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Overview

This report results from a project that NEHI pursued to determine whether it could offer 
insights on expanding the integration of behavioral healthi in primary care settingsii 
to improve access to much-needed care. To pursue its goal, NEHI relied heavily on 
a group of individuals whom it identified as experts because of their research and 
practice experiences. The observations here reflect their wisdom as well as NEHI’s 
review of peer-reviewed research and trade publications on the topic. Backed by a fair 
approximation of consensus from its advisors,iii this report offers NEHI’s conclusions.

• Given the urgency of improving evidence-based access to behavioral health
treatments, we support continued efforts to expand the adoption of the
Collaborative Care Model, but not to the exclusion of other approaches
that are being developed and evaluated. Clear goals for behavioral health
integration, which we articulate, can act as guardrails that avoid ineffective,
duplicative, and unproductive efforts.

• There is abundant, well-researched guidance available on what primary care
practices must do to adopt behavioral health integration. The guidance is
overwhelming and complex. We connect the core goals of behavioral health
integration to an operational set of essential launch activities.

• Nevertheless, it is insufficient to focus on what primary care must do.
Likewise, addressing payment terms is key, but will not go far enough.
Demonstrations of structured collaborations among payers and primary
care providers that include policies that incentivize integration efforts,
especially the use of outcome measures, provide promise. Different provider

i We use behavioral and mental health here interchangeably; behavioral health is generally used more expansively to

include mental health and substance abuse conditions, life stressors and crises, stress-related physical symptoms, and 

health behaviors.3

ii We use “primary care” in its most general sense to include health services that cover a range of prevention, wellness, and

treatment offered by doctors, nurses, nurse practitioners, and physician assistants generally licensed in pediatrics, family 

medicine, or internal medicine.
iii Our conclusions build substantially on existing work and observations. We acknowledge that support and feedback from

Advisory Group members were especially influential but also that our conclusions were not unanimous; we review their 

caveats in this report.
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circumstances will require different payer arrangements. A more robust 
understanding of payer/provider relationships that promote evidence-based 
integrated care is needed.

• There are now a host of companies focused on providing technological and
technical assistance, as well as access to behavioral health clinicians through
outsourcing arrangements. Studies that enable practices to make appropriate
“buy” decisions (to avoid expenses and accelerate implementation) are
needed. Technologies that ease measurement challenges and promote
quality improvement will be highly valued.
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Context

According to a poll this summer conducted by CNN in partnership with the Kaiser 
Family Foundation, 9 out of 10 adults in the United States believe that the country 
is facing a mental health crisis. Last year, a coalition of professional organizations 
declared a National State of Emergency in Children’s Mental Health. This crisis is not 
new. But if it creates a sense of urgency, there may be a silver lining to the emphatic 
and public recognition of the problem.

There is robust evidence that the integration of behavioral health in primary care, 
especially through the Collaborative Care Model, improves access to needed care and 
health outcomes for several mental health conditions when compared to usual care. 
Indeed, there is no shortage of publications calling for the integration of behavioral 
and physical health, especially in primary care, which remains the place where most 
individuals are treated for mild to moderately severe anxiety and depression.1,2 And 
there is a wealth of advice on how to bring behavioral health integration to scale. 
Despite all of this, experts, advocates, and policymakers concede that integration has 
not scaled. According to our best estimates, less than 50% of primary care practices 
have any form of behavioral health integration. 

https://www.cnn.com/2022/10/05/health/cnn-kff-mental-health-poll-wellness/index.html
https://www.aap.org/en/advocacy/child-and-adolescent-healthy-mental-development/aap-aacap-cha-declaration-of-a-national-emergency-in-child-and-adolescent-mental-health/
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Methodology

The Network for Excellence in Health Innovation (NEHI) is a member-driven 
organization with the mission of moving critical healthcare innovations from idea 
to implementation. We bring together stakeholders from multiple sectors of the 
healthcare industry to find solutions to problems that require collaboration and 
dialogue. This project was sponsored by three of our member organizations. CVS 
Caremark and the Aetna Foundation provided the major portion of our project funds, 
joined by Blue Cross Blue Shield of North Carolina and NeuroFlow. We are also 
grateful to the Sunflower Foundation and Concert Health for its funding contributions. 
Mark Wenneker of The Chartis Group provided hours of pro-bono assistance 
throughout the project, and as noted below, participated as a member of the project’s 
Advisory Group.

We began the project by conducting a preliminary literature review (peer-reviewed 
journals, trade publications and reports) on the adoption of behavioral health 
integration, focusing especially on commentary that identified evidence-based 
integration practices and efforts to scale these. Concurrently, we identified a group of 
individuals who had written about or were involved in efforts to implement behavioral 
health integration and invited them to join the project’s Advisory Group. Approximately 
20 individuals agreed to volunteer their time over the course of 9 months. They are 
listed in Exhibit A and include academics, entrepreneurs, physicians, insurance plan 
executives, and mental health advocates.iv We met virtually as a group on three 
occasions. We also conducted a smaller focus group with approximately half of the 
Group’s participants and supplemented our interactions with Group members through 
interviews with our project sponsors and several individuals whom they referred to us. 
We provided Advisory Group members with a draft of this report. We considered the 
comments we received but this report reflects NEHI’s conclusions. Individual Advisory 
Group member views are specified only with permission.

As a last note, we need to highlight a major caveat regarding this project. Behavioral 
health integration in primary care is one side of addressing physical and behavioral 
health needs together. Integration of primary care in mental health settings recognizes 

iv Some individuals joined us for our final meetings when we identified their interest in doing so

through other members.

https://www.aetna.com/about-us/corporate-responsibility.html
https://www.aetna.com/about-us/corporate-responsibility.html
https://www.bluecrossnc.com/
https://www.neuroflow.com/
http://www.sunflowerfoundation.org/
https://concerthealth.com/
https://www.chartis.com/
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the need to improve access to physical health for individuals with serious mental 
illness.3,4 We do not discuss approaches focused on improving physical care for persons 
with serious mental illness. In addition, we do not delve into the increasing discussions 
of “whole person” care, which has various definitions but emphasizes attention to 
social and financial determinants of health and the incorporation of community 
resources and environmental factors in promoting health.5

In addition, while we discuss the importance of technologies and digital health in 
promoting the integration of behavioral health in primary care, we do not explore the 
intersection of behavioral health integration in primary care and direct-to-consumer 
applications that connect individuals to mental and behavioral health providers. 
This is a topic that will likely attract further research on outcomes and comparative 
effectiveness.6,7
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Key Findings

Access to Effective (Evidence-Based) Mental Health 
Treatment is Urgently Needed

The COVID-19 pandemic has served to emphasize the country’s unmet behavioral and 
mental health needs, though the problem is longstanding. According to the Kaiser 
Family Foundation, which compiled data from several government sources, 7.4% of 
adults report an unmet need for mental health treatment in the period 2019-2020. 
This means that more than 18 million individuals have recognized a need for help they 
cannot obtain.8 Moreover, more than 90% of individuals with substance use disorder 
are not receiving any form of treatment; 15% of adults had a substance use disorder 
in the past year.9 The situation for children and adolescents is discouraging as well. 
Last year the American Academy of Pediatrics, the American Academy of Child and 
Adolescent Psychiatry, and the Children’s Hospital Association joined together to 
declare a National State of Emergency in Children’s Mental Health.10 Roughly half of 
US children with a mental health disorder did not receive mental health treatment 
in 2019.11 According to the National Alliance on Mental Illness, nearly 20% of high 
school students report serious thoughts of suicide and 9% have made an attempt to 
take their lives. The human toll is echoed by the economic impact of mental illness. 
The National Alliance on Mental Illness estimates that untreated mental illness costs 
up to $300 billion annually due to lost productivity and associated costs (absenteeism, 
employee turnover, and increases in medical and disability expenses).12 This adds to 
estimates of treatment spending for mental health and substance use disorders, which 
the Substance Abuse and Mental Health Services Administration estimates amounted 
to more than $280 billion in 2020.13

Calls to expand access to mental health and addiction services, especially services 
that are available in communities, rather than hospitals and residential facilities, are 
numerous and loud.12 Surveys and reports of actual practices indicate that primary 
care clinicians appreciate the importance of treating mental health conditions. Primary 
care physicians already serve as managers of psychiatric disorders in one-third of their 
patient panels and two-thirds of patients with depression receive treatment for their 
depression in the primary care setting.14 “Integrated care” is seen as a cost-effective 

https://www.nami.org/Your-Journey/Kids-Teens-and-Young-Adults/What-You-Need-to-Know-About-Youth-Suicide


13Scaling Behavioral Health Integration in Primary Care

and systematic approach to improving health outcomes for patients with both physical 
and behavioral health conditions. Studies focused on the Collaborative Care Model 
have shown that behavioral health integration in primary care is effective in treating 
depression and anxiety, the most common mental health conditions, and mental 
health conditions that co-occur with physical conditions such as cancer, diabetes, and 
HIV.15 During his first State of the Union address, President Biden outlined a four-part 
unity agenda with targeted investments to take on what he described as the country’s 
mental health crisis.  It calls explicitly for the integration of behavioral health in primary 
care settings.

https://www.whitehouse.gov/omb/briefing-room/2022/03/28/fact-sheet-president-bidens-budget-advances-a-bipartisan-unity-agenda/
https://www.whitehouse.gov/omb/briefing-room/2022/03/28/fact-sheet-president-bidens-budget-advances-a-bipartisan-unity-agenda/
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The Definition of Behavioral Health Integration Is 
Straightforward and Elusive

The Lexicon for Behavioral Health and Primary Care, funded by the Agency for 
Healthcare Research and Quality (AHRQ) recognized the need to find a common 
language and concepts related to integration that would allow providers, practices, 
health plans, purchasers, governments, and researchers, among others, to 
communicate effectively to advance implementation. The essence of the definition 
is “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.”16 This 
overview definition is deceptively straightforward. Discussions in academic and trade 
publications have enumerated nuances that have not consistently contributed to 
clarity.

The search for clarity is about what constitutes effective, evidence-based behavioral 
health integration. There is almost no debate among practitioners or scholars that the 
Collaborative Care Model fills this bill.17,18,19 It is often referenced as the gold standard 
and a substantial number of practitioners and scholars argue that fealty to the model 
(and policy/practice supports that enable its implementation) are necessary given the 
lack of conclusive research on other models. The Path Forward for Mental Health and 
Substance Use, a prominent coalition of employers, professional associations, and 
advocates is unequivocal in this assertion: 

[W]e are calling upon all mental health advocates to move beyond simply 
advocating for undefined ‘best practices in mental health integration with primary 
care’ and instead focus on the Collaborative Care Model in their proposals and 
recommendations. …there is no other evidence-based practice in primary care 
which is immediately available to be scaled and implemented to increase our 
country’s ability to systematically screen and treat mental health conditions while 
reducing health inequities and improving outcomes.20

The Path Forward pointedly remarks that gains in reimbursement for Collaborative 
Care, as the model defines it, took decades to achieve.v It implies that testing and 

v There are 5 CPT codes for Psychiatric Collaborative Care Management services: 99492, 99493, 99494, G2214, and G0512.

https://integrationacademy.ahrq.gov/sites/default/files/2020-06/Lexicon_ExecSummary.pdf
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validating other models will distract from 
continued concerted support for a proven 
approach.21

The appeal of this position is that 
it provides a clear path forward, as 
advertised. It is straightforward and 
scientifically sound. Moreover, there 
is a tremendous amount of detailed 
and accessible guidance to enable 
implementation from academic, 
government, and professional sources. 
By far the most comprehensive can be 
found at the AIMS Center, University of 
Washington, Psychiatry and Behavioral 
Sciences Division of Population Health. 
CMS has also posted guidance through the 
Medicare Learning Network, Behavioral 
Health Integration Services.vi Moreover, 
there is a growing amount of technical 
assistance available. Two participants in 
this project’s Advisory Group (NeuroFlow 
and Concert Health) developed significant 
analytical, information systems, and 
workforce supports for the implementation 
of the Collaborative Care Model and these 
companies are far from alone in their 
fields.vii

As of the publication of this report, over 23 commercial plans 

and 26 Medicaid plans cover CoCM.22,23

vi A good example of a peer-reviewed study of CoCM im-

plementation that attempted to tackle some of the model’s 

challenges is Addressing Common Challenges in the Im-

plementation of Collaborative Care for Mental Health: The 

Penn Integrated Care Program.
vii There were strong supporters of the Collaborative Care

Five Core Principles
Define CoCM:

The AIMS Center CoCM Guide

Collaborative Care
Collaborative Care (CoCM) is a specific
type of integrated care developed at the
University of Washington that treats
common mental health conditions such as
depression and anxiety that require
systematic follow-up due to their
persistent nature. 

= Frequent contact
= infrequent contact

Based on principles of effective chronic
illness care, CoCM focuses on defined
patient populations tracked in a registry,
measurement-based practice, and
treatment to target. Trained primary care
providers and embedded behavioral
health professionals provide evidence-
based medication or psychosocial
treatments, supported by regular
psychiatric case consultation and
treatment adjustment for patients who
are not improving as expected.

Medical Provider

Patient-Centered Team Care
Population-Based Care

Measurement-Based
Treatment to Target

Evidence-Based Care
Accountable Care

If any of these principles is missing,
effective CollCM is not being practiced.

Patient

BH Care Manager Registry Psychiatric Consultant

Adapted with permission from the University of Washington AIMS Center, 3/13/2023

https://aims.uw.edu/collaborative-care
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/BehavioralHealthIntegration.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/BehavioralHealthIntegration.pdf
https://www.neuroflow.com/
https://concerthealth.com/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7939709/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7939709/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7939709/
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 In our research, however, we were forced to note emerging guidance to primary 
care practices that side-stepped the specific requirements of the CoCM. Two major 
professional associations, the American Medical Association (AMA) and America’s 
Health Insurance Plans (AHIP),viii publicized strong positions on the benefits of 
behavioral health integration in primary care but treated CoCM as one model among 
several that could be pursued.ix

In its Behavioral Health Integration Compendium, the AMA explains that the goal of 
the document is to provide detailed information on the steps required to integrate 
behavioral health care by different types of practices based on “a wide range of carefully 
vetted existing resources.” 

Different pathways may be taken to integrate behavioral health into primary care, 
pedatrics, obstetrics and gynecology, or other specialty care…[recognizing] the 
importance of meeting practices wherever you are on your journey to integration 
and providing relevant tools for success as you go forward. Integration is a 
continuous process and not a time-limited project. There are many ways to 
pursue BHI [behavioral health integration] and numerous opportunities to 
modify such efforts as patient needs and practice resources evolve.24

AHIP’s recent issue brief on Integrating Behavioral and Primary Care likewise 
highlights the importance of addressing behavioral health needs and provides 
examples of behavioral health strategies that its members have adopted. Supporting 
a range of approaches (including the CoCM), AHIP also cites work by the Center For 
Health Care Strategies that describes a continuum of models that states have adopted 
in contracting with Medicaid MCOs. 

Model on the Advisory Group, but they were reluctant to declare that it provided the sole solution even as their work was 

focused on its implementation.
viii Advice from federal agencies also became more expansive.  See the Substance Abuse and Mental Health Services 

Administration (SAMSHA) and the Agency for Healthcare Research and Quality (AHRQ).
ix Several articles reference prominent models of integrating behavioral health services in primary care including the

Screening, Brief Intervention and Referral to Treatment (SBIRT) model and the Primary Care Behavioral Health (PCBH) 

model.  See Integrating Behavioral Health Services into Primary Care: Spotlight on the Primary Care Behavioral Health 

(PCBH) Model of Service Delivery. See also Successful Examples of Integrated Models from Across the Country, describ-

ing “models” implemented in different states and An Evidence Roadmap for Implementation of Integrated Behavioral 

Health Under the Affordable Care Act, Table 2.

https://www.ama-assn.org/delivering-care/public-health/compendium-behavioral-health-integration-resources-bhi-basics
https://www.ahip.org/resources/issue-brief-integrating-behavioral-health-and-primary-care
https://www.chcs.org/media/PCI-Toolkit-BHI-Tool_090319.pdf
https://www.chcs.org/media/PCI-Toolkit-BHI-Tool_090319.pdf
https://www.samhsa.gov/resource/ebp/integrated-models-behavioral-health-primary-care
https://www.samhsa.gov/resource/ebp/integrated-models-behavioral-health-primary-care
https://integrationacademy.ahrq.gov/sites/default/files/2020-06/AHRQ_Lexicon_Collateral_Overview.pdf
https://link.springer.com/article/10.1007/s10880-017-9534-7
https://link.springer.com/article/10.1007/s10880-017-9534-7
https://www.pcpcc.org/content/successful-examples-integrated-models
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5690436/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5690436/
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From a Fixed End Point to Quality Improvement 
Frameworks

The academic literature also showed a marked shift. Focused as well on providing 
flexibility to primary care practices in integrating behavioral health, within a two-year 
period researchers published five separate “frameworks”x intended to guide practices 
in implementing behavioral health integration.xi Each framework defined slightly 
different stages of integration and milestone measures. Nevertheless, they explicitly 
shared the desire to identify “core elements” of integrated behavioral health that would 
help practices improve behavioral health and provide measures of accountability that 
multiple stakeholders—especially payers—could use in real world settings. All were 
explicit in the need to continue the development of an evidence base for identified 
elements but were likewise unwilling to endorse a singular implementation end point 
or absolute requirements.

Several factors impede the adoption of the many available approaches to 
integrated care. These factors include a lack of clarity on what constitutes core 
components of these models and how models and their core components can 
be successfully adapted to local contexts… and research is lacking to identify 
the structures and processes of care that have the strongest evidence to improve 
outcomes.25

x In chronological order: Evaluation of a Continuum-Based Behavioral Health Integration Framework Among Small 

Primary Care Practices in New York State, Defining and measuring core processes and structures in integrated behav-

ioral health in primary care: a cross-model framework, The Comprehensive Healthcare Integration Framework (which 

shared and built on the General Health Integration Framework for behavioral health organizations), The Building Blocks 

of Behavioral Health Integration, The Colorado Multi-Payer Collaborative: A Framework for Integration of Whole-Per-

son Care. In addition, AHRQ published a Framework for Measuring Integration of Behavioral Health and Primary Care 

(“Building Blocks”).
xi It is important to note that we refer to integrated frameworks. As one author of such a framework noted (and described)

there are existing frameworks that are model-specific (e.g., the Integrated Practice Assessment Tool, NCQA’s Patient-Cen-

tered Medical Home Behavioral health distinction).26 It is also possible, if not likely, that we missed additional comprehen-

sive frameworks, but those we identify featured prominently in internet searches to identify guidance on behavioral health 

integration.

https://uhfnyc.org/publications/publication/continuum-based-bh-integration-among-small-primary-care-practices/
https://uhfnyc.org/publications/publication/continuum-based-bh-integration-among-small-primary-care-practices/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8128511/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8128511/
https://www.thenationalcouncil.org/resources/the-comprehensive-healthcare-integration-framework/
https://medschool.cuanschutz.edu/docs/librariesprovider231/default-document-library/wbt-bhiframeworkfinaljune7.pdf?sfvrsn=48e794ba_0
https://medschool.cuanschutz.edu/docs/librariesprovider231/default-document-library/wbt-bhiframeworkfinaljune7.pdf?sfvrsn=48e794ba_0
https://www.milbank.org/publications/the-colorado-multi-payer-collaborative-a-framework-for-integration-of-whole-person-care/
https://www.milbank.org/publications/the-colorado-multi-payer-collaborative-a-framework-for-integration-of-whole-person-care/
https://integrationacademy.ahrq.gov/products/behavioral-health-measures-atlas/integration-framework
https://integrationacademy.ahrq.gov/products/behavioral-health-measures-atlas/integration-framework
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The National Council on Mental Wellbeing was the most explicit in arguing that a 
comprehensive framework was necessary to address barriers to “broad uptake” of 
integrated services for individuals with co-occurring physical, social and mental health 
needs. The barriers included the following:

• Lack of flexible pathways for improving integrated services that are both
specific enough to operationalize and flexible enough to adapt to each
organization’s resources and populations served.

• Lack of appropriate evidence-based bidirectional measures of progress
in integration.

• Lack of relevant metrics that demonstrate the connection between integration
and value.

• Lack of methods for payers to finance both implementation efforts and
sustainable integrated services.xii

The frameworks are united in relying on both peer-reviewed studies and expert clinical 
consensusxiii to set forth “domains” of integrated care, together with structures and 
progressive process steps toward greater integration. They unambiguously reflect 
the determination that there is more than one way to deliver integrated services that 
represent “measurable improvement compared to historical practice.”xiv, 27 Perhaps 
more significantly, the frameworks permit practices to succeed through continuous 
quality improvement in defined activities, a shift away from adoption and fidelity to an 
integration model as a single evidence-based paradigm.xv

xii The National Council referenced the extensive report by the Bipartisan Policy Center Behavioral Health Integration Task

Force as a major source of the barriers it sought to address.  The Report contains more than 50 legislative and regulatory 

recommendations, including an assessment of the net costs of their implementation.  It is the most thorough discussion 

of policy, financial and operational issues to date and NEHI relied on its analysis to guide several discussions during this 

project.  Notably, the Task Force recommended establishing core minimum standards essential for integration.
xiii The framework authors used a combination of interviews, surveys, and expert panel guidance.
xiv Although not strictly a “framework” approach, we note the work of Goldman et al to describe structural components of

integration based on four models (national initiatives) other than CoCM.  These include the Primary and Behavioral Health 

Care Integration Program, the Certified Community Behavioral Health clinic demonstration, the Medicaid Medical Home, 

and the Patient-Centered Medical Home.  We later reference the article’s conclusions about “essential components.”25

xv Gold et al. attempts to distinguish the framework proposed in Building Blocks from other published frameworks and

thus, if unintentionally, illustrates the difficulty of sorting through the approaches (pp.9-12).26

https://bipartisanpolicy.org/report/behavioral-health-2021/
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In discussions with the Advisory Group, four points stood out:

• Most obvious: Frameworks abandon efforts to find the best model of complete
integration in favor of articulating features of integration that improve access
to effective behavioral health care.xvi

• Frameworks propose ways to engage payers in supporting integration.
(We discuss this further below.) Three of the frameworksxvii address their
application to payment models for both initial and sustaining activities.26, 27, 28

The CHI framework provides “a progression of complexity in the application
of various payment methodologies (e.g., CPT code payments, pay for process
achievement, and pay for performance) to incentivize progress along the
Integration Constructs.”xviii, 28

• The Frameworks contain many common elements–both in terms of structures
and processes, but they are not identical and thus they likely contribute
confusion.xix

• Implicitly or explicitly, the Frameworks continue to require technical
assistance and support in their application, a feature sometimes underplayed.

In our Advisory Group meetings, we discussed whether there was sufficient consensus 
to endorse one of the frameworks. In this way, we shared the Path Forward’s desire 
to unite the field and focus on a single direction. We could not achieve this outcome 

xvi Some Advisory Group members remain concerned that the Frameworks will produce “effective” care because they

are not subject to the same evidentiary standards as the CoCM.  As a practical matter, it would be very difficult to subject 

Framework activities to randomized controlled trials; the Framework concept allows different phases of activities that have 

an evidentiary base, as noted above, but rely on ongoing measurement to determine whether an activity contributes to 

improved outcomes.
xvii The Comprehensive Health Integration Framework, The Building Blocks of Behavioral Health Integration, and The

Colorado Multi-Payer Collaborative.
xviii The CHI framework also emphasizes that its applicable to both primary care and behavioral health settings, as well as

to adult, adolescent, and child populations. The authors maintain that “[t]he CHIC Framework can function as a mea-

surement tool for integratedness that permits practices, programs and provider organizations to delineate to themselves, 

payers, and population managers their progress in delivering integrated services to people served.”28

xix The National Committee for Quality Assurance (NCQA) may have a role to play in uniting the frameworks.  Translating

framework elements into quality measures that payers and providers could use collectively to measure improvement and 

incentivize collaborative activity could be powerful. Current certification of PCMH and Behavioral Health Distinction do not 

appear aligned with the Frameworks.
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through the endorsement of a specific framework.xx Nevertheless, even strong 
proponents of the CoCM in the Group supported further work with the frameworks, 
with the caution that they were overly complex and contained elements that required 
further evaluation to determine which elements were necessary to produce desired 
outcomes. The framework authors themselves emphasize this limitation. It contributed 
significantly to the Group’s hesitancy in endorsing any one of the frameworks. Thus, 
the Group left open the question of whether the frameworks need to be aligned and 
formally endorsed. As explained in our conclusions, we answer both questions in the 
affirmative.

In addition, several members of the Advisory Group commented that, with a few 
exceptions,xxi there was inadequate data to evaluate the impact that published 
guidance had on adoption of any form of behavioral health integration. Consultants 
and vendors provide some testimony on what they can achieve as part of their 
marketing efforts, but these focus on the products they introduce, and not on the 
impact of the published guidance.xxii Practitioners and payers would benefit from 
additional assessments of the advice and technical assistance that has enabled (which 
types of) practices to integrate and sustain the provision of behavioral health.

xx This was likely due to the format of the project and the time allotted to group meetings. NEHI staff inferred that the

Advisory Group members wanted to support the framework authors, some of whom participated in the Group, and did not 

have sufficient time to review, evaluate and compare the distinctions among the frameworks.
xxi See Chung’s Evaluation of a Continuum-Based Behavioral Health Integration Framework Among Small Primary Care 

Practices in NYS.
xxii See The Behavioral Health Integration Implementation Guide, The Behavioral Health Integration Compendium, and 

Implementing the Collaborative Care Model.

https://uhfnyc.org/publications/publication/continuum-based-bh-integration-among-small-primary-care-practices/
https://uhfnyc.org/publications/publication/continuum-based-bh-integration-among-small-primary-care-practices/
https://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Behavioral-Health-Integration.pdf
https://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Behavioral-Health-Integration.pdf
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An Increasing Number of Technological Supports Can 
Fill Critical Capacity Gaps

Access to technological capabilities is as important as workforce challenges in 
discussing barriers to implementation of integrated behavioral healthcare. At the very 
least, behavioral health and primary care providers must be able to exchange accurate 
information effectively and engage in systematic reviews of treatment outcomes. 
The Collaborative Care Model is explicit in requiring a patient registry for tracking. 
The extent to which certified EHRs currently contain clinical decision support tools 
for behavioral health or enable rapid documentation of behavioral health history is 
not clear. Most EHRs do not support the functionality a registry requires. Moreover, 
while medical practices have adopted electronic health records because of financial 
incentives provided through federal legislation, behavioral health practices are said 
to have less adequate documentation capabilities. Finally, electronic billing and 
revenue cycle management are both keys to reimbursement. Even for practices that 
have adopted behavioral health integration, incomplete information flow between 
behavioral health organizations and non-behavioral health clinicians, as well as billing 
difficulties (compliance with specific documentation requirements) continue to pose 
challenges.29 CMS has called out some of these difficulties in its recent proposed Rule, 
Advancing Interoperability and Improving Prior Authorization Process (CMS-0057-P), 
reissuing a request for information to inform potential future rulemaking on how to 
advance electronic data exchange among behavioral health providers who have lagged 
behind other provider types in EHR adoption.

The dramatic acceleration of digitally enabled care and technological capabilities 
should enable practices to overcome these barriers. As the AMA pointed out in its 
recent report, Accelerating and Enhancing Behavioral Health Integration Through 
Digitally Enabled Care: Opportunities and Challenges, there are digital tools that can 
perform essential functions required to improve the integration of behavioral health 
in primary care. These include digital intake and screening tools, digital referral tools, 
platforms to facilitate care planning, and proactive outcome monitoring, as well as 
systematic caseload reviews. Our Advisory Group members further highlighted the 
growth in technologies that address workflow challenges such as automated workflows 
and remote patient assessments. Moreover, telehealth can expand the access that 
both patients and care team members have to psychiatrists and other behavioral 

https://www.ama-assn.org/system/files/bhi-return-on-health-report.pdf
https://www.ama-assn.org/system/files/bhi-return-on-health-report.pdf
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health providers in areas where these specialists are limited. A few companies provide 
“turn-key” solutions, offering technological as well as workforce support. Two of these 
(Concert Health and NeuroFlow) participated in our Advisory Group. Despite the great 
promise of many of these digital tools, there are very few of these enhancements that 
are routinely included in EMR’s. It is critical that the data generated by these tools are 
available to both primary care and BH providers through inclusion of this information 
in health records—in a way that is comparable to other health data.

The frameworks and specific “readiness” assessments are designed to assist practices 
in evaluating where they stand on the path to behavioral health integration. Vendors 
have also begun to develop survey tools that identify gaps in practices’ capabilities, 
with questions geared to highlighting the solutions they provide. These should assist 
practices in determining whether they should look to develop needed resources 
internally and/or evaluate what they can purchase from outside companies. The 
possibility of coordinating with other practices and payers to contract for skills required 
in common may make this alternative both efficient and effective. Our conclusions 
emphasize that scaling behavioral health integration may require scaling these 
technological and digital health solutions as well.

Technologies are not, of course, technical assistance, although the overlap is 
increasing. Companies that aid primary care practices using technological platforms 
also address associated needs, including connections to behavioral health clinicians. 
These companies appear to be growing in both number and reach. From discussions 
NEHI has had with several, both in and outside of the Advisory Group, they are focused 
on ways to bring their tools to scale. Some payers have indeed promoted these 
solutions. In our conclusions below, we note that joint assessments (by payers and 
practices) of the technological and technical assistance required by practices may 
ensure speed as well as efficiency in the adoption of behavioral health integration.xxiii

xxiii We need to emphasize that our paper is far from an exhaustive review of the role that technologies play in behavioral

health, especially, as noted earlier, in examining AI-curated content for patient self-management.

https://pubmed.ncbi.nlm.nih.gov/26698163/
https://www.neuroflow.com/behavioral-health-integration-readiness/
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Sorting Through Payment Models and Payer Roles, 
However, is Challenging

The frameworks acknowledge the important role that payers must play in the adoption 
of behavioral health integration. Indeed, there has been long-standing discussion of 
“payment models” as either enablers or barriers to innovation generally. In the fee-for-
service environment, the five Collaborative Care CPT (current procedural terminology) 
codes have clearly assisted uptake of the Collaborative Care Model.xxiv Provided the 
practice has implemented foundational elements of the Collaborative Care Model, 
these codes (with the exceptions noted) enable primary care physicians to bill for time 
spent coordinating care that is complementary to direct service delivery and provided 
by care managers.

Two codes (99484 and the newly minted G0323, the latter as of 1/1/23) do not require 
CoCM elements like a registry or a psychiatric consultant and can be used by practices 
in conjunction with other models (e.g., primary care behavioral health homes); G0323 
allows psychologists and clinical social workers to serve as the billing provider, rather 
than billing under the primary care provider. The payment levels for these non-CoCM 
codes are, however, less generous than those requiring implementation of CoCM 
elements, which have also been criticized. Providers and consultants have noted both 
variability and deficiencies in the rates in relation to the initiation (startup) as well as 
the ongoing costs of CoCM.30 For this reason, grants and demonstration project funding 
have been required as supplements.

Although some arguexxv that the codes have the power to incentivize the adoption of 
the CoCM if the rates are increased to cover the real costs of start-up and maintenance, 
and/or practices receive assistance in complying with the codes’ billing requirements,xxvi 

xxiv Medicare was the first payer to allow billing with these codes, but Medicaid programs and commercial payers have

increased their use in recent years.23, 31, 32, 33, 34, 35

xxv One of our Advisory Group members noted that interest in pursuing behavioral health integration increased substan-

tially –as evidenced by outreach for assistance in implementing the CoCM—when the collaborative care code rates were 

raised It is worth continuing to examine this.
xxvi On December 12, 2022, the national Council for Mental Well Being tackled this very issue, publishing a decision sup-

port toll and billing modules to help provider organization “sustainably finance integrated care.”  Because our project was 

substantially complete by this date, we did not have the opportunity to discuss it, but thank Virna Little for highlighting its 
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Medicare implemented the codes in 2018 and few would declare “mission 
accomplished”. It seems fair to conclude that the availability of reimbursement for 
integration activities through the collaborative care codes will not (alone) accelerate 
integration for many types of practices.xxvii

Perhaps consequently, there is strong advocacy for adoption of value-based payment 
modelsxxviii or payment arrangements classified as alternatives to FFS. In Integrating 
Behavioral Health and Primary Care, AHIP (America’s Health Insurance Plans) has 
identified and described many of its members’ efforts to support behavioral health 
integration through value-based arrangements. We were not, however, able to assess 
whether there is greater uptake of behavioral health integration with these alternatives. 
We concede that the lack of studies on this point may indicate that it is too difficult 
to do them. It may also be telling that as of 2019, less than 40% of healthcare dollars 
flowed through a value-based payment model and few incorporated incentives around 
managing behavioral health conditions. In addition, even value-based arrangements 
can burden primary care practices. Inadequate access to data and the assumption of 
risk in value-based arrangements can result in the same financial deficits that practices 
experience with fee-for-service payments that fail to cover costs.36

Payment models can certainly influence adoption of behavioral health integration. 
But the Bipartisan Policy Center has implicitly clarified, through the sheer number 
and scope of its recommendations, that neither alternative payment platforms nor 
traditional fee-for-service arenas are likely to incentivize behavioral health and primary 
care integration without significant policy changes. Their recommendations are both 
logical and impressive in their detail but will require political will and coordination.

Ways to accelerate at least some of the Task Force recommendations are, however, 
emerging.2 Payers and providers have begun to customize and buy in jointly to payment 
models that produce mutual benefit and outcomes. We found several applications of 
payer-provider relationships that signal the importance of incorporating features of 

importance.
xxvii Over 23 commercial plans and 26 Medicaid plans cover CoCM.23

xxviii Value-based payment arrangements are described as those tying payments for care delivery to the quality of care

provided, with providers assuming financial risk under some of the value-based care models (bundled payments; account-

able care organizations). For providers to succeed financially, they must have good access to accurate data regarding their 

patients’ care and outcomes.

https://ahiporg-production.s3.amazonaws.com/documents/202202-AHIP_IB_Behavioral_Health_Integration-004.pdf
https://ahiporg-production.s3.amazonaws.com/documents/202202-AHIP_IB_Behavioral_Health_Integration-004.pdf
https://revcycleintelligence.com/features/what-is-value-based-care-what-it-means-for-providers
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“partnership” and mutual accountability. These include primary care transformation 
efforts based on the Comprehensive Primary Care Plus Model (CPC+), efforts to 
expand the Collaborative Care Model by Blue Cross Blue Shield of Michigan and Blue 
Cross Blue Shield of North Carolina, and a four year initiative known as the Colorado 
Multi-Payer Collaborative.xxix

The most intriguing report—in part because it is the most detailed—is from the           
Colorado Collaborative.xxx It is also the only report we found that joined payers and 
providers in the development and implementation of a specific framework. The results 
of the collaboration among multiple providers and payers, which lasted four years, 
are admittedly mixed and frustratingly unclear. On the plus side, the Collaborative 
reported supporting more than 250 practices and approximately 2100 individual 
providers “through various initiatives.”. It also produced a “shared” framework (built 
on “The 10 Building Blocks of High-Performing Primary Care,”)—from shared work—
that emphasized coordination and collaboration among and between providers and 
payers. This distinction from other frameworks appears to be greater than nuance. The 
framework was, from the start, locally organized and intentionally actionable by those 
who created it. The Collaborative is one of the only reports we found that recognizes 
not only the role that payers must play in promoting elements of behavioral health 
integration, but the role that they must play in coordinating with one another and in 
formulating common payer goals, measures, and metrics.xxxi

xxix We cannot represent that our list is comprehensive. We note especially that we have not identified state Medicaid

efforts to collaborate with providers. Efforts involving state agencies that are worth noting include Rhode Island’s Care 

Transformation Collaborative (Advancing Integrated Care) and Minnesota’s multi-stakeholder recommendations spon-

sored by the Institute for Clinical Systems Improvement. The Rhode Island effort focused on pursuing pilots to implement 

behavioral health integration, with payer support, in both adult and pediatric primary care settings. The latter gathered 

health leaders, medical leaders, and employers to identify and overcome barriers to the adoption of the Collaborative Care 

Model. The recommendations urge what we conclude is a form of ongoing partnership—the creation of a regional center 

for excellence to support the advance of the CoCM that enables sharing of workforce, training, implementation support, 

measurement and monitoring of progress, and alignment of care delivery/payor/state efforts.
xxx The Oregon Health & Science University, which facilitated the original collaborative, issued a second evaluation of the

effort. We spoke with the author briefly.
xxxi In 2012, the MPC brought prominent payers together, including Aetna, Anthem Blue Cross Blue Shield of Colorado, Hu-

mana Inc., Rocky Mountain Health Plans, UnitedHealthcare, WellPoint, Medicaid, Teamsters Union Health Plan and CMS. 

By the end of 2021, five primarily national players remained in the group. At least in 2015, there were a total of six partici-

pating insurers: Anthem, Cigna, Rocky Mountain Health Plans, United, Colorado Access, Colorado Choice Health Plans, as 

https://health.maryland.gov/mdpcp/Pages/home.aspx
https://www.mibluesperspectives.com/stories/for-you/results-driven-mental-health-treatment-model-expanding-in-michigan
https://www.bluecrossnc.com/providers/behavioral-health
https://www.bluecrossnc.com/providers/behavioral-health
https://www.milbank.org/publications/the-colorado-multi-payer-collaborative-a-framework-for-integration-of-whole-person-care/
https://www.milbank.org/publications/the-colorado-multi-payer-collaborative-a-framework-for-integration-of-whole-person-care/
https://www.annfammed.org/content/12/2/166
https://www.ctc-ri.org/integrated-behavioral-health
https://www.ctc-ri.org/integrated-behavioral-health
https://www.icsi.org/wp-content/uploads/2021/11/ICSI_BH-Integration-in-MN.pdf
https://www.milbank.org/publications/the-colorado-multi-payer-collaborative-a-framework-for-integration-of-whole-person-care/
https://www.healthcaredive.com/news/colorado-payers-collaborate-to-benefit-behavioral-health/404178/
https://www.healthcaredive.com/news/colorado-payers-collaborate-to-benefit-behavioral-health/404178/
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The Colorado Multi-Payer Collaborative: A Framework for Integration of Whole Person 
Care.37

The Multi-Payer Collaborative (MPC) added four “dimensions” to The Ten Building 
Blocks, two of which we emphasize in the graphic: (1) the addition of the “locus of 
provider coordination”; and (2) the organization of payer functions into “levels of 
collaboration”. The common payer goals, as the MPC describes them, extend beyond 
adequate financial support, and must be further defined by the providers with which 
payers interact to address other critical payer functions. These include providing 
and sharing cost and quality data and working with providers to develop specific 
initiatives that may be coordinated across plans. It seems critical to determine whether 
“shar[ing] support and accountability” extends to developing and retaining a network 

well as Colorado’s Medicaid program.  In 2019, Rocky Mountain Health Plans published a guide for practices to support the 

financial sustainability of behavioral health integration. In 2022, Rocky Mountain Health Plans announced a partnership 

with UnitedHealthcare. Whether these events were connected to the Collaborative is a matter left to interviews, which we 

were not able to pursue.
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of behavioral health providers, a key issue in enabling integration and a point that 
advocates have emphasized in reference to expansion and enhanced enforcement of 
the 2008 Parity Act.38, 39 But—and this is a significant reservation—the Collaborative 
itself no longer exists and further progress is pending.xxxii Certainly that report will yield 
useful insights. We surmise that the Collaborative structure was difficult to maintain 
given the significant market changes among payers and providers during that time. 
We take this into account in our conclusions but remain firm about the importance of 
payers’ full collaboration in support of effective behavioral health integration in primary 
care.  A Commonwealth Fund report in December 2022 helps bolster our confidence. 
It described the comprehensive approach by Rocky Mountain Health Plan, one of the 
Collaborative’s former participants and a Medicaid managed care plan in an area of 
Colorado that experienced suicide rates three times what could be expected in a county 
of its size. As described in the report, the program increased the number of RMHP 
members receiving behavioral health services outside of community mental health 
centers by 66 percent, a reflection of the number of primary care sites that were able to 
offer meaningful behavioral health services.  

RMHP use payments to support more robust primary care capabilities and it provided 
technical assistance to providers with respect to critical aspects of evidence-based 
integration practices. It developed a separate contract (the Community Integration 
Agreement) to support behavioral health integration flexibly, in accordance with a 
practice’s needs. Especially noteworthy are the “Lessons” derived from its approach, 
two prominent among them since they mirror our own: 

• To integrate behavioral health services, practices need more than funding.
• Scaling behavioral integration will require investments from all health care

payers — as well as solutions for the uninsured.

xxxii Conversations with Oregon Health & Sciences Univ.

https://www.commonwealthfund.org/publications/case-study/2022/dec/integrating-behavioral-health-services-primary-care


28Scaling Behavioral Health Integration in Primary Care

Conclusions

Many dedicated and smart researchers, practitioners, and health care executives 
have been trying for years to find the secret sauce that will scale behavioral health 
integration. We observed a progression in the literature. For at least 20 years, clarifying 
the benefits of behavioral health integration in primary care and demonstrating its 
value (especially through the Collaborative Care Model) consumed academic research 
attention and, to a lesser extent, advocacy. In the last decade or so, the growing 
attention to gaps between need and treatment for mental health conditions has 
highlighted the discordance between a “proven” approach (CoCM) to improving access 
and outcomes and the disappointing adoption of integrated care outside of grant and 
demonstration programs. This has accelerated analysis of the barriers to adoption and 
advocacy for changes, many of which have been effective.xxxiii The incredibly thorough 
Bipartisan Policy Center Task Force recommendations, “Tackling America’s Mental 
Health and Addiction Crisis Through Primary Care Integration” appears to be the most 
comprehensive example of this shift.

What are we contributing here? Given the approach and scope of this project, we offer 
what we have learned from a review of relevant reports and peer-reviewed research, 
supplemented by the perspectives and opinions of individuals who have been working 
on issues related to behavioral health integration for years. We also offer a view of 
where we might go from this point, to accelerate turns of the proverbial flywheel. Our 
conclusions are directional and stated with deep humility. We would venture that a 
few pilots could put them to the test. Indeed, we hope our conclusions spur further 
activities between payers and providers and among payers. These activities should 
incorporate market-based innovations—in telehealth, in information technologies, in 
workforce development and patient engagement. As noted, our conclusions reflect 
comments made by the Advisory Group members, but our biases undoubtedly gave 
credence to some comments at the expense of others. Therefore, the conclusions are 
our own. Where possible, we note any strong disagreements with them.

xxxiii The Behavioral Health Integration Workgroup organized by the Primary Care Collaborative set two priorities in 2020:

including behavioral health in state-based primary care investment legislation and advancing virtual support for the 

integration of behavioral health and primary care.  They credit their work with the adoption of related legislation in 13 

states.23, 32, 33, 34, 35
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Flexible Approaches to Behavioral Health Integration 
Are Necessary

There is an undercurrent of controversy in the field among academics, advocates, 
and practitioners that positions supporters of the Collaborative Care Model against 
those who are willing to endorse “other” approaches. This is distracting and ultimately 
unproductive given the goals that both sides of the debate share. There is little question 
that practices should adopt the Collaborative Care Model where they can—and policies 
and payers should continue to support adoption of the model through payment for 
collaborative care codes, among other things. Likewise, entrepreneurs should continue 
to develop technologies and related solutions to support implementation of the CoCM. 
In this regard, we very much appreciate and applaud the efforts of the National Alliance 
of Healthcare Purchaser Coalitions, the Path Forward. In the “RESET” regions in 
which the practice structures, workforce, and payer policies coalesce sufficiently 
to facilitate implementation, a further push to scale the model seems like the best 
approach.

But practices have been urged to implement the Collaborative Care Model for more 
than 15 years, following at least 10 years of studies. Given the crisis we face today 
in access to behavioral health treatments, encouraging flexibility and continuing 
development of ways to provide behavioral health in the context of primary care seems 
wise, if not essential. Moreover, published Frameworks are grounded in literature and 
consensus among experts, providing guidance that synthesizes evidence from the 
implementation of different models of behavioral health integration. Because they 
do not require a specific set of activities and explicitly allow practices to implement 
activities in different sequence, implementation efforts that rely on them may, however, 
avoid accountability or evaluation. We attempted to address this issue below. 

https://www.nationalalliancehealth.org/initiatives/initiatives-national/workplace-mental-health/path-forward-new
https://www.nationalalliancehealth.org/initiatives/initiatives-national/workplace-mental-health/path-forward-new
https://www.nationalalliancehealth.org/www/news/news-press-releases/mental-health-regions-named
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Focusing on Basic Goals and Activities of Behavioral 
Health Integration In Primary Care Align Stakeholders; 
Setting Goals and Measures Are Necessary to Ensure 
Quality Improvement and Frameworks Provide 
Guidance on Key Points of Accountability

By defining goals and set of activities geared to meeting these, our discussion with the 
Advisory Group suggested a way to address accountability while maintaining flexibility. 
We also concluded that doing so would mitigate the complexity of multiple frameworks 
while clarifying ways in which they serve as important references.

1. An Accessible Set of Core Goals

Members of the Advisory Group noted that practices are often strongly motivated 
by their own needs and goals in deciding to pursue behavioral health integration, 
calculating that the model, or some facsimile thereof, will serve those goals.xxxiv With the 
discussion of the role that goals played in motivating the adoption of behavioral health 
integration, we observed that there were few statements of the goals that behavioral 
health integration should achieve—despite the statement of benefits produced by 
different models and applications. Members of the Advisory Group voiced concern that 
we had lost the motivating vision or true north, and thus the advantage of inspiration 
and aspiration. From experts in the field, this was a notable comment. It resulted in a 
substantial discussion of what the goals of behavioral health integration should be. 
There was substantial consensus on the following goals:

I. Improvement in patient symptoms and measurement-based care
II. Improved patient perception of quality of life and willingness to seek help
III. Reduction in primary care clinicians’ reports of burn out and burden
IV. Reduced morbidity and mortality; lower use of emergency care
V. Improved access to behavioral health for underserved populations

The goals reflect a commitment to more system-based objectives and, we surmise, 
lead to further recommendations about the transformation of primary care within the 

xxxiv For example, reducing suicide rates in the adolescent population or addressing high rates of anxiety among elderly

panel members.
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healthcare system. Moreover, and more importantly, The Advisory Group members 
underlined this point.  Validated measures must be developed for these goals. Indeed, 
many have pointed out the dearth of measures to assess the quality of integrated 
care.xxxv After reading a draft of this paper, Henry Chung, a member of the Advisory 
Group, felt we did not sufficiently emphasize a related point:  There is not just a lack 
of measures; there are insufficient incentives to utilize those measures in a way that 
accords with quality improvement, including, for example, the administration of 
measures at least once every 2-3 months while an individual is under treatment and 
regular reports of “realistic” response and remission measures—i.e., using agreed upon 
scores rather than difficult to calculate percentage reductions. While this topic presents 
a core issue, it is beyond the scope of our work—except to note its importance in the 
context of our recommendations. We add that a recent publication provides validated 
measures to track symptoms and functional outcomes in the context of mental 
health and substance use treatment,xxxvi and argues that these have been used in real-
world settings without undue burden to primary care practitioners. As a first step, it is 
essential to incorporate these as part of the goal setting process and to continue the 
effort to link goals with metrics that can be used to evaluate success in achieving them. 

2. Identifying Activities Essential to Achieving Specific Goals

Guidance for implementation of the Collaborative Care Model and the Frameworks 
for progressive implementation of behavioral health integration identifies “domains,” 
“building blocks,” and “key elements,” among other descriptors. The Advisory Group 
concluded that there was utility in describing essential activities above this level of 
detail, in plain, operational terms that included processes associated with the launch 
and maintenance of integrated care. We reached consensus on the following activities:

I. (As per above) Identification of clear goals and quality improvement measures
for integration activities.

xxxv One of the participants in our Advisory Group, has made the point (in our project, in multiple webinars, and in

peer-reviewed publications) that there are few validated measures for the quality of integrated care. There is consensus 

on this point. Examining the measures in use could further advance measure development work.
xxxvi Alter et al describe thirty-six rating scales that meet standards of reliability and validity necessary for use – all of which

can be used in primary care or specialty care settings for the MH/SU conditions they address. They included measures that 

have evidence of use in real-world settings with the notation that these were not considered burdensome for clinicians or 

patients to complete.

https://higherlogicdownload.s3.amazonaws.com/NAHPC/3d988744-80e1-414b-8881-aa2c98621788/UploadedImages/MBC_Report_Final.pdf
https://higherlogicdownload.s3.amazonaws.com/NAHPC/3d988744-80e1-414b-8881-aa2c98621788/UploadedImages/MBC_Report_Final.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5890862/
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II. Identification of a single, operational leader in the primary care setting for
integrating behavioral health.

III. Calculation of resources required to build or buy core capabilities of
behavioral health integration.

IV. Execution of one or more arrangements with payers that provides financial
and technical support for initiating and sustaining those core capabilities

V. Incorporation of evidence-based treatment activities in a management and
care plan that is led by a primary care practitioner and explicitly includes
clinical and administrative staff.

VI. Adoption of health record tools that support screening patients for behavioral
and medical health conditions, assessment of safety/suicidality, and—
critically—ongoing evaluation of the treatment plan’s impact on health
outcomes and enable improvement against treatment goals.

VII. Implementation of electronic health record tools that are accessible to “team”
members to manage patients outside of specified appointments and maintain
a coherent treatment approach.xxxvii

VIII. Execution of a training program to orient patients to the practice and facilitate
provider-provider and provider to patient communications

In devising this list, we discussed at length the need to identify leadership (an element 
of most frameworks). We focused as well on essential technology. Clinical members 
of the Advisory Group highlighted the importance of establishing a management and 
care plan incorporating evidenced based treatment activities. Companies involved in 
providing technical assistance to practices insisted that plans must align clinical and 
administrative staff. 

We added activities that explicitly required practices to calculate their resource needs 
and secure arrangements that provided sustaining support.xxxviii Some Advisory Group 
members expressed discomfort or hesitancy on this point, with the view that practices 
can assume some risk to develop proof of concept. Our conclusion remains that an 
advance calculation is essential and, indeed, a deficit in current efforts, although we 
have no reliable data on how many practices suspend efforts to integrate behavioral 
health or abandon integration after implementation of key activities.

xxxvii This includes the use of self-directed behavioral health tools and resources for patients, who are critical members of

their treatment team.
xxxviii Technological supports are available for this function, including patient risk-stratification.
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As we have noted elsewhere, “readiness” assessments are available. We hope our list 
might also function in this capacity, especially to identify for practices where they might 
seek resources to supplement their own capabilities, aiding completion of the list’s 
second bullet.

3. Integrating Framework Guidance

We have enormous respect for the work that went into creating the BHI Frameworks 
and the integrity of their recommendations. It would be foolhardy to set them aside. 
Instead, we argue that the description of core goals and activities here might make 
the Frameworks more useful. They are detailed reference guides or maps for various 
activities. They provide milestones or measures for these, thus building into the 
implementation process ways to assess whether activities have been achieved. They 
also, in some cases, clarify activities’ components. Combining an assessment of 
activities with an evaluation of the extent to which the practice has achieved its goals 
should produce –at least at the individual practice level—a path to determine whether 
it is the implementation process or the activities themselves that require modification. 
As discussed in a subsequent section below, payers are particularly well suited to 
disseminate learning from these from these individual efforts.xxxix

xxxix Framework sponsors have indeed remarked on the need for this type of evaluation. They have also noted its chal-

lenges. An evaluation by one of the Advisory Group’s participants of behavioral health integration adoption among small 

primary care practices in New York using a specific framework included both qualitative and quantitative analyses, with 

significant involvement from the project team, a baseline and subsequent surveys, as well as interviews and focus groups. 

Although this provided significant information on the framework’s strengths and weaknesses, which led to modifications 

by the authors, they noted that submission of quality metrics by the practices themselves was challenging. Requested 

reports from 10 practices of data on PHQ screening and yield rates, follow up rates for depression, billing and revenue re-

ceived screening, yielded mixed response rates (e.g., only three sites reported on depression score monitoring and prompt 

follow-up; only one site was able to report any data on external referrals and shared communication). Noting these results, 

the authors recommended “building collection and tracking of quality metrics in future BHI advancement work from the 

beginning.” 

https://uhfnyc.org/media/filer_public/61/87/618747cf-9f4b-438d-aaf7-6feff91df145/bhi_finalreport.pdf
https://uhfnyc.org/publications/publication/continuum-based-bh-integration-among-small-primary-care-practices/
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Scaling Behavioral Health Integration Requires the 
Expansion of Payer-Provider Partnerships

Guidance has been focused disproportionately on the activities that primary care must 
pursue, with far less well-stated views on payers’ participation and accountability for 
improving behavioral health integration, despite the many commentaries that highlight 
the need for greater financial support from payers to address the costs of integration 
and the benefits that accrue to payers from addressing their members’ behavioral 
health needs. Given the different positions from which primary care practices start 
on the journey to integrate behavioral health as well as differences in their patient 
populations that will affect their goals and their activities, we conclude that payers and 
providers must be open to devising tailored arrangements that address regional, if not 
local, circumstances.

1. Policy options are well-stated, but many will take time; payers and
providers have room to move forward proactively

Given the number of articles, webinars, and presentations about the importance and 
benefits of integrating behavioral health in primary care (and, increasingly, integrating 
physical health in behavioral health settings) the case for doing so has been made. 
We agree with the policy recommendations made by the Bipartisan Policy Center 
Task Force that leverage federal and state contracting authority to “incentivize” 
adoption of behavioral health integration. These include various ways of structuring 
states’ contracts with Medicaid managed care organizations, requiring states to make 
behavioral health integration part of its quality strategy with MCOs, and making 
behavioral health integration part of the Medicaid managed care quality rating system. 
Noting, however, that only 26 states require reimbursement of the collaborative 
care codes, we would also urge CMS to create incentives for states to do so, with 
guidance for appropriate and adequate payment, even (as the BPC urges) supporting 
capacity building through section 1115 waivers. Activation of CPT Code 99484 for 
case management and non-CoCM integration by Medicaid is also necessary. States’ 
activation of inter professional codes for Medicaid beneficiaries could likewise help with 
non-CoCM behavioral integration. It may also be time for states to consider providing 
legislative and regulatory incentives through coverage mandates. We acknowledge 
that these inevitably generate opposition, often based on principled objections to 

https://bipartisanpolicy.org/report/behavioral-health-2021/
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legislative interference in insurers’ coverage decisions, which can produce unintended 
consequences. Even as we acknowledge the need for some legislative and regulatory 
supports, we must note that policy is subject to politics and, accordingly, we offer 
a concurrent path to move adoption of behavioral health integration forward more 
immediately, if incrementally.

As of December 29th, moreover, the enactment of the Consolidated Appropriations 
Act, 2023 (H.R. 2617) provides a boost to efforts to adopt the Collaborative Care Model. 
It provides grants and technical assistance to primary care practices to implement 
the Model for early intervention and prevention of mental health and substance use 
disorders.

2. Innovative arrangements between payers and providers, and
collaboration among payers, can accelerate learning and create
standards that reduce unproductive variation and burden

We are encouraged by the efforts of many national commercial payers. Momentum 
for payer support for the integration of behavioral health seems to be growing, both in 
terms of contractual arrangements with providers and with vendors who offer platforms 
that enable primary care practices to integrate behavioral health in their practices. That 
said, we had difficulty finding payer driven adoption of behavioral health integration, 
other than the examples we cited and Medicare’s implementation of the collaborative 
care codes. Aside from the Colorado Multi-Payer Collaborative example, moreover, 
examples of payer initiatives were individual contractual arrangements with few 
shared learnings. We could not determine whether this relative lack of data (especially 
in comparison to published reports of primary care implementation efforts) stems 
from payers’ reticence to share their behavioral health strategies or from a deficit 
in coordinated and intentional strategies. We appreciate that competition among 
payers on both quality and premium cost is an important foundation of our health 
care system. We believe, however, given the mental health crisis in this country, payers 
might consider something akin to the approach that children’s hospitals across the 
country have employed to improve patient safety. Launched in 2012, the Children’s 
Hospitals’ Solutions for Patient Safety Network includes more than 137 hospitals 
that work together to eliminate patient and employee/staff harm across all children’s 
hospitals with significant improvements in eight harm conditions.

https://www.sciencedirect.com/science/article/abs/pii/S1553725018302034?via%3Dihub
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Recommendations
We venture three recommendations along these lines, acknowledging that they are 
outlines and hoping they inspire further thought and development.

1. Payers and providers should set mutual goals and identify their roles
in plans to achieve them. This incorporates at least two of the essential
activities we derived from our discussions:

I. Calculation of resources required to build or buy core capabilities of
behavioral health integration

II. Execution of one or more arrangements with payers that provides financial
and technical support for initiating and sustaining those core capabilities

Payers have long designed financial and other incentives (e.g., audits) for provider 
activities and outcomes. The challenge with our recommendation is payers’ 
accountability in executing a joint plan given the few cards that providers hold once 
within the payer’s network. To the extent that state oversight agencies can require 
public reporting of joint initiatives and payers’ progress in expanding behavioral health 
integration among its network providers, this may function as sufficient motivation 
in upholding negotiated commitments. Moreover, payers may seize the opportunity 
to tout cooperation and mutual benefit to expand their network of both primary care 
and behavioral health providers, which provides immediate benefit to their members 
and prospective members. To scale implementation of behavioral health integration, 
however, it is necessary to collate and share what works and what doesn’t. Payer 
partnerships provide an efficient way to standardize and share evaluation efforts—as 
well as provide critical supports.xl

xl Although anti-trust issues may come into play, we believe there is significant room for collaboration without running

afoul of statutory prohibitions.  A pilot among payers and providers would be the appropriate setting in which to clarify the 

guideposts.



37Scaling Behavioral Health Integration in Primary Care

2. Payers and providers must structure ways to share data, learning, and
uptake of third-party solutions.  They can build on existing structures to
do so.

Insurance plan variations in payment model, definitional terms, and measures pose 
further hurdles for practices in advancing integration.xli Although we do not join 
the National Alliance of Healthcare Purchaser Coalitions in advocating solely for 
adoption of the Collaborative Care Model, we find their RESET strategy provides a 
strong foundation for payer collaboration and, thereby, for accelerating approaches 
to scale behavioral health integration. RESET regions also echo the Multi-Payer 
Collaborative model that contributed to the uptake of behavioral health integration in 
Colorado. Structured collaboration is a necessary counterpart to flexibility in individual 
arrangements between primary care providers and payers, which fosters initiation of 
the journey and learning. But individual contractual requirements—in terms of quality 
measures and payment streams—will burden primary care practices and will miss the 
opportunity to advance practices that have proven successful at scale. In addition, 
the call to standardize measurements that guide implementation efforts would seem 
answered by the elaboration of measurements in use among payers and providers. 
Utilizing structures akin to RESET regions will allow payers and providers to identify a 
centralizing resource and learning collaborative that addresses variations in culture, 
governance, and payer coverage. It may also allow the more rapid deployment of 
technological and telehealth solutions at scale. This seems like the time to pursue 
collaboration aggressively to accelerate the integration of behavioral health in primary 
care settings and improved in parallel to patient safety in children’s hospitals.

3. Digital Tools Are Key Accelerants in Scaling BHI for Practices and Payers
Alike

This is the shortest section of our report because it requires little explanation.  We have 
no doubt that both turn-key solutions for behavioral health integration in primary 
care and solutions that perform specific functions have the potential to accelerate BHI 
adoption by individual practices. Thus far, however, practices and payers must rely on 
finding the right vendor tools and must—to varying extents—invest in them without a 

xli Adjusting behavioral health activities based on different insurance plan requirements runs squarely against practicing

medicine in a consistent way and treating patients without regard to their insurance coverage.40
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secure financial return. At the least, it would be useful to classify the technological
solutions available in connection with the set of basic activities we have outlined 
and make this part of a shared investment by payers and providers. As a related 
point, independent studies are needed to clarify the circumstances and impact of 
vendor solutions in real world settings. Finally, as others have suggested, it would 
also be worthwhile for HHS’ Office of the National Coordinator for Health Information 
Technology (ONC) to consider EHR certification requirements and interoperability 
standards that enable and promote these activities while addressing concerns about 
privacy.xlii

Parting Thought

The scope of this project was relatively small and overwhelming at the same time. 
Thank you to the experts who provided patient guidance and feedback. We look 
forward to a burst in activities that continue to make the integration of behavioral 
health in primary care a standard of care with the knowledge that this will not provide 
access to treatments for all those with mental health conditions and needs. Calling the 
mental health situation in this country a crisis is a start, but that must translate to a 
sense of urgency that boosts coordinated activities. 

xlii See also Bipartisan Task Force report, p. 79-83.
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