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ABSTRACT
The fundamental aim of healthcare reform is twofold: to
provide health insurance coverage for most of the
citizens currently uninsured, thereby granting them
access to healthcare; and to redesign the overall
healthcare system to provide better care and achieve
the triple aim (better health for the population, better
healthcare for individuals, and at less cost). The
foundation for this improved system will rest on a
redesigned (i.e., sufficiently comprehensive and
integrated) system of primary care, with which all other
providers, services, and sites of care are associated.
The Patient-Centered Medical Home (PCMH) and its
congeners are the best current examples of the kind of
primary care that can achieve the triple aim, if they can
become sufficiently comprehensive and can adequately
integrate services. This means fully integrating
behavioral healthcare into the PCMH, a difficult task
under the most favorable circumstances. Creating
functioning accountable care organizations is an even
more daunting task: this requires new principles of
collaborating and financing and the current prototypes
have generally failed to incorporate behavioral
healthcare sufficient to meet even the basic needs of
the target population. This paper will discuss (1) the
case for and the difficulties associated with integrating
behavioral healthcare into primary care at three levels:
the practice, the state, and the nation; and (2) how this
looks clinically, operationally, and financially.
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INTRODUCTION

The US healthcare system is changing. The passing
of the Patient Protection and Affordable Care Act
(PPACA) began the simultaneous expansion of
health insurance coverage while attempting to
increase quality and decrease costs [1]. However, it
is one thing to pass a bill and quite another to fund
it and implement its provisions. Regardless of one’s
political convictions, it is apparent that our current
system is deeply flawed, unsustainable, and in
desperate need of change [2].

Healthcare spending in the USA is increasing
uncontrollably and, if left to its present trajectory,
will surpass the median family income by 2025 [3].
Around the world, healthcare spending is rising
faster than overall economic growth: most countries
are seeing healthcare costs consume an increasing
percentage of their gross domestic product (GDP).
This phenomenon is particularly problematic in the
USA, which has both the highest percentage of
GDP committed to healthcare costs and also has the
highest growth rate in healthcare spending [4].
Despite our incredible healthcare costs, the USA

consistently ranks last among 16 industrialized
countries on all or nearly all measures of health
affected by medical care. For example, our prema-
ture death rates are 68 % higher than the best-
performing countries [5, 6].
We not only have one of the poorest-performing

and most expensive health care systems in the
developed world, we also have one of the most
fragmented. Fragmentation itself can be thought of
as a principal driver of high costs and low quality. This
is most problematic where mental health is frag-
mented, or separated, from physical health [7]. This
pernicious state of fragmentation is not only concep-
tually nonsensical but unnecessary—and the cost and
quality consequences can be reversed [8–10].
Over a quarter of Americans suffer from a

diagnosable mental disorder in a given year, and
they are most frequently seen in a primary care
setting, where they most often present with a
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Implications
Policy: Without the inclusion of behavioral
health in healthcare reform efforts, comprehen-
sive, whole-person care will be unachievable and
make it more difficult to achieve the triple aim.

Research: It is challenging to truly research
primary care without also examining the impact
of behavioral health conditions and in some
cases behavioral health providers.

Practice: Better understanding of the relation-
ship of behavioral health conditions on medical
conditions can help achieve comprehensive,
whole-person care.
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physical symptom [11, 12]. As many as 70 % of
primary care visits are associated with significant
psychosocial issues, although patients usually pres-
ent with a physical complaint [13–15]. Furthermore,
12 % of emergency department visits are related to
behavioral health issues, with 40 % of those visits
resulting in a hospital admission [16]. Most patients
with a chronic illness have more than one chronic
illness, and frequently have comorbid mental dis-
orders. This is true for cancer, chronic pain,
cardiovascular disease, Crohn’s disease, diabetes,
asthma, and chronic obstructive pulmonary disease
[17, 18]. The presence of depression worsens
medical prognosis, hinders adherence to treatment,
impairs physical and cognitive function, diminishes
quality of life, increases morbidity, affects the course
of medical diseases, increases health care utilization,
and decreases survival [18, 19]. The Centers for
Disease Control and Prevention reports that adults
with depression are more likely to report decreased
physical activity, increased smoking, binge drinking,
obesity, high blood pressure, and high cholesterol
[20]. In fact, it does not take a full-blown mental
disorder—the mere presence of psychological and
behavioral factors worsens physical health outcomes
and increases overall service utilization [18, 21–29].
Conversely, the severity of mental health diagnoses
is strongly linked to medical comorbidity [17].
Significant cost savings and improved health

outcomes are possible if behavioral health services
are integrated into medical treatment [30]. Integrat-
ed PCMH demonstrations have shown success at
increasing quality and reducing cost through re-
duced hospitalizations and emergency room visits,
improvement in patient and provider experiences of
care, developing relationships between practices
with established systems, and decreasing inpatient
and emergency care with patients with diabetes [14,
31–33]. Implementing integrated systems of care
can be complicated, but successful, sustainable
programs are possible when healthcare providers,
institutions, governments, and health plans work
together to that end. This is not something individ-
ual clinicians or practices can do alone [11, 15].
Under current conditions, many primary care
practices pay a steep penalty for offering compre-
hensive, integrated services, and the participation of
all of these stakeholders is mandatory.
We will examine the critical role of mental health,

behavioral health, and substance use counseling
(henceforth referred to as behavioral health) within
the redesign of healthcare, highlighting efforts to
integrate behavioral health providers into primary
care. We will discuss ways in which joining two
different delivery systems (behavioral health and
physical health) is inherently complicated and
requires innovation, compromise, and community
support. We identify key trends and opportunities
found in Accountable Care Organizations (ACOs)
and Patient-Centered Medical Homes (PCMHs) and
outline specific policy efforts around integration

within health reform at the practice, state, and
federal levels.

The practice level
What is integrated care? Integration must involve
linking primary care providers with mental health
providers, but interpretations, strategies, and defi-
nitions of integration are highly variable [8, 34, 35].
Moreover, local implementation of an integrated
practice depends on local resources, constraints, and
conventions, which further adds to the variability. In
scanning the literature on collaborative practice, one
encounters such terms as improved collaboration,
medically provided behavioral health care, co-
location, disease management, bidirectional or “re-
verse” co-location, unified or advanced primary care
and behavioral health, primary care behavioral
health, and collaborative system of care [11]. Thus,
it is imperative that practices and systems of care
carefully define their terms and models of care.
At the practice level, integrated care, as we mean

it here, consists of whole-person care—care that
includes all of a patient’s problems, concerns, and
needs—organized and coordinated by a team of
clinicians that includes at least a primary care
clinician and a behavioral health clinician, into a
coherent, unitary plan. It means that the patient
may, but not must, be seen by any member of the
team with the expectation that the personal health
plan will be known and used in a consistent fashion.
These practice-level changes can bring about a
dramatic improvement in health outcomes and their
costs [18].

How clinical models of integration fit into ACOs
ACOs are a critical aspect of the PPACA: they
simultaneously offer a new model of care delivery
across providers and settings while also opening up
new ways for providers to be incented to improve
care and decrease cost [30, 36]. Examples of this are
seen through the Medicare Shared Savings Program
(MSSP). ACO regulations will become more impor-
tant as the program is capitalized and new partner-
ships are formed between physician groups,
hospitals, and health plans [30, 37]. These partner-
ships will ultimately include commercial as well as
public plans, and will almost inevitably produce
lower costs [36]. Unfortunately, behavioral health-
care is not systematically incorporated into these
regulations. This omission leaves one of the greatest
opportunities untapped to achieve the triple aim of
better health for populations, better healthcare for
individuals, at a lower cost.

The state level
Integrating care involves care coordination, which is
generally not a billable service in conventional fee-
for-service systems [38]. Beyond this, there is
inconsistency with which providers may even sub-
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mit a bill. The Health Insurance Portability and
Accountability Act (HIPAA) brought a standard
format for billing, and there is a common set of
Current Procedural Technology (CPT) codes; how-
ever, there is not a standard set of guidelines
specifying who may actually use these codes.
Individual states and individual private insurers set
their own standards on who can bill for a given
service. This adds prohibitive complexity to the
delivery of care [39].
Tennessee and Missouri have developed solutions

for safety net settings that demonstrate what is
possible in behavioral health integration. A safety
net setting provides access to care for low-income,
uninsured, and vulnerable populations [40]. Al-
though these examples occur in safety net settings,
lessons can be learned that apply to other settings.
In 2006, Tennessee began to deliver Medicaid
services through managed care organizations
(MCOs) responsible for both medical and behavior-
al health care, and has used policy strategies to make
progress toward further integration [38].
Tennessee pays for certain billing codes for

Screening, Brief Intervention, Referral, and Treat-
ment (SBIRT services); allows same-day billing (i.e.,
bills can be generated for separate visits when a
patient sees both their primary care and behavioral
health providers on the same day); reimburses for
certified peer specialist services and now requires
managed care contracts that include integrated
medical and behavioral health care. The National
Committee for Quality Assurance (NCQA) certifi-
cation for MCOs is required, which includes
behavioral health assessments and health informa-
tion technology with reimbursement for both parties
involved in tele-health. The Commissioner of the
Department of Mental Health and Developmental
Disabilities ruled that a Federally Qualified Health
Center (FQHC) or primary care clinic may deliver
behavioral health services without being licensed as
a Community Mental Health Center (CMHC) [38].
Integration efforts in Missouri date back to the

state’s Medicaid Reform Commission’s report in
2005 [38]. The Behavioral Health and Primary Care
Integration Pilot was allotted $1.4 million by the
Missouri legislature for 3 years to support FQHCs
and CMHCs working together to provide integrated
care with support for health information technology
(HIT). Missouri is supportive of same-day billing, is
broadening SBIRT availability, supports tele-health,
and promotes CyberAccess. Missouri’s Chronic
Care Improvement Program (CCIP) provides pri-
mary care case management to Medicaid fee-for-
service (FFS) beneficiaries with one or more of six
chronic illnesses other than serious mental illness
(SMI), but does attempt to manage the care of
people with psychiatric illness due to the high rates
of diabetes and pre-diabetes in patients taking
psychotropic medicines. Missouri carved out its
Behavioral Pharmacy Management Program, which
reviews Medicaid prescription patterns, compares

prescribing patterns to national best practices, and
informs physicians about their patients’ prescription
refill status.
While these states’ challenges and solutions differ,

lessons can be learned that are generalizable [38]. State
Medicaid agencies can provide integration incentives by
setting behavioral health expectations in managed
care and disease management contracts and by
aligning payment strategies that reward integrated
performance. Missouri engaged state policy champions in
Medicaid, mental health agencies, and the private
sector to advance integration efforts. Flexibility in
making the health care system work for the individual
setting is essential in both Tennessee and Missouri. In
Tennessee, Medicaid MCOs are afforded latitude in
creating integrated networks of care and implementing
payment innovations that support integration. Missouri
state officials provided flexibility at the provider level
within state programs, including integration pilots and
the Chronic Care Improvement Program. Efforts to
integrate have resulted in safety net providers with a
greater ability to serve patients in an integrated
manner. The safety net is positioned to integrate care
through partnerships, and both states have encouraged
these partnerships and supported both FQHCs and
CMHCs through initiatives. From these notable
changes, an integrated system of care is beginning to
emerge [38].
The Patient-Centered Primary Care Collaborative

(PCPCC) Payment Reform Task Force has explored
practical approaches to payment reform implemen-
tation for the PCMH, and has offered a range of
payment mechanisms according to the degree of
performance risk and reward that practices or net-
works are willing to take on [41]. The PCPCC
approach to payment reform for the PCMH is
outlined in Table 1.
The highest level of performance, a global pay-

ment system, can substantially lower costs, improve
health outcomes, and improve patient and provider
satisfaction, but requires a major investment in high-
level teamwork and leadership.

The federal level

The role of behavioral health in the PCMH
Improved facilitation of treatment for patients with
mental/behavioral and substance-use conditions is
needed. Carve-outs for mental health benefits such
as only paying for behavioral health care delivered
by behavioral health professionals, high copayments
for behavioral health treatment, and inadequate
reimbursement are barriers to effective collabora-
tion and discourage primary care mental health
screenings and treatment [42]. Resolving inconsis-
tencies, eliminating mental health carve-outs, and
constructing blended payment systems could im-
prove behavioral health treatment in primary care,
and support integrated, patient-centered health care
consistent with PCMH standards [42].
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The role of behavioral health ACO
As reported by Ries [30], the PCMH model includes
the coordination of treatment across specialties and
settings [43], and the Accountable Care Act authorizes
CMS to set their own inclusion criteria for healthcare
professionals eligible to participate in ACOs. It is
therefore disappointing that the Medicare Shared
Savings Plan essentially excludes behavioral health
professionals (excepting psychiatrists) as participating
clinicians [30, 44]. An “ACOprofessional” is limited to
medical doctors, physicians’ assistants, nurse practi-
tioners, and clinical nurse specialists [45]. Regulations
would assess “psychosocial needs” as part of individ-
ualized care planning for high-risk individuals targeted
for case management [46], but when ACOs evaluate
population health needs, they are not obligated to
evaluate behavioral health needs [47].
Only one of the 65 quality measures for ACOs, a

measure for depression, is aimed at a behavioral
health need for Medicare beneficiaries [30]. Regu-
lations would require screening for depression with
a documented follow-up plan, demonstrating proce-
dure, not treatment, and would not prevent depres-
sion or encourage coordination with a behavioral
health clinician or service [30]. The exclusion of
behavioral health services from the MSSP is surpris-
ing, given reforms including the Mental Health
Parity Act of 1996, the Mental Health Parity and
Addiction Equity Act of 2008, and the Medicare
Improvements for Patients and Providers Act of
2008 [30, 48, 49]. Various states have similar parity
provisions within their insurance code [50, 51] and
require insurance coverage for serious mental ill-
nesses [52], substance use [53], and autism treatment
[54]. ACOs will likely be unable to accomplish
treatment objectives without better behavioral
health integration [30].
CMS risks setting the MSSP apart from other

provisions of PPACA by excluding behavioral
health [30]. PPACA plans to extend mental health
equality to qualified plans participating in the state-
based insurance exchanges [55]. Coverage attained
through the exchanges will include behavioral
health benefits and treatment [30, 56]. ACOs may
be unprepared to implement these interventions

within proposed regulations; therefore, CMS should
encourage the delivery of behavioral healthcare in
the final rules for ACOs to further the Affordable
Care Act’s purpose of improving the quality and
efficiency of treatment [30].

Essential health benefits
The Department of Health and Human Services
(HHS) is planning a regulatory approach to define
essential health benefits (EHB) under the Affordable
Care Act. The approach uses a reference plan based
on employer-sponsored coverage to ensure that
plans cover 10 statutory categories including men-
tal/behavioral health and substance use disorder
services, behavioral health treatment, preventive
and wellness services, and chronic disease manage-
ment. This covers inpatient and outpatient mental/
behavioral health and substance use disorder
services; however, coverage in the small group
market is limited. Coverage will be consistent with
the Mental Health Parity and Addiction Equity Act
(MHPAEA), but the extent to which plans cover
behavioral health treatment is unclear [57]. The
MHPAEA addressed the potential for discrimination
in mental/behavioral health and substance use
disorder benefits by stating that the financial
requirements or treatment limitations for mental/
behavioral health and substance use disorder bene-
fits be no more restrictive than those for medical
and surgical benefits. Although parity is discussed
for covered mental/behavioral health and substance
use disorder benefits, there is no requirement to
offer such a benefit in the first place. Prior to the
Affordable Care Act, MHPAEA parity requirements
did not apply to the individual market or group
health coverage sponsored by employers with 50 or
fewer employees [58]. To be consistent, MHPAEA
and EHBs should include behavioral health.

Opportunities for better integration within NCQA PCMH
criteria
NCQA’s 2011 PCMH program for improving
primary care gives information about organizing
care around patients, working in teams, coordinat-

Table 1 | PCPCC payment reform for the PCMH

Performance risk Reward Outcome

Lowest Least • Maintaining fee for service (FFS)
• Inadequate levels of payment to sustain the PCMH and counterproductive
incentives that maximize volume

Modest Modest • Efforts to qualify as an accredited PCMH in return for a management fee
to support PCMH activities needed to support practice transformation
and sustained delivery of enhanced PCMH services.

Moderate Moderate • Adding a component of pay for performance (P4P) to FFS for achieving
desired outcomes and goals in cost, quality, and patient experience.

Highest Highest • Global payment for operation of PCMH combined with large P4P bonus
payment, which eliminates the need to maximize volume and replaces
it with emphasis on value creation.
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ing and tracking care over time, facilitating partner-
ships between individual patients and their personal
physicians, and, when appropriate, the patient’s
family [59]. There are many ways for behavioral
health integration to be an essential component of
the PCMH: behavioral health providers can help
improve care coordination, planning and manage-
ment, improve access, improve self-care, assist with
population management and outcomes measure-
ment, assist with high utilizing and vulnerable
populations, and streamline patient centered work-
flow. Patient centeredness is a key program goal,
including a stronger focus on integrating behavioral
healthcare and care management.

Opportunities for integration
We could make better decisions about integrated
care if we had more and better information. We are
desperately in need of research that tests clinical
models, systems of care, financing and incentive
models, and policy effects [60–63]. We need these
results not only for primary care leaders but also for
those working with primary care in order to create a
compelling case that integration makes a real world
difference in quality of care, cost offset, and
population-based health improvement. As stated by
Green and Ottoson: “If we want more evidence-
based practice, we need more practice-based evi-
dence.” [64] One way in which to gather data to
establish the effectiveness of integrated primary care
as well as improve interdisciplinary team communi-
cation without interrupting practice workflow is
through the use of electronic health record (EHRs).
As reported by Pace and Staton [65], electronic data
collection offers some possible solutions such as
transparent decision algorithms, improved data
entry, data integrity, improved data transfer, and
tracking systems. Practice-based research networks
(PBRNs) can use a variety of electronic data
collection options; therefore, if planning to collect
data electronically, it is important to match the
electronic data collection method to the study design
[65]. Additionally, EHR development is a core
element of NCQA certification for the PCMH. As
reported in the PCMH 2011 Draft Standards [66],
practices with a fully functioning EHR achieved
higher scores on the Physician Practice Connec-
tions® (PPC) survey [67], and a positive correlation
has been demonstrated between the overall PPC
score and diabetes care measures [68].
Furthermore, it is well supported that mental

health treatment is effective for a variety of prob-
lems [69] and these services are most often delivered
in outpatient specialty mental health settings. De-
spite its effectiveness, most people do not choose to
go to specialty mental health for treatment of their
mental health concerns; instead they choose to go to
their PCP [70, 71]. This is why it is so important that
mental health be included in healthcare redesign.
Once behavioral health services can be provided in

primary care more readily, data will be able to be
collected in a more systematic manner and the
specific interventions that are most effective and cost
efficient will be able to be determined.
Behavioral health leaders should recognize the

centrality of their role in policy reform. Whether
through hearing the success story of another inte-
grated behavioral health primary care site or a site
that had difficulties integrating, advocacy is helpful
in understanding what specific policy changes are
needed for successful integration. The behavioral
health field needs to mature, needs more evidence,
more innovation, more advocacy, and better inte-
gration with other health reform efforts in order to
continue to make progress.
Organizations wishing to participate in ACOs

must develop the capacity to meet programmatic
requirements, and must develop new relationships
with hospitals and provider organizations [72].
Success requires continual learning from mistakes,
adaptation, change, and the ability to transfer
knowledge among participants [72]. Ten potential
mistakes one should be aware of regarding ACO
implementation include:

1. overestimating the ability to manage risk;
2. overestimating the ability to use electronic

health records;
3. overestimating the ability to report performance

measures;
4. overestimating the ability to implement stan-

dardized care management protocols;
5. failure to balance interests and engage stake-

holders (such as hospitals and physician groups)
in creating processes to resolve differences;

6. failure to engage patients in self-care manage-
ment and self-determination;

7. failure to develop contractual relationships with
cost effective specialist providers;

8. failure to navigate the new regulatory and legal
environment;

9. failure to integrate beyond the structural level;
and

10. failure to recognize various interdependencies
[72].

Although strategies for addressing each of these
mistakes exist, they tend to be local, and organiza-
tions must develop learning systems to avoid
mistakes, take corrective action as needed, and
predict future challenges [73]. Cooperative leader-
ship from CMS, payers, hospitals, physicians, and
other professionals to encourage learning systems
and develop mature performance assessment for
process feedback will be crucial [72].
According to Cohen [74], one way professionals

may become more actively involved in the devel-
opment of ACOs could be to encourage a partner-
ship between an independent practice association
(IPA) and a community hospital to create an ACO.
Medicare determines what it costs per year to treat
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the average beneficiary in the geographic area. Then
providers submit their traditional claims to Medi-
care under the resource-based relative value scale
(RBRVS) system and the hospital submits typical
diagnosis related groups (DRG)-base claim [74]. The
traditional fee-for-service system would remain in
place during this time and then at the end of the
year, Medicare determines if the ACO provided
care for less than the previously calculated bench-
mark cost. If so, the ACO is eligible to share in the
cost savings, and the savings are divided among the
providers and hospital [74]. Although simple in
principle, this approach requires that important
details and negotiations be an ongoing part of the
process.
As discussed by Hong and Robiner [75], in 2011

CMS requested comments about the proposed rule
in Section 3022 of the Accountable Care Act. One
example of a behavioral health response to this
proposed rule noted that in its proposed form,
psychologists, specifically, were not included in the
list of ACO providers. The ACO model has the
potential to drastically change the practice of
psychology, as well as other mental health profes-
sions, if, in order to be eligible for payment by
Medicare/Medicaid and other insurance companies
in the future, behavioral health providers are
required to join ACOs. Thus, it is incumbent to
successfully convince ACOs of the benefits of
behavioral health integration into clinical, program-
matic, and quality assurance endeavors. Otherwise,
ACOs will likely assume that fewer behavioral
health providers are needed and they may become
relegated to the margins of the healthcare system as
private, fee-for-service occupations [75]. In response
to the aforementioned ACO proposal, William
Robiner, Ph.D., President of the Association of
Psychologists in Academic Health Care Centers
(APAHC), Section VIII of Division 12, sent a letter
to Dr. Berwick, Director of CMS, requesting that
psychologists, specifically, be included in the list of
ACP providers just as physicians, physician assis-
tants, nurse practitioners, and clinical nurse special-
ists were [75]. In this letter, he reported that
promoting psychological services and integrating
them with other organized health services are
effective for enhancing outcomes, curbing costs,
and are essential to achieving goals of the Affordable
Care Act [75]. This type of action may be advisable
for other behavioral health provider organizations
that are looking to be included in the list of ACO
providers. Behavioral health providers must keep
abreast of state and federal policy changes and the
emerging literature that supports the need for and
value of behavioral health services in order to
advance their advocacy efforts [75].

CONCLUSIONS—UNITING TO IMPROVE HEALTHCARE
Behavioral health has been excluded from much of
the emerging healthcare reform conversation, which

puts patients at risk for unmet healthcare needs.
Most medical issues have a behavioral health
component to varying degrees, and if we are unable
to treat the whole person, health outcomes will be
compromised and healthcare will be more expen-
sive. We cannot afford to ignore the behavioral
health needs of patients. Integrating behavioral
health into primary care is just a good idea. It
improves access, minimizes stigma, increases overall
health outcomes, and lowers costs [11]. Integrating
behavioral health services into the overall healthcare
structure can help to move past tendencies to
separate the mind and body and is in keeping with
comprehensive whole person care [18, 76]. In order
for this to be realized, support is needed from policy
makers at all levels. There is more than enough
work to go around, and without teamwork, integra-
tion will flounder. We need each other; we must join
resources from the fields of medicine, psychology,
nursing, social work, and the like to create general
principles and local solutions. Clinicians who unite
can influence governments and payers to make
changes that improve patient needs and provide
support for needed services with appropriate com-
pensation. If we continue to ignore behavioral
health needs, patients and providers will suffer the
consequences, and we will regret that we did not
work together to bring a comprehensive, integrated
form of healthcare to our citizens when we had the
chance.
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