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Abstract

Purpose: To provide empirical evidence on key organizing constructs shaping practical, real-

world integration of behavior health and primary care to comprehensively address patients’ 

medical, emotional, and behavioral health needs.

Methods: In a comparative case study using an immersion-crystallization approach, a 

multidisciplinary team analyzed data from observations of practice operations, interviews, and 

surveys of practice members, and implementation diaries. Practices were drawn from 2 studies of 

practices attempting to integrate behavioral health and primary care: Advancing Care Together, a 

demonstration project of 11 practices located in Colorado, and the Integration Workforce Study, a 

study of 8 practices across the United States.

Results: We identified 5 key organizing constructs influencing integration of primary care and 

behavioral health: 1) Integration REACH (the extent to which the integration program was 

delivered to the identified target population), 2) establishment of continuum of care pathways 

addressing the location of care across the range of patient’s severity of illness, 3) approach to 

patient transitions: referrals or warm handoffs, 4) location of the integration workforce, and 5) 
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participants’ mental model for integration. These constructs intertwine within an organization’s 

historic and social context to produce locally adapted approaches to integrating care. Contextual 

factors, particularly practice type, influenced whether specialty mental health and substance use 

services were colocated within an organization.

Conclusion: Interaction among 5 organizing constructs and practice context produces diverse 

expressions of integrated care. These constructs provide a framework for understanding how 

primary care and behavioral health services can be integrated in routine practice.
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In 2006, the Institute of Medicine and National Academy of Sciences issued a report in the 

Quality Chasm Series on Mental Health and Substance Use Disorders.1 The 

recommendation was clear: to achieve quality health care, mental health and substance use 

disorders must be integrated into health care. In 2008, the U.S. Congress passed parity 

legislation ensuring that mental health and substance use disorders were covered the same as 

other medical conditions.2 With the passage of the Affordable Care Act, additional systems 

were put in place to help achieve this goal.3

In addition to policy changes, there is strong evidence that patient experience and outcomes 

improve and costs are contained when behavioral and medical problems are addressed 

together.4–8 However, integration has not been consistently adopted in health care systems 

across the country.9 Although the research has been robust around the benefits of integration, 

the vast majority of it has been disease specific or focused on select populations.10,11 In 

primary care settings, patients often present with multiple chronic conditions and have 

behavioral health needs that may far exceed a particular disease.12 To this end, 1 of the most 

important remaining problems is how to integrate primary care and behavioral health within 

the current fragmented health system and with primary care practices that are constantly 

being asked to change.1,13,14 We use the term integration approach to refer to the 

constellation of elements that shape how practices organize and deliver integrated care. An 

integration approach brings together the structures and processes that make integration 

possible.

This study was undertaken to understand how a diverse sample of practices integrate 

behavioral health care and primary care. In a comparison we attempted to elucidate the 

organizing constructs and constellation of factors that influence real-world practices’ 

attempts to integrate care.

Methods

Sample

We studied 19 practices located in the United States, and purposefully sampled for their 

diversity and efforts to integrate behavioral health and primary care.
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Eleven practices participated in the Advancing Care Together (ACT) program funded by The 

Colorado Health Foundation. A Steering Committee of local and national leaders in 

integration selected practices applying to participate in a study of their attempts at 

integration. ACT practices varied in their experience with integrated care, but most were 

integrating behavioral health and primary care for the first time.

Eight practices participated in the Integration Workforce Study (IWS) to identify workforce 

needs for integrated care. This work was funded by the Agency for Health care Research and 

Quality (AHRQ), with supplemental funding from the CalMHSA Foundation and Maine 

Health Access Foundation. For this study, an Expert Panel composed of national leaders in 

integration identified practices known to be integrating care. We used this information to 

identify practices with variation in organizational structure and geographic location, and 

conducted interviews with select leaders at each organization to identify practices with the 

strongest integration programs in each region. None of the study practices were directed to 

implement any particular integration intervention, strategy, or approach.

Study Design

ACT was a longitudinal study designed to observe practices as they implemented their 

programs over a 3-year study period (September 1, 2011 to August 31, 2014). IWS was a 

cross-sectional study, and we conducted 1 data collection site visit at each practice between 

December 2012 and October 2013. The same team of researchers worked on both studies.

Data Collection

Details regarding data collection for ACT and IWS are reported elsewhere.15,16 Table 1 

provides additional details about data collection process for this study. Online diary data 

were collected among ACT practices only because this data collection method was designed 

to understand and prospectively collect implementation experiences. We also assessed 

implementation REACH; defined as the proportion of patients in the intended target 

population that received integration.17 Because it was not feasible to directly assess REACH 

with patient-level data among IWS sites, we used qualitative data from practice observation 

to assess REACH in both ACT and IWS practices. We defined the practice’s target 

population as all the patients in the practice. For primary care practices, we defined “broad 

reach” as evidence of consistent involvement of behavioral health clinicians (BHCs) in a 

broad range of primary care services (eg, depression, anxiety, diabetes, blood pressure 

management), and “limited reach” as consistent evidence that BHCs were involved in patient 

care for only a fraction of the practice population. For Community Mental Health Centers 

(CMHCs) these definitions were the same, but applied to the primary care clinicians (PCCs).

Data Management

Practice survey data were transferred to Excel and entered into SPSS for data analysis. 

Interviews were audio recorded and professionally transcribed then reviewed for accuracy 

and deidentified. Qualitative data were put into Atlas.ti (Version 7.0, Atlas.ti Scientific 

Software Development GmbH, Berlin, Germany) a program for qualitative data management 

and analysis. Institutional Review Boards at Oregon Health & Science University and the 

University of Colorado–Denver approved this study.
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Analysis

We used a grounded theory approach to analyze data, informed by the work of Miller and 

Crabtree18 and Borkan.19 A multidisciplinary team read and discussed data, as they were 

collected, tagging important sections of text, and naming them (eg, screening, brief 

counseling) so text could be retrieved, clustered, and further analyzed. When we reanalyzed 

the data, we identified a small number of crosscutting organizing constructs that 

distinguished integration approaches. We identified as many nonduplicative discrete 

constructs as possible, established conceptual and operational definitions for each construct, 

and used both qualitative and quantitative data to categorize practices on constructs. Where 

there was uncertainty, we went back to the data or to a practice participant to clarify 

interpretations. Through this iterative process, we reached thematic saturation, as no new 

organizing constructs emerged through data analysis. We then developed a matrix 

characterizing practices by organizing constructs, and along with other qualitative data, used 

this to identify and understand interconnections among organizing constructs and the 

implications for delivery of integrated care.

Results

We identified 5 key organizing constructs that influenced real-world integration approaches 

observed in practices across the United States:

1. Integration REACH

2. Establishment of continuum of care pathways

3. Approach to patient transitions

4. Location of the integration workforce

5. Shared integration mental model.

We call these organizing constructs because they were central to the integration efforts we 

observed in real-world practices, and variation in these constructs allowed us to discriminate 

among practices with regard to integration. Table 2 includes conceptual and operational 

definitions of the organizing constructs.

Characteristics of the 19 practices we studied are presented in Table 3. Twelve were primary 

care practices representing a range of practice types and ownership; the others were mental 

health care practices.

Table 4 provides a description of the integration approach at each practice. Below, we 

describe salient aspects of each organizing construct observed across practices and 

exemplify how constructs intertwine with each other and with contextual factors, such as 

practice type, to influence practices’ integration efforts.

Integration Reach

Integrated care is comprehensive care of patients’ medical, emotional, and behavioral health 

needs, and aims to reach a large segment of patients served by a practice through, for 

example, systematically implementing approaches to identify patient need (eg, annual 
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screening).20 Within our sample, practices fell into two categories: those with integrated 

programs that strived to reach a broad population of practice patients, and others that 

focused on reaching a smaller population of patients, often patients experiencing acute crises 

and/or specific conditions such as depression or substance use alone. Practices that 

developed system-level routines (eg, patient screening during check-in) consistently 

identified patients most likely to benefit from integration. Practices relying on clinician 

discretion generally provided services to a more limited range of patients presenting with 

severe or acute need (see Table 2). Additional evidence supporting the connection between 

systematic screening and higher REACH was shown among practices participating in ACT.
21

Practices choosing to systematically screen patients wanted: 1) routinized, reliable processes 

for identifying need; 2) to understand the needs of the population they served; and 3) data to 

develop and refine their integration approach. Practices relying on clinical discretion did so 

because of: 1) uncertainty about the sustainability of the integrated approach, 2) a perceived 

lack of capacity to address population need should systematic screening be employed, 3) a 

focus on careful resource management; and 4) inertia (the ease of doing things as they have 

always been done).

Establishment of Continuum of Care Pathways for Patients

Practices were challenged to determine the level of patient need that could be addressed 

within the practice, and to recognize patients whose care was best left to others, often 

outside of the practice. Practices fell into three categories based on how they organized care 

for integration across the range of patients’ severity of illness: 1) practices providing care for 

patients with mild to moderate illness in the practice, and referring specialty and long-term 

care needs out to other organizations; 2) practices providing care for mild to moderate illness 

in the practice, and referring patients to specialty resources in house either in the practice, or 

within the system; and 3) practices that cared for patients with mild to moderate and more 

severe illness in the practice, in part because they did not have strong ties with external 

organizations for referral.

In addition, PCCs and BHCs sometimes consulted with psychiatrists to support patient care, 

even for patients with mild to moderate needs, particularly when help was needed with 

diagnoses or medication management.22 Access to a consulting psychiatrist could help keep 

the care of moderate to higher-need patients in the practice. Table 3 shows the majority of 

federally qualified health centers (FQHCs), FQHC-CMHCs, CMHC, and health system, 

government and hospital-owned practices were able to establish access to a consulting 

psychiatrist, and most privately owned primary care practices were not.

Approach to Care Transitions: Referrals and Warm Handoffs

When organizing care for patients with more specialized, long-term needs, practices needed 

access to specialty mental health and substance use services (see Table 3). The majority of 

independent primary care practices, regardless of size, established relationships with 

organizations providing these services, but did not have colocated access to specialty mental 

health. In contrast, FQHC-CMHC hybrid organizations, as well as hospital and government-
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owned practices, had colocated services for specialty mental health, with clinicians located 

in other buildings on the same campus, or in another part of the same building. Being in the 

same system could have advantages for tracking patient engagement in services, information 

sharing, and followup, as clinicians in these systems had a single shared medical record, 

although systems did not always take advantage of this level of interconnectivity. In 

addition, in crisis situations, specialty services could be rapidly engaged. Referral was the 

method used by practices for engaging patients in specialty services, regardless of service 

location. A referral is when a patient is directed to make an appointment with another 

professional (patients may or may not receive scheduling assistance).

When organizing care for patients experiencing mild to moderate problems (eg, mild to 

moderate depression or anxiety; common acute illnesses, mild to moderate chronic disease), 

practices colocated needed professionals (ie, BHC in primary care practice; PCC in 

community mental health) to help patients address these needs. When another health care 

professional was engaged in the care of patients with mild to moderate needs, this transition 

occurred either through referral or warm handoff. A warm handoff is when a clinician 

directly introduces a patient to another clinician at the time of the patient’s visit, and often a 

brief encounter between the patient and the health care professional occurs.23–25 When 

organizing care for patients with mild to moderate problems, 6 practices used warm 

handoffs.

Location of Integration Workforce and Shared Mental Model

Table 5 shows a subset of practices employing multiple, full-time PCCs and BHCs with 

relatively robust financing models for their integration efforts (eg, FQHC, FQHQ-CMHC, 

hospital systems). Practices 2, 3, 4, and 5 had a shared mental model for integration, 

meaning that they shared an understanding of the practice’s vision and approach to 

integrating care for patients. This included a systematic approach to identifying patient need 

for integration, brief, problem-focused therapy offered in the practice, adequate resources to 

establish clear pathways for patients with specialty mental health and substance use needs, 

and BHCs embedded on PCCs teams. Importantly, BHCs and PCCs were also located in 

close proximity to each other and routinely engaged in warm handoffs in these practices.26 

This constellation of constructs led to a broad reach of integrated services among the patient 

population. In contrast, practice 1 (also shown in Table 5) did not engage in warm handoffs 

between primary care and behavioral health, and a referral approach emerged. Constructs 

that intertwined to contribute to this integration approach included PCCs and BHCs 

separated by physical distance (ie, on different floors of the building), misalignment among 

practice members on how best to deliver integrated care despite leadership’s vision for more 

collaboration among PCCs and BHCs, and BHCs who were more comfortable in a 

traditional therapeutic model. It is important to note that this practice employed systematic 

screening, but the integration program did not have broad reach because of these issues.

Integration of Primary Care in Community Mental Health Centers

The organizing constructs described above also apply to CMHCs that are colocating a 

primary care team. In addition, we found that CMHCs, particularly those trying to redefine 

their organization’s identity to one serving a community of patients with a range of 
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integrated health care needs, not just serious and persistent mental illness, needed to 

consider how to care for patients with specialized medical needs, for patients with mild to 

moderate emotional and behavioral needs, as this had not previously been the focus of their 

practice, and needed to establish how PCCs and traditional mental health professionals 

would collaborate in this newly envisioned organization. Interestingly, 1 practice 

transitioned a mental health clinician to function as an embedded BHC consultant on the 

newly embedded primary care team.

Interdependencies among Constructs and Contextual Factors

The constructs we identified are highly interdependent, and the ways in which they 

intertwine shape practices’ approach to integration. How these constructs come together is 

influenced by the context in which an organization is embedded (eg, state based policies, 

payment). Figure 1 presents an illustrative case study showing how, when appropriate 

identification of patient need and triaging did not happen, BHCs’ accessibility to the primary 

care team is reduced. In this case study, this was a self-reinforcing cycle. PCCs did not know 

how to triage patients, the practice had not established care pathways for patients with 

longer-term behavioral health needs, and the BHC was traditionally trained with a 

preference for engaging patients in traditional therapy, and an inability to establish triage 

strategies and care pathways. Thus, although this practice aspired to fully integrate care for 

all practice patients, the result was a colocated, referral approach with capacity to 

systematically screen patients to identify need but a limited capacity to meet the needs of 

patients for integrated care.

Discussion

Through careful observation of diverse practices in diverse settings, we found 5 organizing 

constructs underlying varying integration approaches. These 5 organizing constructs—

integration reach, development of care pathways, approach to care transitions, location of 

integration workforce, and shared mental model for integration—intertwined with practice 

context to produce the integration approaches we observed in real-world practices across the 

United States, and had implications for delivery of patient care in these settings.

Contextual factors, particularly practice type (eg, FQHC, CMHC), influenced whether 

specialty mental health and substance use services were colocated within an organization. 

FQHC-CMHC hybrids had these services colocated within their building, integrated and 

hospital-owned health systems often had these service colocated within their facility or 

campus, and FQHCs and independent practices tended to connect with external community 

resources to access these services for their patients. Our findings show that practices that 

colocated the full spectrum of behavioral health resources and used warm handoffs to 

transition patients to embedded behavioral health relied on referrals for specialty mental 

health needs.

The practices we studied did not fit neatly into the integration model typology (ie, 

coordination, colocation, integration) that has been central to shaping this field.27–29 Care 

pathways and, in particular, whether practices used warm handoff or referral approaches, are 

a good example because practices could use both for good reason and to good effect. As 
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more practices move toward integrating care, there is likely to be an increasing need to 

migrate away from some existing heuristics (eg, levels, models),27–29 and sharpen the focus 

on the particulars in practices’ approaches to integration. Models have tremendous relevance 

in identifying common conceptual elements or behaviors, and these have led to 

standardizations critical for unifying the field of integration. Yet, these conceptual and 

definitional frameworks, such as those the AHRQ Lexicon23 that maintain consistency 

through definition, cannot be expected to mirror the many nuances emerging among 

practices integrating care in real-world settings. Our study, because it is grounded in the 

reality of practice, identifies constructs that complement and extend these frameworks by 

capturing some of the dynamic forces shaping integration efforts. Rather than offering a 

prescriptive model organization leaders and change agents attempt to abide by, the 

constructs identified are relevant to different types of practice settings and represent an 

organic set of issues that can be, and must be, addressed as practices configure and mature 

their integration approaches.

We identified integration reach, that is, the approach a practice used to identify and meet 

patient need, as an organizing construct. This construct, and the approaches we saw 

employed to identify patient need (ie, systematic screening, clinician discretion) has 

generated much dissent in the research and practice communities.30 To add to this dialog, we 

suggest that there are pros and cons that must be carefully weighed by organization leaders 

about how best to identify patient needs. Systematic screening, even if patient need was not 

immediately met, allowed practices to learn the needs of the population served, and some 

practices found motivation in this knowledge, working to develop the infrastructure to best 

serve their patients. Clinical discretion did not provide this information and possible 

motivation, but was a useful way to manage resources and a temporary way to work out the 

organization’s integration approach without getting overwhelmed by the large number of 

screen positives that might result from systematic screening approaches.

We studied a purposefully selected group of practices motivated to integrate care. This is a 

study strength because we could not have examined the organization of integration among 

unmotivated practices not integrating care; it is a limitation given that these practices could 

be different from less-motivated practices. By establishing a maximum variation sample that 

widely represented U.S. practices on key attributes, we mitigated this limitation to the extent 

possible, but the findings apply most closely and relevantly to practices attempting to 

integrate care. In addition, although we reached saturation in this analysis, it is possible that 

there are other organizing constructs than those that manifest among our study sample. 

Having a relatively large and varied study sample gives us confidence that the organizing 

principles we identified are valid and transferrable. However, it is always possible that future 

studies will identify other important organizing constructs. The findings of this study could 

also be shaped by observer and classification biases. For example, we do not have 

quantitative estimates of REACH for some of the practices we studied, and our assessment is 

based on qualitative data sources. It is possible factors shaping researchers’ preconceptions 

may have skewed our assessments. This limitation was mitigated by having multiple people 

in the field, not relying on a single person’s assessment, with regard to REACH (or the other 

study findings), and having both quantitative and qualitative assessments among ACT 

practices to confirm the validity of our qualitative assessments. Finally, we do not present 
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outcome data for these practices, and do not know the effectiveness of the services they 

provide. Future efforts should examine the outcomes of the integration approaches emerging 

in real-world practices.

Conclusion

As practices move toward solving the challenge of integrating primary care and behavioral 

health, policy makers, organizational and practice leaders, and researchers may find it useful 

to focus their work on these 5 organizing constructs simultaneously: integration REACH, 

development of care pathways, approach to care transitions, location of integration 

workforce, and a shared mental model for integration. These constructs are interdependent 

and intertwine with practice context to produce locally specific integration approaches that 

affect the care patients receive. Combined with paying attention to relevant contextual 

factors, they offer practical focal points for organizing and enabling practices to redesign for 

integrated care. For researchers, the organizing constructs provide an empirically derived 

framework of potential use in pragmatic trials and further work to develop practice-based 

evidence relevant to furthering integration efforts.
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Figure 1. 
A case study demonstrating how the five organizing constructs intertwine to shape a 

practice’s integration approach.
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