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BEHAVIORAL HEALTH INTEGRATION WITHIN PRIMARY CARE:
A PRIMER

Jessica Jeffrey, MD, MPH, MBA, and D. Richard Martini, MD

B ehavioral health symptoms are a common presenting
complaint within the primary care setting. In fact, behav-
ioral health symptoms account for 15% of chief com-
plaintst and inform 50% of presentations within outpa-
tient pediatric practices.2 As a universal access point, pri-
mary care settings are associated with less stigma of be-
havioral health treatment among patients than mental
health clinics, and are opportune locations to treat psy-
chiatric conditions. Despite the convenience for patients
of treating behavioral health symptoms within the prima-
ry care setting, barriers to the provision of behavioral
healthcare by pediatricians exist. These barriers include
short appointment times,3 inadequate reimbursement for
behavioral health services,* limited specialized training in
behavioral health issues,! and challenges to accessing
child psychiatrists for consultation.5

Integrated behavioral health programs within primary
care provide both behavioral health and medical services
in a primary care setting through a collaborative process
that identifies patients, increases access to high-quality
behavioral healthcare within the primary and tertiary care
settings, and improves patient outcomes. Although most
integrated behavioral health programs within primary
care have been in adult clinical settings, pediatric practic-
es are also beginning to implement integrated behavioral
healthcare models.® Pediatric integrated behavioral
health settings have demonstrated a reduction in the im-
pact of childhood behavioral health symptoms and have
increased developmentally appropriate functioning.2 This
article provides an introduction to the basic principles of
integrated behavioral healthcare within a primary care
setting as a means to decrease the burden of behavioral
health issues in children.

Levels of Behavioral Health Integration Into
Primary Care

There are many models of collaborative behavioral
healthcare, with varying degrees of integration. In 2013,
the Substance Abuse and Mental Health Services Admin-
istration (SAMHSA) Health Resources and Services Ad-
ministration (HRSA) Center for Integrated Behavioral
Health Solutions created a framework outlining six levels
of behavioral health integration. These six levels are fur-
ther divided into three categories, characterized by in-
creasing integration between behavioral health and pri-
mary care (coordinated, co-located and integrated), with
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two levels of integration within each category.” The
“coordinated” category, levels 1 and 2, may also be
thought of as a facilitated referral model, in which behav-
ioral health and primary care providers work in separate
systems and communicate, either rarely or periodically,
about shared patients.” The “co-located” category, levels
3 and 4, is characterized by behavioral health and prima-
ry care providers working within the same facility, and
they may even work within the same space within the fa-
cility. Increased communication between providers is a
key element of this category, as this is facilitated due to
close physical proximity.” Providers may also share the
same medical record. The “integrated” tier, levels 5 and 6,
is characterized by having behavioral health and primary
care providers located within the same physical space. In
this level of integration, patients’ health needs are treated
by providers who work together as one team, and behav-
ioral healthcare is interwoven seamlessly into the pediat-
ric team. Collaboration between providers, an important
element of integrated care, can be achieved at varying lev-
els of integration.

There is no single approach to the level of integration
within a health system. Collins et al® propose that the lev-
el of integration should be designed based on local cir-
cumstances, such as population being targeted, service
capacity within the community, and provider availability
and training. Often, programs contain aspects of more
than one category. However, Sarvet and Hilt note that the
“success of pediatric integrated care models in pediatric
settings is dependent on the degree to which the psychiat-
ric resources are able to participate in the delivery of pri-
mary care service as full members of the primary care
team.”6

Collaborative Care: An Approach to Beh avioral
Health Integration

The basic principles of integrated behavioral healthcare
within a primary care setting can be illustrated through
the Improving Mood—Promoting Access to Collaborative
Treatment (IMPACT) Collaborative Care (CC) model, one
of the most well-studied models of integrated behavioral
healthcare within primary care.8 IMPACT CC is recog-
nized as a best practice by the US Surgeon General and as
an evidence-based practice by SAMHSA'’s National Regis-
try of Evidence-Based Programs and Practices.® This
model, developed at the Advancing Integrated Mental
Health Solutions (AIMS) Center at the University of
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Washington, was originally created to improve health
outcomes in geriatric patients with depression.’0 IMPACT
CC illustrates fundamental principles of integrated behav-
ioral healthcare, the elements of which may also be ap-
plied to pediatric settings.

The Collaborative Care Team

Fundamental to the IMPACT CC model is a CC team con-
sisting of a primary care provider (PCP), care manager
(CM), psychiatric consultant, and patient.! This care
team can be extended for pediatric patients to include the
patient’s caregivers. The PCP role may be filled by a fami-
ly medicine physician, pediatrician, nurse practitioner, or
physician’s assistant. The PCP makes an initial diagnosis,
initiates treatment, and prescribes psychotropic medica-
tions as needed. The CM may be a nurse, social worker, or
psychologist who provides care coordination, assesses the
patient’s progress in treatment, and provides brief behav-
ioral interventions. The CM may also provide evidence-
based therapies, such as cognitive-behavioral therapy. If
evidence-based therapy is not provided by the CM, the
patient may be referred to another provider for this treat-
ment. The psychiatric consultant is usually a psychiatrist:
the role of this provider is to act as a team leader for the
treatment team. The psychiatric consultant reviews the
CM’s cases with the CM and consults with the CM and
PCP regarding patients not making clinical improvement.
The psychiatric consultant will evaluate treatment-
resistant patients and those with more severe behavioral
health issues in person. An important role of the psychia-
trist is to act as a preceptor for the PCP and CM.

Basic Principles of Collaborative Care

The five basic principles of integrated healthcare, as pro-
posed in the IMPACT CC model, are patient-centered
care, evidence-based care, measurement-based treatment
to target, population-based care, and accountable care.l
These principles are described below;

Table 1: Levels of Behavioral Healthcare Integration

Tiers Level of Integration
Coordinated Care 1
2
Co-located Care 3
4
Integrated Care 5
6
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Patient-centered care refers to the element of team-
based care in which all team members work together to
create a shared treatment plan.i! Central to patient-
centered care is co-management of the patient. Regularly
scheduled team meetings occur to discuss the patient’s
progress in treatment and determine next steps in care.

Evidence-based care refers to the use of treatments
for which there is evidence of efficacy. Evidence-based
practices are defined by the Institute of Medicine as “the
integration of best-research evidence and clinical exper-
tise with patient values.”

Interventions that warrant the Evidence-Based Practices
label must have shown consistent scientific evidence that
they demonstrate improvement in consumer outcomes.
Within pediatric settings, this includes both child-focused
as well as parental and family-focused therapies. For in-
stance, cognitive-behavioral therapy may be employed for
anxiety or depression, or the Positive Parenting Program,
“Triple P,” may be conducted with parents to target be-
havior management techniques.!?

Measurement-based treatment to target includes
systematic review of patients’ progress in treatment, as
tracked through a registry system by the CM, in order for
patients to reach their behavioral health symptom targets.
Within the IMPACT CC model, adult depression is
tracked through the Patient Health Questionnaire-9
(PHQ-9) (http://aims.uw.edu/resource-library/phqg-9-
depression-scale). To assess progress in treatment for pe-
diatric patients, a care team may adopt a psychometrical-
ly validated measure such as the Child Depression Inven-
tory (CDI) for children ages 7—17 (http://aims.uw.edu/
resource-library/phqg-9-depression-scale) or PHQ-9 mod-
ified for adolescents (PHQ-A) to monitor progress in
treatment of mood symptoms. The strength of the care
team is central to this principle of integrated care. The
CM and psychiatrist review the CM’s caseload together;

Minimal collaboration
Basic collaboration at a distance

Basic collaboration on-site
Close collaboration on-site/some integration

Close collaboration/approaching integration

Full collaboration/integrated practice

Table adapted with permission from the SAMHSA-HRSA Center for Integrated Health Solutions
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the CM utilizes the psychiatrist to discuss the care of pa-
tients who are not experiencing symptom relief as
demonstrated by lack of improvement in psychometrical-
ly validated measures. Treatment recommendations are
made by the psychiatrist as a consultant to the CM. Fun-
damental to measurement and care provision is the con-
cept of stepped levels of care. This refers to providing
care that is the least extensive needed for positive results.
If the patient's level of functioning does not improve with
a basic level of care, then the intensity increases. For in-
stance, a patient may initially receive medication therapy
for attention-deficit/hyperactivity disorder (ADHD) from
his or her pediatrician and, if the patient does not im-
prove, may then receive a medication evaluation from a
child psychiatrist.

Population-based care refers to the registry system as
related to measurement-based treatment to target. For
instance, for childhood depression, PHQ-9 A scores may
be tracked and monitored by the CM. In addition to
tracking progress in care, the registry system also serves
to ensure patients aren’t lost to follow-up. In addition to
tracking progress in treatment, another key component of
population-based care includes population-based screen-
ing for behavioral health issues.’3 For instance, the PHQ-
9 A may be used as a screening tool for adolescent de-
pression by PCPs.

The liaison relationship between primary care and child
and adolescent psychiatry becomes more important in a
population-based healthcare system. Children and fami-
lies are more comfortable receiving mental health ser-
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vices in their local pediatric practices, and there is evi-
dence that for some psychiatric disorders, treatment
compliance and outcome improve when care is provided
in these settings.!4 It is, therefore, critical that patients
are appropriately identified in primary care and appro-
priately triaged to more intensive services when neces-
sary. Child and adolescent psychiatry must take an active
and responsible role in this process through programs
that emphasize integrated care.

Accountable care concerns the concept that behavioral
health providers are reimbursed for providing quality
care and achieving treatment outcomes.

Conclusion

Behavioral health symptoms commonly present in pedi-
atric settings. Integrated behavioral health programs
within pediatric settings increase access to high-quality
behavioral healthcare and improve patient outcomes. Alt-
hough created for adult care settings, the basic principles
of integrated behavioral healthcare as exemplified by the
IMPACT CC model can also be applied to pediatric care
settings. Key principles of CC include patient-centered
care, evidence-based care, measurement-based treatment
to target, population-based care, and accountable care.

Take Home Summary

The goal of integrated care is to ensure access to high-
quality behavioral healthcare. Although there is no single
approach to integration, the key principles of integrated
care, as exemplified by the IMPACT CC model, may be
adapted and applied to pediatric populations.
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