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Background: More than 20 years ago the Institute of Medicine advocated for integration of physical and
behavioral health care. Today, practices are integrating care in response to recent policy initiatives.
However, few studies describe how integration is accomplished in real-world practices without the fi-
nancial or research support available for most randomized controlled trials.

Methods: To study how practices integrate care, we are conducting a cross-case comparative, mixed-
methods study of 11 practices participating in Advancing Care Together (ACT). Using a grounded theory
approach, we analyzed multiple sources of data (eg, documents, practice surveys, field notes from ob-
servation visits, semistructured interviews, online diaries) collected from each ACT innovator.

Results: Integration requires making changes in organization and interpersonal relationships. Dur-
ing early integration efforts, challenges related to workflow and access, leadership and culture change,
and tracking and using data to evaluate patient- and practice-level improvement emerged for ACT inno-
vators. We describe the strategies innovators are developing to address these challenges.

Conclusion: Integrating care is a fundamental and difficult change for practices and health care pro-
fessionals. Research identifying common challenges that manifest in early efforts can help others at-
tempting integration and inform state, local, and federal policies aimed at achieving wide-spread imple-
mentation. (J Am Board Fam Med 2013;26:588–602.)
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It has been almost 20 years since the Institute of
Medicine (IOM) declared primary care and behav-
ioral health to be inseparable.1 In the interval, the
Agency for Health care Research and Quality,2,3 the
IOM,4 and other state and federal agencies have ad-
vocated for integrating delivery of physical and be-

havioral health services as a way to improve the qual-
ity of patient care. Terminology for and evidence-
based models of integrated care are still emerging.3,5

Given the current emergence of language in this field,
in this article we use the following definitions modi-
fied from Peek5 and Butler and colleagues.3 Behavioral
health care is a broad term used to encompass care for
patients around mental health and substance use con-
ditions, health behavior change, life stressors and cri-
ses, as well as stress-related physical symptoms. Inte-
grated care is care rendered by a practice team of
primary care and behavioral health providers, work-
ing together with patients and families and using a
systematic and cost-effective approach to provide pa-
tient-centered care. This care may address diverse
behavioral health needs. Models of integrated care
may vary on numerous levels, including but not lim-
ited to characteristics of the care team, spatial ar-
rangements, type of collaboration, and protocols for
patient detection, treatment, and follow-up. Com-
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mon integrated care models include collaborative de-
pression care, primary care behavioral health, and
co-located mental health and primary care services.

Evidence from randomized controlled trials
(RCTs) demonstrates that integrated care improves
process of care3,6–9 and clinical outcomes for pa-
tients with common medical and behavioral condi-
tions (eg, diabetes, depression, anxiety),3,6,8,10–16

including patients’ overall quality of life.3,6,8,11,12,17

Although RCTs suggest benefits to integrating pa-
tients and health care systems,17,18 widespread
adoption has not occurred.

Several integration strategies, such as co-lo-
cated services, shared medical records, and pro-
active referrals, have demonstrated effectiveness
in RCTs.3 However, few studies describe the
factors influencing implementation in real-world
primary care practices.4,19 Katon and col-
leagues20 note that even though collaborative de-
pression care, one model of integrated care, has
robust support in research, “it can be a great deal
more challenging to implement such programs in
the real world than to conduct the research to
establish the evidence base for such programs.”
This is because approaches used in clinical effi-
cacy studies may not be generalizable to other
settings because of differences in staffing, lead-
ership models, diverse patient care needs, or
workflow processes. Many integration RCTs fo-
cus on single disease states or are conducted in
large health care systems that have different re-
imbursement structures.3 Few real-world sites
have the support of research personnel or financ-
ing for new positions that was available to the
published studies. In addition, clinical trials tend
to be randomized at the patient level rather than
at the practice level and are focused on testing
specific models of care (eg, collaborative depres-
sion care) rather than practice-level implementa-
tion of evidence-based integrated care strate-
gies.3 Tailoring models so they are feasible and
sustainable given local contexts and providing
support during implementation may be necessary
for integration to occur outside of RCTs.20 –23

Research exploring how to implement and sus-
tain integrated care in diverse primary care prac-
tices and behavioral health settings is needed.4,19,24

Recent regional and national policy changes aimed
at achieving a triple aim (ie, improved quality and
experience of care while controlling costs), estab-
lishing patient-centered medical homes, and devel-

oping accountable care organizations have led prac-
tices across the United States to tackle integration.3,23

We present early findings from 11 practices work-
ing to integrate care through the Advancing Care
Together (ACT) program.25 ACT innovators are
using multiple evidence-based strategies to inte-
grate primary care and behavioral health. Our find-
ings focus on 3 areas where all sites have encoun-
tered challenges in their early efforts: workflow/
access to care, leadership/culture change, and
tracking/using data.

The ACT Program
ACT is a 4-year program of The Colorado Health
Foundation (TCHF) that is designed to test strategies
to integrate care for patients in real-world primary
care and behavioral health settings.25 The fundamen-
tal goal of ACT is to change practices by addressing
whole-person versus silo-like care. TCHF identified
the Department of Family Medicine at the University
of Colorado, Denver, as the Program Office for
ACT. The Program Office selected a steering com-
mittee composed of Colorado and national lead-
ers in primary care and behavioral health that
helped conceptualize ACT and now provide
guidance and direction for ongoing activities.
TCHF also funded an evaluation of ACT.

ACT invited applicants to implement evi-
denced-based strategies to integrate care in their
respective settings. ACT innovators received $50,000
annually for a 3-year period (totalling $150,000).
Funds were intended to offset costs of participat-
ing in the ACT evaluation and other grant-re-
lated responsibilities but were purposefully lim-
ited to avoid financing substantial aspects of the
innovation. This was done to increase the likeli-
hood that changes would be sustained beyond
grant funding.

Primary care practices and behavioral health or-
ganizations in Colorado submitted applications for
ACT in April 2011.25 Proposals were excluded if
the setting was so unique that findings were un-
likely to be replicable, if the proposed innovations
did not use evidenced-based strategies, or if it fo-
cused on a single disease or condition. The ACT
Steering Committee conducted an initial review
of applications in May 2011. The evaluation team
and Program Office conducted an evaluability
assessment26 between June and August 2011 to
gather additional information about semifinalists.
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In July 2011, the Steering Committee purpose-
fully selected 11 applicants to create a diverse
portfolio of evidence-based integration strate-
gies, henceforth referred to as “ACT innovators”
or “innovators.” Funding started September 1,
2011. The Program Office developed learning
community activities for ACT innovators, in-
cluding bi-annual meetings, webinars, and per-
sonalized technical assistance.

Methods
We designed a mixed-method evaluation to ob-
serve the implementation of integrated care among
the ACT innovators and to compare the reach27

and effectiveness of these efforts. The Oregon
Health & Science University and the University of

Texas Health Science Center at Houston institu-
tional review boards approved the study protocol.

Data Collection
A multidisciplinary research team (epidemiologist,
primary care clinician, clinical psychologist, experi-
mental psychologist, communication scientist) with
expertise in practice transformation, mixed methods,
and integrated care is conducting the ACT evalua-
tion. Table 1 describes the data informing this article,
including documents (eg, grant application, semian-
nual reports); practice surveys; field notes from ob-
servation visits and ACT meetings; semistructured
interviews; and online diaries. Online diaries are a
web-based platform where participants can record
real-time implementation experiences.28

Table 1. Data Sources and Measures for the Advancing Care Together (ACT) Evaluation

Research Questions
Primary Data

Type Description of Data Data Collection Process

How do the ACT practices
make the changes
required to integrate
care for patients?

Documents Documents include grant applications,
reports to TCHF, E-mail
communications, innovator
presentations, and documents from
innovators (scheduling templates,
educational materials).

Documents are collected throughout
the study period and during
observation visits. The Program
Office and grantees share
documents freely.

What factors enable and
impede efforts to
integrate care for
patients, with particular
attention to teamwork,
information exchange,
and shared decision
making?

Online diaries Members from each innovation team
report their implementations
experiences biweekly via an online
journal that is shared with other
members of their team and the
evaluation team.

The evaluation team identified 5 to
7 people on each grantee team,
including practice members, to
post diary entries. Each team has
a private online diary room. Diary
keepers were asked to post every
2 weeks. Evaluators interact with
diary keepers to encourage
posting.

Observation visits Two-day visits with each innovation
site to observe care delivery.

During visits, 2 to 3 evaluators
observed the care delivery process
by shadowing clinicians, clinical
support staff, and nonclinical
support staff. This included
observing huddles and other team
meetings.

Interviews Informal and semistructured
interviews are conducted with the
innovators, clinic members, and
eventually patients.

The evaluation team has informal
discussions with innovators during
meetings convened by the
Program Office. In addition, we
conduct semistructured interviews
with 8 to 10 practice members
during observation visits.

Survey A survey was completed by each
innovation team to collect
information about each
organization (eg, ownership, staffing
patterns, turnover, panel
characteristics).

The evaluation team distributed
surveys to one person at each
ACT innovation site who worked
with members of the practice to
complete the information.
Information was returned to us
and data reviewed. Questions
were clarified with teams as
needed.

TCHF, The Colorado Health Foundation.
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Data Management
Paper surveys were manually entered into Excel (Mi-
crosoft Corp, Redmond, WA). Members of the eval-
uation team took notes during observation visits and
used these to prepare field notes, typically within 24
hours. Interviews were audio-recorded and profes-
sionally transcribed. All data, including online diary
data, were de-identified. Qualitative data were en-
tered into Atlas.ti (ATLAS.ti Scientific Software De-
velopment GmbH, Berlin, Germany) and survey data
was entered into SAS software (SAS Inc., Cary, NC)
for analysis.

Data Analysis
We used a grounded theory approach and analyzed
data as we collected it.29 This involved reading and
reviewing qualitative data and discussing as a team

the larger patterns and lessons emerging across the
11 innovations. We did this in 3 immersion-crys-
tallization cycles.30 First, we immersed ourselves in
the data, meeting weekly to analyze each case (ie,
individual practices/innovator teams). Through
this process, key findings “crystallized” and were
coded. In a second immersion-crystallization cycle,
we analyzed how emerging findings manifest across
innovations. In addition to identifying the impor-
tance of workflow and leadership, we found that
innovators were at different developmental stages.
To capture this distinction more formally and to
refine our study findings further, we conducted a
third immersion-crystallization cycle to character-
ize the organizational and interpersonal relation-
ships present in each innovation using existing ty-
pologies (Figures 1 and 2).31,32

Figure 1. Relationships at the organizational level.

Isolation / Mutual 
Awareness

Isolation: 
Entities working 
completely 
separately

Mutual 
Awareness: 
Agencies are 
informed about 
each other and 
each others’ 
activities

Cooperation

Denotes some 
sharing of 
resources, such 
as space, data, 
or personnel

Collaboration

Involves joint 
planning and 
execution, with 
both entities 
working 
together to 
coordinate at 
multiple points 
to carry out a 
combined effort

Partnership

Implies 
programmatic 
integration, with 
two entities 
working so 
closely together 
that there is no 
separation from 
the end user’s 
perspective; 
there are, in 
fact, two 
parties, but 
their degree of 
integration is so 
great that the 
effect is nearly 
seamless

Merger / Single 
Organization 

Merger: One 
combined entity 
replacing the 
formerly 
separate 
entities

Single 
Organization: 
One 
organization to 
start

Figure 2. Relationships at the interpersonal level.

Referral-triggered 
periodic exchange

Information 
exchanged 
periodically with 
minimally shared 
care plans or 
workflows

Regular 
communication / 

coordination

Regular 
communication and 
coordination, usually 
via separate 
systems and 
workflows, but with 
care plans 
coordination to a 
significant extent

Full collaboration / 
integration

Fully shared 
treatment plans and 
documentation, 
regular 
communication 
facilitated by a care 
coordinator and/or 
clinical workflows 
that ensure effective 
communication and 
coordination of care
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Results
Description of ACT Innovators
ACT is funding 9 primary care practices and 2
behavioral health agencies. Practices are located in
rural and urban settings, represent private and pub-
lic ownership models, and serve diverse payer and
patient mixes (Table 2). Before ACT 4 primary
care practices employed behavioral health provid-
ers; neither behavioral health agency employed
medical clinicians.

Table 3 describes the 11 innovations, which are
15 months into implementation. Five innovators
are integrating behavioral health into primary care,
2 are integrating primary care into behavioral
health, and 4 are refining existing integration ef-
forts. ACT innovators are past start-up (eg, select-
ing the integration model, developing initial staff-
ing plans, hiring new professionals) and are actively
implementing evidence-based strategies, including
systematic screening, co-located care, and shared
electronic health records (EHRs) (Table 3).3,33–41

Innovators have achieved integration of behavioral
health and primary care services in 3 ways: by
building partnerships with local and regional orga-
nizations, by directly hiring new personnel, or by
expanding hours for existing behavioral health and
medical clinicians.

Many innovators are developing or expanding
partnerships with external organizations to imple-
ment integrated care. As portrayed in Figure 1,
relationships between partnering organizations
vary along a spectrum, from isolation (working sep-
arately) to merger (one combined entity replaces
formerly separate entities).32 Innovators move
across this spectrum as organizations work together
over time. At the time of our analysis, 4 of the ACT
innovators (IDs 4, 6, 9, 11) involved a single orga-
nization with behavioral health and medical depart-
ments. Two innovators (IDs 1 and 3) are at the
“cooperation stage,” with organizations sharing
physical space, data, and some ancillary staff. Two
(IDs 2 and 10) are transitioning from the “cooper-
ation” to the “collaboration stage” as organizations
begin to jointly plan and execute goals. Three in-
novators (IDs 5, 7, 8) are in the early stages of
“collaboration” (these partnering organizations
have joint goals) and are working on various strat-
egies (eg, shared schedules, shared care plans) to
deliver integrated care.

At the level of interpersonal relationships, inno-
vators employ multiple strategies to enable inte-
grated care (Figure 2; Table 3).5 Six ACT Innova-
tors (IDs 1, 2, 3, 5, 6, 9) predominantly use a
“referral-triggered” strategy, where information is
shared on an as-needed basis, with minimally
shared care plans and workflows. Four innovators
(IDs 4, 7, 8, 10) use “regular communication/coor-
dination” as their dominant strategy but revert to a
referral-triggered method when behavioral health
providers are not available. In the regular commu-
nication/coordination approach providers regularly
communicate with each other about patients and
coordinate care plans, even if they are using sepa-
rate EHRs or have separate workflows. For exam-
ple, in one clinic, behavioral health providers route
treatment notes to medical clinicians who review
then reinforce behavioral health goals during med-
ical encounters. One innovator (ID 11) is at “full
collaboration/integration” based on initial organi-
zational structure.

Early Challenges to Integration
ACT innovators are facing challenges in their early
integration efforts in 3 areas: workflow and access,
leadership and culture change, and tracking and
using data. These challenges are manifesting across
all sites, irrespective of care setting or integration
focus. The next section uses the case narrative of
one innovator (ID 7) to illustrate these challenges.

Key Challenges and Early Solutions to Integration: ACT
Innovator 7 Case Narrative
Primary care practice A is located in Colorado
suburb and has been exploring opportunities to
integrate behavioral health for several years. Estab-
lished more than 50 years ago, the practice is cur-
rently owned by 2 physicians and employs 4 med-
ical clinicians (physician, physician assistant, nurse
practitioner, and chiropractor), an office manager,
and 17 clinical and nonclinical support staff. The
practice refers patients to a community mental
health center (CMHC) and has rented space to a
local psychologist for 2 evenings a week for the past
few years. These arrangements provide access to
behavioral health services for patients with the
right types of insurance and diagnoses. However,
brief intake screens and the lived experience at the
practice indicate that many patients have mild to
moderate behavioral health needs that are unmet.
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The medical clinicians want a behavioral health
provider to help treat patients in real time.

From a financial perspective, the practice is not
able to hire a full-time behavioral health provider.
When practice A learned of ACT, they saw it as an
opportunity to integrate a behavioral health pro-
vider, expand their health coaching program, and
evaluate the financial sustainability of this model
using a hypothetical fee of $6 per member per year
that would be paid by patients. Practice A had
worked with the local CMHC on a few previous
projects, but the timing had never been right to
foster integrated care. When ACT was announced
the practice knew they did not want to collaborate
with an individual and so the medical director and
clinic manager approached the CMHC to see
whether their behavioral health services could be
expanded to the practice. After several months,
both organizations agreed on a financial strategy to
place a behavioral health provider in practice A 2
days a week. The CMHC was simultaneously
building integrated partnerships with 5 other pri-
mary care clinics.

Hiring the part-time behavioral health provider
was a joint effort by the primary care clinic and
CMHC. It took several months to identify a can-
didate with the right clinical skills who was willing
to work for the hours and pay available. The be-
havioral health provider participated in a week-
long orientation at the CMHC and was introduced
to the practice. This person participated in
monthly primary care clinic staff meetings and re-
ceived office space in the practice in which to see
patients. A team of clinicians and staff developed
protocols for how to access the behavioral health
provider. This included a behavioral health sched-
ule with 40-minute therapy appointments inter-
spersed with 30-minute blocks for open consulta-
tion. This schedule was shifted several times in
response to provider and staff feedback. When the
behavioral health provider was not on site, the
practice developed alternate strategies (including
an introductory pamphlet and paper-based referral
form) to support patient connections. However, it
was challenging to make warm hand-offs (eg,
bringing another professional into the visit to in-
troduce this person to the patient and transition
care) and hallway consultations a routine part of
care. This was because of the behavioral health
provider’s limited hours, as well as challenges inte-
grating primary care members and the behavioral

health provider’s personalities and professional
identities. Shortly after her placement, the behav-
ioral health provider left for a full-time position in
another setting.

After several months, the practice and CMHC
partners hired another behavioral health provider.
However, medical clinicians built up a backlog of
behavioral health referrals during the interim, and
when the new behavioral health provider started,
her schedule was booked solid with previously re-
ferred patients. This limited time for warm-hand
offs and consultations. The new behavioral health
provider found it difficult to balance the competing
demands of the position (eg, providing therapy and
brief consults, following up on referrals, preparing
chart notes, participating in staff and leadership
meetings). Building rapport with practice members
was also a challenge. She left the position after a
few weeks. The practice and CMHC recently hired
their third behavioral health professional.

As the CMHC expanded their focus to place
behavioral health providers in primary care set-
tings, they created a position to help manage their
integrated care initiatives. This CMHC employee
supervises the integrated behavioral health provid-
ers at 6 partnering primary care practices (includ-
ing primary care practice A), builds rapport with
primary care practice members, and serves as a
liaison between the CMHC and the integrated
practices. Despite everyone’s best efforts, practice
A is frustrated at the slower pace of decision making
at the CMHC, which is a large organization in
which decision making takes longer than it does in
smaller, independent organizations. Both partners
recognize that it would be ideal to have the next
behavioral health provider onsite full time, have
time available for consults and warm hand-offs, and
actively involve this person in developing the
emerging model of integrated care. We believe that
both parties also are recognizing that successful
integration of the behavioral health provider is
likely to require a culture and identify shift by both
the primary care members and the behavioral
health professional.

Workflow and Access to Care
ACT innovators are developing workflows to en-
sure consistent access to integrated care. However,
when new medical or behavioral health profession-
als are added to a practice, they are typically hired
(or contracted) as part-time employees. Part-time
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schedules and other factors (eg, vacation, illness,
continuing education, semester transitions in train-
ing programs) pose barriers to access. Even when
medical and behavioral health providers are present
simultaneously, demands of patient care sometimes
render professionals inaccessible, making it difficult
to implement consistent workflows.

Innovators are addressing these challenges by
expanding hours for part-time providers, develop-
ing schedules that intersperse short counseling ses-
sions with time for warm hand-offs and hallway
consultations, and creating rules for interruption
(eg, practices establish policies allowing medical or
behavioral health providers to be interrupted dur-
ing an encounter if another patient is in crisis).
Innovators also are building “contingency” work-
flows to support asynchronous patient hand-offs.
For instance, at site 7, if the behavioral health
provider is not available medical clinicians can dis-
tribute a brochure to the patient describing behav-
ioral health services and send a message via the
EHR to the behavioral health provider to initiate a
phone consultation. Innovators also are developing
scripts to inform patients about new integrated care
resources, especially behavioral health services.

Leadership and Culture Change
Integration is a fundamental change in practice
culture. New collaborations are difficult to foster
among professional equals, especially when one
professional joins an organization led by the an-
other group of professionals (eg, a clinician/medi-
cal assistant team embedded in behavioral health
setting; a psychologist embedded in a primary care
practice). Differences in opinion emerge, and we
observed struggles around who controls patient-
provider relationships, how perspectives on patient
needs and diagnoses are managed, what is an ap-
propriate pace of care delivery (eg, shortening be-
havioral health sessions), and how to complete and
share encounter notes. Staff turnover is common.
Finding the “right” people for the integrated care
team is necessary but insufficient for solving these
problems. In behavioral health training programs,
power struggles are minimized because students are
in a learning/supportive role and are acculturated
into the primary care model.42,43

Leadership influences how professional interac-
tions unfold and whether teams are able to inno-
vate, “fail,” and try again when implementing inte-
gration. When interventions involve multiple

organizations, leadership from each setting must
inform the integrated care approach. New supervi-
sory positions are emerging to support integrated
staff. These individuals bridge unique organiza-
tions, frequently facilitating and mediating inter-
personal relationships and organizational objec-
tives. In addition, leadership is critical to engaging
on-the-ground professionals in decisions, such as
changing physical layout, relocating providers to
shared office spaces, and creating collaborative
meeting times (eg, team huddles, time during staff
meetings) that facilitate new ways of working to-
gether and foster camaraderie and culture change.

Tracking Patients and Using Data
Before ACT, few innovators systematically
screened patients for behavioral health needs. Early
during implementation, innovators selected evi-
dence-based, pragmatic screens for common phys-
ical (eg, body mass index, blood pressure) or be-
havioral health (eg, depression, anxiety, substance
use) conditions. Many innovators developed
screening protocols and are now systematically col-
lecting patient-level data (Table 3). Innovators are
learning how to use these data to: (1) monitor
patient improvement and escalate treatment as
needed, (2) manage care for a population of pa-
tients (eg, those with uncontrolled diabetes) and
reach out to patients where behavioral health
patterns may present barriers to wellness; and
(3) monitor practice progress with regard to care
quality.

Although innovators recognize the value of us-
ing data to support care for individual patients, few
sites have EHRs designed to capture both physical
and behavioral health information or to share this
information between clinical disciplines. Several
are navigating 2 EHR systems to access and record
patient data. In addition, data on behavioral health
processes (eg, referral to psychiatrist) and outcome
indicators (eg, depression screening scores on the
9-item Patient Health Questionnaire) are not rou-
tinely captured in discrete fields, making it difficult
to run population-level queries to evaluate practice
change. Moreover, few sites have the staffing infra-
structure to run or review these queries.

Innovators are creating workarounds to record
and/or access relevant patient data because health
information technology is inadequate for inte-
grated care. Two innovators (IDs 3 and 4) are
automating screening with a tablet that syncs with
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the EHR in real time. Others are building registries
of patients who screen positive and maintaining
them through manual data entry. Some are creating
EHR-based documentation templates and develop-
ing new data query scripts.

Discussion
Innovators are using ACT as an opportunity to
“start where they are” and build an infrastructure
for integrated care that can be clinically, operation-
ally, and financially sustained beyond the funding
period. In 15 months, innovators have made prog-
ress in both organizational and interpersonal rela-
tionships as they integrate care. We highlight 3
challenges the innovators are addressing: develop-
ing workflows and managing access to new health
providers, fostering changes in culture necessary
for integration, and improving data tracking and
use to monitor quality of care at the patient and
practice levels. Our findings provide a window into
the complicated and difficult process of transform-
ing primary care and behavioral health settings into
integrated care facilities.

Although RCTs demonstrate that integration
decreases fragmentation and improves comprehen-
sive care delivery and patient outcomes,3,44,45 there
is little guidance on how to translate findings from
these well-supported research studies into real-
world practices.46 The Agency for Healthcare Re-
search and Quality’s 2008 review of evidence on the
efficacy of integrated care indicates that numerous
organizational and financial barriers to successful
integration persist; few clinical trials, however, de-
scribe barriers to implementation or the strategies
employed to overcome them.3 For instance, one
trial identified limited time as a barrier to imple-
menting a 2-step screening process for depression
in the primary care setting. To address this, the
research team hired additional staff to screen pa-
tients,3,47 a solution not often feasible in real-world
settings. In addition, facilitative leadership and de-
veloping interprofessional relationships are critical
to enabling integration. Yet most trials do not re-
port or offer strategies to address the leadership
and relationship challenges that manifest across in-
novators sites and likely across all practices at-
tempting integration.3,48 By collecting in-depth
data during implementation, we provide rich in-
sights into what works and what does not as prac-
tices implement evidence-based integration strate-
gies in real-world settings.

Various strategies for integration continue to be
developed.45,49 Our experience and that of others
suggests that during implementation integrated
care strategies must be tailored to the resources
available in the local practice and community set-
tings.23 In addition, integration requires improving
teamwork and collaboration,14,50–52 developing
clinical skills,14,51–53 supporting clinician engage-
ment, and improving the exchange of health infor-
mation.19 Exploring how practices develop the
skills and tools needed to integrate care and tailor
integration strategies outside of RCTs is an impor-
tant advance for the field.24,54

The ACT portfolio provides rich data on a range
of strategies real-world practices use to integrate
care. Innovators demonstrate that integration is not
accomplished by simply adding screening protocols
and new professionals to a practice. Although being
physically present may create opportunities to pro-
vide whole-person care, we observed that integra-
tion requires fundamental changes in how health
care professionals view their roles. It requires de-
veloping organizational and interpersonal relation-
ships. Even within an organization, implementing
integrated care may require subgroups within the
organization, who may be working together for the
first time, to develop new ways of relating. Some
innovators have stated that, “identity change is fine,
as long as it is not mine.” Leadership plays a critical
role in helping people make the changes to culture
and identity that are necessary for integrating care.
It is important that leaders change, too, and exter-
nal support may be needed to help practice mem-
bers overcome early challenges.

Virtually every study of integrated care targets
populations of patients with a single disease.3 In
contrast, ACT innovators provide integrated care
to the full spectrum of patients who present in their
practices and treat patients with a range of condi-
tions—from simple to complex, behavioral to phys-
ical—within the available infrastructure. To ac-
complish this, innovators design flexible workflows
and test, evaluate, and refine work processes
through short, naturally occurring change cycles.
Yet innovators often do not have the data needed to
know if these short cycle changes are working.55,56

We anticipate that this data problem is not insur-
mountable. It requires EHR systems designed for
integrated practices, and few exist in today’s mar-
ketplace. In addition, practices must invest capital
to purchase better EHR systems and, once they are
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available, to train personnel to use these systems for
data extraction and quality improvement.

The mixed-methods case comparison design we
use in the ACT evaluation allows us to observe
nuances across diverse practices and illustrate the
dynamic ways practices integrate evidenced-based
integration strategies. These early findings would
be obscured in traditional study designs. In ACT,
we couple real-time qualitative data collection
(through diaries, interviews, observation visits) to
understand how implementation occurs and quan-
titative methods (through data tracking) to assess
impact. Rigorous comparative case studies that em-
ploy a repeated time series design to assess out-
comes may be better aligned with the goal of in-
forming subsequent dissemination or scale-up
efforts than RCTs.4,57–60

There are limitations of this study. First, ACT
innovators are located in Colorado, a state ripe for
integrated care innovation because of the support
and advocacy of local foundations as well as aca-
demic and political leadership. However, the chal-
lenges emerging as innovators work to sustain in-
tegration are likely to be common across many
practices and states. Second, we characterize inno-
vators’ organizational and interpersonal relation-
ships at a single point in time; this is our team’s
assessment based on available data. Innovators are
moving, sometimes rather rapidly, along these
spectrums. Finally, our article describes findings
from early during implementation. It is too early to
know whether innovations will improve patient
outcomes and to assess the financial implications of
these changes. However, our early findings shed
light on how real-world practices experience the
initial stages of implementing evidence-based inte-
grated care.

The IOM identifies the need for research to
understand how to implement and sustain evi-
dence-based interventions for integrated care in
everyday practice.4,61 ACT is addressing this need.
As the health policy landscape continues to change
(eg, accountable care organizations, patient-cen-
tered medical homes) and incentives align to fi-
nance integrated care, more practices in the United
States will embrace this approach.23 Our findings
demonstrate that integration requires improving
workflow and access, using leadership to support
culture change, and developing the capacity for
tracking data to inform patient care and continuous
quality improvement. We need to identify ways to

assist practices that are integrating care in address-
ing these implementation challenges and continue
to study these efforts so we can learn from front-
line innovators how best to take evidence-based
integration to scale.

The authors thank the 11 practices (and their collaborators)
participating in the ACT program. We appreciate the assistance
of Rose Gunn, MA, and Frank V. DeGruy III, MD, MSFM, in
the preparation of this manuscript.
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