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Separating the care of people with emotional and
behavioral problems into physical and mental com-
partments and organizing 2 systems of care to meet
their needs has been known to be a mistake for
decades.1–3 Progress on actually changing clinical
practice to integrate care has been slow, not so
much because of neglect, but because it is hard,
often challenged by history, clashing cultures, and
institutionalized barriers.4,5

The case for replacing current approaches with
revised practices and services to care for people
with behavioral health conditions is strong, and
includes opportunities to improve health and health
care, and to contain health care expenses.6–10 Fig-
ure 1 depicts the prevalence and unmet need for
treatment of mental health disorders, and makes
the case for behavioral health and primary care
integration.

As the delivery of integrated care continues to
mature, so too has the lexicon associated with it. In
this supplement we use the following definitions
adapted from the work of Peek11 and Butler and
colleagues.12 Behavioral health care is used as a
broad term to encompass care for patients around
mental health and substance use conditions, health

behavior change, life stressors and crises, as well as
stress-related physical symptoms. The term inte-
grated care is used to mean care rendered by a
practice team of primary care and behavioral health
clinicians, working together with patients and fam-
ilies and using a systematic and cost-effective ap-
proach to provide patient-centered care that ad-
dresses diverse physical health and behavioral health
needs.11,12

There are opportunities to close the gap be-
tween what we know and what we do.13 The large
segment of the population burdened by behavioral
health problems14,15 is waiting for health profes-
sionals to unite and work together to meet their
needs. It is a situation calling for swift, assertive
action. Fortunately, community-based practices are
rising to the challenge, such as those that partici-
pated in Advancing Care Together (ACT) and the
Integrated Workforce Study (IWS). ACT and IWS
were 2 comparative case studies conducted by an
independent and experienced evaluation team at
Oregon Health & Science University. These stud-
ies provided the evidence for this supplement.

ACT was a program sponsored by the Colorado
Health Foundation and administered by the De-
partment of Family Medicine at the University of
Colorado–Denver. The aim of this 5-year enter-
prise was to change practice, specifically primary
care practices and community mental health cen-
ters in different settings and working with different
populations under different business models. A
statewide competition invited local clinicians to
propose their own ideas regarding how they could
make progress toward integrating the care of their
patients with behavioral health conditions. A steer-
ing committee of local and national leaders selected
eleven practices reflecting the diversity of ideas and
situations that applicants proposed. Minimal fund-
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Figure 1. A case for integrating behavioral health and primary care. Reproduced with permission from the Eugene
S. Farley, Jr. Health Policy Center.
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ing ($150,000 total over 3 y) was provided to cover
practice expenses associated with their participation
in ACT and the program’s crosscutting evaluation
and learning community. The aim of the ACT
evaluation was to learn what practices aspired and
were able to do under their local conditions and
with local resources, to improve the care of people
with emotional and behavioral problems. The eval-
uation examined how practices implemented their
ideas, what happened to the practices as they pro-
ceeded with their plans and the resulting effects on
a set of variables that matter to patients, clinicians,
and policy makers. Early ACT results and a de-
scription of the structure and methods of the eval-
uation have been published.16

The IWS was sponsored by the Agency for
Health care Research and Quality, the Maine
Health Access Foundation, and the CalMHSA
Foundation. IWS provided an opportunity to assess
practices outside of Colorado and to assist the field
of primary care and behavioral health in identifying
professional practices and core competencies for
developing a workforce for integrated care. The
practices were selected through a key informant
nomination process to identify candidate practices
with successful experience integrating care. The
evaluation team and a consultant panel reviewed
nominations and made preliminary inquiries, and
then an expert panel selected practices for direct
observation and evaluation. Eight sites were se-
lected across the United States with different levels
of maturity and duration of their integration ap-
proaches. The IWS evaluation sought to discern
what exemplary integrated practices actually do to
achieve high-quality integrated care. Given that the
vast majority of other competency efforts around
integration had been focused on only using the
literature or a consensus panel, this effort was dif-
ferent in that it relied on the direct observation of
practices and focused on how integrated care was
organized and accomplished. The IWS concluded
with the creation of a Guidebook of Professional
Practices for Behavioral Health and Primary Care
Integration: Observations from Exemplary Sites.17

This supplement pulls together key lessons
learned from ACT and IWS about what it takes to
implement integrated care, not under well-funded
research conditions, but in the diverse, local reali-
ties of frontline practices with varying levels of
experience. The primary audience for this material
is frontline clinicians and practices who want to

improve the care of people with emotional and
behavioral problems and join the movement to re-
place the separated histories of so-called physical
and mental health care with evidence-based, inte-
grated care that works. Additional audiences in-
clude funders of practice transformation initiatives,
practice change facilitators, and others in a position
to enable practice transformation through their ef-
forts, such as those positioned to implement pay-
ment and workforce reforms.

The articles in the supplement can be extracted
according to a reader’s particular interest, but taken
together they contribute to an emerging picture of
complexity, challenge, success, and struggle during
the journey to integration of primary care and be-
havioral health. They are about the “how” of inte-
grated behavioral health and primary care.

In this supplement, readers will find descriptions
and observations about a number of elements that
are keenly important in shaping how integrated
care is organized and delivered in clinical settings.
Gunn et al18 report how the physical design and
floor plans of practices enabled or impeded inte-
grated care and offer recommendations anyone
with an opportunity to remodel or build new space
may find useful, including a starter template. Hall
et al19 identified a half dozen ways practices coped
with the unfortunate fact that the available primary
care and behavioral health care workforce typically
does not come fully equipped with training and
prior experience to work effectively in integrated
practices. Health professions educators may spot
opportunities to improve their graduates’ prepara-
tion for integrated practice. Davis et al20 report
details of staffing ratios and scheduling patterns and
expose observed consequences to clinicians, staff,
and patients attributable to the number and types
of clinicians, their locations, and their occasional
or constant availability. Cifuentes et al21 go past
the usual complaints about electronic health re-
cords (EHRs) to reveal observed workarounds
deployed by practices to cope with the data col-
lection and sharing requirements of integrated
care. EHR vendors have opportunities to help
patients get what they need by making these
workarounds unnecessary.

Cohen et al22 serve up a feast of insight into how
primary care and behavioral health clinicians actu-
ally were observed to work together in daily prac-
tice, deploying 3 distinct work modes. Practices
and educators will want to check out the patient,
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clinician, practice and system factors that support
what looks like a dance of collaboration. Balasubra-
manian et al23 demonstrate 2 practical approaches
to measuring REACH (the extent to which the
integration program was delivered to the identified
target population), defined within the RE-AIM
(Reach Effectiveness Adoption Implementation
Maintenance) evaluation framework as the abso-
lute number, proportion, and representativeness
of individuals who participate in a given initia-
tive, intervention, or program.24 The wide vari-
ation in REACH among practices sends a sober-
ing message of how a lot of hard work may not
yield desired results, but also how measuring
REACH can prompt revising or solidify ongoing
implementation. Wallace et al25 report a nearly
heroic effort to make sense of the expenditures
ACT practices made as they implemented and op-
erated their integration strategies. Payers will not
see the numbers they need to adjust payments, but
they will see that integration of primary care and
behavioral health is not free, where expenses are
incurred, and that payment must be adjusted if
integrated care is to be promulgated and sustained.
Cohen et al26 cast a gaze across these practices to
reveal organizing constructs that within the context
of each practice produce different expressions of
what integrated care can look like in diverse prac-
tice settings. Both practices and researchers may
find that these constructs can guide their efforts to
implement and further understand integrated care.

This supplement also contains stories about
provider and patient successes and struggles that
move beyond words to understanding of what it
is going to take to do right by millions of people
awaiting the fruits of scientific knowledge and
redesigned practice. Three invited commentaries
on leadership, policy, and practice assis-
tance27,28,29 conclude the supplement offering
interpretations and suggestions about next steps,
which are urgently needed to continue to move
forward toward the integration of behavioral
health and primary care.

This type of investigation and approach to
discovery depends fundamentally on the ability
and willingness of real practices in real commu-
nities taking care of real people to disrupt their
daily lives to share what they know and what they
do with researchers in hopes of doing better.
ACT is thus indebted to the eleven innovating
practices that came together to lead and learn

together and to expose themselves and their work
to scrutiny. This was an act of courage and pro-
fessionalism for which we express our deep ap-
preciation and admiration. The 11 that began the
ACT journey ended the ACT journey together,
albeit not necessarily in the same configuration
nor having done everything they thought they
would do in a particular manner. These practices
are listed below. Like the ACT practices, those
that participated in IWS opened themselves to
intense scrutiny, including direct observation of
patient care, and shared freely their hard-won
lessons and approaches to integrated care. We
also owe a great debt and extend our gratitude to
these practices, also listed below.

These innovators continue serving their local
communities having made progress toward better
care for their patients. This supplement attempts
to draw lessons from their journey, especially
about how integrated care can be done. The
nation’s journey toward integrated care contin-
ues and begs to be accelerated. So many people
are waiting for care that integrates the mind and
body, primary care, and behavioral health. It will
be done and become the standard of practice.
The question now is when?

ACT Practices

● Axis Health System, Durango, CO
● Bender Medical Group, Inc., Fort Collins, CO
● Denver Health and Hospital, Denver, CO
● Jefferson Center for Mental Health, Wheat

Ridge, CO
● Kaiser Permanente Colorado, Denver, CO
● Midvalley Family Practice, Basalt, CO
● Plan de Salud del Valle Inc., Brighton, CO
● Primary Care Partners, Grand Junction, CO
● Southeast Mental Health Services, La Junta, CO
● University of Colorado Aging Center, Colorado

Springs, CO
● Westminster Medical Clinic Westminster, CO

IWS Practices

● Cherokee Health Systems, Knoxville, TN
● Edward Hines, Jr. VA Hospital–Primary Care

Behavioral Health Program, Hines, IL
● Fairview Clinics–Integrated Primary Care, Fair-

view Health Services, Minneapolis, MN
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● Golden Valley Health Centers, Merced, CA
● Institute for Family Health, New York, NY
● Penobscot Community Health Care–Summer

Street Health Center, Bangor, ME
● Southcentral Foundation, Anchorage, AK
● Swift River Family Medicine, working in collab-

oration with Tri-County Mental Health Ser-
vices, Rumford, ME
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