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Abstract 
Recent value-based payment reforms in the U.S. called for empirical data on how primary care practices of varying characteristics fund their 
integrated behavioral health services. To describe payment strategies used by U.S. primary care practices to fund behavioral health integra-
tion and compare strategies between practices with and without hospital affiliation.Baseline data were used and collected from 44 practices 
participating in a cluster-randomized, pragmatic trial of behavioral health integration. Data included practice characteristics and payment strat-
egies—fee-for-service payment, pay-for-performance incentives, grants, and graduate medical education funds. Descriptive and comparative 
analyses using Fisher’s exact tests and independent T-tests were conducted. The sample had 26 (59.1%) hospital-affiliated (hospital/health 
system-owned, academic medical centers and hospital-affiliated practices) and 18 (40.9%) non-hospital-affiliated practices (community health 
centers/federally qualified health centers and privately-owned practices). Most practices (88.6%) received payments through fee-for-service; 
63.6% received pay-for-performance incentives; 31.8% received grant funds. Collaborative Care Management billing (CPT) codes were used 
in six (13.6%) practices. Over half (53.8%) of hospital-affiliated practices funded their behavioral health services through fee-for-service and 
pay-for-performance incentives only, as opposed to two-thirds (66.7%) of non-hospital-affiliated practices required additional support from 
grants and/or general medical education funds. Primary care practices support behavioral health integration through diverse payment strate-
gies. More hospital-affiliated practices compared to non-hospital-affiliated practices funded integrated behavioral health services through fee-
for-service and pay-for-performance incentives. Practices without hospital affiliation relied on multiple funding streams including grants and/
or general medical education funds, suggesting their approach to financial sustainment may be more precarious or challenging, compared to 
hospital-affiliated practices.
Keywords: Payment models, Value-based care, Integrated care, Behavioral health, Primary care

Implications

Practice: Primary care practices used multiple combinations of payment strategies to support behavioral health integration, and the 
approaches varied based on hospital affiliation status.
Policy: Policymakers and payers need to consider more reliable funding arrangements for integrated behavioral health, especially among 
primary care practices without adequate resources to pursue value-based payment strategies.
Research: Future research should be aimed at examining the impact of different payment strategies on the growth and sustainability of 
behavioral health integration efforts in primary care over time and patient access to behavioral healthcare and outcomes.

Introduction
The stress and devasting impacts of the COVID-19 pandemic 
have disproportionately affected patients with comorbid 
behavioral and physical health conditions [1]. Behavioral 

health (BH) integration in primary care, where BH providers 
work within primary care teams to offer patients interven-
tions that are effective with specific mental health, substance 
use, and medical conditions, is much needed now to improve 
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patient access to BH services, positive experiences of care, 
health outcomes, and cost [2]. Reimbursement is a common 
barrier for integrating BH services in primary care [3]. The 
traditional fee-for-service (FFS) payment model incentivizes 
providers to focus on volume of services without adequately 
attending to patient-centered outcomes [4] or allowing for 
protected time outside of direct patient contact and team con-
sultation, thus limiting the scope of services for whole-person, 
team-based care. Primary care practices have been seeking 
alternative ways to develop revenue streams to support inte-
grated BH services [5, 6].

New BH reimbursement options have evolved in the last 
few years through payment reform and value-based care 
policy changes. The Collaborative Care (CoCM) billing 
codes, created by the Centers for Medicare, and Medicaid 
Services (CMS) in 2017, are now one option to potentially 
increase the access to effective BH integrated services in 
primary care for practices that employ psychiatric consul-
tants. These FFS codes allow primary care clinicians to bill 
for services of a qualified BH care manager and psychiatric 
consultant related to care management support (i.e., reg-
istry tracking and follow-up) and psychiatric consultation 
with the primary care team outside of patient visits [7]. 
Separate CoCM codes are available for federally qualified 
health centers and rural health clinics, and the codes have 
expanded to use outside of Medicare, though adoption var-
ies by state [8].

Value-based contracting has also begun to offer payment 
strategies that incentivize integration [9]. Incentive programs 
based on performance levels have been established in many 
accountable care organizations and with some insurers, to 
reward providers who meet quality and cost goals measured 
by a predetermined set of metrics that include BH, such as 
depression screening [10]. Capitation involves risk-sharing 
with providers by providing an all-inclusive payment per 
enrollee for a defined scope of services, regardless of how 
much care is provided. These monthly payments may or 
may not have performance-based components but intend to 
encourage patient-centered care and integration and coordi-
nation of services [11]. These alternative payment strategies 
have been found to improve process outcomes and reduce 
mental health/substance use-related utilization and spending 
[9].

Despite recent promising efforts in developing alternative 
payment strategies to support BH integration, a paucity of 
data exists on the adoption of these payment strategies in pri-
mary care practices, specifically for BH services or on how 
adoption varies across different organizational structures. 
Using a national sample of primary care practices in the 
United States that volunteered to participate in a randomized 
trial to improve BH integration, this study sought to describe 
the payment strategies used by these primary care practices to 
fund BH integration and compare whether there were differ-
ences in funding arrangements between practices that affiliate 
with hospitals versus those that do not. We hypothesized there 
would be differences in payment strategies for BH integration 
between these two types of practices, because practice type 
and organizational characteristics have been associated with 
differences in quality improvement and change management 
[12,13]. The findings would elucidate possible implementa-
tion gaps in payment strategies that support BH integration 
in primary care.

Methods
Setting and sample
In this cross-sectional study, baseline data were used that were 
collected before the COVID-19 pandemic from a pragmatic, 
cluster-randomized Integrating Behavioral Health and Primary 
Care (IBH-PC) trial, which tested a practice-centric quality 
improvement (QI) intervention aimed at improving integrated 
behavioral health in a convenience sample of primary care prac-
tices across the United States. Practices were recruited if they had 
(1) at least one primary care provider (PCP) and at least one 
onsite/co-located behavioral health provider (BHP) employed 
at 0.5 full-time equivalent (FTE); (2) developed and supported 
electronic health records access, documentation, and communi-
cation functions to include medical and behavioral providers; 
and (3) at least one BHP eligible to provide services for patients 
with any insurance plan that makes up 10% or more of the prac-
tice site’s annual billings. Details of the trial and recruitment are 
published elsewhere [14].

Data and variables
Clinic champions (i.e., individuals within the organization 
who led and motivated others to adopt integrated behav-
ioral health in the clinics [15]) and/or practice managers 
responded to a survey administered in 2019 to early 2020 
to indicate whether their practices used the following pay-
ment strategies for funding integrated BH services: fee-for-
service (FFS), pay-for-performance (P4P), collaborative care 
(CoCM) codes, capitation, enhanced FFS (practices get a 
per-member per month payment for coordinating care and 
are paid FFS for visits [16]), inclusion in health plan pre-
ferred networks, grants, and graduate medical education 
(GME) funds. Data on the following practice character-
istics were collected: type of organization, which we cat-
egorized as hospital-affiliated practices (hospital/health 
system-owned clinics, academic medical centers, and hos-
pital-affiliated clinics) or other practices not affiliated with 
a hospital (community health centers/federally qualified 
health centers (CHC/FQHC) and privately-owned prac-
tices); specialty of practice (family medicine, internal med-
icine, or both); geographic region of location; non-profit 
status; residency training status; size of the patient panel; 
number of visits in the last 12 months; fraction of adult 
visit revenue from Medicare; BHP and PCP full-time equiv-
alents; years of BH services offered on site; and degree of 
BH integration (self-assessed by four staff/providers within 
each practice using the Practice Integration Profile [17]). 
The study was approved by the University of Vermont and 
through other local institutional review boards (IRB) who 
were not able to defer to University of Vermont’s IRB.

Statistical analysis
Descriptive analyses summarized practice characteristics and 
overall frequencies of payment strategies. Chi-square tests/
Fisher’s exact tests and independent T-tests/Mann-Whitney U 
tests compared practice characteristics and payment strate-
gies by hospital-affiliated and other practices. Since practices 
reported using more than one payment strategy, we also com-
pared the three common funding combinations in our sam-
ple—FFS and P4P only, FFS and any other types of payment 
strategies (except grants or GME funds), and any combina-
tion with grants and GME funds. Due to a small sample size, 
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our comparisons were not adjusted for covariates. No missing 
data in this dataset.

Results
The analytic sample included 44 primary care practices. 
The 26 (59.1%) hospital-affiliated practices included 20 
(45.5%) hospital/health system-owned clinics, four (9.1%) 
academic medical center clinics and two hospital-affiliated 
clinics (4.5%). The 18 (40.9%) non-hospital-affiliated prac-
tices included 14 (31.8%) CHCs/FQHCs and four (9.1%) 
private practices. The practices were recruited from six 
geographic regions across the U.S.; eight (18%) practices 
were in rural areas. More hospital-affiliated practices com-
pared to non-hospital-affiliated practices were non-profit 
organizations (100% vs. 72.2%, p = .008), included inter-
nal medicine providers (26.9% vs. 0%, p = .048) and had 
GME programs (61.5% vs. 11.1%, p = .001). No other dif-
ferences in practice characteristics were detected between 
hospital-affiliated and non-hospital-affiliated practices (see 
Table 1).

Overall, most (n = 39, 88.6%) practices received FFS pay-
ments; nearly two-thirds (n = 28, 63.6%) also received P4P 
incentives; and about one-third (n = 14, 31.8%) received 
grants. A fifth (n = 8, 20%) of the practices reported using 
enhanced FFS, capitation, or were included in a preferred 
health plan network. Four (9.1%) practices used GME funds. 
More hospital-affiliated practices funded BH integration via 
P4P incentives than practices without a hospital affiliation 
(80.8% vs. 38.9% respectively, p = .01, see Fig. 1). More 
non-hospital-affiliated practices used grants as compared 
to hospital-affiliated practices (61.1% vs. 11.5%, p = .001). 
CoCM codes were used only in six (13.6%) practices, all of 
which were non-hospital affiliated.

Among practices that used more than one payment strat-
egy (see Fig. 2), over half (53.8%) of the hospital-affiliated 
practices funded their BH integration through FFS and P4P 
incentives without other payment strategies, while all the 
non-hospital-affiliated practices used additional payment 
strategies outside of FFS and P4P (p < .001). More non-hos-
pital-affiliated practices than hospital-affiliated practices 
used grants and/or GME funds in addition to other payment 

Table 1 | Comparison of practice characteristics between hospital-affiliated and non-hospital-affiliated practices

Characteristics Overall  
(n = 44)

Hospital-affiliated  
(n = 26)

Non-hospital affiliated  
(n = 18)

p value 1 

n % n % n % 

Practice specialty .048**
  Family medicine 22 50 12 46.2 10 55.6

  Internal medicine 7 15.9 7 26.9 0 0.0
  Both 15 34.1 7 26.9 8 44.4
Residency training status .001**
  No 26 59.1 10 38.5 16 88.9
  Yes 18 40.9 16 61.5 2 11.1
Non-profit .008**
  No 5 11.4 0 0.0 5 27.8
  Yes 39 88.6 26 100.0 13 72.2
Geographic region .065
  Mid Atlantic and Great Lakes 6 13.6 5 19.2 1 5.6
  Mountain 8 18.2 2 7.7 6 33.3
  New England 10 22.7 4 15.4 6 33.3
  Pacific Northwest 3 6.8 2 7.7 1 5.6
  The South 8 18.2 5 19.2 3 16.7
  West Coast and Hawaii 9 20.5 8 30.8 1 5.6

 Mean Range/SD Mean Range/SD Mean Range/SD p value 

Baseline BHP FTE 1.50 0.50–6.30 1.32 0.50–2.80 1.76 0.60–6.30 .838
Baseline PCP FTE 6.02 2.00–14.30 5.89 2.70–10.90 6.21 2.00–14.30 .288
Baseline BHP FTE: PCP FTE 5.40 0.80–14.80 5.61 1.10–12.80 5.11 0.80–14.80 .641
Years of BHP services 6.82 0–26.16 6.45 0–25.00 7.36 0–26.16 .672
Visits in the last 12 months 27297.86 19177.69 28525.00 19679.64 25525.33 18844.23 .616
Practice total patient panel size 9318.95 4968.96 10455.46 4173.35 7677.33 5657.81 .068
Fraction of adult revenue from Medicare .21 .14 .21 .15 .21 .14 .994
Baseline total median PIP 59.28 14.16 56.32 16.56 63.56 8.42 .252

BHP behavioral health provider; PCP primary care provider; FTE full-time equivalent; PIP Practice Integration Profile—a measure of degree of behavioral 
health integration in each practice.
1p value determined by Fisher-Freeman-Halton Exact test or independent T-test/Mann-Whitney U test; significance at p < .05.
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strategies (66.7% vs. 11.5%, p < .001). Notably, the CHCs/
FQHCs were the dominant practice type in the non-hospi-
tal-affiliated group that reported using grants. Among the 10 
CHCs/FQHCs that used grants, six also received payments 
through enhanced FFS, capitation, or inclusion in preferred 
health plan network, and three practices also used CoCM 
codes.

Discussion
The diverse national sample of primary care practices reported 
multiple combinations of payment strategies to support BH 
integration, and the approaches varied based on hospital affil-
iation status. Practices that were affiliated with hospitals or 
health systems tended to fund their BH integration through 
the single combination of FFS and performance incentives, 
which tend to be more stable forms of payment. By contrast, 
other non-hospital-affiliated practices such as CHCs/FQHCs 
and private practices relied in part on support from grants 

and/or GME funds, which are often time-limited and oppor-
tunistic forms of payment.

Performance-based incentive programs offer rewards for 
primary care practices to sustain BH integration. However, 
the implementation of incentive programs can be challeng-
ing, especially for smaller practices that do not have affil-
iation with a hospital or health system that can provide 
resources to navigate highly regulated contracting require-
ments. Previous studies found that the lack of administrative 
infrastructure and appropriate integration-related per-
formance measures are barriers to implement value-based 
initiatives [1]. Other studies have found that practices with-
out hospital affiliation reported challenges in contracting 
negotiations with payers and managed care organizations, 
because they are not as big as hospitals and do not to have 
the complex administrative structure required to pursue 
sophisticated payment strategies like P4P [1]. Also, some 
performance-based programs have a penalty for practices 
that do not meet the performance targets, causing potential 
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burden on care providers and practices [18], especially those 
that have limited resources and are working with disadvan-
taged and high-risk populations which experience a greater 
burden of multiple chronic medical and behavioral health 
conditions [19].

Some U.S. states have taken advantage of the Medicaid 
1115 waivers and the State Innovation Models Initiative 
to implement delivery system reform incentive payment 
demonstrations that support BH integration [20, 21]. These 
demonstration programs could allow less resourced prac-
tices receive funding for infrastructure investments and ser-
vices that are foundational to BH integration, project-based 
incentives for implementing integrated care activities, and 
performance-based incentives for achieving BH integra-
tion objectives and outcomes [22]. Although practices using 
demonstration programs achieved early success in developing 
the “building blocks” needed for integrated care, there were 
persistent challenges due to cumbersome insurance policies 
and limits on billing practices [22, 23].

CHCs/FQHCs have multiple venues to apply for grants 
given their status and grants allow these practices to make 
upfront investment for BH integration. However, the time-lim-
ited nature of the funding poses challenges for sustainability 
and may divert practice resources to grant writing [1]. These 
results suggest that smaller and potentially less resourced 
non-hospital affiliated practices could be losing opportunities 
to transform to value-based initiatives that help BH integra-
tion achieve sustainable funding. To help CHCs/FQHCs take 
advantage of value-based payment systems, states can imple-
ment programs that offer health centers flexibility to bill for 
alternative visits/touches and more provider types, as well as 
provide upfront funding for infrastructure improvements. 
Several states such as Oregon, Washington, Illinois, and 
Minnesota have shown promising results of these programs 
in improving quality and cost outcomes of integrated care 
[24]. Other policy changes that could support practices’ abil-
ity to participate in value-based payment include providing 
technical assistance and QI learning collaboratives to support 
practices through implementation, increasing, and aligning 
incentives across payment programs to support BH integra-
tion, streamlining requirements for billing, and supporting 
efforts to provide access to specialty behavioral health ser-
vices [23].

This study has several limitations. Our convenience sam-
ple of practices participating in this trial was not large 
enough to consider covariates, like non-profit status, and 
availability of GME programs, that may affect how prac-
tices choose payment strategies and warrants further stud-
ies with larger samples. Although the small sample size may 
not be generalizable to all practices that have BH integra-
tion, the sample included practices from a national sample 
across diverse organizational structures, serving both rural 
and urban settings. It is unclear whether the limited use of 
CoCM codes in this study could be due to few practices 
using the CoCM model and/or difficulties implementing the 
CoCM codes. Prior literature has suggested that arduous 
workflow changes and administrative documentation bur-
den hinder adoption of CoCM codes in clinics that use a 
CoCM model [6, 25, 26, 8]. The lack of rollout of CoCM 
codes in hospital- affiliated practices may infer unique bar-
riers to adoption of these codes in larger health systems and 
this warrants further study.

Implications
Stable financing for BH integration is important to support 
ongoing sustainability of operations and grow the BH work-
force to address the high negative impact of unmet behavioral 
health needs in primary care. This study found practices used 
disparate combinations of payment strategies, even among 
practices that have achieved BH integration as represented in 
having BH staff onsite and integration of records and work-
flow. The lack of stable funding for BH integration likely limits 
other practices from implementing BH integration, particular 
during times of organizational stress. Future research is needed 
to understand how payment strategies are associated with the 
degree of BH integration in practices and patient access to BH 
integrated care and outcomes [27]. Also, studies are needed 
to understand both the resources needed to establish funding 
sources and how potential gaps in funding stifle progression 
on BH integration in practices. Additionally, QI interventions 
that target improving BH integration can play a critical role in 
providing support and coaching to clinics around reimburse-
ment and funding strategies. Our study was part of a pragmatic 
IBH-PC trial testing a multicomponent QI intervention that in 
part connected practices with coaches and experts who could 
address questions related to financing BH integration [14].

Conclusion
Primary care practices in this study used multiple payment 
strategies to sustain BH integration, which varied based on 
hospital affiliation status. Namely, non-hospital-affiliated 
practices tended to use more variable payment strategies 
that included opportunistic grant funding and organizational 
based GME funding, both of which may not provide stable 
funding sources over time as well as FFS and P4P strategies. 
More studies are needed to explore the impact of using dif-
ferent payment strategies and whether the payment strategies 
used are adequate to sustain and grow BH integration efforts 
in practices over time.
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