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Abstract
With the integration of behavioral health services into primary care and other medical specialties, the community of providers 
and the public must address a number of questions, including: What models of care are there for these services? What kinds 
of providers supply these services? Are these providers trained behavioral health providers or extenders in some form? And, 
as these systems of care are constructed, who makes use of them? The purpose of this study is to address these questions 
as well as to consider some of the challenges of attending to the spectrum of needs that will arise as integrated healthcare 
services expand. Consideration of these questions may serve to clarify the impact that these models of healthcare will have 
in ways that may be readily apparent and, at the same time, in ways that may be subtler and less comprehensible. Addressing 
these questions is also intended to facilitate discussions within healthcare systems and among providers concerning which 
models of care best respond to specific populations. In turn, proactively answering these questions will, for the foreseeable 
future, shape not only behavioral healthcare, in perhaps small or large ways, but also healthcare in general.

Keywords  Integrated behavioral health · Vertical integration · Horizontal integration · Physician extender · Spectrum of 
disorders

Introduction: What is the Model of Care, 
Are There Concerns About Extenders, and, 
Consequently, Who Continues to Come 
Through the Clinic’s Doors?

With the integration of behavioral health services into pri-
mary care and other medical specialties, the community of 
providers and healthcare organizations must address a num-
ber of naturally arising questions. First of all, what are the 
models of care for these services? There are several that will 
be discussed below that represent a continuum of efficacy 

and models. Second, what kinds of providers are supplying 
these services, and are these providers trained behavioral 
health providers or extenders of some type? As described 
in 1976 by Glenn and Goldman as well as others at these 
earlier times (Morris & Smith, 1977; Schneider & Foley, 
1977), descriptions of physician extenders have been in the 
literature for over 40 years and included the following pro-
viders (p. 64).

Over the past ten years, two principal types of phy-
sician extenders have been developed. The first type 
would include physician assistants, exemplified by 
the Duke University Physician Associate Program and 
by various Medex programs. The second type would 
include nurse practitioners, represented by an assort-
ment of training programs and job titles.

Third, who continues to come through the door of these clin-
ics in need of services? Here, for those who work in these 
setting the answer may be obvious, while other may imag-
ine a more circumscribed population. In reality, the whole 
spectrum of behavioral health service needs find their way 
into integrated settings.
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These are but a few of the very important questions to 
ask as the whole notion of integrated behavioral healthcare 
unfolds and develops. The purpose of this manuscript is to 
address these questions as well as to consider the challenges 
of attending to the spectrum of needs that will arise as inte-
grated healthcare services expand. Addressing these ques-
tions is intended to facilitate discussions within healthcare 
systems and among providers concerning which models of 
care best respond to specific populations. In turn, proactively 
answering these questions will, for the foreseeable future, 
shape not only behavioral healthcare, in perhaps small or 
large ways, but healthcare in general.

Bringing behavioral healthcare to larger populations 
continues to impact healthcare in ways that may be readily 
apparent, but there are other changes in service provision 
that may be subtler and less obvious to providers, let alone 
the general public. For instance, some healthcare laws have 
a certain precedent or arguably more import in behavio-
ral healthcare, such as the Health Insurance and Portably 
Accountability Act (HIPAA) and what is generally referred 
to as 42 CFR, which addresses privacy and substance use 
disorders (Department of Public Health and Human Ser-
vices, 2018; Federal Register, 2017; Hodgson, Mendenhall, 
& Lamson, 2013; Hudgins, Rose, Fifield, & Arnault, 2013, 
2014; Smolyansky, Stark, Pendley, Robins, & Price, 2013). 
In some instances advocates for integrated models have 
minimized the importance of these federal laws or deemed 
them unnecessary impediments to care (Havercamp, 2017; 
Little, 2018), a development that has been most concerning 
(Bütz, 2018). As another example, there is the matter of 
discriminating between screening tools (Kroenke & Spitzer, 
2002; Spitzer, Kroenke, Williams, & Löwe, 2006) and psy-
chological assessment instruments (American Educational 
Research Association, American Psychological Associa-
tion & National Council on Measurement Education, 2014; 
Society for Personality Assessment, 2006). Although, psy-
chologists working in these settings likely appreciate that 
the differences between screening tools and psychological 
assessment instruments are vast, other providers and psy-
chologists working in other treatment modalities may not 
(Bütz, 2019). The differences in how behavioral healthcare 
by comparison to the broader field of healthcare addresses 
these matters may not be evident to medical providers, let 
alone the individuals being administered these screening 
tools. Similarly, some models developed for integrated care 
highlight important brief and focused methods. These mod-
els are a necessity in these new environments, but there are 
important differences between these service delivery models 
and how behavioral healthcare has been practiced. Literature 
associated with these new models needs further develop-
ment in order to clarify the lineage of thought represented 
by prior behavioral healthcare researchers and theories atten-
dant on expectations for collegial scholarship and vigilance 

that maintains the integrity of behavioral healthcare’s con-
tinuum of care.

Considering the continuum of behavioral healthcare 
services, we have at one end integrated care targeted at a 
population model of healthcare and addressing health behav-
iors such as smoking cessation, substance abuse, and the 
maintenance of chronic illness. At the other end, specialty 
services require providers to have extensive additional train-
ing, supervision, and experience in order to properly serve 
individuals. These are modalities such as psychotherapy, 
family therapy, clinical assessment, and neuropsychological 
assessment, and it is argued that one end of the continuum 
can neither simply supplant nor set aside the other end of the 
continuum. Each level up and down this continuum requires 
necessary skill sets and modality-based limitations for the 
successful integration of behavioral healthcare. Diversity of 
services, modalities of care, disciplines, and theoretical ori-
entations to the work in behavioral healthcare must ensure 
the field’s ability to serve larger and larger populations.

Given this complexity, knowledgeable vigilance is needed 
to maintain an educated understanding of the continuum of 
behavioral healthcare and the continuum’s integrity. Health-
care systems, providers, and the public need to know and 
understand these delivery models in order to be informed 
about care delivered and received. These considerations are 
applicable to the models of care along this continuum, the 
kind and quality of providers that are the face of this inte-
gration, and the spectrum of individuals who come seeking 
these services. In light of the many aspects involved with 
integration, the future of behavioral health encompasses a 
substantial number of considerations indeed. Yet, if we are 
to move forward with the inevitable growth of the field it 
would be best to do so with our eyes open.

Models of Care: Horizontal and Vertical 
Considerations

At this point a number of models of care vie for a place 
along the continuum of behavioral health integration pro-
grams, which range from essentially medical models of 
chronic illness to integration of psychosocial models into 
the larger health care system (Davis et al., 2013; Integrated 
Health Care Alliance/American Psychological Association, 
2017; Kolko & Perrin, 2014; Hickey, 2013; Kwan & Nease, 
2013; National Register of Health Service Psychologists, 
2017; SAMHSA-HRSA Center for Integrated Healthcare 
Solutions, 2017). Reverse integration approaches serve peo-
ple with severe and persistent mental illness at one end of the 
spectrum (Maragakis, Siddharthan, Rach, Beisel, & Snipes, 
2016; Shackelford, Sirna, Mangurian, Dilley, & Shumway, 
2013). In the middle are the Collaborative Care and the 
IMPACT Models that also emphasize identifying patients 
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who have a chronic mental illness (Unützer et al., 2002; 
Woltmann et al., 2012). At the other end is the Primary Care 
Behavioral Health (PCBH) Model that emphasizes social 
and behavioral components of health in all people served by 
a clinic (Robinson & Reiter, 2007; Vogel, Malcore, Illes, & 
Kirkpatrick, 2014). Briefly, some models are more open to 
trans-disciplinary or trans-theoretical approaches, as Vogel 
et al. describe (2014, p. 131):

Within integrated care, different health care delivery 
models have been tested, among them care/disease 
management (CM) and primary care behavioral health 
(PCBH; Robinson & Reiter, 2007). The population-
based CM model uses vertical integration to target 
discrete and often chronic conditions (typically high-
frequency and high-cost conditions, such as depres-
sion or diabetes) with specific treatment protocols. 
The PCBH model is generally nontargeted (open to a 
variety of presenting problems); nonspecific (treatment 
based on provider decision); and addresses population 
health through horizontal integration.

These two models of care have implications, and implemen-
tation models and literature have been developing for each 
model. One model of care tends to represent an approach 
to healthcare generally characterized as disease-based, with 
both health and behavioral health difficulties perceived as 
disease states (Bzdok & Meyer-Lindenberg, 2017; Schil-
dkrout, Benjamin, & Lauterbach, 2016). Models of care 
described on the other end of the continuum have repre-
sented an approach to healthcare that is arguably more holis-
tic (Wade & Halligan, 2004) and focuses on medical as well 
as “…sociocultural and humanistic aspects…” (Green, Car-
rillo, & Betancourt, 2002). Calls to embrace one approach 
or the other echo through the larger literature on these mat-
ters (Kinderman, 2014; Silbersweig, 2017). However, the 
best outcomes up and down the continuum occur when 
behavioral and medical providers work together in a fash-
ion that mirrors the integration they seek, taking the median 
approach and applying a whole-person focus (Crowley & 
Kirschner, 2015; Muse, Lamson, Didericksen, & Hodgson, 
2017).

The kind and quality of provider chosen to represent the 
face of integrated behavioral healthcare to the public is also 
an important matter, since the biases described above tend to 
support one conceptualization or the other. If, for example, 
a provider is an extension of a psychiatrist within a system 
designed to address healthcare from a disease-model orien-
tation, then it is possible to argue that a bachelor-level nurse 
or social worker would be sufficient. As noted earlier by 
Vogel et al. (2014), the model of vertical integration would 
support this notion. Through the use of registries as required 
by Collaborative Care Models or IMPACT, a psychiatrist is 
able to reach down through the primary care physician, the 

physician extender, other providers, and the clinic itself to 
reach individuals and provide a certain type of intervention.

These models are very different from those described as 
horizontal or through descriptors such as PCBH. In these 
models of care, the provider who is the face of an integrated 
care setting tends to be an independently licensed behavio-
ral health provider, who collaborates with other health care 
providers at a clinic. They are able to diagnose and treat the 
whole array of behavioral healthcare maladies from a num-
ber of different approaches, but all of this is done in collabo-
ration with their healthcare partners, who reside at the next 
desk or within the same clinic walls. Each model represents 
a different choice of representative the public interacts with 
and specifies what integration looks like with regard to a 
treatment alliance and care strategies.

These kinds of service delivery challenges are not unique 
to integrated behavioral healthcare, and, in fact, family medi-
cine has been facing a similar set of challenges (Saultz et al., 
2015, pp. 613–614):

A growing number of family physicians are now 
employed by hospital-based delivery systems, some-
times called vertically integrated systems, where they 
are expected to model their practices to meet larger 
system priorities and to justify system investments in 
practice infrastructure. A second group of family phy-
sicians have embraced team-based care and popula-
tion health in the PCMH1 model while remaining in 
independent practices or community health centers, 
but these physicians have struggled to access the capi-
tal investments and enhanced payment needed to pay 
for electronic health records and to expand services for 
larger patient populations.

Also, under the current system of healthcare financing, verti-
cally integrated models have become more lucrative (Cent-
ers for Medicare & Medicaid Services Medical Learning 
Network, 2017). For the reasons stated above, an important 
distinction has developed between the terms “collaborative 
care” and “integrated care,” which reflects financial and ser-
vice delivery realities (American Psychological Association, 
2017). In turn, the practice of caring for individuals through 
these models suggests that the face of a vertically integrated 
care delivery system could be a bachelor-level provider 
who will address more simplistic population-based behav-
ioral health challenges under the supervision of a licensed 
psychiatric provider. The horizontal model’s face is that of 
an independently licensed behavioral health provider who 
shares an alliance with a medical team in terms of both pro-
viding services to individuals and working within the same 
walls and consulting with one another. This provider, as an 

1  Patient Center Medical Home.
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independently licensed professional, is also able to entertain 
and respond to more complex and varied clinical situations 
by virtue of breadth of experience and the model of care 
employed (Peek, Baird, & Coleman, 2009). Obviously, in 
reality, not all systems of care at either end of the continuum 
function in these ways, and the examples above are offered 
to provide distinctions. There are hybrids, too, and of late 
Raney has suggested that a “blended model” of Collabora-
tive Care and PCBH may best serve primary care panels 
(2017, p. 5): “An ideal approach might be to use a ‘blended’ 
method that combines the PCBH model and the CoCM.2”

There are still other considerations to address by expand-
ing the scope of practice in integrated behavioral healthcare 
to those not familiar with the intricacies beyond these mod-
els of care and the providers whom individuals encounter. 
For example, universal screening in primary care means that 
the number of people seen will be larger. This is regardless 
of whether or not healthcare organizations wish to screen for 
smoking cessation, substance use, treatment maintenance of 
a disease process or more, and seemingly common patholo-
gies such as anxiety and depression. By definition, opening 
up a healthcare population to behavioral healthcare services 
means that in reality the whole spectrum of pathology (Bütz, 
1997) will likely be presented to these behavioral special-
ists in primary care settings, regardless of when and if more 
sophisticated pathologies are recognized by these providers.

Who Continues Coming Through the Door, 
The Whole Spectrum…

It has long been known that (Luoma, Martin, & Pearson, 
2002), “On average 45% of suicide victims had contact with 
primary care providers within 1 month of suicide.” Accord-
ingly, with the integration of behavioral healthcare into pri-
mary care, the capacity of providers and the acuity of their 
skills become critical considerations. A population health 
model suggesting that behavioral specialists in primary 
care only need to screen for a specific lower level pathology 
is, therefore, problematic in many ways. Behavioral health 
intervention at this end of the continuum requires just as 
much integrity and vigilance as at any other place along the 
continuum. Irrespective of what a healthcare organization or 
a payer may want to screen for, probabilistic models suggest 
that the whole of the spectrum of pathology likely has, and 
will, continue to work its way through primary care clinics 
as it has for some time (Brody, Khaliq, & Thompson, 1997; 
Hemmings, 2000; Smith, Kendall, & Keefe, 2002). It would 
seem that in the rush to implement models of care and bring 
non-licensed behavioral specialists forward as clinicians, 

this fundamental reality continues to be overlooked when 
considering how to set up models of care and, moreover, 
what kind of provider will see these individuals after a 
warm-handoff or referral.

These considerations include such often-discussed pop-
ulations as veterans, who present at Veterans Affairs pri-
mary care clinics with an incidence of Post-traumatic Stress 
Disorder as high as 39% and problematic drinking at 26% 
(McDevitt‐Murphy et al., 2010). It stands to reason that if 
organizations serve similar populations with known risk 
factors, and fail to screen for these factors, on average one-
third of these individuals’ most basic needs may well be 
overlooked. This would obviously apply to other populations 
as well (Foy, Kelleher, Laraque, & American Academy of 
Pediatrics Task Force on Mental Health, 2010). These are 
just a few poignant examples of the dangers should service 
provision not be up to standards and fail to consider those 
drawn to a clinic’s door. The challenge is that the use of a 
few screening tools alone may produce a clinical focus that 
is too narrow, which potentially overlooks other important 
symptoms requiring care. Providing a screening tool for 
each malady is not the answer, either. Hence, the quandary 
healthcare organizations face about choosing a model of care 
that addresses the spectrum of needs presented by people 
walking through the doors of their clinics. At the same time, 
if healthcare organizations either see more individuals, or 
a more varied population of individuals, or both, then it is 
fundamentally to be expected that the organization will see 
a broadening spectrum of individuals with a wider array of 
pathology coming through those doors. This is not a novel 
concept, but, as with any enterprise, certain realities do get 
lost over time or sidestepped by some models of care not 
designed to address them.

In light of all of this, it also seems that, as a field, 
behavioral healthcare needs to question who has or will 
be addressing the care needs of those coming through the 
doors and how. Most in healthcare are familiar with the term 
physician or provider extender, professionals who are not 
doctoral or master-level healthcare providers but perform 
such activities under direct supervision. So what happens 
when this function is vertically integrated within the mod-
els being presented as a new way of performing behavio-
ral healthcare? As noted before, there is the possibility of 
a bachelor-level provider becoming the face of integrated 
behavioral health, and, some have actually advocated for 
bachelor-level providers as sufficient (Schoenwald, Hoag-
wood, Atkins, Evans, & Ringeisen, 2010). Others, however, 
are concerned about these sorts of models (Serrano, Cordes, 
Cubic, & Daub, 2017), and still others are concerned about 
the potential shortage of graduate students in training and 
having enough independently licensed providers (Blount & 
Miller, 2009; Held, Mallory, & Cummings, 2017). Funda-
mentally, a number of organizations have viewed these needs 2  Collaborative Care Model.
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as so considerable that they have proposed guidelines or 
introductions to working in these environments (American 
Mental Health Counselor’s Association, 2017; American 
Psychological Association, 2013; American Psychiatric 
Nurses Association, 2017; National Association of Social 
Workers, 2012). It is of primary importance to consider 
who could and does come through the doors of these clin-
ics. More important, however, is the question of how well 
their behavioral healthcare needs will be served.

Conclusion: Models of Care and Providers 
are the Face of Integration

With the matters reviewed, there are some fundamental con-
cerns raised about how the notion of integrated behavioral 
healthcare moves forward and how to raise awareness of the 
potential challenges and shortcomings that likely have been, 
and will continue to be, encountered. Generally, most would 
agree that the integration of behavioral healthcare into pri-
mary care and other medical settings is beneficial; and at the 
same time maintaining behavioral health’s service diversity 
will remain crucial if the needs of those served are to be met.

There are naturally questions about the kind and quality 
of provider who serves as a point of contact with differ-
ent integrated models of care, and how they meet the spec-
trum of needs individuals have when they come through 
the doors of these clinics. It has been emphasized that it 
is not sufficient for an organization to argue that they are 
only targeting simpler matters oriented toward population 
health goals. Rather, regardless of an organization’s wishes 
or targeted efforts, individuals with the full spectrum of 
behavioral healthcare needs will enter these clinics. As such, 
provider organizations have offered guidance to their mem-
bership about appropriate levels of training, supervision, and 
experience necessary when working in these environments. 
Attending to these basic matters will ensure that the field 
of behavioral healthcare possesses an important degree of 
integrity up and down the continuum of treatment interven-
tions as these integrated models and the field develops. To be 
sure, integrated behavioral healthcare will grow, and so will 
healthcare; but how, and with what qualities, are the critical 
questions that healthcare organizations, providers, and the 
public should be concerned about.
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