pertinent information about 
the patient that facilitates her intake process.

Assessment New/changed primary and secondary 
diagnoses with ICD 10 codes, con-
trolled versus uncontrolled.

Decision-making Supportive evidence and logic for 
diagnosis, differential diagnosis, and 
rationale for treatment with medica-
tion or cognitive therapies.

Advice to patient  
and patient goals  Summarize information, patient 

education, and community resources 
provided to patient. Specify patient 
goals and methods to activate/engage 
patient in their care.

Plan Recommended treatment plan and 
expectations with timeline of future 
tests or secondary referrals and who is 
responsible to institute, coordinate, 
follow up, and manage the 
information.

Task List Outline next steps in treatment and 
who is responsible for each task; spec-
ify when the patient should return to 
the medical clinician.
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Two additional strategies stand out to Assist our BHC. We 
created two tools that we believe are most important to sup-
port collaboration and match demand with BHC capacity.

• Referral Request Policy—A critical issue in transition of 
care is how to define emergent and routine referrals from 
the clinician to the BHC. In a single meeting, clinicians and 
the BHC discussed their needs and concerns and, through 
open dialogue, an agreement was rapidly reached. These 
definitions were written into policy and distributed to the 
entire staff: “emergent”/“urgent” referred patients are to 
be seen by the BHC within 2–3 calendar days, “routine” 
within 2–3 calendar weeks.

• Referral Access Tool—Medical providers also needed a 
real-time communication tool to manage referral “flow” 
and patient access. This tool established a priority system 
for referrals to the BHC.  The BHC designed a Green- 
Yellow- Red “traffic” light that was posted in the provider 
office as a visual representation of BHC availability. A 
Green light indicated unrestricted access. A Yellow light 
indicated a lack of appointment slots in the next 2 weeks 
and thus, clinicians needed to manage the care until an 
appointment was available. A Red Light meant medical 
clinicians needed to manage their patients until the BHC 
changed her status. During Yellow and Red light status, 
medical clinicians still had access to the BHC for urgent or 
emergent advice but referrals were determined on an 
 individual basis after a “curb-side” consult. Warm handoffs 
for crisis intervention are always available.

The Community Mental Health Center and the BHC, in 
turn, assisted us through educational programs and construc-
tive feedback to increase our knowledge base and treatment 
skills, expanding our scope in delivering behavioral  
healthcare and decreasing the demand for BHC referral.

To Arrange, we held monthly meetings to continue 
problem- solving and ensure our plan stayed on track as dis-
cussed in section “Staff Development and Patient Engagement”.

Many of our tools, screening policies, and standing orders 
were created in the process of becoming a PCMH. Fortunately, 
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a general policy or workflow can serve as a template for 
future policies and protocols, easing your workload. Our pro-
cess of creating a workflow or standing order became stan-
dardized as follows:

 1. Identify a need.
 2. Perform a literature search to find, if available, a compre-

hensive review or white paper that outlines the details to 
be addressed.

 3. Determine your goal, considering your needs and resources.
 4. Filter and fit the elements into the most suitable policy or 

procedure template.
 5. Obtain feedback from staff.
 6. Pilot with a small team.
7. Implement into the practice.

Voila, you are done.

There are always exceptions that confound protocols or 
skirt policies. Patients will sometimes self-refer to our BHC 
and request that information is not shared with the clinician. 
Other patients seek behavioral healthcare from therapists 
outside our office from whom we rarely receive communica-
tion. Although these circumstances perpetuate fragmentation 
of care, we respect the patient’s decision and try to support 
the care the best we can.

CB The Navy Seals advise that transformation is long and 
slow. “The ‘all-out, all the time’ approach is counterproduc-
tive. We can never repeat enough importance of taking a 
long-term approach to training, and to encourage SEAL can-
didates to focus on achieving consistent, gradual progress 
over several months, rather than trying to achieve instant 
gratification and stupendous results right now” [26].

Clinicians and staff must know each team member’s role 
and responsibilities, anticipate behavior and action, foster high 
reliability and accountability with one another, and reduce 
expectations for immediate “stupendous results.” Full integra-
tion of behavioral health is an advanced model and fosters 
high expectations. Early in the implementation process, address 
the fears or concerns of not satisfying the expectations of  
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integration work. At times, aspects of integration will evolve in 
uncertain directions due to organizational needs. A best prac-
tice is to share with staff and clinicians that implementing a 
policy and workflow will be slow, inexact, and not perfect.

WMC defined a tolerance level for “successful” or “accept-
able” degrees of implementation consistent with “The 80/20 
Rule.” There is not a protocol that can account for all patient 
scenarios, even practicing evidence-based, safe, personalized 
medicine. Eighty percent of the time, the policy is relevant or the 
process will work; 20% of the time, the policy is not appropriate 
or the process will not work for operational or patient-centered 
reasons. In meetings, staff used the 80/20 Rule to discuss policy 
and workflow to easily move past the seemingly impossible bar-
riers to implementation for every patient scenario.

Although we used the 80/20 Rule, advancing behavioral 
services over time led to more complexity and challenges. It 
is especially important to find solutions for the outlying 20% 
as these situations cause the most stress and work for staff 
and clinicians. Define a plan for how to make decisions or 
change workflow for the 20% that require a workaround to 
correct an imperfect policy. The manager should determine 
operational next steps when staff experience such an excep-
tion. Ask the physician champion for advice when the situa-
tion involves clinical care. Staff want to “do a good job” and 
resolve problems for the sake of the patient and their care. 
Over time, clinicians and staff learned how to provide solu-
tions without additional oversight or support.

Consider offering a venue for discussing small details. It is 
highly recommended to gather feedback from all positions in 
a clinic. Unknowingly, it is easy to miss a perspective that may 
change a workflow. Build a culture in which positions are 
level and voices heard. The goal of meetings is to allow 
enough time for finding the small issues that may occur 
within the bigger workflow and agree upon a plan to mini-
mize the issue before it becomes a larger one.

WMC historically spent an entire hour drafting an initial 
workflow to implement a policy or standing order. Everyone’s 
perspective was needed to create a better, more efficient, and 
adoptable workflow. As a result of building effective and 
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inclusive team meetings, after the first 12–18 months of inte-
gration, conversations regarding workflow decreased to 
30 min and later 15 min per meeting.

Once an initial workflow is accepted, pilot the new protocol 
with a small team. Once clinicians and staff are comfortable 
following a new workflow and reviewing data regularly, a phe-
nomenon occurs in which they raise their personal expecta-
tions and desire to implement a process closer to perfection.

After a consistent policy is implemented with a standard-
ized, reliable, nearly perfect workflow, the volume of proto-
cols, documentation, and data mining increases exponentially. 
A major challenge in managing the volume is clinician and 
staff documentation “fatigue.” To minimize this issue, a best 
management practice is to review what data are required 
across all innovations and health plan clinical quality mea-
sures, as well as those that are not required. Write out cross- 
referenced mapping of the measures to ensure policies and 
workflows are designed with all initiatives in mind. Then, 
focus on consolidating policies and workflows for the required 
measures and reduce the unnecessary documentation.

Clinical priorities include efficient workflows to lead to 
improved health outcomes. One clinical priority is to develop 
a BHC schedule that allows for best patient access. There are 
many scheduling and access scenarios. Delivery of care is 
influenced and shaped by local context, such as organization 
size, resources, and patient needs [27]. Use the needs assess-
ment and a demand-capacity analysis in conjunction with 
your preferred model of care such as Solution-Focused Brief 
Therapy to define an initial schedule. Determining the fre-
quency of warm handoff requests is also necessary. For any 
partnership, it may take up to 12  months to balance BHC 
capacity with demand. A workable schedule for matching 
patient needs with BHC availability includes:

• Five 45-min visits (includes chart documentation time)
• Five 15-min breaks between each scheduled visit
• Two administrative hours to complete Community Mental 

Health Center requirements and perform care coordina-
tion responsibilities
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Other models have shorter visit times and more open 
access; after getting started, you will fine-tune your schedule 
with experiential learning. Convenient patient access is best 
achieved by staggering start and end times for the day. Match 
the medical provider hours with BHC hours to increase hand-
off accessibility. Matching hours and building stronger working 
relationships increase trust between the two disciplines, gener-
ate more referrals, and lead to more financial stability sooner.

Finally, begin the day with scheduled appointments to 
expand care access and ensure estimated BHC productivity. 
Scheduled appointments are more reliable and predictable 
than being able to anticipate the need for warm handoffs to 
fill the same time. If the scheduled appointments are missed 
or canceled, it is still possible to fill availability by warm 
handoffs. To determine specific BHC access hours, consider a 
study to review when most incoming phone calls are  generated 
and provider referrals for behavioral health are scheduled. 
Generally, our clinic saw the most need for patient care on 
Mondays, Tuesdays, and Fridays. Therefore, the schedule for 
the BHC on Fridays allowed warm handoffs to address 
patients with more urgent matters prior to a weekend.

Mondays,  
Wednesdays

Scheduled  
appointments

7a, 8a, 10a, 12p, 2p

Breaks 745a, 845a, 1045a, 
1245p, 245p

Administrative time 9a, 3p

Tuesdays,  
Thursdays

Scheduled 
appointments

9a, 10a, 12p, 1p, 3p, 5p

Breaks 945a, 1045a, 1245p, 145p, 
345p, 545p

Administrative time 11a, 2p, 4p

Fridays Scheduled  
appointments

8a, 9a, 10a, 1p, 3p

Breaks 845a, 945a, 1045a, 145p, 345p

Administrative time 11a, 2p, 4p
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Workflow continues to develop and improve contributing 
to the noneconomic gains and revenue, previously discussed 
in section “Financial Planning Focuses on Nonrevenue Gains”.

 Organize an Integration Project

Continuous improvement is better than delayed perfection.
Mark Twain

A best practice in project management is to use a logic 
model that outlines implementation with links to vision and 
mission. Logic models clearly demonstrate the linkages 
between concepts, resources, activities, and outcomes. The 
Pell Institute defines your planned work as consisting of 
Resources/Inputs and Activities, leading to your intended 
results of Outputs, Outcomes, and Impact [28].

To get started, try building your own logic model to get 
clarity on how all of the pieces fit together for successful 
behavioral health integration. Define the Inputs, Outputs, 
Outcomes, and Impact before completing Activities.

In the example in Table  4.6, Resource/Inputs are those 
positions/roles/stakeholders involved in integration. 
“Patients” are listed first because offering behavioral health 
integration includes patients as part of a care team. The next 
group is Clinicians, Staff, Community Mental Health Center, 
BHC, Health Plans, or any other organization that is involved 
or impacted by integration. Many of the outcomes or goals 
for patients are also relevant and important to providers, staff, 
and community centers.

The Activities are the implementation steps to take. 
Outline the Activities and add sub-activities or Tasks. Link 
these implementation steps to the Outputs. Note the Activities 
in the example below are very similar to the Tasks previously 
outlined in an attempt to show how integration steps are 
associated with your vision, mission, and Outcomes.

Measures of success (Outcomes, Impact) are generally the 
same for all organizations, but the details of Activities will be 
unique to your behavioral health integration model. The vision 
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and mission elements are added under the Impact section. 
Chap. 7 further discusses evaluating and measuring Outcomes.

 Conclusion

To build an infrastructure capable of sustaining behavioral 
health integration you must design and slowly adapt the clini-
cal operations, policies, and protocols to support change. 
Financial sustainability is achieved through utilization of 
community resources and valuing both revenue and nonrev-
enue priorities. Finding the right BHC to fit in your model 
and culture is critical to sustainable success. Develop the 
tools and processes to create an integrated team. Measure 
your success and prepare to meet future challenges.

One never notices what has been done;
One can only see what remains to be done.

Marie Curie
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 Preamble

Change is often described as “messy.” Yet innovators can 
exert discipline in managing change, just as they exert disci-
pline in other areas of their practice, for example, having a 
goal that people can relate to, making manageable starts, 
monitoring to make course corrections, and learning from 
missteps while staying connected to what matters to people. 
Everyone leads—not only designated leaders—taking initia-
tive with agreed-upon goals. Behavioral health integration is 
more than a technical adjustment to familiar methods—it is 
practice transformation. Transformation involves adaptive 
leadership—leading change that is disruptive to familiar hab-
its, roles, who you work with every day, and even what counts 
as a good job. CJP
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 Introduction

Everyone leads. We accept Paul Schmitz’s notion of leader-
ship as “an action everyone can take and not a position few 
hold” (see Schmitz under Additional Reading). Through this 
lens, we view leadership as a function rather than a structured 
role. Thus, this chapter is written not just for the medical 
director or the clinic manager or the team leader, but for 
every person who participates in the care of patients and the 
operation of the clinic. Observe any high-performing clinic 
and notice the sheer number of people who take responsibil-
ity for the care of patients, the operation of the clinic, and 
show a drive to do what is best for the organization. Note how 
many people model the aspirational culture of the organiza-
tion—this is indeed the “secret sauce” to building an exem-
plary integrated system. The kind of practice transformation 
described here requires the active participation of all team 
members as leaders—taking initiative to accomplish an 
agreed-upon goal. For many, this is a difficult notion to digest 
and describe, and therefore we will take pains to explain and 
illustrate how this applies throughout the team.

Not everyone exercises leadership in exactly the same way. 
Clinical work—and the financial and operational work that 
supports it—is differentiated into a number of interdependent 
roles, and the operation of leadership within each is likewise 
differentiated. A chief executive officer (CEO) of a health 
system and a care manager will have different leadership roles 
and responsibilities from those actually rendering care on the 
ground. We will explain and illustrate these differences, as well 
as the commonalities across different leadership domains.

We view successful clinics not so much as healthcare pro-
duction factories that efficiently dispense evidence-based 
treatments in assembly-line fashion, but instead as adaptive 
management systems designed to support a state of health 
and wellness for people, whose health concerns, life circum-
stances, beliefs, and resources are continuously in flux. 
Personal care plans change all the time, sometimes in ways 
that could not be anticipated. The primary care clinic is not so 
much a machine as an organism, subject to the same laws of 
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self-regulation and homeostasis that govern the internal 
states of all living things.

This is a book about how to make one radical, utterly trans-
formative change in your clinic—how to integrate behavioral 
health into the fabric of “ordinary” primary care. In truth, this 
one change is a continuous series of changes or adjustments: a 
strategy for change with continuous course corrections. This 
capacity to continuously adjust under continuously changing 
circumstances for the purpose of continuously achieving your 
goals is a cardinal feature of successful clinics. In viewing pri-
mary care clinics as organisms, we will draw from the concept 
of adaptive management from the fields of ecology and envi-
ronmental sciences as an effective and efficient process for 
systemic change. Complex adaptive leadership entails adop-
tion of an iterative, structured decision- making process that is 
based on continuously monitoring processes and outcomes 
and rapidly responding to deviations and shortfalls.

Why is leadership so important in integration? Blending 
behavioral health into primary care requires a practice trans-
formation. It is not merely the addition of a specialty mental 
health program attached to a primary care clinic. The under-
lying assumptions are thus:

• To have a strong healthcare system, you must have a strong 
primary care system.

• To have a strong primary care system, you must appropri-
ately address behavioral health concerns.

• The overall driver of integration of behavioral health is the 
need to support the functions of primary care—to give 
patients clinical care that addresses most or all of their 
health concerns in a seamless and collaborative fashion.

• To integrate means to enhance access, expand scope, sup-
port coordination, and build continuity of care.

In short, integration changes everything. And at this time of 
historically low morale among clinicians in traditional primary 
care settings, it is important to emphasize that transformation 
to an integrated care system will not only result in improved 
health and quality of care but will also make practice more 
rewarding, and yes, it will help restore the joy to practice.
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This chapter is written in two sections. The first describes 
the principles that govern successful leadership in the com-
plex adaptive system that is a primary care clinic. The second 
section describes the exercise of that leadership—what it 
looks like in the course of integrating and improving a clinic. 
There is an enormous literature that supports the develop-
ment and use of these principles, a selection from which is 
appended to the end of this chapter as additional readings.

 Principles of Complex Adaptive Leadership

Let us look at the key elements of an adaptive system, 
whether it is an organism or an organization, and see what 
leadership roles follow from these elements. First is purpose. 
To what end do you exist? What are you trying to be? For an 
organism, you might say it wishes to live, autonomously and 
freely. The preconditions for this, in terms of physiologic lim-
its or parameters, are constrained and not negotiable. Internal 
temperature needs to be relatively constant at around 98°. 
Sodium levels, oxygen saturation, blood pressure, urea levels, 
and countless other variables must remain relatively constant 
in the face of an external environment that is continuously 
changing. The majority of an organism’s energy goes to main-
taining this homeostatic constancy, invisibly, in the face of 
continuous external challenges to this invariance. In this 
sense, life abides if certain features of the internal environ-
ment can be held constant. For any organization, its purpose 
is usually described as its mission. The mission of a healthcare 
system usually involves improving the health of its designated 
community or population. The key preconditions of a health-
care system, to parallel that of a living organization, are physi-
cal space, clinical and support staffing, scheduling, financing, 
electronic health records, processes for referrals, labs, medica-
tion refills, credentialing, and so on. Patients “flow through” a 
healthcare system—this flow must be maintained despite 
ever-changing variations in the preconditions. Clinicians call 
in sick. Staff leave. The heating system breaks. Unscheduled 
patients walk in. A patient presents in suicidal crisis. The 
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appointment software stops working. Payment for a clinical 
service is reduced. In order to maintain fixity of purpose in 
the face of a continuously changing external environment, 
the clinic team must continuously adjust. Leaders create a 
context in which these “calculations and recalculations,” like 
a GPS programmed for a target destination, can be made 
quickly and decisively to stay on course to achieve the pur-
pose of the organization. It is important to note that these 
recalibrations often, if not always, occur with some level of 
uncertainty. Incomplete understanding, knowledge, and con-
trol of all factors affecting the homeostasis are inherent in 
any organism or ecological system. Strong leaders acknowl-
edge, even embrace, this uncertainty and foster a framework 
of good decision-making designed to accommodate the influ-
ence of unknown variables in the equation.

Leadership in the context of integration means changing—
disrupting, if you will—the homeostasis of the health clinic. 
The very nature of homeostasis is to seek stabilization and 
“normalcy.” The default to the status quo (e.g., siloed behav-
ioral health, fragmented medical care) is a powerful force 
that requires an even more powerful counterforce to forge a 
new homeostatic state. Homeostasis is not an unchanging, 
constant state. Rather, we view homeostasis as a dynamic 
equilibrium, in which the system is perpetually changing in 
order to optimize functioning in the midst of ever-shifting 
and fluctuating external conditions.

There are two principal mechanisms by which these adjust-
ments to external changes are made. The first is a system of 
sensors and measurement. An organism is continuously mak-
ing thousands, even millions, of measurements to assess its 
internal state. If glucose levels or oxygen saturation or blood 
pressure rise above or fall below a certain threshold, the 
organism senses this. This process—measurement of internal 
state—is absolutely indispensable to the maintenance of 
function. For a clinic, this might be an overwhelming volume 
of visits for infections during an influenza epidemic, the pres-
ence of clinical depression as a comorbid condition in 15% of 
patients receiving care for chronic diseases, the loss of funding 
for children’s preventive care, the fact that it is requiring over 
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an hour for patients to complete a normal clinic visit, a short-
age of local anesthetic, new patient visits are backed up for 
3 months, the quality of diabetes care is below guideline rec-
ommendations, no-show rates are at 30%—any measurable 
feature of the function or outcomes of interest, or of factors 
that are interfering with the clinic’s ability to accomplish its 
mission. Health systems must identify the outcome domains 
critical to the achievement of their  mission. Access, clinical 
quality, efficiency of workflow, productivity, and patient satis-
faction are common outcome domains that require constant 
monitoring by all team members for optimal organizational 
functioning. Moreover, the desired outcome should be delin-
eated and the “limits of normal” set to maintain homeostasis 
of the system. Blending behavioral health into primary care 
involves modifying some parameters and adding others. How 
quickly should behavioral health problems be addressed (e.g., 
same day, 2 weeks, or 2 months for a new appointment)? At 
what point does it become unacceptable? What percentage of 
behavioral health problems should be managed within the 
primary care system? In sum, when should the system sensors 
signal a problem that needs to be addressed?

The second principal mechanism is the response to this 
measurement. What adjustments can the organism or the 
clinic system make to re-equilibrate and restore full function? 
An organism may secrete a water-retaining hormone, or a 
vasopressor, or send leukocytes to the site of an infection. A 
clinic might add a care manager or a behavioral health consul-
tant to the team to expand behavioral health access, imple-
ment an advanced access process to reduce no-show rates, or 
build in decision-making aids to improve quality of care for a 
chronic health problem. It is in the area of response that high- 
performing organizations shine, often because their leaders 
encourage creative problem-solving, rapid-cycle innovation, 
and experimental solutions. Examples of solutions that were 
once “imperfect, out-of-the-box” ideas to address a problem 
but are now standard approaches to care abound. One such 
example, telemedicine, emerged as an attempt to improve 
access to care in remote rural areas well before the technology 
was well developed. Decades ago, embedding a behavioral 
health clinician into the primary care setting in one of our clin-
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ics was the answer to the lack of space available for a formal 
therapy office in a small rural town; today this is an accepted 
standard of care. Leaders know unique responses to distress 
signals can strengthen the overall system in the long term.

In summary, these are the three cardinal functions within 
the healthy operation of a primary care clinic system: set your 
direction (the purpose), measure how you are doing (sensors 
and measurement), and adjust accordingly (respond to the 
measurement). In a clinic system, it is the role of leaders to 
initiate and oversee each of these, and in the sections below 
we will spell out how each of these looks in practice. In large 
systems these roles might be served by different people with 
differentiated leadership responsibilities, but in small clinics 
these leadership functions might be met by the same person 
or group of people. Regardless of size, however, the processes 
and components of integrated systems are complementary 
and interdependent. Each change, no matter how small, 
impacts (or better, disrupts) a number of parts that make up 
the whole of the organization. Oversight, guidance, and direc-
tion are necessary in this ultra-sensitive machinery of inte-
grated healthcare delivery.

 Set a Vision and a Mission for Your Organization

This is your polestar. The leader is the magnet that passes over 
everyone working there, to point them in the same direction 
and keep them pulling together for the same thing: something 
larger than themselves. This vision or mission statement must 
be simple, memorable, and inspiring. Every action, every deci-
sion, every clinical gesture must comport with it. Every mem-
ber of the organization must be able to say it as a tagline or a 
mantra and show that whatever they are doing at the moment 
maps to it. Examples of statements developed by successful 
integrated clinics are, “We envision all the people in our com-
munity receiving comprehensive, integrated whole-person 
care”; or “We are here to make sure everyone who needs 
healthcare gets it”; or “We aspire to make this the healthiest 
county in the state”; or “We will work together to address all of 
our patients’ healthcare needs.” Notice that in these examples 
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vision and mission are somewhat commingled. Both are 
 necessary—you need purpose as well as direction—but it is 
less important that you create clear boundaries between mis-
sion and vision than that you craft a statement that says what 
you are trying to do or why you exist. Writing a mission or 
vision statement is commonly thought of as an administrative 
task, but it is not the sole responsibility of administrative lead-
ers (i.e., those at the highest levels of the organization) to craft 
this statement—indeed, it is best be done by everyone together. 
It is, however, a responsibility of the administrative leaders to 
make sure everyone knows it, agrees to it, says it all the time, 
and lives by it. That is a serious leadership responsibility. Of 
course, this statement can and should change over the years, 
but on a day- to- day basis, it is a constant—the unchanging 
polestar toward which all efforts are made. The clinic should 
change when it is not meeting its mission or when a change in 
the environment knocks it off course and requires a corre-
sponding response to get back on track. In the press of practice, 
we have a tendency to lose sight of our goal. No sooner do we 
figure out a solution to a problem than we make the solution 
our standard operating procedure (SOP), and mindlessly 
adhere to it even when circumstances change again and our 
SOP no longer pulls us to our polestar. We mistake the map for 
the territory. It is easy to get lost without leaders pointing to 
the polestar. We forget that what is important is staying acces-
sible to our patients, not having an elegant scheduling system. 
A shared vision keeps us looking together in the right direc-
tion—reminds us what we aspire to. There are forms of integra-
tion that are tight, elegant, efficient, and effective—until 
something changes. Then, we must remember that we integrate 
to give good care, not for the sake of integration as an end in 
itself. Vigilance about the mission is essential to leadership.

 Build the Right Team for Integration

Another function of administrative leadership in an adaptive 
system is to get the right people together on the team. An 
example of how this works within an organism might be the 
development of an immune system that, upon detecting inva-
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sion by bacteria, responds on multiple fronts by producing dif-
ferent kinds of antibodies, mediators of inflammation, cells that 
migrate to the site to neutralize and remove the antigen, and so 
on—an integrated multipronged response. In a clinic, this same 
multipronged approach applies. The whole point of putting a 
team together is because it is the means by which goals can be 
met. It is not the goal itself. If a practice decides they exist to help 
people become healthier, team-based integrated primary care is 
known to be generally effective at accomplishing this. You hire 
and train a team that can deal with the demands of ordinary care 
and that can also respond to unanticipated demands. It is neither 
possible nor necessary for team members to fit together per-
fectly and seamlessly, but it is important to hire people who:

• Share the values and priorities of the organization
• Respect differences and can accommodate to different 

methods and strategies
• Are steadfast and trustworthy
• Work hard and consistently do more than their share of 

the work
• Are flexible, can improvise, and can work in a variety of 

settings
• Understand something about how teams work, can see 

beyond the limits of their own job descriptions, and make 
good partners

• Communicate well
• Are interested in and have an aptitude for solving 

problems
• Appreciate persistence and understand the iterative 

process
• Care about quality, integrity, and honesty
• Have the specific skills the clinic needs

A good administrative leader learns to find and hire such 
people. All team members participate in this hiring process.

A team will function better if there is a balance, or comple-
mentarity, of strengths and functions among its members. 
Specifically, a visionary without strong implementation skills 
would be more effective if joined by an implementer who may 
not be particularly visionary. A team may benefit from the 
participation of a bridger who can translate ideas into language 
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understood by all. So in assembling a team, it is important to 
assess the overall complement of strengths and talents.

Perhaps more challenging than getting the right people on 
the team, but just as crucial, is getting the wrong people off. 
Few leaders have the luxury of building a team from scratch. 
Transforming a system requires identifying the people who 
are in alignment with the desired change and those who are 
not. The saying “one rotten apple can ruin the barrel” is a 
useful reminder of the powerful negative impact of even one 
person on the ability of a system to make and sustain positive 
changes to meet its mission. It is the hard job of a leader to 
assess the influence of each person on the team and make the 
necessary transitions in staffing to facilitate optimal function-
ing of the system. The importance of this step cannot be over- 
emphasized. The most effective leaders are willing to make 
the tough and sometimes unpleasant decisions for change 
needed for an organization to thrive.

 Support a Culture for Team-Based Care 
in a Complex Adaptive System

A culture is comprised of the beliefs, behaviors, opinions, cus-
toms, and attitudes that characterize a group of people—in 
this case a clinic or healthcare system. Most of us acquired a 
set of cultural norms implicitly, while growing up in a particu-
lar family, in a particular region or state, at a particular time. 
Much of our larger life culture is tacit and relatively inacces-
sible to easy modification. This is not true of more local cul-
tures, such as in the cockpit of an airliner, or a Navy Seal team, 
or a clinic. A local culture can, within limits, be established 
and changed consciously. If getting the right people on the 
team is the first step, then the second step involves setting the 
structures, values, incentives, and behavioral conventions that 
result in high-end team function and integrated care. Here are 
a few things leaders can do to foster team-based care:

• Start small or at least with projects that have a high likeli-
hood of success. More ambitious projects have a better 
chance after teams have become a little more accustomed 
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to the strategies, techniques, and tricks of working together 
in a complex adaptive system.

• Extensive onboarding. Members naturally work together 
better when they know each other and know what each 
other’s jobs are. Moreover, shadowing each other through 
the daily workflow naturally raises potential improvements 
and solutions even to problems that are not on the prob-
lem-solving block right now. Onboarding is insufficient 
until each team member can describe the job description, 
competencies, and workday of every other team member.

• Invest in training. The need to put staff “on the floor” for 
productivity often compromises adequate education and 
learning over the long term. Lack of knowledge and 
understanding results in errors, inefficient workflows, and 
poor quality of care. Shortchanging training almost always 
results in inefficiencies, errors, and compromised team 
performance over time.

• Support and promote communication. Team care breaks 
down fast unless time and other resources are protected 
for substantive, multimodal communication. Do not 
assume people know how to communicate with each other. 
In fact, communication styles and thresholds for informa-
tion sharing vary dramatically. A psychiatrist may become 
frustrated when medications are changed by the primary 
care medical clinician. A primary care clinician is surprised 
to learn that a patient with diabetes and seizures has been 
diagnosed by the psychologist with a substance use disor-
der for years. A security guard is alarmed to discover that 
the addiction medicine clinic has extended its hours until 
late evening without informing administrative staff. Gather 
input from your team and set guidelines about:

 1. What to communicate (e.g., patient needs, schedule 
changes)

 2. How to communicate (e.g., email, verbally, face to face)
 3. When to communicate (e.g., patient updates during daily 

huddles, clinic updates during weekly staff meeting)
 4. Who to communicate with (e.g., clinical teams, mainte-

nance, and information technology (IT) staff need to 
know about schedule changes)
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Adjust these guidelines to continuously improve 
communication.

• Reward interesting solutions: The culture of an evolving, 
problem-solving, complex clinical environment is rein-
forced if the problems up for solution are displayed. 
Moreover, the celebration of solutions, particularly from 
those in the trenches not traditionally associated with 
leadership roles, encourages others to take on similar 
responsibilities. Make it a habit of checking in with staff 
who perform a variety of functions in the system. Ask the 
front desk staff what they think can be improved in clinical 
flow. Engage patients in the problem-solving process. Take 
an experimental approach to “testing” possible solutions. 
For example, in a situation in which 20-min psychiatric 
appointments are desired but the appointment software 
only allows 15-min appointments, a psychiatric nurse sug-
gests “How about we try to schedule three 15 min appoint-
ments each hour and leave the last 15 min open?” “How 
about we try…” is an oft-heard phrase in the halls of high- 
functioning organizations.

• Flatten hierarchies: A hierarchical organizational structure 
tends to assume the leader makes the rules, is always right, 
and has special access to information denied to the rest of 
us. All of these factors inhibit smart and fast responses. A 
culture should be encouraged in which team members can 
respectfully but emphatically disagree with one another, 
experiential knowledge is accorded special respect, and 
solutions are rewarded by their usefulness and not their 
source.

• Cockpit culture: In the cockpit of a commercial airliner, 
the pilot is the so-called leader, but the navigator has the 
authority and responsibility to override this authority 
under certain circumstances. She must speak forcefully 
and act decisively when her special knowledge of the air-
plane’s status demands it. All team members defer to the 
special knowledge of all other team members when 
appropriate.
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• A culture of measurement and measurement-based 
management: A busy clinic is like an airship buffeted in 
a storm. In the face of shifting winds and impaired visi-
bility, one can remain fixed on the destination only when 
your position is accurately measured, and deviation trig-
gers an appropriate response. Measure, respond; mea-
sure, respond; measure, respond. It is more important 
that the response come quickly, and subsequent responses 
be informed by the effects of those previous, than that 
the response is “right.” Many healthcare professionals 
earned their place by mastering material, answering 
questions correctly, solving problems well, and otherwise 
being right. An admission of error can be understood as 
bad, even disqualifying. But in the world of complex 
adaptive systems, the ship is always being knocked off 
true north, and the adjustment is always imperfect or at 
least temporary. You must measure the deviation accu-
rately, make an adjustment, measure the effect of the 
correction, make another adjustment, measure again, 
and so on, continuously. This applies equally to an over-
all clinic operation and to an individual patient’s per-
sonal health plan.

Let us take the measurement-based management part of 
this discussion a little deeper. This is where we come to the 
most important and unique kind of leadership found in suc-
cessful integrated clinic systems: adaptive leadership. This is 
the leadership that all team members and not just designated 
leaders display. This is where leadership is most conspicu-
ously not concentrated “at the top” but rather distributed 
across all members of a team. Adaptive leadership occurs 
when one or more team members take the lead in improving 
efficiency or quality in a clinic operation or in dealing with a 
new problem the clinic is facing. All team members must 
watch the overall clinic operation all the time. They concen-
trate on the functions they are uniquely responsible for, but 
always in the context of overall operation and their ultimate 
goal.
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 Cultivate Leadership in All Team Members

We mentioned earlier that all team members function as 
leaders. This does not happen spontaneously. Some team 
members, particularly those from the ranks of nonprofes-
sional staff, must be coached, coaxed, and otherwise encour-
aged into adaptive leadership behavior. This section is the 
heart of this chapter and is a reminder of our initial point: 
leadership is a function. You have your vision. You have your 
team. You have your operating principles and incentives in 
place. You have your templates and guidelines and process 
maps and assignments. Now wind everything up, open the 
doors, and begin. Immediately you start having problems. 
Nothing ever works in the real world like it does on paper. 
Early detection of difficulties, swift response, and coordinated 
action rely on engagement, ownership, and accountability for 
all team members. If a front-desk receptionist, unaware of 
integration efforts in the “back of the clinic,” fails to notice 
that the appointment software system automatically cancels 
every behavioral health appointment associated with a medi-
cal appointment, then a cascading flow of misunderstandings, 
errors, and patient complaints ensues for too long before a 
“manager in charge” finally identifies and addresses the prob-
lem. In an informed and empowered team culture, a recep-
tionist is more likely to understand the value of co-occurring 
medical and behavioral health appointments, be in  continuous 
touch with the back, recognize the flaw in the scheduling sys-
tem, and quickly bring this to the attention of other support 
and clinical team members.

 Complex Adaptive Leadership in Action

These principles of adaptive leadership have been derived 
from direct observation of leaders in successful integrated 
clinics. This section will describe examples of these 
observations.
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 Clarify the Purpose

Let us presume you already have a vision and mission. Now 
you must create the picture for all team members. What does 
it look like in your daily life? If we brought a video camera 
into our clinics 1 year from now, what would the film show? 
An abstract concept remains elusive until made into a con-
crete illustration for each team member. Once pictured, you 
must continually reinforce it—remind staff that any particu-
lar problem must be solved in a way that brings you closer to 
realizing your vision and fulfilling your mission. Recall the 
initial force toward the existing homeostasis. It is during this 
transition phase that vigilance and reinforcement are most 
crucial. For example, imagine the following scenario arising in 
a routine all-clinic meeting. This is a quarterly meeting run by 
Laura Marker, the practice’s medical director. One of the first 
items of business is to review together the medical problems 
that clinic attendees need help with and the adequacy of the 
practice’s response to those problems.

Laura: “In looking over our clinic’s diagnoses for the last three 
months, we see an alarming new trend. Of the 612 babies we have 
delivered in this time, 20 have been born addicted to narcotics. I 
know this doesn’t surprise you, since we have already talked a lot 
about what a terrible problem this is. Not only is it horrible for the 
infant and mother, but neither we nor our hospital are equipped 
to deal with this. Our doctors and midwives are way out of their 
comfort zones, the newborn nursery can’t cope with these desper-
ately sick babies, the nearest NICU is three hours away, we don’t 
have a neonatologist on staff, the postpartum floor is over-
whelmed, our social workers say the homes they return to are 
unsafe and unhealthy, and the postpartum calls and visits to our 
clinic are overwhelming. What are we going to do about this?”

After much discussion about trying to hire a high-risk obstetri-
cian, redoubling efforts to transport out, screening better, more 
aggressive postpartum follow-up, and a host of other useful but 
piecemeal solutions, Laura said the following:

“Remember that we are here to help the people in our com-
munity be as healthy as they possibly can, no matter what prob-
lems they are facing. Therefore, these patients are our problem, 
and our responsibility. You have already said as much in this meet-
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ing, by trying to figure out how we can take better care of people 
with this overwhelming problem. I think it’s time to say that as a 
practice, we will deal with this problem head-on, and do whatever 
we have to do to make sure every child born in this county has as 
good a start in life as possible. This means that we have to reorga-
nize to deal with the opiates in our community, with prevention 
and treatment; to find and treat all pregnant women who are using 
as soon as possible; to figure out how to care for neonatal with-
drawal syndrome in a small community hospital, to beef up our 
connection to our referral hospital, and to give these families extra 
medical and psychosocial attention. This is a tall order. Let’s break 
this up into parts, make assignments among our staff leads, start 
meeting with our key partners like the hospital CEO, the head of 
county social services, the police department, and public health. 
We will also need someone to begin looking at how we can most 
efficiently accommodate the increased clinical load these patients 
have brought to the practice. We’ll organize the teams to work on 
this right after this meeting, and you can find others who might 
want to join later. I’ll make sure that all the teams working on this 
problem have the resources they need to put together a plan of 
attack by next month. OK, from now until we get a grip on this 
thing, we will develop some sort of message about ‘This is where 
you come for addiction during pregnancy,’ and something for the 
community about ‘Opiates affect everyone’s health.’ ”

Among other things, this is an example of administrative 
leadership, insofar as Laura called out the problem, lined it up 
with the clinic’s mission, spoke that mission out clearly, and 
made resources available to go to work on the problem. Note 
that she left it for those working in the affected areas, those 
closest to the ground, to more fully characterize the problems 
and to begin formulating solutions—as adaptive leaders.

 Find, Cultivate, and Align Resources

Bring together people, support infrastructure, and funding to 
implement the vision. It is not just the usual people. Leaders 
will emerge from everywhere!

 1. Identify and nurture people who have capacity and disci-
pline to lead, influence, and manage this change process. 
Identifying leaders can be challenging, as more often than 
not true leaders do not proclaim their status to you in 
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boardrooms or executive meetings. We urge you to go to 
the clinic areas and watch. Observe who people turn to for 
decision-making, support, and guidance, particularly in 
ambiguous situations. People choose their leaders. Look 
for who they are choosing.

 2. “Get out of people’s way.” Enable these identified people, 
share control, provide structure while protecting flexibility: 
“Here’s my intention; you guys figure out how to do it.” 
There is absolute authority in knowing your job. Ironically, 
this is one of the most difficult tasks for a leader. Almost 
every good leader can identify circumstances in which they 
may have acted differently than the person they assigned 
to address a problem. It is natural for a leader to want to 
intervene and “fix problems” for others. Unfortunately, 
over-functioning for others typically results in under- 
functioning, demoralization, and relinquished control by 
key members of your team.

 3. Engage everyone at every level. Include people from 
finance, operations, and clinical teams. Consider again the 
interdependence and complementarity of all components 
of a system. Imagine a scenario in which a pediatric medi-
cal clinician wishes to add a screening tool for trauma to 
child wellness visits. This decision affects (a) the office 
administrative staff who must make multiple copies of the 
screening form to include in all wellness visit packets, (b) 
the receptionist who must remember to include the form in 
all paperwork given to families during wellness visits, (c) 
the nurse who must collect and enter results into the 
patient’s chart, (d) the psychologist who must review and 
respond to positive trauma screens, (e) the IT staff who 
must create electronic fields in the chart for the trauma 
form results, (f) the coding and billing department who 
must now include this added screening to the services pro-
vided, (g) the finance staff who must consider the added 
resources (e.g., staff time) in the cost of a wellness visit, and 
(h) the schedulers who must now accommodate additional 
time in the appointment for the trauma screening and fol-
low- up. Without education and input at all levels and com-
ponents of the process, attending to a clinical issue as 
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important as trauma can be overshadowed and discarded 
quickly. The implementation of this new quality improve-
ment effort for children is best begun with a meeting of all 
the aforementioned team members to plan the workflow 
adjustments it will trigger.

 Promote and Reinforce “Transformation Friendly” 
Behaviors and Practices

 1. Celebrate success and embrace failure. While the term 
“failure” is often viewed as a negative outcome of a deci-
sion or event, we think of failure as an incomplete adjust-
ment on the path to improvement and growth. Reframing 
“failure” as “growth” frees us from the impossible expecta-
tions of a positive outcome for every attempt and opens up 
possibilities for creative, iterative solutions. Take for 
instance the attempts of an integrated prenatal clinic to 
develop an appointment template for their high-risk 
obstetric patients with opiate addictions. An initial attempt 
at the traditional 8 a.m., 8:15 a.m., 8:30 a.m., etc. schedule 
results in morning no-shows until about 10 a.m. The prena-
tal clinic team, frustrated with slow mornings followed by 
hectic afternoon visits that stretched into the evening, 
modified the template to schedule four women in 1-hour 
blocks (four scheduled at 8  a.m., four at 9  a.m., etc.) to 
allow for flexibility. After 3 months, show rates for prenatal 
appointments had improved only slightly. Undeterred, the 
prenatal clinic team carefully reviewed their appointment 
cycle times, clinician schedules, spoke with the community 
health coordinators, and, most importantly, asked the preg-
nant women, “What gets in the way of coming to your visits 
here?” The pregnant patients cited morning sickness, trans-
portation barriers, conflicts with their addiction treatment, 
and emotional stress as contributing factors to their poor 
engagement in prenatal care. It was only after multiple tri-
als with poor outcomes that the prenatal clinic hit on the 
solution of offering afternoon group prenatal visits co-led 
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by the psychologist and obstetric physician, including sub-
stance abuse treatment and support for transportation. The 
initial setbacks experienced by the prenatal clinic could be 
viewed as separate failures or a part of the growth process 
of a clinic striving to meet the needs of its patients.

 2. Live in continuous beta. Beta versions of software are 
released with the understanding that it still contains bugs 
that need to be uncovered and fixed. Outline evaluation 
metrics (process and outcome) and monitor them fre-
quently, using them to refine, stay, or change course. Be 
nimble—anticipate problems and barriers and be prepared 
for the unexpected. We turn again to the concept of 
dynamic equilibrium in a clinic system: change is an 
expected, necessary, and positive demand on the system. 
Leaders learn to balance the need for adjustments while 
staying focused on the mission of the organization. Perhaps 
more importantly, leaders throughout the team should 
embrace and exhibit this attitude in the day-to-day work of 
the clinic. With this perceptual shift, team members absorb 
the shocks and adjust rather than resist the bumps as dis-
ruptions. Practicing in primary care is not a smooth canoe 
ride over a calm river. It is a thrilling navigation of white 
water rapids over twists and turns. Act accordingly. In the 
example above, the continuous efforts to accommodate the 
needs of addicted pregnant women serve as a good illustra-
tion of this principle.

 3. Exemplify the model of collaboration, trust, and communi-
cation that you are trying to build clinically. People observe 
and mirror their leaders. If you listen, they are more likely 
to listen. If you follow through, they are more likely to fol-
low through. A critical role of a leader is to be an anchor 
for the team, as the team must anchor the patients. The 
physical, psychological, social, and environmental stressors 
in the communities we serve are ever-present, chaotic, and 
constantly threaten the sense of security our patients crave. 
In bringing behavioral health into the center of primary 
care practice, we create a space in which people share their 
most painful struggles. It can feel overwhelming for the 
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clinic staff to accommodate the changing roles in integra-
tion. Being a safe and stable “container” for the reactions 
and intensity that are inherent in primary care practice is a 
leadership characteristic with substantial impact through-
out the clinic and community at large.

 4. Let jobs bleed into each other, and do the job whenever it 
presents. One of the most corrosive things you can hear in 
a busy clinic is “That’s not my job.” In contrast, supporting 
a culture in which people share functions in service of a 
collective goal reinforces the focus on the mission and 
interdependence between team members. The multi- 
faceted nature of primary care all but guarantees that 
numerous tasks, unexpected and unassigned, will emerge 
and must be completed. A patient speaking an unknown 
language shows up in the clinic. A community health 
worker walking by stops and tries to communicate with the 
patient with written symbols and hand gestures. A pipe 
leak leaves a puddle of water on the bathroom floor. The 
pharmacist finds a mop and cleans the floor. The reception-
ist becomes ill and a therapist helps answer phones. Reward 
people who step up and respond to problems without being 
asked. Model doing what needs to be done.

 Lead the Actual Transformation Effort

When a primary care clinic begins the transformation into an 
integrated clinic, with a behavioral health clinician working as 
part of the core primary care team, clinic operations and 
patient workflows will necessarily change. Let us imagine that 
a full-time clinical psychologist is added to the clinic schedule 
in a four-primary care provider (PCP) practice. Let us further 
imagine that this person has already negotiated the details of 
her position description and intends to divide her time into 
three equal parts: she will be available to offer psychotherapy 
for mental disorders, will directly help patients with their 
chronic disease self-management programs, and will also be 
available for real-time consultations and warm handoffs. She 
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will also facilitate referral to specialty care for psychiatric 
emergencies and severe psychiatric conditions. Concurrent 
with this hire, the clinic begins screening every patient in the 
waiting room with the PHQ-9, expecting that the psycholo-
gist will see all the patients who meet criteria for major 
depression. Clinic leaders may draft the workflow changes 
their clinic will need to make, but it is just not possible even 
for experienced clinics to anticipate everything that will need 
to change to accommodate a new resource such as this. It is 
up to the team on the ground, the ones doing the actual clini-
cal work, to lead with ideas, proposals, and rapid-cycle 
changes to restore equilibrium and clinical function at a 
higher level. Several examples will illustrate how this works.

 1. Positive PHQs accrue at the rate of 16 per week. The psy-
chologist initiates an eight-session CBT program for four 
new patients per week and coaches the PCPs to manage 
the others themselves. At the end of 2 months, when she 
reaches equilibrium, she is doing 32 hours of CBT a week 
and is unavailable for most of the other parts of her job 
description. At the next clinical team meeting, attended by 
the appointment clerk, the care manager, four medical 
assistants (MAs), a clinical pharmacist, and the four PCPs, 
the PCPs all agree that this is not the best use of the psy-
chologist, and they want to free her up to accept warm 
handoffs and see patients in distress who might not meet 
criteria for depression. They agree that only the most 
severely depressed patients, and only those who express a 
clear preference for psychotherapy, will be scheduled to 
see the psychologist. She agrees to reduce the one-on-one 
work to 12 hours a week. The team explores the possibility 
of group psychotherapy sessions, but temporarily rejects 
this idea for scheduling and other logistical reasons.

 2. At the second team meeting after the psychologist is on 
board, the MA presents her depression phone follow-up 
log, which shows that she has contacted only half the 
patients the protocol calls for. She cannot add all these 
calls to her other responsibilities. The appointment clerk 
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says her call burden is relatively light from 10 am to noon 
most days, and she could make some of these calls if she 
were trained in motivational interviewing and had a list of 
appropriate questions to ask. The team agrees that this is a 
good use of the scheduling clerk, and this training occurs.

 3. The depression screening results in a significant number of 
new patients on antidepressants that are managed by the 
PCPs, and much of this is uncomfortable for them—they 
feel like they are practicing beyond their competence. The 
clinical pharmacist offers to do an inservice on the use of 
antidepressants and to monitor the charts of all patients on 
these drugs for effectiveness and safety. This is a most wel-
come suggestion that is implemented immediately.

 4. The scheduling clerk describes a scheduling problem for 
the psychologist. Patients want more availability in the 
afternoons, particularly mid-week. The PCPs, on the other 
hand, are complaining that they need the psychologist to 
be available for curbside consults and warm handoffs on 
Mondays and Fridays when they see more walk-ins and 
acute patients. The scheduling clerk proposes to schedule 
the psychologist more heavily on Tuesday, Wednesday, and 
Thursday afternoons and leave her relatively unscheduled 
(and therefore available to the PCPs) on Mondays and 
Fridays. This turns out to be a splendid solution.

There is a continuous stream of problems like this with 
scheduling, communication, shared clinical plans, and other 
details of workflow and clinical care that a properly autho-
rized and resourced team can manage themselves. These 
clinical team members are adaptive leaders, and the  operation 
of an advanced integrated clinic absolutely depends on their 
leadership. The administrative leaders need to stay out of 
their way but also need to know what they are attempting, 
what succeeds and what does not, and need to track whether 
solutions are producing the kind of care that lines up with 
their mission. These administrative (and facilitative leaders) 
also need to make sufficient resources available for the adap-
tive leaders to work with.
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 Things to Put on the Wall

This section is to point out that we all need reminders and to 
give specific examples of what we need to be reminded of. 
What do we aspire to become? Why we are here? What we 
are here to do? How we operate? What do we value? What 
are our rules of the road? This is singing the same song 
together in order to become a choir. There are many ways to 
do this. Many clinics hang sayings on the walls of hallways, 
break rooms, and exam rooms. Epigraphs on email templates 
can work. Pushing out to all staff a Saying-a- Day can work. 
Opening every meeting with a recitation of mission, or vision, 
or values, or taglines, or other relevant statements is a power-
ful reminder of purpose. This aligns the work on specific 
problems with overall goals.

You remind yourself of not just those eternal truths 
but also reflect on where your organization is at the moment. 
For example, think about the conflict continuum. At one end, 
conflict is so low that everyone agrees with the leader or with 
each other. There is no critical thinking, and the best ideas 
and solutions never get surfaced. At the other extreme con-
flict is so savage and toxic, so ad hominem, that it harms 
people and inhibits participation and trying new ideas. You 
want your team to have spirited disagreements with one 
another on the way to finding the best ideas, but not so sharp 
that they hurt or inhibit each other. If your team is too agree-
able, too groupthink, you may need a saying on the wall like 
“For every idea, surface a different idea. Diversity of opinion 
rules!” For a group that attacks and backbites and under-
mines each other’s ideas, you might want to post something 
like: “Respect each other. Encourage the voice of those who 
speak least.” If your team is too agreeable and nonconfronta-
tional, a saying like “Challenge everything” might be more 
helpful.

Your wall sayings need to change from time to time. 
Someone, or maybe a communications team, should be 
responsible for this. There are some things that pretty much 
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inspire and instruct no matter what, but many sayings are 
more or less helpful according to where you are along the 
conflict continuum, or risk-avoidance continuum, or planning- 
flexibility continuum, or over- under-communication contin-
uum, or long-range-short-range continuum. Here are a few 
examples we have taken from walls, table tents, epigraphs, 
and other places around successful integrated clinics.

• Remember why we are here: to help people become a little 
healthier.

• Expect problems. Welcome them as a sign that we are alive.
• Speak up. Speak the truth and have no fear.
• Be kind. Kindness trumps cleverness every time.
• Try something, anything, then fine-tune it. Life is a beta 

test.
• Listen closely to what people say and how they say it. 

Write the best of it down.
• Be cold and objective in judging whether it works. In the 

world of actual things, nothing works perfectly, and noth-
ing works forever.

• Do not let little problems persist. Small nagging problems 
corrode morale. Fix them.

• The hard stuff we do right away. It is the impossible stuff 
that takes a little time.

• Bite off more than you can chew. Then offer—offer—some 
of it to your neighbor.

• Conflict is good. Not war, conflict. It brings people 
together.

• Let yourself be disturbed but not abused.
• A lot of the time, you are just wrong. It is a sign of taking 

a position. Own it.
• Set things right before they arise. Anticipate problems. 

Have a long time horizon.
• Unless we go to extremes, we will never get anywhere. 

Tackle hard problems, and try radical solutions. Solve hard.
• Expect surprises. This is not an oxymoron.
• Sometimes the answers lie outside our world.
• Get in the mix. Let your partners disturb your ideas. Too 

much time behind a closed door is bad.
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• That fix is temporary. No matter how well it works, it will 
only work for so long.

• You are the best person to do certain jobs. Do those jobs. 
Do what nobody but you can do.

• Be stable but flexible. This is not an oxymoron.
• Yes, you are a kid in a candy store. Learn things. Try stuff. 

Enjoy yourself. But remember: candy is not one of the 
basic food groups. We have work to do around here.

• Plan but be spontaneous. This is not an oxymoron.
• Respect your partners and celebrate their successes.
• Did it make our patients healthier?
• Never stop thinking about how to do it better.

 The Elevator Speech

It helps for those who are building transformed, integrated 
practices to be able to say, clearly and succinctly, what they 
are doing, why they are doing it, and how to do it. These 
“elevator speeches” can be delivered in 15–30  seconds, the 
time it takes to pass between floors on an elevator. They are 
for external and internal consumption alike. On the one 
hand, they inspire supporters and partners; on the other hand, 
they galvanize and concentrate an organization’s sense of 
purpose and direction. The principles and practices of leader-
ship described in this chapter are useful as templates or start-
ers for leaders who wish to craft elevator speeches. Of course 
a brief description of what you are doing, or why, or how will 
vary according to your audience. With that caveat in mind, 
here is a sample of elevator speeches designed to answer the 
following questions:

 1. “What are you working on these days?”

“We’re still in the business of trying to improve the health 
of the people in our three-county area, and we’re still trying 
to do that by offering high-quality primary care. Right now 
we are integrating behavioral healthcare into our primary 
care clinics, so we can address most or all of our patients’ 

Chapter 5 Everyone Leads



128

healthcare needs onsite. This is comprehensive, integrated 
care, and we think it will help our patients be healthier.” It 
takes about 20 seconds to say this paragraph. You may wish 
to adjust this to better fit the particulars of your mission or to 
emphasize other elements, such as the coordination effort, or 
prevention, or community engagement, or longitudinal care—
whatever your particular efforts are at the time.

 2. “Why are you doing that?”

“Well, we know there are a few things that reliably 
improve the quality of primary care, and two of them are 
comprehensiveness and coordination of care. We can win big 
improvements in both of those by incorporating attention to 
behavioral concerns into every visit. Besides, the patients love 
it. So do the PCPs – they won’t go back to the old way.” Again, 
adjust according to your audience and the particular features 
that you are actually addressing.

 3. “How do you do this?”

“The first thing we have done is to hire behavioral health 
clinicians for every clinic – enough so that every patient has 
access to one. The next thing is that we are learning to prac-
tice in teams, instead of in a one-on-one fashion. We are also 
measuring a lot more stuff  – the quality of our care, our 
health outcomes  – and making many more adjustments to 
improve our processes and outcomes. We’ve had to rethink all 
of our practice habits and beliefs to continuously improve. 
After an initial rough start, now everybody prefers this new 
way of practicing.”

Practice transformation is difficult but rewarding. It is 
impossible without active leadership. This chapter has high-
lighted a few of the most salient features of leadership that 
one sees in successfully integrated clinical systems.
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 Preamble

Team-based values, methods, and relationships are now 
ubiquitous in conversation about primary care. Everyone 
values “team” and claims to be doing it in one form or 
another—or having done it all along—“nothing new for 
me.” But what is the substance underlying the slogan? What 
are the benefits to adding a behavioral health (BH) clini-
cian as a long-missing member of the primary care team? 
How can you deploy behavioral health clinicians to achieve 
these benefits? What are the properties of different models 
of integration? How can you be clear enough about this new 
role to effectively interview and hire for it? In other words, 
how can this role be truly integrated functionally, not just 
“anatomically”? CJP
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 Introduction

“Team care” is all the rage these days. Primary care doctors are 
all being urged to adopt it, if they have not already.1 But who 
can blame a doctor for thinking, “I’ve had a team all along. You 
think I make all the appointments, check people in, put 
patients in rooms, take their vitals, prepare procedure trays, 
give shots, change exam rooms, and check people out all by 
myself?” The question that this doctor has to face is, “With all 
that help, why is it that you still feel so stressed?” The doctor 
has been imagining that with one more medical assistant, or 
with two fewer patients a day, it would be comfortable again.

Many of his or her colleagues who have been working in 
high functioning teams would disagree. They would say that 
their stress has been reduced because other members of the 
team are handling elements of a visit that the doctor alone 
used to handle. Perhaps even more, those doctors would say 
that now they are giving more complete and effective treat-
ment to patients with behavioral health (BH) issues that 
previously were not adequately addressed. Those patients 
used to come back more often because their care was not 
addressing their needs. That meant that the patients that the 
doctors felt least effective in treating gradually took up more 
and more of their daily schedule.

The same doctors who are practicing in high-functioning 
teams would also tell you that the transition was not easy or 
quick. Not every member of the group of staff working with 
each doctor, and for that matter, not every doctor, wants to 
evolve their roles in delivering care to patients. The changes 
involve more time meeting together and looking at issues like 
mission and values in addition to workflows and assignments. 
We will talk about this process in more detail later.

Adding a “behavioral health clinician,” a psychologist or 
clinical social worker or another licensed counselor who is 
additionally trained to work in primary care, adds more than 
one more body to the team. The new staff member, whom I 
will call a BH clinician, adds a new expertise set, a new way of 

1 I prefer to call PCPs “doctors” because that is usually what their 
patients call them, whether they are MD, DO, NP, or PA.
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approaching problems, and a way of addressing issues patients 
face that previously were sources of frustration and failure for 
the patients and their doctors. One of the first outcomes that 
has been identified when BH clinicians first join medical prac-
tices as team members is that “provider satisfaction” goes up [3]. 
Doctors tend to feel relieved and supported in new ways. They 
are not carrying the whole load of knowing what to do in all 
their most complex cases, and they are not feeling that they 
are inadequately serving the many anxious and depressed 
patients that present every day, usually presenting with com-
plaints the patients experience as medical.

 Deploying a BH Clinician

So, for a little while, let us imagine that you solve the issues of 
funding and you are able to hire a BH clinician for your prac-
tice. What do you do with him or her to get this “provider 
satisfaction” and better patient care? In deciding how to 
deploy a BH clinician, think about the problem you most 
want to solve. Would you like to focus on getting treatment to 
more of your patients? Is there a population of patients in 
your practice, e.g., people with depression or poorly managed 
diabetes, that you would like to be the target of your new 
resource? Finally, in addition to having more of your patients 
seen, would you like to have your new colleague available for 
convenient consultation in the flow of care? How you answer 
these questions will make the difference in whether you 
decide to pursue a “co-located” arrangement, a Collaborative 
Care approach, or Primary Care Behavioral Health (PCBH) 
model initially. If you are like most places, you will gradually 
evolve a hybrid that works best in your setting.

 Co-location Model

A first step in many sites is an arrangement called “co- 
location.” This arrangement locates a BH clinician doing 
therapy, in the primary care office suite, by referral from the 
doctor or group of doctors who practice in those offices. It 
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requires a little quiet space somewhere in the suite, but noth-
ing more fancy. It will be important to have the BH clinician 
documenting in the EMR so that the behavioral health diag-
noses, observations, and progress made by the patient and 
BH clinician can be in the front of the doctor’s mind when he 
or she sees the patient next.

This co-location arrangement goes a long way toward solv-
ing one problem and may solve a second. It greatly improves 
the options for referrals to some sort of mental health or 
substance use disorder treatment, because patients will accept 
care by a professional in a primary care office much more 
readily than they will go to a separate mental health facility 
or private practitioner. Your success rate of referrals (mean-
ing the patient has at least one visit with the new resource) 
will likely change in the general range from 20–30% for out-
side referrals to 70–80% or more for inside referrals if your 
practice is typical of the many I have talked to. Just knowing 
so many people are now getting seen is a load off your mind.

Coordinating with your BH clinician in providing care, an 
arrangement in which you prescribe psychotropic medication 
for depression or anxiety or attention-deficit disorder and the 
BH clinician maintains closer contact, teaching coping skills, 
and offering therapy can be a much more satisfying approach 
to practice than trying to refer patients to outside resources. 
Most doctors feel they can be more judicious in the use of 
medications once they have a BH clinician as part of the 
team for patients. This puts them more comfortably within 
the evidence-based recommendations. In the case of depres-
sion, for instance, some degree of depression is extremely 
common and impacts the health and functioning of a great 
many people. It is only in the case of depression that meets 
criteria for major depressive disorder that medication is one 
of the evidence- based choices and only in the case of severe 
depression that medication is strongly recommended [7].

A challenge that you can face in a co-located arrangement is 
that it tends to make the BH clinician define psychotherapy as 
their main job. If they have not had sufficient training to know 
how to move beyond the kinds of therapies they were doing in 
a mental health facility (we will talk a lot more about training 
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later), they may initiate that kind of therapy in most cases. That 
means they would engage patients in longer-term approaches 
to therapy, meaning more visits, and each visit would take up an 
hour, between talking and writing the note. This leads to the 
BH clinician’s schedule filling up. After your initial relief at 
being able to find care for so many of your patients for whom 
a referral did not work previously, you can end up with an inter-
nal waiting list. It is very frustrating to want care for a patient 
and have the BH clinician in your office tell you that the patient 
can be seen in 3 or 4 weeks. For co-location to work in a busy 
practice, the length of each visit will need to be shorter, proba-
bly not longer than a half hour, and the mean number of visits 
in an episode of care will be around three. This is possible if the 
BH clinician can make an adaptation from the reflective types 
of therapies many are taught for mental health specialty work 
to a more targeted, problem-focused approach [8]. Treatment 
focused on a problem creates a different expectation for 
patients as opposed to treatment that is thought of as “begin-
ning therapy.” In that case, treatment only goes as long as 
patients think they need to come. Patients tend to come until 
they notice improvement and then they have better things to do 
with the time and the money [2]. In this model, that is allowed, 
as is returning when they feel they need a bit more help.

 Collaborative Care Model

If you choose to bring on a BH clinician to address the needs 
of a specific population in your office, you will probably be 
implementing a Collaborative Care approach. This is an 
approach with strong evidence for clinical outcomes for 
patients [11]. It was developed as a variation of the Chronic 
Care Model [12], a variation that targeted depression as the 
chronic disease. The Collaborative Care approach is built on 
reliable identification of the group of your patients who make 
up the population, usually by using a screening tool such as the 
PHQ-9. Reliable identification, in this approach, leads to the 
offering to all (or as many as possible) of the members of the 
population an evidence-based protocol of treatment. Finally, it 
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includes active monitoring of adherence, side effects, and effec-
tiveness throughout the course of treatment, with additional 
intensity of care offered to patients for whom the initial treat-
ment protocol does not seem to be effective. Since a brief tar-
geted dose of therapy (four to eight visits in various 
implementations of the model) is one of the choices in an evi-
dence-based protocol for most patients, your BH clinician will 
be your provider for this element. A slight majority of patients 
who have less than severe depression tend to prefer the “coun-
seling” intervention over medication as a first step [4]. The 
monitoring of adherence, side effects, and effectiveness can be 
done by the BH clinician in addition to providing therapy, 
though some practices use lesser trained staff, who still need 
specific training for this role, to ask the questions when patients 
come for visits and to make telephone calls between visits.

Options for additional intensity of care, or “stepped care,” 
need to be part of the Collaborative Care Model for the 
patients who do not respond adequately to the initial proto-
col [6]. Sometimes this involves a pre-arranged referral 
arrangement with a nearby mental health facility. More com-
monly, it involves the possibility of more visits with the BH 
clinician, on one hand, and a more complex approach to 
medication, on the other. For this, having access to consulta-
tion with a psychiatrist or expert psychiatric nurse practitio-
ner is important. In many cases, doctors do not feel comfortable 
taking on an approach such as Collaborative Care without 
regular consultation and discussion with the psychiatrist. 
Most, but not all of the studies of the Collaborative Care 
Model, have used psychiatrists to support or guide the pro-
cess from the beginning. Some used psychologists for the 
clinical consultation and psychiatrists to consult on prescrib-
ing [11]. Over time, the doctors tend to gain more confidence 
in their own prescribing expertise and can use the psychiatrist 
to help with more unusual stepped care cases.

The advantages of the Collaborative Care approach are 
many. As in other approaches, a lot of patients who otherwise 
would not get care are given treatment. It is a clearly outlined 
approach, so the uncertainty about how to implement the new 
program is reduced. Roles of various team members are clearly 
prescribed. It fits with the data gathered by quality measures 
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commonly used by the government, other payers and with 
accreditation measures of the National Committee for Quality 
Assurance (NCQA) and other certifying agencies.

The disadvantages of the Collaborative Care approach are 
that, without some modification, it tends to keep the doctor 
and BH clinician on different tracks during the flow of care. 
The BH clinician is providing prescribed “doses” of therapy 
or doing monitoring of current patients and is not easily avail-
able to doctors for consultation. It can also be frustrating to 
doctors and to patients that a behavioral health service is 
operating in the practice, but the population being addressed 
is by no means the entire group of patients who need behav-
ioral health intervention. The author visited one community 
health center in which the provider group had abandoned 
their formal Collaborative Care program for exactly this rea-
son. The doctors could not justify involving a resource for 
patients with one diagnosis and not being able to offer the 
resource to patients they judged to be just as disabled by 
other behavioral health disorders. They developed their own 
approach that allowed much more “doctor discretion” about 
which patients were seen by the BH clinicians, while main-
taining the screening program, the protocols of brief care, and 
the monitoring implemented when the Collaborative Care 
approach was launched. Finally, the Collaborative Care 
Model has shown much better results in controlled studies 
than in broader implementations. In a state-wide implemen-
tation in Minnesota called the DIAMOND Project supported 
by specially designed payment models, participating clinics 
delivered more elements of the model and showed better 
patient satisfaction than usual care, but depression remission 
rates were no higher than nonparticipating clinics [10].

 Primary Care Behavioral Health Model

The last way of deploying your BH clinician as a resource is 
called the Primary Care Behavioral Health (PCBH) model. It 
is also sometimes called the Behavioral Health Consultant 
(BHC) model. The word “Consultant” is used in the title to 
remind doctors and BH clinicians that, where possible, the 
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goal of the approach is to maintain the patient’s experience 
that their doctor is in the lead of their care and to help the 
doctor in the many ways that someone with strong behavioral 
health expertise can to enhance the care they provide. This 
can be done through targeted brief interventions and by 
offering consultation on diagnoses, needs, and possibilities for 
patients in the flow of the doctor’s care.

In this approach, the BH clinician becomes part of the infra-
structure of the practice, used for a quick opinion or added to the 
care of some patients at the doctor’s discretion (augmented by 
screening). Instead of referring patients to the BH clinician for 
care, or adding them to a pre-set program for a population, the 
BH clinician is involved in their care for whatever seems needed 
at the time. As an example, you could ask the BH clinician to 
speak to the patient in exam room A to see if he or she thinks the 
patient’s obvious dysphoria is part of a picture that warrants fur-
ther treatment at this time and if the treatment would be best 
offered by the doctor, the BH clinician, both, or some other ser-
vice. You could ask for an opinion in another case about why an 
obviously intelligent patient has steadfastly failed to adhere to a 
medical regimen that could prolong his or her life, despite the 
doctor’s best efforts to make the situation clear to him or her. 
You could ask the BH clinician to teach another patient a tech-
nique that allows people to put themselves to sleep more easily, 
as a first-level intervention for insomnia. If you think about all 
the times in the day when you wish for a quick consult or inter-
vention on psychosocial or behavioral issues, you can think of a 
lot of ways that a BH clinician in this model could make your life 
easier. This does not have to add a lot of time to your day. The BH 
clinician can meet with one patient while you go on to another.

The use of your BH clinician as an internal consultant has 
all the advantages of improved access plus patient and pro-
vider satisfaction of the co-located approach. In fact, this is 
the approach that gets some behavioral health expertise and 
care added to the overall care of the largest portion of your 
patients. It would logically follow that if this approach 
engages a BH clinician with the most patients, no matter how 
efficiently the engagement is effected, it is also the approach 
that would require the most BH clinicians for a busy practice. 
The ratio of BH clinicians is variable depending on the acuity 
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of the population, how sophisticated the doctors are at using 
them in the flow care, and how comfortable the BH clinician 
is at addressing chronic illnesses and health behavior change 
needs. If all of these are high (acuity, sophistication, and gen-
eralism), probably one full-time BH clinician could ade-
quately support two to three full-time doctors as a start.

The benefits to the doctors and for other medical team 
members are more support and more teaming in the flow of 
care. Over time the medical team members gain more behav-
ioral health expertise and tend to practice more “behaviorally 
enhanced” medicine though they do not begin doing the 
work of the BH clinician. This approach is also very exciting 
and interesting to the BH clinicians that choose it. And 
“choose it” is important here. In programs in which clinicians 
from a mental health organization have been assigned to 
work in a primary care setting, they often are very unhappy. 
A BH clinician has to enjoy the fast pace and the uncertainty 
of what each patient encounter will bring in primary care. 
Those for whom that style is a fit, usually in the behavioral 
health consultant role, become happy and confident team 
members. They often get assigned other new roles in the 
organization that need confidence, creativity, and flexibility.

The other side of the flexibility coin is that these clinicians 
have had to make the most adaptation to primary care cul-
ture and practice patterns from their original training in spe-
cialty mental health therapies. Mental health graduate 
training is usually built on the idea that medical and behav-
ioral health constitute different worlds of diagnosis and care. 
The need to make the adaptation to providing primary care 
behavioral health tends to select for personal flexibility and 
being able to function confidently within the uncertainties of 
primary care practice.

The challenges of the PCBH model tend to be those atten-
dant to an approach that is less bound to the prevailing 
assumptions and practice patterns that are the basis for the 
“diagnose, treat, bill” sequence in the fee-for-service payment 
world. On the other hand, the more a practice goes to bun-
dled payments or shared risk payment model, the more the 
flexibility of this approach, and the people who are schooled 
in it, will stand in good stead when it comes to sustainability.
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 Hiring

Your first BH clinician may be the most important hire of 
your new team. It is probably easiest to say who you do not 
want. The leaders from the ACT implementation in Colorado 
(a large multi-site implementation of behavioral health inte-
gration; see description in Chap. 1), the researchers who stud-
ied behavioral health integration in exemplar practices for 
the Agency for Healthcare Research and Quality (AHRQ) 
Integration Academy, and most of the other leaders in the 
movement to develop the primary care behavioral health 
workforce agree that you do not want a BH clinician (psy-
chiatrist, psychologist, social worker, or counselor) who has 
only been trained in and only worked in specialty mental 
health [5]. This is a challenge, because very few of the gradu-
ate training programs in the US are training clinicians to 
work in primary care. Most who learn these skills in their 
degree programs learn them in experiential training place-
ments in primary care. There are some very good programs 
available online as post-degree transition training, such as the 
primary care behavioral health training program of the 
Center for Integrated Primary Care at the University of 
Massachusetts Medical School, and the guild organizations, 
such as the American Psychological Association and the 
American Psychiatric Association, have developed programs 
and curricula. There are a growing number of primary care 
health settings that offer practicums, internships, or 
 post- doctoral fellowships for BH clinicians in training that 
help students make the transition to primary care culture and 
methods. The change offered by an organized training pro-
gram is as much cultural as it is skill based, so a workshop or 
two in skills alone tends not to be sufficient. You do not want 
an “untrained” person if there is an alternative.

If you do not have the option of hiring someone who has 
worked in primary care or has trained for primary care, hire 
on the basis of personality. You are looking for someone who 
is open to learning, who sees working in primary care as a 
unique opportunity rather than as a less than rigorous mental 
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health delivery setting. You want someone who is comfort-
able with generalism, who is interested in seeing the full 
range of patients in your practice, someone who makes 
friends with other staff members easily, and who likes the 
idea of other staff members helping out with the behavioral 
treatment load in some way rather than a professional who 
spends energy patrolling disciplinary boundaries and arguing 
about who is qualified to do what. You want somebody who 
is expected to do what is necessary for a patient, such as some 
elements of care management, rather than someone who 
takes an “it’s not my job” approach. When you are interview-
ing candidates, do not ask them if they work in the way just 
described. Ask them to tell you a clinical story in which they 
look good and look to see which of these qualities you can 
see in the story. You can ask the same question for an organi-
zational story. Have them tell a story where there was some 
difficulty or issue in an organization where they worked and 
how they kept it from getting worse or contributed to making 
it better. Push for enough detail so you can visualize the inter-
action, and if you find it impossible to visualize the patient 
and their situation that are being described in your candi-
date’s story because of psychological vagueness or jargon, 
e.g., “I did CBT,” you can be confident that you will have a 
hard time working on a collaborative clinical team with this 
person. If the patient(s) come across as understandable 
human beings in the story, and the interventions described 
make sense to you, e.g., “I worked with her to pick one thing 
she could do every day that she enjoyed and we tracked those 
for the next two weeks,” that is a very good indication. The 
more your candidate includes an understanding of the 
patient’s family and other elements of their context, such as 
their culture, in designing treatment approaches, the more 
their expertise likely will be understandable and helpful to 
other team members.

Hiring other members of the team when you need to is 
probably more familiar. For most of these roles, medical or 
administrative skills need to be in place. For these roles, the 
behavioral skills needed in the job are called “people skills.” 
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Look for people who find ways to relate positively to patients, 
who are interested in patients’ stories. See if you can find 
people who have some hope of sharpening their own skills, 
who want to earn the right to take on increased responsibility 
appropriate to their training. In the long run, you will want 
everyone to be able to do some motivational interviewing to 
help patients improve their health by changing their health 
behaviors. 

 Building Team Culture

Over time a successful team creates a culture that is durable, 
not dependent only on the attitudes and practice style of the 
doctor. The addition of the BH clinician to the team begins 
this process by adding an expertise set to the team that is 
separate from and additional to the expertise of the doctor. 
For the first time, the doctor is asking a team member for 
clinical input, not just for assistance. It is a profound and usu-
ally unheralded moment. This begins opening space for the 
whole team to see how the team can be “smarter” than any 
one member without losing its coherence or leadership. As 
the doctor, you might find that some team members have the 
same degree of challenges to working in this new team as you. 
They can be reticent about sharing what they know or what 
they think because of their experience of doctors who were 
not interested in their observations and opinions. If they are 
like many of their peers, they will wait for the doctor to set 
the agenda, to tell them what to do. Over time, as team mem-
bers get more comfortable accessing multiple expertise sets, 
there is one more set of expertise that is available and that 
can be transformative: the expertise of the patient.

You might want to consider having a “mission talk” that you 
deliver at your first team meeting after your BH clinician is hired. 
It is a brief statement that expresses the mission of the team. It 
should be fairly brief, a conversation you bring up in essentially 
the same form whenever a new member of the team is added. 
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The message can describe the patient as the center of the team’s 
efforts and as a full team member in their own care, whose 
knowledge and preferences are fundamental to designing their 
treatment plan. It is sensible every time to highlight the way that 
behavioral health is “mission critical” to the team. You might 
want to say something about how team members value each 
other’s special relationships with and therefore special knowl-
edge of patients. It could be worth saying that we watch each 
other for signs of stress or struggle and show caring when we see 
them. The talk should encourage each team member being able 
to articulate the roles of all team members to patients and to 
other people. And it should support learning from each other and 
being able to cover for each other in situations in which the cov-
erage is clearly appropriate and boundaries of licensure are 
respected. After a few deliveries, you hope that the talk will be so 
familiar to the team that when a new team member starts on a 
day when you cannot be at the meeting, other members deliver 
the talk because they have heard it so many times. This is how 
you build a culture over time that is self-sustaining.

 Communication in the Team

Ongoing communication within the team is vital for team 
functioning, both at regular meetings for predictable commu-
nication and through brief exchanges of information to keep 
each other up to date in the flow of care. For regular meet-
ings, some practices have one meeting a week to address a 
range of matters, and other practices have more than one 
kind of meeting and address different sorts of issues at differ-
ent times. Some have longer meetings to get it all done, while 
some have briefer meetings because those are more efficient 
for them. It is very hard to say what schedule and organiza-
tion will work for a practice.

It is a fair generalization that primary care practices, and 
medical services in general, have so much to do that they try 
to have as little time in meetings as possible. This leads to a 
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common situation in which a practice avoids meetings and 
then has barely enough communication to keep things mov-
ing. In this situation, team members are more likely to feel 
overwhelmed. The idea that more communication is needed 
to plan changes in workflows, to evaluate the results, do brief 
targeted training, or to talk about mission or values, and that 
the investment in more communication could leave everyone 
less stressed and help the practice provide better care more 
efficiently, can be a very hard sell. It is also true that time 
spent in meetings which is not productive or conversations 
that do not relate to the jobs the team has to accomplish will 
lead to meetings losing the engagement of team members.

Examples of topics for regularly occurring meetings:

 1. One or two patients that team members feel the team 
could engage or manage better: nonadherent patients, 
scary patients, dissatisfied patients, patients who are not 
getting better, and patients with complex lives that need to 
be understood better.

 2. How can we improve? The team looks at data, something 
that is being counted, and sees where the numbers look 
good and where there might be a place to try something 
different. Or they remember together one or two specific 
instances when things did not go smoothly and think about 
how those specific situations could be handled better in the 
future. Before spending too much time looking for a fix, 
spend some time looking for instances when that same 
process or task went well. See what various team members 
did in those instances. Whatever the sequence, it is some-
thing they already know how to do and could be the basis 
for making that success more frequent.

 3. Highlight excellence: Take a moment to let team members 
recite things that other members did that were noticeably 
helpful, or insightful, or caring, or courageous. Make sure 
they describe specifically what their teammate did that 
they appreciated.

It might be good to have a weekly meeting time with rotat-
ing topics so that the time is always interesting and useful.
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Perhaps the most useful regular meeting is the huddle before 
each session of patient care. A huddle is a 5–15-min meeting in 
which all of the people who will be providing or assisting in 
patient care during the session exchange information that will 
help everyone work in a coordinated and efficient way. When 
you first start to hold huddles there will likely be push back. 
“We could use this time better to each get ready for our indi-
vidual role.” Do not give in. Once they see how much better the 
half day goes, how much less stressed everyone is, and how 
much less follow-up work there is, they will come around.

If you are using the BH clinician as a consultant in the flow 
of care, a huddle is the best way to involve her in the care 
efficiently and effectively. Look at the schedule. Which 
patients could use a brief check-in on how they are doing 
with their depression or anxiety or drinking? The BH clini-
cian can be called in before or after your contact with the 
patient. Is there a smoker or two that the BH clinician might 
look in on before you get to them? It is often possible to help 
a patient move one stage of change toward better health in 
that time. Then when you come in, the BH clinician and the 
patient can sum up what they have discussed and what the 
patient is going to do in 1–2 min, and the BH clinician can 
leave. You can start your visit with the patient offering sup-
port or congratulations. Think about how much more enjoy-
able those visits would be. For a good deal of more material 
on building a highly functioning team, see the American 
Medical Association’s “Steps Forward” site at https://www.
stepsforward.org/modules/team-based-care.

For help in building a team that includes a BH clinician, 
see https://www.integration.samhsa.gov/workforce/team- 
members.

 Workflows

Adding your BH clinician and the services he or she contrib-
utes to the team will inevitably impact workflows. If you are 
going to address behavioral health issues in any organized 
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way, you will be doing behavioral health screening of some 
sort. Workflows in a primary care team are modified by the 
introduction of screening for BH concerns, such as depression 
(recommended by the United States Preventive Services Task 
Force for adults and adolescents), alcohol (recommended for 
adults), other substance use disorders, anxiety, post-traumatic 
stress disorder (PTSD), or other concerns that might be rel-
evant to your patient population. You and the BH clinician 
can decide what screens to use and where to start.

Some practices want to use the most brief sorts of screens 
comparatively often. With these screens, a positive response 
has to be followed up by administration of a longer screen to 
help with diagnosis, which is a workflow challenge. A nega-
tive screen, however, takes very little time and needs no fur-
ther discussion. A longer screen, perhaps given annually, with 
more frequent administrations to higher risk groups, can be 
followed up for diagnosis and possible intervention directly 
without a second step, but it takes more time up front.

You might want to use the decision about how to handle 
behavioral health screens in the workflow as one to which the 
whole team can contribute. On most teams, multiple  members 
of the team get involved in distributing, scoring, assessing 
results, interacting with patients about the results, and con-
firming diagnoses. The weekly meeting can be a time to 
launch and evaluate lots of small workflow adjustments. 
Having the team in on developing workflows should help 
with follow-through. When everyone is aware of why the new 
sequence is being tried, that it is being piloted, how it should 
help or improve some past inefficiency, and that they will 
have a part in evaluating the results, they are more likely to 
help with carrying it out.

Take some time discussing the words or phrases that team 
members will use to describe what a screen is for and how it 
will be used. Small differences in wording can make a differ-
ence in how well patients respond and how open they are to 
some sort of intervention later. You want to normalize the 
questions and make the information gained seem to open up 
the possibility of the team offering more effective care. In my 
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practice, the screening sheet, a collection of standard depres-
sion, anxiety, PTSD and alcohol screens, was called “The 
Patient Stress Questionnaire.” People found it to be a reason-
able and helpful set of questions. One approach to helping 
team members do their part in the screening process is to 
offer scripts for how to introduce a BH screen or respond to 
a positive screen. When they know what to say, they experi-
ence success and the whole area of BH care becomes likely to 
feel more familiar and related to their work.

The fact that the team has multiple experts in the patients’ 
care means that there probably needs to be more communi-
cation about a patient while they are at the practice. Having 
the conversation about the patient and their care in the exam 
room with the patient saves time, increases patient engage-
ment and participation, and helps grow the expertise of all 
the team members.

The practice of having conversations about the patient in 
the presence of the patient is helpful in integrated primary 
care settings. It tends to start at the “passing of the  relationship” 
when the doctor wants to add the BH clinician to the care. 
Without being able to speak in front of the patient this 
exchange is usually inefficient. It involves a double exchange 
of information, as when the doctor and BH clinician exchange 
information about the patient in the hall and then a social 
introduction between the patient and BH clinician is made in 
the exam room. It makes starting the new relationship 
between the BH clinician and the patient somewhat awk-
ward, because the patient does not know what the BH clini-
cian has been told about him or her and the BH clinician has 
to spend time beginning a conversation and establishing a 
mutual purpose for the meeting.

When the introduction and exchange of information about 
the patient are done in the presence of the patient, the exist-
ing doctor-patient dyad can be transitioned much more com-
fortably and effectively into a BH clinician-patient dyad. The 
“warm handoff” is done in the room with the patient, the BH 
clinician, and the doctor. The doctor leads. It is an introduc-
tion that is designed to make working with the BH clinician 
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maximally acceptable to the patient and to orient the BH 
clinician to the person and the task.

Consider using the mnemonic of SSRI to organize the 
passing of the relationship between the doctor and the 
patient to the patient and the new BH clinician. It is designed 
to help doctors know how to conduct this process smoothly 
and efficiently.

The first S is for Situation. The doctor says to the patient 
and the BH clinician what situation in the patient’s current 
care makes him or her want to add the BH clinician to the 
treatment team.

The second S is Skill Set. The doctor describes to the 
patient the skill set (as opposed to the discipline) of the BH 
clinician that makes him or her the person that she wants to 
add to the treatment team.

The R stands for Relationship. At this point, the doctor 
says what relationship the work between the BH clinician and 
the patient will have to the overall treatment that she has 
been directing. Remember, this is not a new treatment; it is a 
new aspect of the patient’s current care.

The final I is for Indicators. The doctor says to the BH 
clinician and the patient what would indicate that the addi-
tion of the BH clinician’s expertise and intervention had been 
successful.

Below are three examples of introductions designed to add 
a BH clinician to the care of a patient in a way that allows the 
patient and BH clinician to achieve targeted improvement 
through an efficient and effective interaction. Notice that the 
doctor does not specify what sort of intervention the BH cli-
nician will use nor how many contacts between the BH clini-
cian and the patient will be involved. Those are dependent on 
the expertise of the BH clinician and the connection that 
develops between clinician and patient.

In each case, there is a social introductory sentence before 
the SSRI statements. In the first case it would be, “Ms. Ruiz, 
this is Dr. Collins. Dr. Collins, this is Ms. Ruiz.”

Situation: “Ms Ruiz has terrible headaches. I think they may be 
related to stress.”
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Skill Set: “Dr. Collins (BH clinician) is an expert at helping people 
cope with stress.”

Relationship: “I am hoping that you and Dr. Collins can look into 
the sources of stress in your life and see what ways of reducing 
or managing those stresses you two can develop. That would 
help me decide if it will be possible to avoid an increase in 
medication that I think it would be safer to do without.”

Indicators: “Ms. Ruiz was working successfully for quite a while, 
even though she was coping with headaches. I suspect that if 
she can get a bit of control, even if it is a small reduction in her 
frequency or intensity of headaches, she would be able to go 
back to work. That would make a significant difference for her 
family financially and would further reduce the stresses she is 
facing.”

In each case, the SSRI statements can be used to gain the 
acceptance of the patient to the idea of adding a BH clinician 
to their care and used again in the face-to-face introduction 
that occurs in the exam room. It is tempting to avoid the dif-
ficulties of having the BH clinician on call to the doctor for 
face-to-face warm handoffs by using the SSRI statements as 
a way of getting the patient’s assent to be scheduled to see the 
BH clinician at another time. Sometimes this is unavoidable. 
It is common experience in practice, particularly with patients 
who sometimes have difficulty keeping appointments, that 
the face-to-face warm handoffs lead to almost doubling the 
rate that patients keep subsequent appointments with the BH 
clinicians as when they are scheduled with the BH clinician 
without a face-to-face meeting [1].

S: “Ms. Smith is having a very difficult time helping Brandon (3 
year old) settle down for bed at night. It is stressing the entire 
household.”

S: “Ms. Johnson is a person with a lot of experience helping par-
ents successfully manage bedtime.”

R: “I am hoping that in working with Ms. Johnson you can find a 
way to reduce the stress of bedtime. Ms. Smith has been having 
a difficult time managing her diabetes as shown in her very 
high Hemoglobin A1C (HbA1c) which the stress of bedtime is 
certainly not helping.”

I: “Because if Ms. Smith could get Brandon to bed reliably in 
under an hour, she could return to exercising in the evening. 
That would be good for her lipids, her HbA1C, and her peace 
of mind.”
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Notice that the aspect of the BH clinician’s skill set that is 
most relevant to the patient’s situation is what the doctor 
stresses. In the case above, Ms. Johnson is a skilled BH gener-
alist, experienced at working with the behavioral health 
needs of adults and children. But it is not her skills with sub-
stance abuse care or depression intervention that make her 
someone that Ms. Smith would want to work with, it is her 
skill at making bedtime easier. That is the skill set that is 
highlighted. In the early stages of their work together, Ms. 
Johnson will tell Ms. Smith that she is a licensed clinical social 
worker, but that will be as context to how she learned the 
techniques or skills she is teaching Ms. Smith. Ms. Smith is not 
interested in picking the expertise that is being added to the 
team for her benefit by discipline. The techniques she will 
learn could be taught by team members from a number of 
disciplines, licensed and unlicensed. She wants the person 
who can best help her get her child to sleep.

S: “Bob reports he is experiencing the early stages of a recurrence 
of his depression.”

S: “Mr. Gonzalez has a lot of experience helping people keep 
minor recurrences of depression from developing into major 
episodes.”

R: “I am hoping that while working with Mr. Gonzalez, you can 
get back on track fairly quickly. I would like to get an update 
from the two of you in 3 weeks so that we can reinstitute medi-
cation if that is indicated.”

I: “Because if Bob is able to get through a mild recurrence of his 
depression without losing traction in his work or social life, I 
think it will give him confidence about planning for his future, 
something that up to now he hasn’t quite been able to do.”

On paper this may seem like a complex process, but try 
reading the examples out loud. You get a complete statement 
that would require less time than is usually taken for either 
the hall discussion or the in-room introduction.

When it is possible with schedules, it is also effective to 
have a “report back” to the doctor by the BH clinician and 
the patient. It orients the doctor briefly to the specifics of 
what was useful in their work together. It allows the BH 
 clinician to say complimentary things about the patient and 
sometimes vice versa. It passes the role of clinician regarding 
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behavioral aspects of the patients’ care back to the doctor 
and enfranchises him or her to remind the patient of the skills 
that they learned in working with the BH clinician when 
those skills could be useful in the future.

The SSRI conversation can start the practice of discussing 
patients’ situations between team members with the patient 
participating on a broader basis. It allows for other members 
of the team to see examples of what such a conversation 
looks like. It is much easier to have conversations about the 
care of patients in their presence than most team members 
can imagine. No one needs to change the facts that are dis-
cussed, though it helps to have a change in some of the types 
of languages in which the facts are couched. Table 6.1 offers 
some examples of ways that usual professional language, 
which tends to characterize patients in ways that are either 
passive or negative or both, can be transformed into charac-
terizations that are active and positive.

As a way to build the skills of team members in having 
conversations in front of patients that engage and activate 
patients in their own care, have the team practice, adding to 
the list in Table 6.1. At first, they are likely to experience the 
process as humorous and forced. It is not what they “really 
think” about the patients. If you imagine or role play using 
these terms in clinical practice, the impact begins to come 
clear. When the experience of the patient is factored into the 
exercise, and the difference in the behavior that the patient is 
likely to exhibit begins to become apparent, people begin to 

Table 6.1 Examples of ways to change your language to engage and 
activate your patient
Negative/passive words Positive/active words
Suffers from Struggles with

Refused to take Decided against

Did not keep appointment Was unable to be here

Was noncompliant with Had not seen the value of

Arrived late Was determined not to miss
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see this as an exercise designed to make their work lives 
much easier. They begin to feel the descriptions take on more 
authenticity.

As team members get more comfortable in having conver-
sations in the presence of patients, as their characterizations 
become more active and positive than they have used in the 
past, they tend to develop greater comfort and skill at speak-
ing with patients generally. This is not something to force, but 
it is something worth cultivating or nurturing. Some BH clini-
cians strengthen this skill by reading back their note from the 
last time to the patient at the start of each subsequent visit. It 
is regular practice in saying things briefly and with active and 
positive characterizations. It is training for the patient to par-
ticipate in the conceptualization of their care. It is also a way 
to keep notes simple and clear enough that doctors find them 
useful and read them regularly as they go in to see the patient.

The discussions of complex or challenging patients in the 
weekly team meetings, combined with an increase in  precision 
at using language effectively with patients, constitute gradu-
ate-level course content in behavioral health practice for the 
whole team. The facility and comfort of team members at 
bringing each patient into the conversation about their own 
needs and treatment become a central skill set that they 
share. This allows the team to move from endorsing the 
patient’s participation in their own care team as an aspira-
tional idea, to being able to facilitate this process in day-to- 
day practice. This is one way that a practice might be said to 
move from good to great in team-based patient-centered 
primary care.

In many practices in which BH clinicians have been part of 
the treatment team long enough for the fact of integration 
not to constitute a new way of working anymore, nonclinical 
members of the team, such as medical assistants, care manag-
ers, and community health workers, have begun to take on 
carefully delineated areas of behavioral healthcare in the 
same way that they take on carefully delineated areas of 
medical care [9]. With the advent of ways for nonclinical team 
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members to take courses toward master’s degrees in counsel-
ing or social work, your team may become the source for 
generating your future BH clinicians.

 Maintaining the Team

If your team is able to develop as you hope, it can bring a few 
new challenges. One challenge is that team members who 
become more skilled and who can operate more indepen-
dently will at some point want to be compensated for what 
they are able to do that is not able to be done by other people 
with the same job title. The fact that their work life is more 
interesting and enjoyable means a great deal, but eventually 
you may need some avenues for augmentation of payment to 
reduce the pressure that comparison with their peers brings. 
Augmenting team member roles and compensation by having 
them train new team members are ways to both maintain 
 current team members and replace the ones who decide to 
take new opportunities.

The process of onboarding BH clinicians or other roles is 
important and deserves careful attention. The culture that you 
have developed can begin to fade if attrition is not used as 
opportunity to reaffirm and pass on the culture you have devel-
oped. (Remember the “mission speech”?) Watching other team 
members work at the beginning of a new team member’s ten-
ure can be worth much more in the long run than quickly filling 
up their schedule to take the load off their colleagues. New 
team members should watch all of the rest of the team work, 
not just members in the same job category, if they are to begin 
to understand and join the culture and practices that you have 
worked so hard to develop. Pairing them with team members to 
help them learn the skills as well as the culture of the team is an 
important investment for the future of the team. The culture 
that you have spent so much effort building can gradually dis-
sipate through the addition of nonacculturated team members, 
if the process of onboarding is short-changed.
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 Summary

In a very few pages, I have tried to go from the basics of add-
ing behavioral health to your practice all the way to refine-
ments that could help you build a truly great primary care 
health team. This is a process that is ongoing. I believe that, in 
addition to the evolution of methods and workflows that are 
occurring in the “exemplar integrated practices,” we are see-
ing changes in the fundamental ways that medical and behav-
ioral problems are defined and understood in these practices. 
When all of the patients’ disorders, stresses, and problems are 
seen together and in the context of their family, culture, and 
social situation, new patterns emerge that can help us find 
new approaches to helping. The disappearing of the bright 
line between physical and behavioral processes that is has 
been occurring in research in neurology, endocrinology, 
immunology, and psychology is being translated into practice 
in highly evolved integrated primary care settings. While cre-
ating new ways of conceptualizing the problems that our 
patients bring to primary care is not the goal of anyone at the 
start of the process of behavioral health integration, it keeps 
the whole endeavor exciting and rewarding well beyond the 
initial benefits of better access for patients and greater satis-
faction for doctors.
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Preamble

Clinicians feel professional accountability to evaluate what they 
do—the scientific side of their disciplines. And as a practical 
matter, they want to discover how their integrated behavioral 
health efforts are affecting the practice. Are we making a differ-
ence? What difference and to whom? Are the “darts” hitting 
near the bull’s-eye? If not, how can we improve our aim? 
Measuring is key to improving “aim.” But what to start measur-
ing—according to what principles? What evaluation framework 
can give meaning and coherence to all the specific measure-
ments? Clinical teams do not have to become researchers to use 
quality improvement methods to learn from experience, 
improve their “aim,” and demonstrate value. CJP
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 Introduction

There is substantial evidence that integrating medical and 
behavioral healthcare improves healthcare quality, patient 
experience, and can help reduce healthcare costs [1–5]. In this 
chapter, we make the case that “measurement”—the act of 
monitoring and using a standard unit or instrument to assess 
the degree to which something changes [6]—is a key activity 
for improving and maintaining quality in your practice, and it 
is therefore an important aspect of integrating medical and 
behavioral healthcare for your patients. Measuring is critical 
in general, but specifically, in the case of integration, measur-
ing allows your practice to assess the quality of integrated care 
you deliver (e.g., do patients’ depression symptoms abate?) 
and your practice’s quality for integrating care (e.g., are the 
changes your practice is implementing to integrate care reach-
ing patients that need them?). Measuring is also important to 
sustain the integrated care changes your practice makes, so 
that you continually evolve your approach to balance pres-
sures of the external environment and the needs of the 
patients you serve. These data can also be used to advocate for 
enhanced payment, which is important for sustainability.

We had the opportunity to lead the evaluation of an inte-
grated care initiative called Advancing Care Together (ACT) 
[7, 8]. The goal of ACT was to change practice to provide 
patients with comprehensive, whole person care. Drs. Gold 
and Green describe this program in Chap. 1. We worked with 
practices to measure implementation of the integration 
changes they were making and the quality of care delivered to 
their patients. We did this by identifying a small number of 
clinically meaningful measures. These were care processes and 
outcomes that practices were using as a part of routine clinical 
care. We developed a way for practices to document this infor-
mation so that it supported clinical care and could also be 
used to measure changes in care delivery and changes in care 
quality. For instance, ACT practices wanted to know how con-
sistently they were assessing patients for depression symp-
toms with the Patient Health Questionnaire (PHQ)-2 [9], and 
then if the PHQ-2 was positive, how consistently they were 
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assessing patients with the PHQ-9. Practices generated reports, 
either using their electronic health record (EHR) system or 
manually, to measure these screening rates, and looked at 
these reports regularly to monitor and improve the quality for 
delivering integrated care (i.e., increasing systematic screening 
for depression symptoms). While measuring added extra 
work, practice members were willing to do this for a few rea-
sons. First, the data they agreed to collect would help their 
practice understand the reach and impact of the changes they 
were making. Second, these data provided clinical teams with 
the information they needed to stay informed about status of 
patients’ conditions. If a patient’s depression symptoms were 
not improving, clinical teams wanted to know that and change 
the treatment approach. Third, the ACT practices wanted the 
larger clinical community to know that the work that they 
were doing could change patient outcomes, and it did [10].

It is possible, even likely, that as you start measuring inte-
grated care in your practice that you will experience some 
challenges in making measuring and monitoring delivery of 
integrated care a routine aspect of your practice functions. 
You may feel that your practice lacks the tools and experi-
ence needed for measuring. In this chapter, we share a practi-
cal way to think about and start measuring integration in 
your clinic. You can start out small, by identifying and mea-
suring a few key care processes and clinical outcomes that 
you and your practice feel are meaningful markers of how 
well your practice is integrating care and the extent to which 
the changes you are making improve care quality. We identify 
some important measures of integration to consider, point 
you to some resources where you can find more measures, 
and describe a process for measuring that is adaptable and 
hopefully adoptable for your practice.

 Guiding Principles for Measurement

Through our work in ACT, we identified several principles 
that guide our thinking about measuring. These principles 
may help you and your practice think about how to approach 
measuring and how to make this a routine  practice activity.
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• Measuring is an activity that your practice does to improve 
and maintain quality. Measuring helps you identify where 
and when improvements are needed for existing care pro-
cesses, understand when changes are working (e.g., are 
improving patient care) or not, and monitor quality to 
ensure the changes you make are maintained.

• Make measuring a part of everyday practice workflow by 
choosing clinically meaningful measures that are sensitive 
to change. This can help make measuring a normal and 
accepted part of the clinical care process. Consider how 
these data can inform care team huddles and outreach and 
how data can be summarized to inform clinical care.

• You cannot measure everything, and not everything should 
be measured. Measure care processes (e.g., appropriate 
screening with PHQ-9) that are on the path to changing 
outcomes (e.g., resolution or reduction of depression 
symptoms). This will help you understand how well your 
practice is implementing your integration approach and 
reaching the patients you target. This will also help you 
understand why a change you have implemented may or 
may not change outcomes. Choose outcome measures that 
are aligned and are good indicators of clinical quality.

• Measuring process and outcomes at the practice, clinician, 
clinical team, and patient levels is necessary for quality 
improvement.

• What you measure will—out of necessity—evolve. It is good 
to review the reasons for measuring certain quality markers 
so that you know why you are measuring something.

 What Clinical Process and Outcomes Should 
I Be Measuring?

There are a number of good resources to help practices think 
about evidence-based changes you might want to implement 
(e.g., assessing patients’ level of diabetes distress [11]) as part 
of integrating care. The Academy: Integrating Behavioral 
Health and Primary Care is an Agency for Healthcare 
Research and Quality (AHRQ)-funded website with many 

D. J. Cohen and B. A. Balasubramanian



161

resources for practices integrating care. The Atlas of Integrated 
Behavioral Health Care Quality Measures (https://integratio-
nacademy.ahrq.gov/resources/ibhc-measures-atlas) provides 
some ideas for measurement. This web resource also includes 
a “Playbook” for integrating care that includes a section 
about using data in quality improvement (https://integratio-
nacademy.ahrq.gov/playbook/collect-and-use-data-quality-
improvement). In addition, a published paper on integrating 
psychosocial and medical care for patients with diabetes 
includes recommendations for clinical assessment, endorsed 
by the American Diabetes Association, that can be used to 
measure quality [12].

Table 7.1 reflects what is suggested in some of the resources 
that we mention earlier. It identifies measures that we have 
found useful in our work with practices that are integrating 
care. We offer these as a starting place. Making measuring a 
routine part of delivering high-quality integrated care takes 
time and, therefore, requires motivation. Choosing measures 
that people in your practice are motivated to collect—mea-
sures that are meaningful to you and tailored to your prac-
tice’s needs—is essential.

The measures in Table 7.1 are purposefully selected because 
they are evidence based and sensitive to change. For example, 
annual screening for depressive symptoms among patients 
with a diabetes diagnosis might be a practice quality target. A 
practice can generate a list of its active adult patients with a 
diagnosis of type II diabetes mellitus (target population) and 
calculate the percentage who have a PHQ-2 and/or PHQ-9 in 
the past year. This percentage would let the practice know if 
they are meeting their target. At the same time, generating a 
list of patients with diabetes and routinely checking if 
patients on that list have been screened and/or screened posi-
tive for depression symptoms can also be a strategy to 
improve care quality, particularly when combined with out-
reach. This example shows why measuring for quality 
improvement is best when the measures chosen are aligned 
with clinical care process and outcomes; it ensures that you 
are monitoring and improving patient care and quality 
improvement simultaneously.
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Table 7.1 Process and outcome measures to consider for measuring 
quality of integrated care

RE-AIM element [13, 14]
Measures/data collection 
approach

Reach: The absolute 
number, proportion, and 
representativeness of 
individuals who are willing to 
participate in a given initiative
Did the integration intervention 
reach the intended target 
population?

Numerators:
Level 1: # target patients 
screened (e.g., AUDIT, PHQ9, 
GAD7, chronic illness target)
Level 2: # of patients screened 
positive
Level 3: # of patients screened 
positive who needed treatment 
that were treated
Denominator: All patients in 
the practice who are in the 
target population, as defined by 
practice
Demographic data: Practice 
tracked patient age, gender, 
insurance type, race/ethnicity for 
the above
Source: EHR and/or manual 
tracking

Effectiveness: The impact of 
the intervention on important 
outcomes
Did the integration approach 
we implemented change key 
outcomes?

Of the patients who screened 
positive and received the 
intervention, clinical change was 
observed in measures that are 
tailored to the practice change, 
including:
Depression symptoms—
measured by PHQ9 [9]
Anxiety symptoms—measured 
by GAD7 [15]
Substance use—measured by 
AUDIT [16]
Diabetes distress [11]
Chronic care management—
measured by items such as blood 
pressure, medication adherence, 
self-management, HbA1c
Source: EHR and/or manual 
tracking
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Table 7.1 (continued)

RE-AIM element [13, 14]
Measures/data collection 
approach

Adoption: For practices, these 
are the number of clinicians 
and/or clinical teams willing to 
initiate a program
At what level did clinicians and 
clinical teams engage and adopt 
the integrated care approach?

Per clinician, the percentage of 
eligible patients that the clinician 
and his/her team screen and refer 
to behavioral health clinician and 
the change in this over time
Source: EHR data and/or 
manual tracking; it can also be 
useful to talk with clinicians and 
teams to understand barriers/
facilitators to engagement

Implementation: The extent 
to which elements of the 
intervention approach you 
develop is done consistently 
and as intended
What is the fidelity to the 
integration process and 
workflow changes you want 
to make? What elements are 
adapted and why? What works 
and what does not and why?

Your practice will identify key 
elements of your integration 
approach. It might be useful 
to spell out these elements for 
people in the practice
Team leads can observe and 
talk with staff to ensure that 
key elements are consistently 
implemented, and if they are 
not being done or how they are 
being done has been modified, 
team leads can learn why
Source: While some measures 
might be tracked, implementation 
may be best assessed through 
periodically watching team care, 
asking team members to be 
self-aware of processes, asking 
questions and storytelling

Maintenance: The extent to 
which the integration changes 
your practice makes becomes 
institutionalized or part of the 
routine organizational practices 
and policies
Is your practice able to sustain 
the integrated care changes?

Talk with practice operation 
leads to determine how best to 
sustain integration changes your 
practice makes, if they improve 
care outcomes
Keep measuring key processes 
and outcomes to ensure that 
changes you and your practice 
made are maintained
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Clinical teams will likely not adopt and implement these 
integration changes uniformly. Measuring process and out-
comes that are tied to clinical quality can foster  adoption and 
also help you identify teams within your practice that are 
excelling at the change. Having those team members share 
their experiences with others can promote adoption and 
spread of integration within your practice.

Next, we offer a practical framework for how you and your 
practices can approach measuring integrated care quality.

 A Framework for Measuring Integration 
in Your Practice: RE-AIM

You will notice that the measures in Table 7.1 are aligned with 
Reach, Effectiveness, Adoption, Implementation, and 
Maintenance or RE-AIM [13, 14]. This is a practice-friendly 
framework for thinking about measuring and monitoring 
clinical quality. We often use the RE-AIM framework in our 
research because it is a simple and pragmatic way of thinking 
about measuring [17, 18]. We found this to be true for measur-
ing integration in ACT [19]. There are other approaches that 
can also be applied to measuring and monitoring clinical 
quality in practice; Getting to Outcomes (GTO) is another 
widely used framework your practice may find useful [20].

Reach helps identify if the people who should have 
received an intervention/service did receive it. Reach requires 
defining the target population intended for your integration 
program (e.g., all patients with a diagnosis of type II diabe-
tes). It is best to include only those patients to whom your 
practice can feasibly provide integrated services. Reach tells 
us to assess the following: Of this target population, how 
many people received the intervention/service as intended? 
Reach is the proportion of patients in the target population 
(denominator) who received the intervention/service (numer-
ator). It is useful to consider measuring Reach at multiple 
levels. For example, you might screen all of your patients with 
type II diabetes for depression with a PHQ-2. Level 1 Reach 
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is the proportion of patients with type II diabetes that 
received a brief screen for depression symptoms. Of those 
patients that screen positive, your approach might then be to 
screen those patients with a PHQ-9. Level 2 Reach, therefore, 
is the proportion of patients with type II diabetes screened 
positive with the PHQ-2 (denominator) that were adminis-
tered a PHQ-9 assessment (numerator). Of those that screen 
positive on the PHQ-9 (denominator), your practice might 
have a treatment approach that involves, perhaps, a conversa-
tion with a clinician (who might determine everything is 
okay) and/or a warm handoff to a behavioral health clinician 
(BHC) (numerator). Level 3 Reach would be the proportion 
of patients who screened positive on the PHQ-9 that were 
then touched by a primary care and/or behavioral health cli-
nician. As this example suggests, each step in the process 
involves counting the number of people that should have 
received screening or treatment. Assessing Reach will push 
your practice to clarify the details of the care process and 
path for patients with, for instance, diabetes. Measuring 
Reach can help identify barriers to implementing a new care 
process. For example, if you are measuring Reach, you will 
know if too few patients are being screened for depression. 
Perhaps there is a problem with the workflow that you can 
identify and address. Measuring Reach can help your practice 
continuously refine the change process until it is systematized 
into usual care [19].

The “E” in RE-AIM is Effectiveness. Effectiveness reminds 
us to measure the effect of implementing integrated care on 
patients’ health outcomes. This could be a decrease in depres-
sion symptoms [10], lower blood pressure, and hemoglobin 
AIC values, as well as shorter-term changes, such as improve-
ments in diet and exercise.

Adoption helps you assess and understand who in your 
practice has (or has not) embraced the integrated care 
changes that you planned and worked to implement. Adoption 
is an important indicator of spread of the intervention, and 
tracking Adoption can help encourage uptake of integration 
innovation practice-wide.
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Studying Implementation helps to refine the steps your 
practice takes to implement integration to increase Reach and 
maximize Effectiveness. This includes the processes or steps 
you go through to make these changes, why some changes are 
implemented and some are not, as well as why some changes 
in clinical process did or did not lead to better integration and 
better outcomes. Awareness and assessment of issues related 
to implementation are important for practices that are  
integrating care. For instance, a practice might start to inte-
grate care for its patients by hiring a new professional to help 
deliver behavioral healthcare to patients. We call these profes-
sionals behavioral health clinicians (BHCs). It is common that 
in a few weeks after hiring a BHC the practice finds this per-
son is fully booked [21]. The practice had hoped that the 
BHCs would be available for warm handoffs, what we define 
as impromptu BHC visits with patients during a scheduled 
medical encounter. Understanding why the BHC is unavail-
able is likely a question of practice and process changes, or in 
other words implementation. Consider finding answers to 
questions such as the following:

• How long are the BHC visits?
• How are BHC visits scheduled? [21]
• How complex are the patients who have been referred to 

the BHC?
• What resources does the BHC have to refer patients with 

more complex needs? [22]
• Where is the BHC located? [23] Is this person nearby and 

visible?
• How does the primary care clinician or medical assistant 

find the BHC when he or she is needed?
• What are your practice’s rules for interrupting the BHC 

when he or she is with a patient? [24]

All of these factors, and others, contribute to explaining why 
the BHC may not be available for warm handoffs, which can be 
a crucial integration implementation challenge. Methods that 
are more qualitative in nature, such as observing workflows 
around planned integration changes and process mapping by 
practice coaches/facilitators, are a great way to identify and 
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understand integration implementation challenges and to 
gather the information needed to address these challenges. 
(Also see Chap. 4 for suggestions on how to prevent this com-
mon pitfall from occurring.) A primary care clinician or BHC 
that is aware of and observes his or her own processes or behav-
iors will be able to identify and talk about what is and is not 
working with regard to implementing integration. Additionally, 
the stories that people in the practice share with each other can 
help identify changes that are needed to achieve the process 
and outcome goals you set for integration.

In research and in practice, we often want to know if the 
changes practices implement to improve care quality are main-
tained. Once you have reached a point of stability with the 
implementation of integrated care, continuing to measure and 
review critical clinical markers of integration is important to 
maintaining quality of care, and measuring markers for integra-
tion is important to ensuring that the changes your team imple-
mented are maintained. This allows you to know when a quality 
marker slips so you can take steps to bring it back to goal.

 How Do We Get Started?

Here are some steps that we think might help you get started. 
These steps are designed for thinking through how to imple-
ment integration in a target population, rather than practice- 
wide. We did this because many practices just starting out 
often do not have the resources to implement integration 
practice-wide. Practices with more experience integrating 
care or those implementing integration practice-wide may 
choose to skip the first two steps.

First, use data to identify care gaps. Overall, where is 
your practice’s quality of care strongest and where do you 
find it needs improvement? You may notice from patient 
outcome data that a subgroup of patients has poor hyper-
tension control and are not meeting care targets. The first 
step is reviewing data to identify care gaps. Measuring 
makes quality gaps visible and addressable. You cannot fix 
what you cannot see.
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There may be multiple care gaps identified. Therefore, a 
second important step is prioritization. What are the quality 
gaps that you want to focus on improving and which might be 
improved by integrating care? This will help you determine 
the target population that should receive integrated care. It is 
quite common for practices to want to focus their integration 
changes more narrowly at first to manage resources and main-
tain quality. For instance, a practice may make the transition 
to an integration approach slowly by hiring one BHC.  The 
practice knows this is not enough staff to meet all of practice’s 
patients’ needs for integrated care, but it is what the practice 
can currently afford. In this case, it is important to narrow the 
target population. Perhaps the target population is patients 
with hypertension, as mentioned earlier, or patients who are 
identified as high risk for hospitalization. This definition of the 
target population will guide both what and how you measure. 
For example, the target population will now be your denomi-
nator for calculating Reach and assessing impact. It will also 
be the population by which you measure care quality.

Next, clearly describe the practice changes you will be 
implementing to integrate care. This step entails identifying 
all process of care changes and describing what each process 
entails, including which patients are targeted, the steps in the 
process, who does each step, and what is documented. One 
way to do this is with flow diagrams. We have included an 
example of a flow diagram in Fig. 7.1. These diagrams help 
you and your team understand the care changes that need to 
be made and what roles and workflows these changes affect. 
For example, your practice might switch from an approach to 
identifying patient depression that relied on clinician discre-
tion to one that uses systematic, periodic screening with an 
assessment tool. What your practice is adding to the care 
process is screening. The practice may decide that the first 
step in screening will be accomplished by the front-desk staff 
handing patients a paper screener (PHQ- 2). The medical 
assistant will review the results and determine if it is positive. 
If the PHQ-2 is positive, the medical assistant is tasked with 
administering the PHQ-9, noting both scores in a template in 
the electronic health record (EHR) and mentioning this to 
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the clinician before he or she enters the examination room 
with the patient. Given this change, you might want to mea-
sure rates of this new screening process to assess adoption 
and implementation of these changes.

The fourth step is to engage practice members in measur-
ing. It is important that the people delivering patient care 
have input into and support the measures selected. Their 
work is likely being evaluated through the measuring pro-
cess, and including them in the decision-making process 
about what to measure is vital. We recommend including a 
broad representation of practice staff across roles, as this 
fosters practice-wide buy-in [25, 26]. There will need to be a 
person leading this process, who reviews the literature—if 
necessary—and is knowledgeable about the measures your 
practice is already held accountable for by external agencies. 
You will want to align with those. This lead person will pro-
vide the others in the practice with information about mea-
sures and develop a process for making measurement 
decisions.

Number of patients
seen in clinic

Patients
screened for

ACT
intervention

#

#

Patients receiving
intervention

#

Additional screeningAAAYes No

#

Physician led brief
counseling

BHC/health coach External referral

# # #

Patients seen
by BHC/health

coach

Patients seen
by external

provider

# #

Follow up

Patients contacted
that do not visit

#

Patients seen
by psychiatist

#

Follow up
##

Figure 7.1 Example of an intervention process diagram
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Your practice will also need to establish a process for mea-
suring. Here, aligning measuring with care delivery can 
reduce real and perceived burden that can be associated with 
measurement. This is true whether the EHR is used to gener-
ate data for measuring or if this needs to be done manually. 
Ideally, the data you use for measuring would be routine 
information the clinician or clinical team member would 
need to document anyway as part of delivering good clinical 
care. It is possible that your EHR will lack the functionality 
needed to support both delivery and measurement of inte-
grated care [27]. Consider working with a vendor or an expert 
to tailor your EHR to meet your practices’ documentation 
and measurement needs. If this is not possible and your EHR 
is not a good tool for documenting and extracting clinical 
data for purposes of measurement, we have included some 
very simple tracking tools in Figs. 7.2 and 7.3 that we devel-
oped. These tools can be adapted to help you track basic 
information about the patient care you deliver so this infor-
mation can later be tabulated for quality measurement.

 Conclusion

“If you don’t measure it, you can’t improve it.” We heard this 
aphorism echoed by practice staff at a recent quality improve-
ment meeting we attended. This practice has been doing qual-
ity improvement for a long time, and they know how 
important measuring is for implementing change and for 
knowing if changes are impacting care quality. Starting small, 
measuring clinically meaningful process and care quality 
markers, and aligning measuring with clinical care delivery 
for integration are a few of the principles we cover in this 
chapter that will make measurement seem more accomplish-
able and help your practice start using data to guide improve-
ment in practice process and care quality.

The measurement approach we describe here is meant to 
align with your quality improvement process and provide 
your practice a clinically relevant and realistic way to evalu-
ate the changes you make in your practice. This approach 
translates the methods we use in our scientifically rigorous 
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evaluations for use in the practice setting. The principles, 
measures, and steps we describe can be used to facilitate mea-
suring, continuous learning, and quality improvement in your 
practice. This can ensure the integrated approach you 
 implement (and all of the practice changes you make) are 
maintained at the highest quality.

Figure 7.2 ACT reach reporter

START HERE

Step 1
What is the total number of active patients in your practice for the period from 11/15/2011 through 11/14/2012 ?

Step 2
What percent of your active patients (from Step 1) are...

Male Female Age 0-17 18-20 21-44 45-64 65+
Private

insurance Medicare Medicaid Uninsured Other

African
American
or Black

American
Indian or
Alaska
Native Asian

Hispanic
or Latino White Other

Unknown
race/

ethnicity

1.01 98.99

Step 3 PLEASE CONTACT THE EVALUATION TEAM TO AFFIRM OR CORRECT THE TARGET POPULATION DESCRIPTION BELOW.

Briefly describe the target population for your ACT innovation.

Step 4 PLEASE CONTACT THE EVALUATION TEAM TO AFFIRM OR CORRECT THE SCREENING STRATEGY DESCRIPTION BELOW.

Go to Step 5 on next tab, "B. ACT Reach Counts"

PHQ9, AUDIT, BMI, HbA1c - These were selected based on the risk stratification table provided by you to the evaluation team

List or briefly describe the screening strategies (e.g., PHQ-9, GAD-7, AUDIT, chronic illness diagnosis) used with the above target population
as part of your ACT innovation.

All adult patients seen in your practice (18 years and over)

NOTE: Data entered on this worksheet are based on patients seen during your sampling reporting period.Your sampling period is 11/15/2012 through 02/15/2013 (Q1).

Step 5
During the sampling period, what was the total number of all patients (unduplicated) seen in your practice?

Step 6
During the sampling period, how many target population patients were seen in the practice as part of your ACT innovation?

Male Female Age 0-17 18-20 21-44 45-64 65+
Private

insurance Medicare Medicaid Uninsured Other

African
American
or Black

American
Indian or
Alaska
Native Asian

Hispanic
or Latino White Other

Unknown
race/

ethnicity
TOTAL

(unduplicated)

Female Age 0-17 18-20 21-44 45-64 65+
Private

insurance Medicare Medicaid Uninsured Other

African
American
or Black

American
Indian or
Alaska
Native Asian

Hispanic
or Latino White Other

Unknown
race/

ethnicity
TOTAL

(unduplicated)

999 9,999

Step 7
Of the patients in Step 6 , how many were screened (or otherwise evaluated) using any of the strategies listed in Step 4 from your target population as part of your ACT innovation?

Male

Female Age 0-17 18-20 21-44 45-64 65+
Private

insurance Medicare Medicaid Uninsured Other

African
American
or Black

American
Indian or
Alaska
Native Asian

Hispanic
or Latino White Other

Unknown
race/

ethnicity
TOTAL

(unduplicated)Male

Female Age 0-17 18-20 21-44 45-64 65+
Private

insurance Medicare Medicaid Uninsured Other

African
American
or Black

American
Indian or
Alaska
Native Asian

Hispanic
or Latino White Other

Unknown
race/

ethnicity
TOTAL

(unduplicated)Male

Step 8

Step 9

Enter actual
numbers of

patients.

Enter actual
numbers of

patients.

Enter actual
numbers of

patients.

Enter the
actual number

of patients
seen.

Of the patients in Step 7 , how many screened positive (or otherwise were deemed eligible) to receive intervention services or strategies (e.g., counseling, referral, etc.) as part of your ACT
innovation? Your project defined screened positive as a patient who met one of the following criteria:  PHQ9>4, AUDIT>8, BMI≥25, and HbA1c > 7, at least one chronic disease

Of the patients in Step 8 who screened positive (or otherwise were deemed eligible), how many received intervention services or strategies (e.g., counseling, referral, etc.)?+'$%'

Enter actual
numbers of

patients (see
sample

values for
male and
female).

Enter values 
as percents
without the
percent 
symbol.
(e.g., 99.0 for
99.0%).
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Preamble

The larger business and policy environment can affect what is 
easier or harder to do in the practice, where to find moral or 
tangible support, and what battles to pick or where to step 
back and do workarounds. Understanding the business and 
policy environment can help guide your actions and load 
your innovation for success. This does not mean that clini-
cians need to become policy wonks. Policy development is 
often local—where clinicians live and work. Your own work 
can inform policy if you think of it as having policy signifi-
cance—and bring it forward. You can influence policy as a 
clinician who is looking forward to fewer workarounds that 
result from delayed policy change. CJP
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 Introduction

Transforming primary care practices to integrate behavioral 
health, bringing together historically separated physical and 
behavioral health, is a dramatic undertaking—in large part 
because of the underlying policies that have separated pay-
ment, training, and information sharing between these two 
fields of patient care. This chapter outlines some of the barri-
ers and solutions associated with financing integrated care in 
your practice, workforce constraints, and data and informa-
tion sharing. It also introduces ways that you as a primary 
care leader can influence the healthcare delivery system to 
move toward more integrated, whole-person care. Specific 
payment models, workforce training opportunities, and pri-
vacy laws in the United States are described. Dealing with 
policy issues is always a local affair, and details here may not 
be applicable to other countries; however, in many instances, 
health policy challenges and their solutions are universal. We 
place particular emphasis on financing and payment, as it is 
essential in accomplishing sustainable integrated care and 
must be addressed at some level to be successful. The over-
arching message of this chapter is that it is critical to under-
stand the context that you are working within so that you can 
determine what you may need to accept or work around to 
move toward your integration goals and what you can influ-
ence moving forward.

 Payment

Most current payment mechanisms reimburse delivery of 
specific services rather than providing prospective funds, and 
many artificially separate physical and behavioral health ben-
efits. Fractured payment makes it difficult to sustain a pri-
mary care practice with integrated behavioral health clinicians 
[1, 2]. Various payment models have been tested in integrated 
settings, each demonstrating pros and cons in supporting inte-
grated care [3, 4] (Table 8.1).
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Table 8.1 Pros and cons of existing payment models for integrated 
behavioral health
Payment 
model Description Pros Cons
Fee-for- 
service

Provides 
retrospective 
reimbursement 
based on 
certain 
billing codes 
for specific, 
individual 
services to 
patients

•  Incentivizes 
productivity 
in terms of 
volume of 
services

•  Some 
opportunity 
to create 
and make 
available 
codes for 
specific 
integrated 
services

•  No incentives 
for efficient 
care or limiting 
unnecessary 
care

•  Limited 
reimbursement 
for non- face- to-
face services; 
reimburse ment 
for redesigned 
services has to 
be added to 
billing codes 
piecemeal

•  Often 
limitations 
on what type 
of clinician 
(social worker, 
psychologist, 
other therapist) 
can use certain 
codes

•  Some states 
or payers may 
not allow 
billing codes 
for physical 
and behavioral 
health services 
on the same day

(continued)
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Table 8.1 (continued)
Payment 
model Description Pros Cons

Blended 
fee-for- 
service and 
capitation 
(fee-for- 
service plus 
PMPMs 
for care 
coordination, 
case 
management, 
or PCMH 
services)

Provides 
prospective 
payment for 
non-face-to- 
face services 
or services not 
billable under 
fee-for-service; 
may be specific 
to certain care 
components 
(e.g., care 
coordination)

 Prospective 
payment 
increases 
flexibility in 
how, where, 
and by 
whom care is 
provided

•  PMPM amount 
may be 
insufficient to 
cover non- face- 
to-face services 
or consumed by 
nonbehavioral 
health needs

•  Fee-for- 
service as the 
underlying 
model 
continues to 
overemphasize 
volume of 
services; same 
limitations as 
above
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Table 8.1 (continued)
Payment 
model Description Pros Cons

Pay for 
performance 
(P4P)

Provides 
reimbursement 
for achieving 
defined and 
measurable 
goals related 
to care process 
and outcomes, 
patient 
experience, 
utilization 
patterns, or 
cost targets

 Can improve 
care quality, 
efficiency, 
accountability, 
and 
coordination 
when 
appropriate 
measures are 
selected and 
agreed upon

•  Difficult to 
operationalize 
and measure 
outcomes

•  Poorly accounts 
for complexity 
when providing 
care for multiple 
conditions

•  May not align 
with patient 
preferences

•  May incentivize 
“cherry 
picking” low- 
risk, compliant 
patients and 
firing high-risk, 
noncompliant 
patients

•  Burden in data 
collection and 
reporting may 
detract from 
patient care

(continued)
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Table 8.1 (continued)
Payment 
model Description Pros Cons

Bundled 
(episode 
of care) 
payments

Provide single 
reimbursement 
for a group 
of services 
related to a 
treatment or 
condition that 
can involve 
multiple 
providers 
in multiple 
settings

•  May increase 
coordination 
between 
multiple 
providers

•  Supports 
flexibility 
and how and 
where care is 
delivered

•  Incentivizes 
efficient 
management 
of a 
healthcare 
episode

•  Simplifies 
billing

•  Holds 
providers 
accountable 
for a single 
episode of 
care

•  Difficult to 
separate care for 
a patient with 
multimorbid 
conditions 
into primary 
care bundles 
(i.e., what 
would belong 
in diabetes 
vs. depression 
bundle)

•  May limit 
patient choice 
in providers or 
location of care

•  No incentive 
to limit future 
episodes

•  May incentivize 
“cherry 
picking” low- 
risk, compliant 
patients and 
firing high-risk, 
noncompliant 
patients
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Table 8.1 (continued)
Payment 
model Description Pros Cons

Shared 
savings

Provide bonus 
payment 
for having 
total cost of 
care below a 
predetermined 
benchmark, 
contingent on 
also meeting 
set quality 
targets. 
Accountable 
Care 
Organizations 
paid via 
PMPM 
amounts; 
practices may 
still be paid 
fee-for-service

•  Creates an 
incentive 
to decrease 
costs

•  Links ability 
to receive 
savings to 
meeting 
quality 
targets

•  Incentivizes 
coordination 
across 
settings if 
done at the 
level of an 
ACO

•  When providers 
or practices 
still reimbursed 
on a fee-for- 
service basis, 
they receive 
conflicting 
incentives

•  May incentivize 
“cherry 
picking” low- 
risk, compliant 
patients and 
firing high-risk, 
noncompliant 
patients if risk 
adjustment 
is not done 
properly

•  Determination 
of risk- adjusted 
PMPMs requires 
sophisticated 
data modeling

(continued)
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Table 8.1 (continued)
Payment 
model Description Pros Cons
Global 
capitation 
(with risk 
adjustment)

Provides a 
single risk- 
adjusted 
payment for 
full range of 
healthcare 
service needs 
of a specific 
population for 
a fixed period 
of time

•  Supports 
flexibility in 
care delivery

•  Simplifies 
billing

•  Incentivizes 
efficient and 
coordinated 
care

•  Incentivizes 
collaboration 
with other 
providers for 
a particular 
patient 
population

•  Emphasizes 
preventive 
services and 
overall health

•  Determination 
of risk- adjusted 
PMPMs requires 
sophisticated 
data modeling

•  May decrease 
patient choice

•  May incentivize 
“cherry 
picking” low- 
risk, compliant 
patients and 
firing high-risk, 
noncompliant 
patients if risk 
adjustment 
is not done 
properly

•  Potential for 
services to 
be withheld 
(inappropriate 
under-delivery 
of services)

•  Potential 
for PMPM 
amount to be 
consumed by 
nonbehavioral 
health services
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Fee-for-service provides retroactive reimbursement based 
on certain billing codes for specific, individual services to 
patients [5]. Fee- for- service fundamentally supports volume 
over value and because it is dependent upon billing codes, it 
limits the types of services reimbursed when delivered by an 
integrated behavioral health clinician. Though billing codes 
have been added by some payers (see list below) to reflect 
billing options for integrated behavioral health, they do not 
always encompass the full spectrum of services behavioral 
health clinicians provide in the primary care setting. 
Additionally, some states or payers may limit the ability for 
billing for physical and behavioral health services on the 
same day or not recognize services delivered by certain types 
of behavioral health clinicians. This model of payment also 
lends itself to increased clinician burnout rates as providers 
are financially incentivized to see as many patients as they 
can in as short a time possible [6].

Blended fee-for-service and capitation includes payments for 
care coordination, case management, or other patient-centered 
medical home (PCMH) services through an additional per-
member, per-month (PMPM) amount on top of fee-for-service 
to cover non-face-to-face services.

Pay for performance (P4P) provides additional payment for 
meeting certain outcomes or improving on a measure and can 
be added to either fee-for- service or capitation. The success 
of this model depends on what outcomes or process measures 
are selected and how they are incentivized. Most P4P metrics 
are disease oriented rather than whole person oriented (e.g., 
blood sugar control for a patient with diabetes vs. their 
health-related quality of life) and emphasize process rather 
than outcome measures (e.g., checking urine microalbumin 
for a patient with diabetes rather than decreased incidence of 
diabetic nephropathy).

Bundled payments reimburse for a discrete set of related 
treatments or an “episode” of care in a lump sum rather than 
paying individually for each clinical interaction or service. 
Bundled payment can be difficult to operationalize in pri-
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mary care because of the complexity around what constitutes 
an episode of care.

Shared savings allow practices or an overarching organiza-
tion to share in savings with a payer if their costs are less than 
a predetermined benchmark and quality targets are met. This 
model has been primarily operationalized in the United 
States through Accountable Care Organizations (ACOs), 
which are groups that agree to work together to share 
accountability for costs and outcomes and may include health 
plans, hospitals, provider organizations, and others. ACOs are 
paid through a PMPM amount, though reimbursement is 
often still done on a fee-for-service basis at the level of the 
practice.

Global payment/capitation pays a predetermined per per-
son rate to practices, regardless of the delivered services [4]. 
With prospective budgeting, global payment allows the 
practice to determine who the right professionals are to 
have on the team to meet the needs of their specific patient 
panel. Concerns about inadequate funds for higher-needs 
patients can be addressed through risk- adjusting the 
PMPM amounts.

Any model that is based on upfront payment simplifies 
billing and supports flexibility in care delivery; rather than 
requiring continual additions of billing codes to support inte-
grated services and changes in care redesign, a single amount 
can be applied to patient care as practices see fit. At the same 
time, upfront payment also runs the risk of incentivizing the 
exclusion of sicker patients if funds are not sufficient; appro-
priate risk adjustment of these amounts is key. There is also 
a risk of funds being used up by physical health needs in 
places where the value of investing in integrated behavioral 
health may not have been recognized and there are no other 
incentives for coordinating physical and behavioral 
healthcare.

In addition to giving prospective payments in the form of 
a PMPM, an upfront lump sum can be given specifically cal-
culated for the costs of integrating behavioral health. In one 
evaluation this payment mechanism was found to lead to cost 
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savings for public payers (e.g., Medicaid) primarily through a 
reduction in utilization [7].

While global or other prospective payments may be the 
most promising solutions to this problem, there are ways to 
support on-site behavioral health services in the current fee- 
for- service model. While not ideal, as they still promote a 
separate service line for behavioral health, these mechanisms 
help financially support a practice working toward increased 
access to behavioral health services for patients and families. 
Same-day billing for physical and behavioral health services 
must be allowed by the payer to use these codes on the same 
day as a physical health visit. The behavioral health clinician 
billing the services must also be a recognized provider type 
by the payer; for certain codes only psychologists or 
 psychologists and licensed clinical social workers may be able 
to bill. Codes for traditional psychotherapy may be used, and 
some primary care practices have been able to partially or 
even fully support their integrated services through billing of 
their behavioral health clinician’s time in this manner. There 
are a variety of time-based Current Procedural Terminology 
(CPT) codes for individual, family, and group psychotherapy; 
commonly used codes include 90832 for 16–37  min of indi-
vidual psychotherapy, 90834 for 38–52 min of individual psy-
chotherapy, and 90846 and 90847 for 26  min or longer of 
family psychotherapy without and with the patient present, 
respectively.

These codes for traditional psychotherapy, however, do 
not apply to many integrated services. Additional codes have 
been created by some US payers to account for other behav-
ioral health services in primary care:

 1. Health and Behavior Assessment and Intervention 
codes: These codes apply to services for patients who 
may not necessarily have a mental health diagnosis or a 
mental health diagnosis that is central to intervention. 
These 9600 series CPT codes require a physical health 
diagnosis but can be used by behavioral health clini-
cians when they address an assortment of behavioral 
health needs related to physical health issues, including 
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patient adherence to medical treatment, symptom man-
agement, health- promoting behaviors, health-related 
risk-taking behaviors, and overall adjustment to physi-
cal illness.

 2. Collaborative Care codes: Beginning in 2017, the Centers 
for Medicare and Medicaid Services (CMS) approved pay-
ment for behavioral health services for patients participat-
ing in a Collaborative Care Model program through 
Current Procedural Terminology (CPT) codes 99492, 
99493, and 99494. These programs join psychiatrists and 
care managers trained in behavioral health with primary 
care clinicians to systematically manage and monitor a 
panel of patients with behavioral health issues in the pri-
mary care setting [8].

 3. General Behavioral Health Integration code: CMS created 
an additional code in 2017, CPT code 99484, for integrated 
services that do not fall under the Collaborative Care 
Model but do include elements such as systematic assess-
ment and monitoring, facilitation of behavioral health 
treatment, and care plan revision for patients who are not 
improving. This code does not require a psychiatrist and/or 
a behavioral healthcare manager [8].

Other nonbilling alternatives to consider include seeking 
out grant funding to build your initial infrastructure and con-
sidering where you could receive in-kind support from men-
tal health centers or other community organizations and 
resources. Research your local philanthropic organizations to 
see if this work would be in line with their mission.

With knowledge in hand of the above mechanisms to pay 
for integrated behavioral health, there are a few basic ques-
tions that a primary care practice may wish to ask to better 
understand payment models offered from their own individ-
ual payer mix (Table 8.2). This checklist of questions will help 
your practice understand the payment context in which you 
practice and arm you to leverage data in making a business 
case for alternative payment.
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Table 8.2 Questions to ask to understand your financial situation 
and prepare a business case for integration
What is the payer mix for your patients? (What percentage of 
your practice’s patients are self-pay, Medicaid, Medicare, and 
private insurance? What are the percentages across different 
private plans?)

What details in your payer contracts are relevant to providing 
integrated services? (If you have not already done so, 
familiarize yourself with your payer contracts.)

Which payers allow same-day billing of physical and behavioral 
health services?

For each major payer, what types of behavioral health clinicians 
are able to bill for services in primary care? [9]

What alternative payment models are available through each 
major payer? What are the requirements for participation?

Do all of your payers allow billing of Health Behavior 
Assessment and Intervention codes, Collaborative Care Model 
codes, and General Behavioral Health Integration codes?

Does your practice have a prospective budget that includes 
estimated costs of behavioral health services? (Do not limit 
your estimated costs to clinician salary. Consider training, 
possible workspace reconfiguration, overhead costs, and staff 
time spent on tasks related to supporting integration.)

Based on your current or planned approach to integrate 
behavioral health, what utilization, cost, and quality benefits can 
be modeled based on prior research or your current practice 
data? (Consider which conditions may show the greatest 
potential for cost savings. Melek et al. provide useful modeling 
to support your case [10].)

What are the financial impacts of your decisions on patients? 
(For example, will the patient have to pay a separate co-pay to 
see the on-site behavioral health clinician?)
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This checklist exercise will lead to greater understanding of 
your situation and where you may be able to take advantage 
of current opportunities and optimize billing practices. The 
exercise may also bring to light significant gaps in your ability 
to finance integrated services and help set an agenda for nego-
tiating with payers and how you may wish to get involved with 
advocating for improved payment for integration on a broader 
scale (Table 8.3). Having answered the questions above, the 
next step is to meet with payers to share your laid- out vision 
for enhanced care that contains costs and improves quality 
and the resources you need to make that care possible.

Table 8.3 Workarounds and policy change opportunities for inte-
grated behavioral health: payment
Working within current 
constraints

•  Examine your current payment 
situation using the above checklist, 
including establishing a prospective 
budget for integration

•  Maximize use of available fee-for- 
service codes

•  Seek out grant funding for start-up 
costs

•  Bring your business case to payers 
to advocate for alternative payment 
models more supportive of integrated 
behavioral health

Opportunities for policy 
change (i.e., what to ask 
of policymakers)

•  Eliminate carve-outs of behavioral 
health services

•  Allow for same-day billing of 
physical and behavioral health 
services where fee-for-service is still 
the predominant payment method

•  Use risk-adjusted global 
budgets or other prospective 
payment methodologies to fund 
comprehensive primary care services

•  Include in global payment models 
specific incentives for inclusion of 
behavioral health services
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 Workforce

Even if no challenges related to payment for integrated services 
existed, inadequate numbers and geographic maldistribution of 
primary care-trained behavioral health clinicians can create bar-
riers to integrating care. These workforce challenges are magni-
fied when looking for behavioral health clinicians who focus on 
children and teens. Practices starting out on their integrated 
care journey have found it difficult to find behavioral health 
clinicians with experience or training in integrated settings and 
frequently underestimate the time it takes for retraining to 
adapt traditional mental health training to primary care [11].

Depending on the type of integrated care approach used, 
patient needs, and payment opportunities, partnering with 
behavioral health clinicians of different roles and training 
backgrounds may make more sense for your practice. Roles 
employed for integrated behavioral health services may include 
counselors or therapists, care managers, social workers, and 
psychiatric consultants, as in the Collaborative Care Model 
described above in Chap. 6. Other roles are emerging that sup-
port behavioral health services and bridge to social health, such 
as community health workers, regional health connectors, and 
peer support specialists. Counseling or therapy is conducted by 
Licensed Clinical Social Workers (LCSWs), psychologists, 
addiction counselors, and licensed marriage and family thera-
pists or other master’s-level counselors. Behavioral healthcare 
managers may have any of these educational backgrounds or 
may be registered nurses with additional behavioral health 
training. Consultation for medication management is done by 
psychiatrists, psychiatric advanced practice providers (psychi-
atric nurse practitioners or physician assistants), or clinical 
pharmacists. The educational background for community 
health workers, regional health connectors, and peer support 
specialists is variable; peer support specialists generally will 
have personal experience with behavioral health issues [12].

Developing a behavioral health clinician training program 
can grow the future workforce in your area; growing on your 
own is possible and may be the most efficient way to proceed 
if your local resources are not adequate. Pioneering organiza-
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tions in behavioral health integration, like Cherokee Health 
Systems (https://www.cherokeehealth.com/professional-
training/) and Salud Family Health Centers (https://www.
saludclinic.org/fellowships), trained their own behavioral 
health clinicians and now support training the workforce 
for  other practices. As an example of diverse ways to be 
involved in workforce training, Cherokee Health Systems 
offer practicum experience to social work and psychology 
students, accredited psychology internships, postdoctoral fel-
lowships, and Integrated Care Training Academy conferences 
to share best practices with other organizations [13].

Other resources exist to support retraining of behavioral 
health clinicians and necessary training of other clinic provid-
ers and staff. University of Massachusetts’ Primary Care 
Behavioral Health certificate program (https://www.
umassmed.edu/cipc/pcbh/overview/) provides advanced 
training through online courses for behavioral health clini-
cians to work in integrated settings. Practice Transformation 
Organizations and other groups providing technical assis-
tance related to integration can support the training that 
needs to occur across all clinicians and staff to understand 
how best to function as an integrated team.

In Chaps. 3 and 4, Scott Hammond and Caitlin Barba 
describe their use of external partnerships with outside behav-
ioral health organizations as an alternative to internal hiring 
that redistributes the existing behavioral health workforce to 
provide services in primary care. As with hiring a behavioral 
health clinician internally who has not worked or trained in 
integrated settings, additional training and onboarding will 
likely be necessary when pursuing an external partnership.

Rural communities face additional challenges with work-
force recruitment and retention, and in these areas stigma 
often prevents patients from seeking community resources 
where behavioral health services are traditionally located. 
This highlights some of the benefits of access to integrated 
services; patients receive whole-person care in one location 
where they are most accustomed to accessing healthcare.

In spite of workforce shortages, behavioral health staffing 
needs can also be met through alternative solutions in rural 
areas. Telehealth connects behavioral health clinicians from 
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other locations to a practice without local resources. This can 
include service provision in real time, such as through tele-
health counseling, or as in the case of the Extension for 
Community Healthcare Outcomes (ECHO) model, through 
case-based learning and consultation separate from patient 
visits. Psychiatry consultation for medication management 
can occur within or outside of patient visits. In the United 
States, there are CMS billing codes for telehealth services 
that occur in real time with the patient present [14]. Sharing 
behavioral health clinicians across practice sites is another 
possible solution. These workarounds to meet workforce 
needs are summarized in Table 8.4 along with opportunities 
for broader-scale policy change. 

Table 8.4 Workarounds and policy change opportunities for inte-
grated behavioral health: workforce
Working within current 
constraints

•  Consider creating a behavioral health 
clinician training program to “grow 
your own”

•  Hire behavioral health clinicians with 
integrated care experience or, if not 
available, take advantage of available 
integrated training programs or 
technical assistance

•  In rural areas, use telehealth to 
bring behavioral health services to 
your patients where they are not 
otherwise available

Opportunities for policy 
change (i.e., what to ask 
of policymakers)

•  Develop a workforce assessment 
strategy including what data 
elements will be assessed, how it will 
be reported, and what entity will be 
responsible for setting and meeting 
goals [15]

•  Fund programs for scholarships or 
loan repayment for behavioral health 
clinicians in underserved areas

•  Create fee-for-service billing codes 
for telehealth services that do not 
occur in real time with the patient 
present
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 Privacy and Information Sharing

Regulations and policies related to patient privacy and data 
sharing vary in different countries. Though usually designed 
to protect patients, they may limit how personal health infor-
mation is protected and shared between care providers. 
Understanding the nuances of these protective measures may 
help clinicians more effectively coordinate patient care across 
providers (Table 8.5).

There are two primary pieces of federal legislation and 
regulation affecting information sharing related to behavioral 
health diagnoses in the United States: the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA) and 42 
Code of Federal Regulations Part 2 (42 CFR Part 2), most 
recently updated in 2017. The good news is that both HIPAA 
and 42 CFR Part 2 do not apply to internal communication; 
for integrated practices, providers on the same team taking 
care of the same patient do not need a written disclosure to 
share information. These rules are relevant for bidirectional 
information sharing with external organizations, however, 

Table 8.5 Workarounds and policy change opportunities for inte-
grated behavioral health: information sharing
Working within 
current constraints

•  Familiarize yourself with local privacy laws 
in addition to federal/national laws

•  Update your patient consent and 
authorization forms with information 
regarding sharing behavioral health 
information across team members; 
consider adapting existing consent forms 
and/or consulting legal counsel

Opportunities for 
policy change (i.e., 
what to ask of 
policymakers)

•  Eliminate requirements under 42 CFR 
Part 2 in the United States or other laws 
to obtain written patient consent for each 
disclosure of PHI when for the purposes 
of treatment, payment, or healthcare 
operations
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which is important when coordinating patient care with other 
entities such as specialty behavioral health.

HIPAA applies to any general disclosure of protected 
health information (PHI). For most types of health informa-
tion, this generally does not create barriers to information 
sharing, because there are exceptions for disclosure without 
authorization for the purpose of treatment, payment, or 
healthcare operations (including care management and qual-
ity improvement), as long as the patient has received notice 
of the practice’s privacy policy. However, these exceptions do 
not apply to psychotherapy notes (these notes document 
conversations with patients in individual or group settings 
that are kept separately from information about diagnosis 
and treatment and the rest of the medical record); sharing 
these requires specific written authorization [16].

42 CFR Part 2 protects any information disclosed by a 
covered program that identifies an individual directly or 
indirectly as having a current or past drug or alcohol prob-
lem or as a participant in a covered program. Covered pro-
grams include those that: (1) are federally certified or 
supported through federal tax exemption or federal funding 
and (2) “holds itself out as providing, and provides, substance 
use disorder diagnosis, treatment, or referral to treatment” 
[17]. This is commonly understood to refer to specially 
licensed substance use treatment facilities such as metha-
done clinics; there has been confusion regarding where this 
applies to general medical facilities such as primary care 
practices. Unless related to a medical emergency or manda-
tory reporting, 42 CFR Part 2 requires written patient con-
sent for each disclosure of PHI, even for the purposes of 
treatment, payment, or healthcare operations [18]. There are 
specific requirements for disclosure authorization forms, 
including listing what information will be shared. Within a 
primary care practice, a provider may be subject to this regu-
lation if they are part of an identified unit within the clinic 
that meets the criteria above or their “primary function” is 
substance use disorder diagnosis, treatment, or referral. If a 
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primary care clinician provides screening, brief intervention, 
or referral to treatment as a part of general medical care, this 
does not meet the definition of a Part 2 program. Primary 
care clinicians waivered to prescribe buprenorphine are not 
“categorically included” but may be subject to these regula-
tions on a case- by- case basis. If it is unclear if your practice 
falls under these regulations, legal counsel and guidance may 
be appropriate [19].

Some states and jurisdictions have additional privacy laws; 
it is important to familiarize yourself with any other 
information- sharing restrictions that apply to your integrated 
efforts. Once you have familiarized yourself with the appro-
priate laws and regulations, revise your general patient 
 consent and authorization forms to include sharing of behav-
ioral health information within the care team. Some local 
organizations may have standardized consent forms you can 
use or adapt.

 The Larger Policy Context

Enhanced support for integrated care is in sight. With increas-
ing recognition that primary care practices will manage much 
of their patients’ behavioral health needs, more and more 
policies and programs are laying the groundwork for primary 
care practices to integrate [20].

Different countries have different laws affecting integrated 
care. Such laws can be complicated and create quite a web of 
rules and regulations. There have been a number of laws in the 
United States supporting parity of behavioral health insur-
ance coverage with physical health coverage, including the 
Mental Health Parity Act of 1996, Medicare Improvements 
for Patients and Providers Act of 2008, Mental Health Parity 
and Addiction Equity Act of 2008, and components of the 
Patient Protection and Affordable Care Act of 2010. For 
health plans that offer both physical and behavioral health 
services, these laws combined require that behavioral health 
services are covered at least as favorably as physical health 
services, including any specific lifetime or annual dollar limits, 
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annual visit limits, copayments, and deductibles. The Affordable 
Care Act includes behavioral health as one of the Essential 
Health Benefits, which means that for any health plans on the 
marketplace or in individual or small-group markets, both 
physical and behavioral health services must be covered.

The Medicare Access and CHIP Reauthorization Act 
(MACRA) of 2015 created two pathways for payment that 
shift away from purely fee-for-service reimbursement, the 
Merit-based Incentive Payment System (MIPS) and advanced 
Alternative Payment Models (APMs). Every practice that 
sees more than 100 Medicare patients or charges more than 
$30,000 a year in services to Medicare must participate in one 
of these payment pathways. Practices that do not see at least 
20% of their Medicare patients in an advanced APM or 
receive at least 25% of Medicare payments through an 
advanced APM are automatically enrolled in MIPS.

MIPS adjusts Medicare reimbursements up or down 
depending on performance in quality, cost, practice improve-
ment activities, and advancing care information (use of elec-
tronic health records). The practice improvement activities 
include a subcategory for behavioral health integration, so 
integrated practices will find their work recognized by the 
point system. APMs employ payments apart from fee-for- 
service that can be used flexibly in primary care, which may 
provide opportunity for supporting integration even if it is 
not a specific component of the program. One APM, the 
Comprehensive Primary Care Plus Initiative, includes a 
requirement for integrating behavioral health for its advanced 
practices. Over time, more opportunities for participating in 
APMs will become available.

 International Policy

Outside of the United States, integrated behavioral health has 
been implemented successfully across countries with a range 
of economic and political circumstances, including those with 
models of health insurance that are employer-based, a national 
health system, or a regulated individual market. The United 
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Kingdom, Japan, and the Netherlands provide examples of 
national movements toward integrated behavioral health 
under varying models of health insurance. In the United 
Kingdom, which has a national health system, success of a 
program based in the Collaborative Care Model called 
Improving Access to Psychological Therapy led to a national 
investment in expansion. This program includes P4P incen-
tives based on improvement on symptom measures. Similarly 
in the Netherlands, which has a regulated individual market, 
the Collaborative Care Model has been adopted nationwide. 
Behavioral health services are included in essential benefits of 
insurance packages. In Japan, which has mixed employer-
based and government-run insurance, all prefectures in the 
country are required to assess and respond to behavioral 
health needs as part of a comprehensive healthcare plan [21].

The challenges faced across these countries echo those of 
the United States, with needs for: changing culture through 
strong leadership and shared values on whole-person care, 
development of new models of interdisciplinary training, 
strengthening and connecting health information technology 
between primary care and behavioral health clinicians, 
enhancing flexibility of payment models and accounting for 
start-up costs, and capability to assess benefits in different 
sectors such as unemployment or disability [21].

Sufficient primary care infrastructure is a necessary precon-
dition for integrated care, which may be lacking in low- and 
middle-income countries. Lessons learned from these settings 
include the need for ongoing support of primary care workers, 
availability of psychotropic medications, and strong linkages to 
higher levels of care and community resources [22].

 Interested in Doing More?

In each of the sections above on payment, workforce, and 
information sharing, we have concluded with not only ways to 
work within current constraints but also suggestions for 
broader policy change. There is a much-needed role for  
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primary care leaders to have a voice in advancing such policy 
change for integrated behavioral health and a variety of ways 
to do so.

 1. Share your story widely

Combining patient stories and data can be an impactful 
tool when advocating for change, not only with payers but 
also with other stakeholders, including policymakers and the 
public. Practices may find themselves in the position to testify, 
present their work, or speak to media on what they are doing 
and what may need to be done to help their patients. Speaking 
out to a larger group of stakeholders can help advance 
broader scale change by demonstrating the benefits of inte-
grated behavioral health.

 2. Consider involvement in demonstration projects to sup-
port transforming your practice and also inform future 
changes in policy

Participating in pilot opportunities and Centers for 
Medicaid and Medicare Innovation projects, such as State 
Innovation Model initiatives and the Comprehensive Primary 
Care Plus initiative, is a proactive step to both receive support 
for practice transformation at the forefront of change and 
inform future policy and payment models through data col-
lection and reporting to federal partners. Though they often 
involve an investment of time and practice resources, most 
provide technical assistance and some provide alternative 
payment to test innovative approaches to provide patient 
care, including behavioral health integration.

 3. Join groups or multi-stakeholder efforts in a position to 
influence healthcare delivery

Find out who is responsible for making decisions locally 
and what groups are advocating for similar goals. Such groups 
may include professional organizations (i.e., local chapters of 
physicians or behavioral health clinician organizations), 
issue-specific organizations (i.e., advocacy groups focused on 
behavioral health conditions), and project-specific organiza-
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tions (i.e., stakeholder groups related to practice transforma-
tion demonstrations). Allocating resources and time to 
participate in multi-stakeholder meetings provides the oppor-
tunity to share both what is working and what is not in your 
community. It also creates awareness of what services exist in 
a community and highlights gaps, both increasing leverage 
between existing partners and eliminating redundancy in 
efforts. Participating gives you a forum to learn from others 
and collectively inform and/or implement policy.

 Conclusion

Redesigning your practice to provide integrated care is a 
journey that requires coping with your current policy envi-
ronment, particularly with regard to payment, workforce, and 
information sharing. Practices that navigate these policy 
issues find they do not ever want to return to the old way of 
doing things. Fortunately, policies are changing to make doing 
the right thing easier and maintain integrated care in your 
practice, and those who are inclined to do so can support driv-
ing these changes forward.
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 Preamble

If successful, this book has provided “maps” and practical 
wisdom for moving forward with integrated behavioral 
health (BH)—more of a journey than specific a destination. 
This closing chapter reprises this guidance from the book’s 
authors, who represent broad expertise in integrating care. 
If you keep moving along this path, incorporating these 
 pioneers’ lessons learned from experience, the benefits will 
accrue and your practice will become more of what you 
probably always wanted it to be. CJP

 Introduction

Your journey to integrated primary care and behavioral 
health (BH) will be unique, while at the same time being 
similar in some ways to practices that have paved the way 
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pioneering integrated care such as Westminster Medical 
Clinic. You can now proceed knowing quite a lot about what 
you are getting into, aware of the realities faced by other pri-
mary care practices daring to disrupt themselves to be better. 
You can be enabled by evidence from research and practical 
experience from the frontlines of healthcare. You can join 
what has become a professional movement toward care that 
replaces a line between behavioral and physical health with a 
better, integrated approach that treats patients more compre-
hensively, as whole persons.

You know that integrated care is a well-developed, well- 
thought- out, important change in primary care practice. It is 
not a crazy idea attractive to a few idealists out of touch with 
what real practice is all about. Indeed, the evidence is irrefut-
able; it can be done, even in less than ideal situations. The 
substantial changes that integrated care entails will require 
adaptive leadership from you and your entire practice, team-
work that delivers new services in revised workflows, and 
acquiring and using data to guide your journey. Your local 
policy situation will probably constrain your efforts in some 
ways, perhaps requiring some adaptive workarounds but also 
offering you a further chance to advocate for rules and regu-
lations that enable your new, integrated care.

It is likely that you will find your own voice as you explain 
what integrated care is, why you are disrupting your practice 
to achieve it, and how you are going about it. You can prob-
ably accelerate your progress by being intentional in how you 
lead, develop your team, acquire and use data to guide your 
work, and tend your local policy environment. If you wish 
you can anchor your work in the advice from colleagues pre-
sented as Fig. 1.2 and put it on a wall in your practice as a 
reminder of what you are doing and how you are doing it:

 1. Integrated care is not a minor adjustment but a paradigm 
shift we need to make toward patient-centered, whole- 
person care.

 2. It is important that we prepare ourselves for this transfor-
mation and define relationships and protocols upfront, 
understanding they will evolve.
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 3. It will take all of us as an inclusive, empowered team to 
get this done, with everyone taking on leadership 
responsibilities.

 4. We will learn as we go, adjusting to our mistakes, engaging 
our patients early and often, welcoming help from each 
other and from outside our practice.

 5. We will collect and use data that matter to us to measure 
our progress, be accountable to ourselves, and to show oth-
ers what we are accomplishing.

The ideas and suggestions in this book are intentionally 
specific to integrating primary care and behavioral health, but 
you may find them to be relevant to other substantial changes 
you may want to make in your practice. They are consistent 
with the science of diffusion of innovations and how innova-
tions in healthcare are implemented successfully [1]. The rate 
of adoption of innovations within an organization, such as 
integrated care in your practice, depends upon how your 
practice perceives integrated care and its benefits, its compat-
ibility with your shared values, and your collective ability to 
simplify what can be simplified in your approach. Of course, 
your progress will also depend on personal characteristics of 
you and your team—such as your comfort levels with change. 
And you must do this in the real world of the practice, system, 
and community you live and work in, which may be wildly 
enthusiastic about integrated care or hesitant to move 
forward.

To re-enforce the guidance offered by each chapter’s 
authors, let us reprise some of the key messages of this 
book.

 Reprise of Key Messages

From Chap. 2, What Is Integrated Behavioral Health?:
Integrated behavioral health is:

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 
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patient-centered care for a defined population. This care may 
address mental health and substance use conditions, health 
behaviors (including their contribution to chronic medical ill-
nesses), life stressors and crises, stress-related physical symptoms, 
and ineffective patterns of healthcare utilization [2].

You can and will need to customize this official definition to 
share with others what it means to you and your practice. For 
example, to other clinicians and practice staff you might lean 
on Table 2.4 and say:

“We are expanding our clinic team to do better (and feel 
better) with the behavioral health dimension of our prac-
tice…things our patients already bring with them…that we 
may not always have the time or experience to do as well as 
we want.”

From Chaps. 3 and 4, A Real-Life Story of Getting Started:

Your vision of integrated care is a “mini-vision” within 
your practice’s overall vision, and every practice has the 
potential for integrated care when your vision meets 
determination.

“Remember, change doesn’t happen just because it is a 
good idea.”

Recognize that your current business model may not 
finance integrated care adequately, so be explicit at the outset 
about what your approach is likely to cost your practice, how 
you will cover those costs, and your risk tolerance. But do not 
forget these noneconomic gains of integrated care:

• More meaningful experience among medical and behav-
ioral health clinicians and personal fulfillment by offering 
collaborative, accessible care to patients. Clinicians enjoy 
more efficient workflow through timely access to behav-
ioral health.

• Stronger practice culture and staff who want to be engaged 
as part of solutions resulting in less burnout and lower 
turnover of team members.

• Enhanced reputation for whole-person, community-based 
care that attracts new patients.

• Increased patient satisfaction.
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Medical and behavioral healthcare have developed into 
distinct cultures; merging these cultures can prove the most 
challenging aspect of transformation and requires attention 
to language and communication. Consider standardizing how 
you document and share information between primary care 
and behavioral health clinicians, perhaps using the ADAPT 
approach:

• Assessment
• Decision-making, logic, and rationale
• Advice for the patient
• Plan for further care
• Tasks, who is responsible for next steps

Your approach may benefit from relationships with exter-
nal organizations. Explicit, written agreements, such as 
Westminster Medical Clinic’s “Compact,” can promote col-
laboration and avoid misunderstandings (see Appendix A).

The “80/20 Rule” may help determine if a policy or work-
flow passes muster. Implement policies that apply to at least 
80% of patients—but also work as a team to develop solu-
tions for the remaining 20%.

Researching and utilizing available tools and models to 
plan your journey, including many referenced in these chap-
ters, will save you time and strife down the road. By necessity, 
this plan must detail how you will conduct staff development 
and patient engagement.

From Chap. 5, Everyone Leads:

Leadership is not a role for one person but a function 
shared by all practice members. It is a form of vigilance and 
fidelity. It sets a vision and a mission, builds teams, supports a 
productive practice culture, and cultivates the gifts of each 
individual in the practice.

Your practice is not a machine. It is actually a living organism 
with key features of living things: a purpose, the ability to sense, 
and the ability to respond. Treat it accordingly as you implement 
your approach to integrated care, setting the purpose, sensing 
what is happening, and responding to developments as you go.

Chapter 9 Closing: It Is a Journey, Not a Destination



208

Remember that nothing ever works in the real world like 
it does on paper.

During your journey to integrated care, leaders will 
emerge from everywhere in your practice.

Celebrate every success and embrace every failure as just 
“incomplete adjustment.”

Put things on the walls of your practice, such as:

• Remember why we are here: to help people become a little 
healthier.

• Expect problems. Welcome them as a sign that we are 
alive.

• Speak up. Speak the truth and have no fear.
• Be kind. Kindness trumps cleverness every time.
• Try something, anything, and then fine-tune it. Life is a 

beta test.
• Bite off more than you can chew. Then offer—offer—some 

of it to your neighbor.
• You are the best person to do certain jobs. Do those jobs. 

Do what nobody but you can do.
• Never stop thinking about how to do it better.

It helps for those who are leading the journey to integrated 
care to be able to say, clearly and succinctly, what you are 
doing, why you are doing it, and how you are doing it. This can 
be your “elevator speech,” and this chapter concludes with 
possible answers to all three of these questions that you can 
adapt to your situation and use repeatedly.

From Chap. 6, It Takes a Team:

One of the first outcomes of a behavioral health clinician 
joining a medical practice as a team member is that clinician 
satisfaction goes up. It feels good to share the load.

In the Primary Care Behavioral Health (PCBH) model of 
integration, the behavioral health clinician becomes part of 
the infrastructure of the practice, involved in patient care for 
whatever seems needed at the time.

Having a behavioral health clinician on the team may be 
the first time a physician is asking a team member for clinical 
input, not just assistance.

L. A. Green and S. B. Gold



209

Remember that teams do not just spring into existence 
and the nature of your team will vary according to the 
approach you take to integrated care, as illustrated in this 
chapter. Be intentional and pay attention to:

• Who you hire (Remember also the eight questions to con-
sider asking in an interview tucked into Chap. 4)

• How they are deployed into the practice
• Building a collaborative team culture
• Communication within the team and with patients
• Revisions in workflows
• Maintaining your team

All primary care practices have opinions about meet-
ings, and you will need to decide how and when meetings 
are needed. Barely having enough time for any meetings 
can lead to barely enough communication to keep things 
moving and enjoy the advantages of teamwork and the 
resulting integrated care. Perhaps the most useful regular 
meeting is the huddle just before each session of patient 
care.

Remember to consider using the mnemonic of SSRI to 
organize the passing of a patient’s relationship with a primary 
care clinician to a behavioral health clinician. It is designed to 
help doctors know how to conduct this process smoothly and 
efficiently.

• The first S is for Situation. The doctor says to the patient 
and the behavioral health clinician what situation in the 
patient’s current care makes him or her want to add the 
behavioral health clinician to the treatment team.

• The second S is Skill Set. The doctor describes to the 
patient the skill set (as opposed to the discipline) of the 
BH clinician that makes him the person that he or she 
wants to add to the treatment team.

• The R stands for Relationship. At this point the doctor 
says what relationship the work between the behavioral 
health clinician and the patient will have to the overall 
treatment that he or she has been directing. Remember, 
this is not a new treatment; it is a new aspect of the 
patient’s current care.
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• The final I is for Indicators. The doctor says to the behav-
ioral health clinician and the patient what would indicate 
that the addition of the behavioral health clinician’s exper-
tise and intervention had been successful.

From Chap. 7, Measure What Matters:
Measurement of both processes and outcomes is a neces-

sity to implement, adopt, and sustain integrated care. Your 
measurement system can empower your entire team. But you 
do not need to measure everything.

You do need to measure things that will let you under-
stand the impact your approach to integrated care is having 
on your practice and your patients, stay informed about your 
patients’ conditions, and whether or not you are achieving 
your goals. Over time, your measurements will help you know 
what it took for you and your team to integrate care.

You can get started developing your measurement plan by 
identifying new steps in patient care or gaps in care that you 
want to close. Define and draw diagrams of workflows show-
ing who does what, when, and where. Constructing such dia-
grams can anchor what you want to measure to particular 
points in the path you are taking to improve the care of your 
patients. Engage the entire team in developing and activating 
your measurement plan. Responding together to what you 
learn can be motivating and a lot of fun.

Take care to select measures that can change, i.e., be sensi-
tive to the changes you are making in your practice, e.g., the 
percentage of patients systematically screened for anxiety 
and depression. Less can be more and help you not exceed 
the resources you can devote to measurement. Confirm in 
advance what your health record system is capable of provid-
ing from data already routinely collected and whether or not 
additional costs are involved.

The RE-AIM framework explained in this chapter is not 
the only evaluation framework that you could use, but it has 
been used to good effect by many practices implementing 
important practice changes. It can help everyone on the team 
stay on track, understand what is and is not working, identify 
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moments to celebrate, and sustain buy-in to make and sustain 
the next adaptive change.

From Chap. 8, Where Practice Meets Policy:
This chapter exposes how integrating primary care and 

behavioral health is still ahead of many policies that were 
developed for “the old world” and not fully sufficient for the 
new way of practicing that you are implementing, though the 
tide is starting to turn.

Regardless of your situation, you will want to pay attention 
to the payment policies that affect your practice, the avail-
ability of the primary care and behavioral health workforce 
in your community, and access to the clinical and business 
data and information you need to implement your approach 
to integrated care.

When your local policies and procedures have not yet 
caught up with you, unleash your imagination on temporary 
workarounds and proceed apace.

 Conclusion

Robust primary care is probably healthcare’s most complex 
challenge. After all, all health problems exist, sooner or later 
in primary care settings, and primary care by definition 
accepts any person of any age or background as a patient. 
Unavoidably, improving primary care is and always will be an 
ambitious undertaking. And, wanting to deliver better care 
tomorrow than today will always be an ambition and duty of 
primary care clinicians. The tension between what primary 
care desires to do and what it can do under real-world condi-
tions is real and can be intimidating.

The purpose of this book is now obvious. It aims to go 
beyond admonitions to integrate behavioral health and pri-
mary care as a major practice transformation to gather and 
share practical knowledge from real, frontline practices that 
have taken and are still taking the journey to integrated care. 
It is not a journey for the faint-hearted, nor is it an impossible 
quest. It is now clear that it can be done and that pioneering 
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successes can be replicated on a wider scale. Indeed, pioneer-
ing successes have paved the way for integrated behavioral 
health to be a global movement. Whole-person care is no 
longer simply the case in a few bright spots—though these 
bright spots exist and continue to shine—at places like 
Cherokee Health Systems in Tennessee, Salud Family Health 
Centers in Colorado, or the University of Washington that 
have made integrated behavioral health an inseparable part 
of primary care.

Integration is starting to be recognized, supported, and 
rewarded by policymakers and healthcare organizations. In 
the United States, the National Committee for Quality 
Assurance (NCQA) now awards Behavioral Health 
Distinction for patient-centered medical homes that have 
integrated care and meet certain specifications. The Centers 
for Medicaid and Medicare Services (CMS) include behav-
ioral health integration as an option for primary care prac-
tices to earn points to be reimbursed based on their 
performance. In several other developed countries, behav-
ioral health integration has been adopted on a national scale. 
While we are not yet close to optimized systems that enable 
whole-person care, broader change to support the movement 
of integrated behavioral health is already in motion.

Why might you decide to initiate your own journey to 
integrated care now, before optimal systems to support you 
are in place, when there remains more to learn, policies to 
change, data problems to solve, and workforce development 
to do? If you are like most primary care clinicians, you are 
who you are, doing what you do because you care about 
people and your community. You do not strive to be medio-
cre. You strive for excellence and want to improve your prac-
tice because it will matter to your patients. Integrated care is 
not a minor tweak to primary care practice. It is instead a very 
large, powerful opportunity to make a leap forward to the 
benefit of not just a few but almost all primary care patients. 
Our patients are waiting now for healthcare systems in gen-
eral and primary care in particular to recognize that the mind 
and body are not separate and must be treated as one. They 
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are waiting to be taken care of the way they see themselves, 
as whole people. They are waiting to have a reliable place to 
go with any health problem and receive most of the care they 
need. They are probably waiting for you to ask them to join 
your team as expert consultants at every step of your 
journey.

Maybe something in this book is worth your taking with 
you on your journey. Please take care of yourself when you 
join this movement to integrated care and share with your 
colleagues what you learn as you go. Take heart in knowing 
that the primary care practices that have already taken the 
journey do not want to go back to how they used to practice. 
It is just better care.
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Primary Care—Behavioral Health Collaborative Compact

Transition of Care

Mutual Agreement

Maintain accurate and up-to-date clinical records.
When available and clinically practical, agree to standardized demographic 
and clinical information format such as the Continuity of Care Record [CCR] 
or Continuity of Care Document [CCD].
Ensure safe and timely transfer of care of a prepared patient*.

Expectations

Primary Care Behavioral Health Care

PCP maintains complete and up-to-
date clinical records.

Transfers information as outlined in 
Patient Transition Record in a 
timely fashion.

Orders appropriate studies that 
would facilitate the specialty visit.

Provides patient with specialist 
contact information and expected 
time frame for appointment.

Informs patient of need, purpose 
(specific question), expectations,
and goals of the BHP visit.

Obtains confidentiality release 
from patient to discuss care with 
BHP in accordance with federal 
and state privacy laws*.

Ensures that patient/family is in 
agreement with referral, type of 
referral, and selection of specialist.

Appropriate staff determine and/or 
confirm insurance eligibility. 

Identifies a specific referral 
contact person to communicate 
with the PCMH/PCP*.

When PCP is uncertain of 
appropriate laboratory testing, 
advise PCP prior to the BHP/CP 
appointment regarding appropriate 
pre-referral workup.

Informs patient of need, purpose,
expectations, and goals of 
hospitalization or other transfers.

Notifies referring provider of 
inappropriate referrals and explains 
rationale.

Colorade Center for Primary Care Innovation
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Additional agreements/edits: ____________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Access

Mutual Agreement

Be readily available for urgent help to both the physician and patient*.
Provide adequate visit availability*
.Be prepared to respond to urgencies. 
Offer reasonably convenient office facilities and hours of operation.
Provide alternate backup when unavailable for urgent matters.
When available and clinically practical, provide a secure email option for 
communication with established patients and/or providers.

Expectations

Primary Care Behavioral Health Care

Communicate with patients who 
“no-show” to BHPs and address 
issues.

Determines reasonable time frame 
for BHP appointment*.
Establishes policy and protocol to 
facilitate direct communication by 
phone, email, and in-person with 
the BHP and patient.

Notifies PCP of first-visit “no-shows” 
or other actions that place patient 
in jeopardy.
Schedule patient’s first routine 
appointment with requested 
provider.
Provides PCP with list of BHPs who 
agree to compact principles.

Establishes policy and protocol to 
facilitate direct communication by 
phone, email, and in-person with 
the PCP.

Additional agreements/edits: _____________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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Collaborative Care Management

Mutual Agreement

Define responsibilities between PCP, BHP, and patient and identify care team*.
Define PCP and BHP scope of practice*.
Clarify who is responsible for specific elements of care (drug therapy, referral 
management, diagnostic testing, care teams, patient calls, patient education, 
monitoring, and follow-up).

Maintain competency and skills within scope of work and standard of care.
Give and accept respectful feedback when expectations, guidelines, or standards of 
care are not met.

Openly discuss and agree on type of care that best fits the patient’s needs.

Expectations

Primary Care Behavioral Health Care

Follows the principles of the Patient- 
Centered Medical Home or Medical Home 
Index.

Manages the medical or behavioral 
problem to the extent of the PCP’s scope 
of practice, abilities, and skills*.

Provides designated care coordinator to 
work with care team, as well as the 
designated care manager.

Follows standard practice guidelines or 
performs therapeutic trial of therapy prior 
to referral, when appropriate, following 
evidence-based guidelines.

Resumes care of patient as outlined by the 
BHP, assumes responsibility, and 
incorporates care plan recommendations 
into the overall care of the patient.

Sharesdata with the BHP in timely 
mannerincluding pertinent consultations 
or care plans from other care providers*.

Reviews information sent by PCP and 
addresses provider and patient concerns.

Confers with PCP or establishes other 
protocol before ordering additional services 
outside practice guidelines. Obtains proper 
prior authorization.

Confers with PCP before referring to 
secondary/tertiary specialists and, when 
appropriate, uses a preferred list to refer 
when problems are outside PCP scope of 
care. Obtains proper prior authorization.

Sends periodic written, electronic, or 
verbal reports to PCP as outlined in the 
Transition of Care Record*.

Notifies the PCP office or designated 
personnel of major interventions, 
emergency care, or hospitalizations.

Prescribes pharmaceutical therapy in line 
with scope of license and insurance 
formulary with preference to generics, if 
appropriate to patient needs. 

Provides useful and necessary 
education/guidelines/protocols to PCP.

Additional agreements/edits: ________________________________________________

___________________________________  
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Patient Communication

Mutual Agreement

Consider patient/family choices in care management, diagnostic testing, and 
treatment plan.

Provide to and obtain confidentiality release from patient according to 
community standards (see Transition of Care).

Explores patient issues on quality of life in regard to their specific condition 
and shares this information with the care team.

Expectations

Primary Care Behavioral Health Care

Explains, clarifies, and secures mutual 
agreement with patient on 
recommended care plan.

Assists patient in identifying their 
treatment goals.

Engages patient in the Medical Home 
concept. Identifies whom the patient 
wishes to be included in their care 
team and participates with team.

Be available to discuss patient’s 
questions or concerns regarding the 
consultation or their care 
management*.

Informs patient of diagnosis, prognosis, 
and follow-up recommendations.

Provides educational material and 
resources to patient when appropriate.

Recommends appropriate follow-up 
with PCP.

Be available to discuss patient’s 
questions or concerns regarding the 
consultation or their care 
management.

Participates with patient care team*.

Additional agreements/edits: _____________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________ ________________________________

______________________________________________________________________________
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The competencies relate to the Agency for Healthcare Research and Quality (AHRQ) definition of 
integrated behavioral health and primary care:

The behavioral health provider competencies are written to apply broadly:

Core Competencies for Behavioral Health Providers Working in Primary Care 

Preamble to the Competencies

Consensus on the eight core competencies for licensed behavioral health providers working in primary
care was established at the Colorado Consensus Conference on November 17, 2015, with revisions
called for at that meeting and subsequently reviewed by the participant group in December of 2015.
This preamble sets the stage for understanding the eight competencies.

Competence as a licensed behavioral health provider working in primary care refers to the knowledge,
skills, and attitudes—and their interconnectedness—that allow an individual to perform the tasks and
roles in that setting (adapted from Kaslow, Dunn, & Smith, 2008). These competencies are completely
compatible with the five generic core competencies for healthcare professionals as articulated in the
2003 Institute of Medicine report, Health Professions Education: A Bridge to Quality. The goal for all
members of the primary care team is to acquire and demonstrate competencies specific to their roles in
integrated primary care. The scope of this document is the desired competencies tailored for licensed
behavioral health providers.

General Definition of Integrated Behavioral Health

“The care a patient experiences as a result of a 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 use conditions, health behaviors (including
their contribution to chronic medical illnesses), life stressors and crises, stress-related physical
symptoms, and ineffective patterns of healthcare utilization.”
Academy Council (2013)

Peek, C.J. and the National Integration

Cross-Cutting Themes for the Eight Competencies
Several repeating themes were identified that apply across all of the competencies. Rather than
repeating them within each of the eight competencies, which leads to long, repetitive-sounding
competency descriptions, these cross-cutting themes or tenets are listed here once as applying across
all the competencies.

•    Across a continuum from prevention to illness: to address prevention, wellness, mental health
      and substance use treatment, recovery, trauma, and quality of life
•    Across the lifespan: from birth to end of life care
•    Across the generations: children and elders in families or intergenerational relationships (that
     may involve guardians, family caregivers, or others), not only as individuals apart from such
     relationships
•    Across a biopsychosocial continuum: integrating biological, psychological, social, and spiritual
     information and perspectives in evaluation and treatment
•    Person-centered and culturally sensitive: tailoring care to patient values and preferences, culture
     and community, socioeconomics and health disparities, and religious, gender, sexual orientation
     or other important identifications
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The Competencies Are Not Written for Any Particular Model or Type of Integration
Different clinics may employ different types of spatial arrangement, team structure, or styles of
collaboration—sometimes known as “models,” such as “co-location,” “full-integration,” “primary care
behavioral health,” or “collaborative care.” These are often chosen on the basis of goals, stage of
development, or what clinics find practical at any given time.

The eight competences are written to support highly integrated practices with on-site behavioral health
providers as members of the primary care team. Practices will vary in how they implement or carry out
these competencies, depending not only on their “model” of integration, but on their patient population,
spatial arrangement, and operational support. For example, some competencies may be used more
routinely or intensively depending on the type of collaboration or integration being used in practice and
patient populations involved. In addition, these competencies do not take into account the additional
elements needed for successful integration at the practice level (e.g., electronic medical records,
workflow, spatial arrangements, and competencies for integrated care necessary for other team
members). Such “model” characterizations can be found in the AHRQ Lexicon and SAMHSA/HRSA CIHS

The Competencies Are Specific to Behavioral Health Practice in Primary Care
These competencies do not attempt to re-create the entire scope of competencies for licensed
behavioral health providers acquired in their basic training—only those specific to working on a team in
primary care that may or may not stand out beyond those expected of licensed behavioral health
providers in general.

Some competencies are learned through education in classes or on the job, while these and others
may be developed and mastered as the behavioral health provider acquires experience in an integrated
primary care setting.

How to Read the Competencies
The eight competencies are written at three levels of detail:

1.   Competency name with a one- or two-sentence description: a title and high-level statement of
      what is included in the competency

2.   Bullet point list with headings: this “unpacks” the high level description with specifics

3.   Examples of what you might see in action: concrete and practical examples—“what you actually
      do”—adapted from the publications from which the eight competencies were originally drawn.

The Competencies Are Expected to Evolve Over Time
These are not offered as a final product for all time, but as a consensus starting point created among
stakeholders on November 17, 2015, that can evolve through application in the field.

Abbreviations Used

behavioral health            BH                  primary care provider           PCP
mental health                  MH                 electronic health record        EHR
substance abuse/use      SA
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Eight Competencies at a Glance

1.  Identify and assess behavioral health needs as part of a primary care team
BH providers apply knowledge of cognitive, emotional, biological, behavioral, and social aspects of
health, MH, and medical conditions across the lifespan; and incorporate their clinical observations
into an overall, team-based primary care assessment that may include identifying, screening,
assessing, and diagnosing.

2.  Engage and activate patients in their care
BH providers engage patients in their care, helping them understand how their BH factors affect
their health and illness, and how the BH aspects can be integrated in a team-based care plan.

3.  Work as a primary care team member to create and implement care plans that address
     behavioral health factors

BH providers work as members of the primary care team to collaboratively create and implement
care plans that address BH factors in primary care practice. These factors may include mental
illness, substance use disorders, and physical health problems requiring psychosocial interventions.

4.  Help observe and improve care team function and relationships
BH providers help the primary care team monitor and improve care team function and collaborative
relationships. By knowing their own and others’ roles, they help the team pool knowledge and
experience to inform treatment, engage in shared decision-making with each other and with
patients, and share responsibility for care and outcomes.

5.  Communicate effectively with other providers, staff, and patients
BH providers in primary care communicate effectively with providers, patients, and the primary care
team with a willingness to initiate patient or family contact outside routine face-to-face clinical work.
BH providers communicate in ways that build patient understanding, satisfaction, and the ability to
participate in care.

6.  Provide efficient and effective care delivery that meets the needs of the population of the
     primary care setting

BH providers in primary care use their available time and effort on behalf of the practice population,
setting prioritized agendas (with roles and goals) with patients and the team, managing brief and
longer patient encounters effectively, and identifying areas for immediate and future work with
appropriate follow-up care for which BH availability is maintained.

7.  Provide culturally responsive, whole-person and family-oriented care
BH providers in primary care employ the biopsychosocial model – approaching healthcare from
biological, psychological, social, spiritual, and cultural aspects of whole-person care, including
patient and family beliefs, values, culture, and preferences.

8. Understand, value, and adapt to the diverse professional cultures of an integrated care team
BH providers act in ways consistent with the collaborative culture and mission of primary care with
an attitude of flexibility. BH providers adapt their work style to meet patient needs while building
confidence and comfort in working in primary care culture, with providers, and medical situations.
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1. Identify and assess behavioral health needs as part of a primary care team

BH providers apply knowledge of cognitive, emotional, biological, behavioral, and social aspects of
health, mental health, and medical conditions across the lifespan; and incorporate their clinical
observations into an overall, team-based primary care assessment that may include identifying,
screening, assessing, and diagnosing:

a.   Mental illnesses, SA disorders, and adverse health behaviors commonly encountered in primary
      care —and the ways these often present in primary care practice
b.   BH or psychosocial contributors to common physical health problems such as chronic illnesses
      and medically unexplained or stress-related physical symptoms
c.   Complicated, unusual, or high-risk clinical situations with significant BH and social factors
      intertwined with medical care and/or barriers to care and patient self-management, using a broad
      range of information in medical record and PCP knowledge of patient history
d.   Children, adolescents, and families with, or at risk for, psychosocial problems, further assessing:

      •    Developmental problems and milestones
      •    Potentially difficult situations in childcare, including bedtime, toileting, and feeding
      •    Learning difficulties and attention deficit hyperactivity disorder
      •    Psychosocial and environmental risk factors and stressors such as parental MH or family
           systems problems, adverse childhood experiences, and contextual factors affecting health
           and care such as home and school environments
      •    How family, guardians, or caregivers can be part of overall care or health of the child,
           including potential parent training or coaching

e.   Severe or persistent BH problems or psychiatric emergencies that require the assistance of
      specialized BH providers, services, or community-based resources

Identification (and targeted BH screening) in the areas above may be focused on identifying either
populations or individuals with BH needs, and may use practice-level and claims data to assist in
such identification.
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Examples of “identify and assess” from McDaniel, et al., 2014:

• Identify behavioral or psychological factors in common primary care medical conditions (e.g.,
 depression comorbid with diabetes and how blood sugar levels may affect cognition and mood)

• Interview effectively to identify problem, degree of functional impairment, and symptoms

• Conduct a suicide assessment on all patients identified with depressed mood

• Identify severe or treatment-resistant MH problems for triage to specialty MH, as available (e.g.,
 psychotic and delusional disorders, complex trauma, severe personality disorders, eating disorders)

• Recognize names and purposes of medications for common medical and behavioral conditions (e.g.,
 diabetes, hypertension, and depression) seen in primary care and the common side effects affecting
 mood or cognition

• Find out about support systems, spiritual resources, and connections to community resources

• Obtain information from caregivers and parents in the assessment process (e.g., help a caretaker
 identify health risks for a child with asthma residing with a smoker, and engage the parents in a
 conversation about change)

• Interview for health beliefs/attitudes that influence patient or family view of health, illness, and help-seeking

• Identify cognitive and emotional factors that influence a patient’s or family’s reaction to medical
 diagnoses, use of health information, and influence reactions to diagnoses, injury, and disability

• Recognize the effect of acute and chronic illness on physical and mental health of caregivers,
 parents, siblings, and other family members

• Assist primary care team in selecting measures to identify common problems (e.g., depression,
 anxiety, SA, sleep difficulties, disruptive child or adult behavior), and understand strengths and
 limitations of screening tools

Examples from Strosahl, 2005:

• Identify problems quickly and incorporate the patient’s point-of-view

• Apply patient’s strengths and resources to identified problems; focus on functional outcomes

• Evaluate readiness-to-change, and emphasize patient-driven change

Examples from CIHS, 2014:

• Recognize signs, symptoms and treatments of the most common health conditions, crises, and
 comorbidities seen in the healthcare setting

• Assess the family and social support system and other socioeconomic resources that can impact
 health and care
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2. Engage and activate patients in their care

BH providers engage patients in their care, helping them understand how their BH 
factors affect their health and illness, and how the BH aspects can be integrated in 
a team-based care plan.

a.  Use strong interpersonal skills to help patients feel comfortable and motivated, 
     and to help the patient build a therapeutic relationship with the BH provider and 
     primary care team by using language and an approach that helps overcome barriers 
     or stigma to access BH services.
b.  Involve care managers or other team members when appropriate to help patients and 
     families engage fully in their care.
c.  Explain the “why and how” of integrated care:

 •   Educate patients about the conditions and BH factors in their clinical situation and 
      care involving parents, families, guardians, or caregivers as appropriate to age and 
      situation

 •   Help patients understand and work with the primary care team and plan that 
      includes BH, while addressing any discomfort with their care or barriers to it; 
      using language to introduce BH providers that helps address the patient’s confusion 
      or fears

 •    Triage patients to the appropriate level of care while managing the patient’s needs
      in the interim

d.  Engage patients and families in planning and decision-making regarding their care (see
     competency 4). In particular, engage patients in a manner consistent with their health 
     literacy:
     •   Engage patients at times when patients need to understand their choices and take 
         an active role to the extent they wish
     •   Engage patients and the team at times when there is a need to confirm a direction 
         that is a good fit for the patient and the team—a plan that the patient understands 
         and embraces
e.  Set reasonable care team expectations, provide follow-up support for the patient, and 
     promote care team transparency with the patient:

     •   Work with primary care colleagues to help set realistic expectations of patient 
         engagement in care (e.g., in which areas, if any, a patient is ready to participate, 
         competing demands in their larger life context, realistic timeframes for developing 
         patient readiness, and how pushing something prematurely may generate resistance)

     •   Provide follow-up support for the patient, including connecting the patient to 
         appropriate resources within the clinic and within their community

     •   Use practice routines transparent to the patient (e.g., have team conversations about the
         patient in the presence of the patient, and facilitate patient access to records and notes)
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Examples of “engage and activate patients” from McDaniel, et al, 2014:

•      Engage the broader team by co-interviewing a patient with diabetes with a dietician

•      Work with the pediatrician and respiratory therapist in a joint effort to develop 
       a plan to improve a child’s adherence to an asthma treatment regimen

Examples from Strosahl, 2005:

•      Apply patient or family strengths and resources to identified problems

•      Evaluate readiness-to-change, and emphasize patient-driven change

Examples from CIHS, 2014:

•      Establish rapport and rapidly develop and maintain effective working relationships with diverse
        individuals, including healthcare consumers, family members, and other providers

•       Listen actively and effectively—quickly grasp presenting problems, needs, and preferences as
        communicated by others and reiterate to ensure that it has been accurately understood

•       Convey relevant information in a non-judgmental manner about BH, general health, and health
        behaviors using terms free of jargon and acronyms, and easily understood by the listener

•       Explain to the patient and family the roles and responsibilities of each team member and how all
        will work together to provide services
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3. Work as a primary care team member to create and implement care plans1 
     that address behavioral health factors

BH providers work as members of the primary care team to collaboratively create and implement care
plans that address BH factors in primary care practice. These factors may include mental illness,
substance use disorders, and physical health problems requiring psychosocial interventions.

a.  Work from a recognized role to identify, assess, educate, and treat as a member of the primary
     care team. This involves appropriate division of responsibility within the care team to help form
     care plans and carry out interventions that address the common clinical challenges (listed
     below—see competencies 1 and 2 for similar specifics reiterated here):

•  Mental illnesses and SA disorders

•  Physical health problems requiring psychosocial interventions in the care plan, e.g., BH
   contributors to a wide range of primary care presentations such as common chronic illnesses 
   (e.g., asthma, diabetes, heart disease, irritable bowel syndrome, childhood illnesses), and 
   medically unexplained physical symptoms

•  Complicated or high-risk cases with BH and social factors at the root of the risk or complexity

•  Adverse health behaviors commonly seen in primary care, along with associated prevention and 

   health promotion strategies

b. Bring particular BH knowledge and skill to bear, such as:

•  Knowledge of human development to tailor BH services to patients across the lifespan
•  Influence of family systems, trauma or adverse childhood experiences on care and health, along 
    with strategies to consider within care plans
•  Early identification and intervention for children and others with symptoms or risks who may not 
    have a diagnosable condition
•   General knowledge of how psychosocial and BH factors and conditions interact with common 
    primary care problems
•   Recognition of when a BH problem is outside the scope of primary care and needs other levels or 
    types of care
•   Prevention, wellness, and health behavior interventions, e.g., sleep, parenting, healthy eating and
    exercise, self-regulation
•   Community resources, schools, agencies, home-based care programs

c. Help the primary care team negotiate care plans that are understood and embraced by patients,
    families, and caregivers, e.g., with:

•  Conversations and plans consistent with their health literacy

•  Shared treatment decisions that result in patients understanding their choices, and taking 

    an active role to the extent they wish

•   A clinical team leader identified for each patient, based on the needs of the patient, and matching 
    those needs with provider scope of practice, and relationship with the patient

•  Community resources to be mobilized in support of the care plan or self-management support

•  Sufficient patient/family confidence in ability to carry out the patient’s role in treatment or health
   behavior change

d. Help the primary care team monitor patient progress on BH factors in care to ensure that the level
    of treatment provided in primary care is resolving symptoms.

     •  Employ other or higher levels of care, as appropriate, based on monitored outcomes

     •  Use data to help monitor progress, e.g., practice-level data such as registries, EHR, appointments,
         referrals along with claims data (if available), to help monitor and identify the need to adjust care 
         plans that are not working
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1 Elements likely found in care plans involving integrated BH (excerpted from AHRQ Lexicon)

1. Team roles and goals—specific goals and team members responsible for specific goals or tasks.

2. Documentation of dialogue with the patient on why a shared record is an important component—the
    benefits (and any risks) to the patient—with exploration of any patient concerns about shared records and
    any precautions taken to protect the confidentiality of BH information.

3. Patient education about their conditions, treatments, and self-management.

4. Medical treatments, including pharmacologic treatment, a single shared medication list, and problem list.

5. Psychotherapy, community groups, or other non-pharmacologic BH or substance use therapy or support.

6. Counseling or coaching, e.g., motivational interviewing and behavioral activation.

7. How plan is tailored to patient/family context, e.g., cultural groups, language, schools, vocational, and
    community.

8. Expectation for implementation:
•   All involved providers read and work from the care plan—these are shared care plans
•   Likely indicators that improvement has begun are listed, along with who is most likely to notice the change first
•   Likely indicators that the care plan isn’t working and may need to be revised, along with who should be informed
    that the care plan needs changing

Examples of “create and implement care plans” from McDaniel, et al., 2014:

   Generalist skills:
•   Use interventions to improve function in areas such as school and work responsibilities,

     improving quality of social interactions, decreasing disruptive behaviors, improving sleep,

     decreasing pain, reducing anxiety, improving mood and improving exercise and nutrition

•    Implement evidence-based interventions (e.g., cognitive behavior therapy, parent–child

     interaction therapy, motivational interviewing, family psychoeducation, and problem-solving

     therapy)

•   Offer interventions for patient self-care, symptom reduction, and functional improvement--with

     self-regulation such as deep breathing, relaxation, sleep hygiene, increased exercise, problem

     solving, and assertive communication

•   Employ methods such as “Teach Back” to assure patient understanding of healthcare plans, and

     the patient’s role in his/her own care

•   Bridge appropriately among behavioral services offered in primary care and specialty MH and

    community resources

•   Assist the primary care team on when and how to incorporate integrated BH provider into the

    care process

•   Help primary care team engage challenging patients in a manner that enhances care, e.g., BH

    provider readily available to primary care team to discuss ways to interact effectively with

    patients or families with challenging interpersonal styles and complicated medical or social

    situations

Common chronic illness:
•   Plan care that takes into account relevant factors (physical, behavioral, cognitive, environmental,

     and social) that can affect pain (for example), and considering health literacy level and cultural

     beliefs so as to engage patients in care for chronic pain beyond medication

•    Offer interventions that include the family system, e.g., involve spouse or parents in nutritional

     planning for a patient with diabetes

•    Provide psychoeducation and supportive counseling to family caregivers or parents of a patient

     or child with a particular condition

Biologic components/interactions:

•   Describe the actions taken while working with the PCP that help engage patients with medically

    unexplained symptoms in regular care
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4. Help observe and improve care team function and relationships2

BH providers help the primary care team monitor and improve care team function and collaborative
relationships. By knowing their own and others’ roles, they help the team pool knowledge and
experience to inform treatment, engage in shared decision-making with each other and with patients,
and share responsibility for care and outcomes.

a.   Know their own roles, contributions, and scope-of-practice (along with that of the other team
      members).

b.   Be flexible in role and work style to best fit the needs of the patients and team members.

c.   Help develop ways in which PCPs can introduce the BH provider that readily engage the patient
      and identify the BH provider as part of the care team, and clarify the kinds of situations for which
      the BH provider can be helpful with the clinic population.

d.   Help the team pool the knowledge and experience of all members (and their patients) to inform
     and enhance treatment.

e.  Use clinic-level data to help the team pool their knowledge to improve identification, plan care,
     evaluate efforts, and enhance integration strategies among the care team.

f.   Help the primary care team (along with other team members) identify and respond to problems
     in teamwork and collaboration, and to further develop the team functions.

g.  Share responsibility with PCPs for patient care and experience, total health outcomes, and
     cost/resource use (Triple Aim, Berwick et al, 2008).

h.  Participate in process improvement methods to enhance teamwork and clinical care.

2 Care team function and relationships are often referred to as “inter-professional practice” because
the teams are often comprised not only of PCPs and BH providers, but other professionals as well.
These providers are to function as one team, rather than as “add-ons” who function more or less
separately.
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Examples of “help monitor and improve teamwork” from McDaniel et al, 2014:

•  Promote effective collaborative decision-making in care teams, including the facilitation 
    of team members communicating their own observations and perspectives
•   Regard patient care as the responsibility of a team of professionals, not that of a single
    provider
•   Consider the patient/parents/family to be key members of the healthcare team—who
    also need to understand team roles and functions. Recognize, respect, and support
    activities of other primary care team members to provide BH services—it is not all up to
    the BH provider
•   Clarify the various roles of the BH provider to team members, recognizing when and
    how to use other team members’ specific disciplinary expertise
•   Give PCPs actionable recommendations that are brief, concrete, and evidence-based
•   Provide immediate (e.g., same day) brief, feedback to a consulting PCP, avoiding
    psychological jargon
•   Convey and receive both urgent and routine clinical information to primary care team
    members, using appropriate infrastructure (e.g., face-to-face, phone, e-mail, EHR tasks,
    consults, and chart notes)
•   Lead or participate in staff, clinical, and organizational meetings.
•   Work with clinical leaders and care team to design, implement, and evaluate quality
    improvement initiatives regarding integrated BH

Examples from Strosahl, 2005:
•  Distinguish between a consultation/teamwork model and an individual psychotherapy model

•  Explain the team role of the BH provider accurately to the patient, parent, or family

•  Operate comfortably within the primary care extended team culture

•  Frequently circulate through the medical practice area to create top-of-mind awareness 
    among primary care team members

•  Readily provide unscheduled services when needed

•  Be available for on-demand consultations by pager or cellphone

Examples from CIHS, 2014:

•  Recognize, respect and value the role and expertise of patients, family members, 
    BH providers, and PCPs

•  Serve as a member of an inter-professional team, helping other members quickly 
   conceptualize a patient’s strengths, problems, and appropriate plan of care

•  Foster shared decision-making with patients, family members, and other providers

•  Demonstrate practicality, flexibility, and adaptability in working with others, emphasizing 
    the achievement of treatment goals as opposed to rigid adherence to treatment models
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5. Communicate effectively with other providers, staff, and patients

BH providers in primary care use their available time and effort on behalf of the practice population,
setting prioritized agendas (with roles and goals) with patients and the team, managing brief and
longer patient encounters effectively, and identifying areas for immediate and future work with
appropriate follow-up care for which BH availability is maintained, such as:

a. Communicate frequently with (and facilitate communication among) PCPs, BH providers, and
    other team members. “Frequent” is a large part of “effective.” Other aspects of “effective” include
    being clear, concise, timely, and relevant to the situation at hand and in language others can
    readily understand. (See competency 8 for additional information).
b. Contact patients/families outside of face-to-face clinical work, as needed, in accordance with
    practice policies and patient/family preferences, e.g., brief calls, approved forms of email, texts,
    etc.
c. Facilitate communication among providers and between providers and patients in ways that
    increase transparency and build patient understanding, satisfaction, and ability to participate in
   care. Examples include:

•   Weekly or other regular team meetings regarding patient care

•   Brief daily meetings, “huddles,” or case reviews

•   “Warm handoffs” between providers and patients

•   “Curbside consultations” between providers—including communication and teamwork issues

•   Consultations about patients for whom the BH provider is not (or will not be) providing direct
    care, e.g., consulting or coaching a PCP on a clinical question

•   Telephone follow-ups with patients or other providers

•   BH connections in the medical neighborhood with outside providers, case managers,
    specialists, community-based people who are involved with the patient or family but not part
    of the clinic team, etc.

•   Formal communications, e.g., case presentations that serve as vehicles for communication,
    consultation, or education

d. Communicate with primary care colleagues in a professional and ethical manner consistent with
    the medical culture or methods that enhance the integrated care delivery. (For more, see
    competency 8.)
e. Be aware of the broad range of needs for communication tailored to the situation, e,g., regarding
    individual patients, populations or panels of patients, high-risk or high-cost situations, care
    coordination, specialty providers, and community organizations.
f.  Communicating through documentation and shared health records in a manner accessible and
    clear to the rest of the integrated team and to patients.
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Examples of “communicate effectively” from McDaniel et al., 2014:

•  Proactively help team members better understand their interpersonal and communication
   styles, and how to work together more effectively

•  Communicate effectively with team members and patients or families in a manner that is
   sensitive to power differentials present in a clinical setting

•  Facilitate team process when there are professional disagreements by focusing on 

    shared goals

•  Use systems thinking and relationship skills typical of BH providers to address 

   malfunctioning team behavior

•  Write clear, concise EHR notes with key information and short, specific recommendations
   and plan

•  Ensure EHR notes are accessible to the primary care team, knowing they may be 

   accessible to the patient

•  Encourage patients and families to use the patient portal of the EHR

Examples from Strosahl, 2005:

• Provide feedback to referring providers on the same day when there is a consultation
 question

• Tailor team recommendations at the pace and flow of the medical clinic

• Conduct effective curbside consultations

• Give recommendations that are concrete and easily understood by all primary care team
 members

• Write clear, concise chart notes indicating BH treatment plan, treatment response, and
 patient adherence to self-management—protecting sensitive and confidential information.

• Be knowledgeable of mandated reporting requirements on abuse and neglect
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6. Provide efficient and effective care delivery that meets the needs of the 
    population of the primary care setting

BH providers in primary care use their available time and effort on behalf of the practice population,
setting prioritized agendas (with roles and goals) with patients and the team, managing brief (as well
as longer) patient encounters effectively, and identifying areas for immediate and future work with
appropriate follow-up care for which BH availability is maintained.

Key distinctions to be mastered:

•  Clinic panel vs. caseload: BH provider’s time in primary care is focused on serving the entire
   clinic panel consistent with “panel (or population) management”. In some cases this focus may
   be on a designated subpopulation (e.g., diabetes and depression). In either case, the BH
   provider’s time is focused on serving an identified population rather than only on patients who
   happen to find their way onto a BH provider’s “caseload.”

-  Primary care practices may define their practice panels differently, and hence the patient
   population for BH providers may differ (e.g., the boundary practices set between primary
   care and specialty care or whether to provide complete care for patients with serious and
   persistent MH or SA problems). Clinics may decide to focus their BH on a subset of its
   total population, e.g., children with special needs, SA, depression, high risk or chronically
   ill, “super-utilizers,” or other such subset. The “population” that the BH provider will care for
   will depend on how the clinic defines its population or target sub-population for BH
   integration.

•   Efficient and effective: There is no such thing as efficient care that is ineffective; therefore,
   efficient doesn’t mean merely “fast” or “short.” “Efficient and effective” means care is clinically
   effective at the same time it is done with a minimum of wasted motion, rework, delay, or
   cumbersome method. Analogy: “Concise” means all the necessary information with no wasted
   words. This competency is about “concise” in this sense – not only about time spent, but
   including time spent.

•  Brief vs. long visits: The “right” appointment length depends on what the patient needs at that
    time—and can range from a 5-minute introduction or warm handoff to a 15- or 30-minute return
    visit for monitoring and coaching, to a 45- or 60-minute (or longer) evaluation visit. This
    competency involves flexibility to consciously match visit time to patient need, not to assume a
    “default” or habitual 50 minutes (or 15 minutes) for all visits.

•  Brief vs. longitudinal: Much BH in primary care is done using brief, therapeutic approaches that fit
   the presenting problem and patient goals for progress with that problem. Mastery of such
   practical approaches is essential; however, in the primary care setting patients may return for
   care periodically over their lifespan rather than receiving one, short episode of BH care at the
   outset.

Examples of areas for effective-efficient practice management for BH providers:

a. Flexibility
    • Be available in person and by phone or email, interruptible, and willing to improvise in
      scheduling and how patient contact is made
    • Use physical space to increase visibility and presence in the midst of the primary care “traffic”

b. Know when to employ coordination, consultation, and collaboration (from Cohen et al, 2015)
    •  Coordination:
    -  Coordinate BH care with other providers whose care has similar goals but is being done
       more or less independently
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   -  Steps may include contacting the other clinician, rapid briefing about patient situation and
       the issues to coordinate, and agreement on how to do so

    -  Know when to triage, refer, or navigate to specialties or community referral instead of
       coordinating with the primary care team

•  Consultation:

    -  Share information, diagnoses, and impressions with primary care team members that add
        to the pool of important information, while making efficient use of their time

    -  Seek input/consultation from other providers with different expertise in ways that are
       succinct, and respect their workflows and sense of time while getting the needed
       consultation

•  Collaboration:

    -  Work jointly with PCPs and other team members to assess and develop care plans with
        patients and families

    -  Ask for a consultation or initiate a change in care when the BH/team care isn’t working

•  Introduce self clearly and quickly, describing BH’s role on the team and services available, to
   build rapport and orient patient to visit

•  Identify problems, functional impairments, symptoms, patient concerns, and reason for referral
   early in initial visit. Summarize your understanding of problem(s) at appropriate level for
   patient and family, and check for accuracy.

•  Further assess symptoms, BH concerns, other concerns, patient story, and family history,
    paying attention to:
    -  Crisis assessment and triage—need for ongoing care and/or referrals to specialists and
   community resources
    -  Use of screening or assessment tools, whether universal or targeted
    -  Health behavior change, which may include prevention and early intervention

•  Select appointment time and length, when possible, based on patient needs

C.    High-value use of appointment time

Examples of “provide efficient and effective care” from McDaniel et al., 2014:

•  Use appointment time efficiently (e.g., in a 30-minute appointment, identify problem(s), degree
   of functional impairment, and symptoms early in the visit)

•  Summarize for patient and family or parents, when possible, an understanding of the problem
   (e.g., in 2–3 minutes) at the appropriate level, depth, and specificity for each patient in the
   context of their cultural beliefs

Examples from Strosahl, 2005:
•  Use 30-minute sessions effectively
•  Measure outcomes of behavior change or goals at every visit, developing alternative
    treatments when indicated
•  Stay on time when conducting consecutive appointments
•  Use community resource and social support strategies
•  Use intermittent visit strategy to support home-based practice model/self-management
•  Choreograph BH visits within existing medical services, appointments and processes
•  Use flexible patient contact strategies, e.g., visits, phone, letter, email, and portals
•  Coordinate triage of patients to and from external BH specialty services
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7. Provide culturally responsive, whole-person and family-oriented care

BH providers in primary care employ the biopsychosocial model – approaching healthcare from
biological, psychological, social, spiritual, and cultural aspects of whole-person care, including patient
and family beliefs, values, culture, and preferences.

Use the biopsychosocial model treating health, illness, assessment, and care as the product of
intertwined biological, psychological, and social factors (social determinants of health). Recognize and
address these perspectives in whole-person care.

Note: Biological and psychological factors are described in competencies 1 and 3. This competency 
emphasizes culturally responsive, whole person care:

a. Social factors
•   Take into account the role of social functioning and relationships in health, illness, health
     practices, health beliefs, and participation in treatment including economic and other barriers to
     care

•    Take into account the role of social determinants of health, e.g., economic, socioeconomic
     status, and other barriers to health and care such as residential safety and stability, level of
     social/vocational connectedness, level of distress and distraction, level of trust in providers

•    Identify and integrate individual, family, and cultural strengths in supportive patient care—making
     use of these assets, with family broadly defined to fit the patient’s concept of his/her family

•    Understand the impact of stigma related to BH problems. Work toward de-stigmatization of BH
     problems and treatment, using terminology that is appropriate to the culture of the patient and to
     the primary care setting where BH care is part of general healthcare

•   Develop relationships with community organizations, agencies or schools that offer resources to
     more fully meet patients’ needs, including non-medical resources addressing needs across the
     lifespan. Identify those with which the patient or family is already familiar or comfortable as part
     of their own community

b. Cultural and spiritual factors
•    Take into account gender, gender identity, sexual orientation, disability, ethnicity/race, age, and
     other distinctive cultural or personal identifications while planning and providing care

•    Tailor care plans to reported patient or family beliefs about health, illness, health practices, and
     how they are accustomed to participating in treatment (e.g., a refugee accustomed to specialist-based
     systems and work-ups)

•    Quickly adapt treatment approaches based on cultural factors to help make care more
     acceptable or successful

•    While planning and implementing care plans, use knowledge of health disparities to proactively
     address access, economic, and cultural factors such as language and any need for interpreters

•    Inquire about and consider how spirituality and religion shapes the patient and family’s
     responses to illness, care, and recovery
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Examples of “culturally responsive, whole person care” from McDaniel et al., 2014:

•  Ask patients, families, and team members about cultural identities, health beliefs, and illness
   history that affect health behaviors
•  Demonstrate sensitivity to a variety of factors that influence healthcare (e.g., developmental,
   cultural, socioeconomic, religious, sexual orientation)
•  Modify interventions for BH change in response to social and cultural factors
•  Use culturally sensitive measures and procedures when conducting research, evaluation or
   quality improvement projects
•  Help patients communicate with healthcare professionals who have cultural backgrounds
   different from their own (and vice-versa)
•  Use language appropriate to the patient’s education and culture
•  Recognize the relationships among ethnicity, race, gender, age/cohort, religion, sexual
   orientation, culture, disability, and health behavior in primary care
•  Engage schools, community agencies, or healthcare systems (that the patient or family can
   relate to) that support patient care and function

Examples from CIHS, 2014:

•  Use the primary language and preferred mode of communication of the patient and family
   members or communicate through the use of qualified interpreters
•  Adapt style of communication to ensure a patient’s ability to process and understand
    information
•  Provide health education materials appropriate to the communication style and literacy of the
    patient and family, and that reinforce information provided verbally during healthcare visits
•  Recognize and manage personal biases related to patients, families, health conditions and
   healthcare delivery
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8. Understand, value, and adapt to the diverse professional cultures of an integrated 
     care team

BH providers act in ways consistent with the collaborative culture and mission of primary care with
an attitude of flexibility. BH providers adapt their work style to meet patient needs while building
confidence and comfort in working in primary care culture, with providers, and medical situations.

Note: Much of this is implicit in other competencies, but is brought together here explicitly for the benefit of the
entire primary care team, including the BH providers.

a. Evolve and reinforce values and attitudes consistent with the team-based culture and population
    health mission of primary care and the role of BH providers in it, modifying personal habits or
    behavior accordingly

•   Cite evidence for the value of incorporating BH services into primary care to patients,
    families, and providers when it proves useful

•   Develop comfort and confidence in working with PCPs and in medical situations, adopting
     an attitude of flexibility; and adapting work content and style as needed to serve the best
     interest of patients, parents, families, or the patient’s caregivers

•    Ensure with the primary care team that high patient care volume is accompanied by tools
     and methods to provide quality BH care to populations and individuals, e.g., tools to track
     high-risk patients until stabilized or engaged in higher level of care

•    Understand the local organizational mission, structure, and historical factors supporting the
     role of BH providers in integrated care

b. Understand and respect different team roles and scope of practice

    •    Communicate BH providers’ professional scope of practice (and limitations) in context of the
         primary care team and across the patient lifespan

    •    Know the particular roles, values, cultures, scope of practice, and expertise of each team
         member so that trust and ability to depend on each other is enhanced by mutual
         understanding among physicians, nurse practitioners, physician assistants, BH providers,
         care managers, pharmacists, nurses, social workers, or others on the practice or extended
         team

c. Recognize ethical issues and code of conduct values across the primary care team

    •    Recognize and manage the ethical issues common in integrated care and primary care in
         general, including differences and similarities in concepts of confidentiality for BH in the
         team-based primary care setting and specialty MH settings

    •    Acknowledge and become familiar with the various codes of ethics and conduct among
         different disciplines on the healthcare team, including the common themes and differences

    •    Adhere to the code of ethics, conduct, and licensure of your particular discipline with an
         awareness of how these may or may not be applied differently in different work settings such
         as MH clinics, primary care clinics, hospitals or community organizations

    •   Practice appropriate documentation and business practices such as credentialing
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Examples of “understand and adapt to diverse professional cultures” from McDaniel et al., 2014:

•   Convey to other team members and patients the typical roles, skills and activities of BH
    providers in primary care across populations such as children, adults, and elderly

•   Adapt role and activities in the best interest of patient care (e.g., serving as treating provider,
    consultant, team leader, advocate, care manager, health educator, or community liaison—
    depending on situation and need)

•   Participate in professional or other learning groups on integrated BH as a professional activity

•   Demonstrate a commitment to ethical principles regarding dual relationships, confidentiality,
    informed consent, boundary issues, team functioning, and others

•   Manage stress associated with primary care practice via a consultation network with other
    integrated BH providers

•   Evaluate own competencies and determine need for continuing education

•   Act in best interest of the patient by seeking consultation or professional support in situations
    when needed

•   Make use of supervisory or peer consultation support for BH providers within the organization

•   Practice appropriate documentation, billing, and reimbursement procedures

•   Follow laws on abuse reporting, adolescent reproductive health, and determination of
    decision-making capacity

•   Demonstrate familiarity with hospital/medical setting bylaws, credentialing, privileges, and
    staffing responsibilities, and standards set forth by national accrediting bodies

•   Engage the organization and its leaders at key times in making change that promotes
    integrated BH and ensure necessary resources for effective integrated BH practice
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