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the Real World: Early Lessons from Advancing Care
Together
Melinda Davis, PhD, Bijal A. Balasubramanian, MBBS, PhD, Elaine Waller, BA,
Benjamin F. Miller, PsyD, Larry A. Green, MD, and Deborah J. Cohen, PhD
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 financial or research support available for most randomized controlled trials.
Methods: To study how practices integrate care, we are conducting a cross-case comparative, mixedmethods 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 observation visits, semistructured interviews, online diaries) collected from each ACT innovator.
Results: Integration requires making changes in organization and interpersonal relationships. During 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 innovators. 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 professionals. Research identifying common challenges that manifest in early efforts can help others attempting integration and inform state, local, and federal policies aimed at achieving wide-spread implementation. (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 behavioral 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 advocated for integrating delivery of physical and be-
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havioral health services as a way to improve the quality of patient care. Terminology for and evidencebased 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 modiﬁed 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 conditions, health behavior change, life stressors and crises, as well as stress-related physical symptoms. Integrated care is care rendered by a practice team of
primary care and behavioral health providers, working together with patients and families and using a
systematic and cost-effective approach to provide patient-centered care. This care may address diverse
behavioral health needs. Models of integrated care
may vary on numerous levels, including but not limited to characteristics of the care team, spatial arrangements, type of collaboration, and protocols for
patient detection, treatment, and follow-up. Com-
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oping accountable care organizations have led practices across the United States to tackle integration.3,23
We present early ﬁndings from 11 practices working to integrate care through the Advancing Care
Together (ACT) program.25 ACT innovators are
using multiple evidence-based strategies to integrate primary care and behavioral health. Our ﬁndings focus on 3 areas where all sites have encountered 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 fundamental 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 committee composed of Colorado and national leaders 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 evidenced-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 participating in the ACT evaluation and other grant-related responsibilities but were purposefully limited to avoid ﬁnancing substantial aspects of the
innovation. This was done to increase the likelihood that changes would be sustained beyond
grant funding.
Primary care practices and behavioral health organizations in Colorado submitted applications for
ACT in April 2011.25 Proposals were excluded if
the setting was so unique that ﬁndings were unlikely to be replicable, if the proposed innovations
did not use evidenced-based strategies, or if it focused 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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mon integrated care models include collaborative depression 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 patients with common medical and behavioral conditions (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 patients and health care systems,17,18 widespread
adoption has not occurred.
Several integration strategies, such as co-located services, shared medical records, and proactive 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 colleagues20 note that even though collaborative depression 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 efﬁcacy studies may not be generalizable to other
settings because of differences in stafﬁng, leadership models, diverse patient care needs, or
workﬂow processes. Many integration RCTs focus on single disease states or are conducted in
large health care systems that have different reimbursement structures.3 Few real-world sites
have the support of research personnel or ﬁnancing 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 depression care) rather than practice-level implementation of evidence-based integrated care strategies.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 sustain integrated care in diverse primary care practices 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), establishing patient-centered medical homes, and devel-

Methods
We designed a mixed-method evaluation to observe 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 institutional review boards approved the study protocol.
Data Collection
A multidisciplinary research team (epidemiologist,
primary care clinician, clinical psychologist, experimental psychologist, communication scientist) with
expertise in practice transformation, mixed methods,
and integrated care is conducting the ACT evaluation. Table 1 describes the data informing this article,
including documents (eg, grant application, semiannual reports); practice surveys; ﬁeld notes from observation 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

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

Documents

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

Online diaries

Description of Data

Data Collection Process

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

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

Observation visits

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

Interviews

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

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 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.
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.
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.
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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In July 2011, the Steering Committee purposefully selected 11 applicants to create a diverse
portfolio of evidence-based integration strategies, henceforth referred to as “ACT innovators”
or “innovators.” Funding started September 1,
2011. The Program Ofﬁce developed learning
community activities for ACT innovators, including bi-annual meetings, webinars, and personalized technical assistance.

Isolation / Mutual
Awareness
Isolation:
Entities working
completely
separately

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

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

Collaboration

Partnership

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

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

Data Management
Paper surveys were manually entered into Excel (Microsoft Corp, Redmond, WA). Members of the evaluation team took notes during observation visits and
used these to prepare ﬁeld notes, typically within 24
hours. Interviews were audio-recorded and professionally transcribed. All data, including online diary
data, were de-identiﬁed. Qualitative data were entered into Atlas.ti (ATLAS.ti Scientiﬁc Software Development 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

Merger / Single
Organization
Merger: One
combined entity
replacing the
formerly
separate
entities
Single
Organization:
One
organization to
start

the larger patterns and lessons emerging across the
11 innovations. We did this in 3 immersion-crystallization 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 importance 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 characterize the organizational and interpersonal relationships present in each innovation using existing typologies (Figures 1 and 2).31,32

Figure 2. Relationships at the interpersonal level.

Referral-triggered
periodic exchange
Information
exchanged
periodically with
minimally shared
care plans or
workflows

doi: 10.3122/jabfm.2013.05.130028

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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Figure 1. Relationships at the organizational level.

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 public ownership models, and serve diverse payer and
patient mixes (Table 2). Before ACT 4 primary
care practices employed behavioral health providers; 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 efforts. ACT innovators are past start-up (eg, selecting the integration model, developing initial staffing 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 organizations, 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 implement integrated care. As portrayed in Figure 1,
relationships between partnering organizations
vary along a spectrum, from isolation (working separately) 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 organization with behavioral health and medical departments. 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 “cooperation” to the “collaboration stage” as organizations
begin to jointly plan and execute goals. Three innovators (IDs 5, 7, 8) are in the early stages of
“collaboration” (these partnering organizations
have joint goals) and are working on various strategies (eg, shared schedules, shared care plans) to
deliver integrated care.
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At the level of interpersonal relationships, innovators employ multiple strategies to enable integrated care (Figure 2; Table 3).5 Six ACT Innovators (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/coordination” as their dominant strategy but revert to a
referral-triggered method when behavioral health
providers are not available. In the regular communication/coordination approach providers regularly
communicate with each other about patients and
coordinate care plans, even if they are using separate EHRs or have separate workﬂows. For example, in one clinic, behavioral health providers route
treatment notes to medical clinicians who review
then reinforce behavioral health goals during medical encounters. One innovator (ID 11) is at “full
collaboration/integration” based on initial organizational 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. Established more than 50 years ago, the practice is currently owned by 2 physicians and employs 4 medical 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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Type*

Age (years)

Race/ethnicity

Patient Characteristics, %
Insurance/Payer Mix

0 (0)
20 (18.7)

2 (2)
11 (11)

Urban

Urban

Rural

Urban

2 (2)

0 (0)

0 (0)

26 (22.8)

0 (0)

0 (0)
2 (1.4)

0 (0)
9 (6.9)

4 (0.9)

2 (2)

14,924

4,680

298,168

4,732

15,600

47,476
17,680

31,720
7,904

8,372

31,200

63

55

58

42

55

54
59

55
46

68

54

41

22

12

0

10

12
40

16
28

0

19

37

17

33

50

41

42
30

32
37

0

35

17

25

34

47

36

30
20

26
30

38

40

5

36

21

3

13

16
10

26
5

62

6

41

60

59

74

88

85
38

86
84

62

65

1

0

8

5

1

1
39

1
1

9

0

4

40

13

9

9

13
14

10
8

2

35

54

0

20

12

2

1
9

3
7

27

0

7

6

27

1

4

13
9

24
3

57

10

30

5

0

58

0

4
48

10
40

10

25

7

69

73

1

91

64
8

62
29

2

35

56

20

0

14‡

5

19
35

4
28

31

30

*Type is primary care unless noted otherwise.
†
Determined using rural-urban commuting area codes: urban focused or rural focused (which includes all rural classiﬁcations).
‡
The total does not add to 100% because 26% of the organization’s revenue comes from grants and contracts.
ACT, Advancing Care Together; CMHC, community mental health center; HMO, health maintenance organization; FQHC, federally qualiﬁed health center; FTE, full-time equivalent.

6 (4.8)

22 (13.6)
9 (9)

Urban
Urban

Urban

14 (10)
0 (0)

5 (3.15)

Urban

Urban
Rural

6 (6)

Primary Behavioral Annual
Care
Health
Patient Female
Clinicians Providers Visits (n) Sex, % ⱕ18 19–44 45–64 ⱖ65 White Black Hispanic Other Medicare Medicaid Commercial Uninsured

Rural

Ownership Location

1 Single
FQHC,
specialty
private
2 Multispecialty FQHC,
hospital
system
3 Multispecialty Clinician
4 Mental health CMHC,
nonproﬁt
5 Multispecialty Clinician
6 Single
FQHC,
specialty
hospital
system
7 Single
Clinician
specialty
8 Mental health CMHC,
nonproﬁt
9 Multispecialty HMO,
hospital
system
10 Single
Clinician
specialty
11 Multispecialty FQHC,
private

ID

†

FTE, n (%)

Practice Characteristics

Table 2. ACT Innovator Site Characteristics Prior to Implementation (e.g., September 2011)
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A CMHC is adding a full-time substance abuse counselor to
an FQHC. They will develop a hybrid tool for substance
abuse and depression and use the SBIRT model with every
adult patient. They will provide CAC training to 3 staff
members for dual credentialing.

A postdoctoral psychology training program is partnering with
an FQHC that serves seniors to implement enhanced,
computerized cognitive and psychological screening. The
team will implement and track clinical use of the screening,
provide a summary report to clinicians, provide follow-up
treatment as requested, and monitor care pathways.
This privately owned primary care practice is automating
behavioral health screening by implementing a kiosk
and electronic tablets for use at check-in. This
innovation expands current screening materials. The
practice will work with information technology
partners to develop coding necessary to integrate data
into their EHR.
A CMHC is developing a new integrated care clinic; this
included building a new facility and bringing on a
primary care team. They are using systematic
screening and developing a Personal Health Proﬁle
(PHP) that extracts selected information from two
separate behavioral health and medical EHRs to
provided information about patients’ behavioral and
physical health needs at the point of care.
Three private practices—a pediatric practice, family
medicine clinic, and behavioral health center—are
collaborating on this project. The behavioral health
center is expanding services into family practice by
delivering trainings on integration, developing a
collaborative care schedule to increase consultations
and warm hand-offs, and implementing systematic
screening.

1

2

5

4

3

Description

ID

MD, NP
PhD, PsyD,
LMFT, LPC,
LCSW, CAC

MD, NP
MD (psychiatry),
PsyD, LPC, MSW,
LCSW

MD, DO, PA, NP
PhD

MD, NP PhD, PsyD,
postdoctoral
trainees (PhD,
PsyD), student
interns (MA)

MD, DO, PA, NP
MA, LAC
Navigator, health
coach

Providers Involved*

Yes (PHQ2;
PHQ9 if
PHQ2 is
positive)

Yes (PHQ9,
GAD7,
AUDIT,
DAST)

Yes (PHQ2;
PHQ9 if
PHQ2 is
positive)

Yes (PHQ9 and 4
questions on
substance use,
including
smoking,
alcohol, drugs)
No

Systematic
Screening†

Table 3. Characteristics of ACT Innovations, Including Key Evidence-based Integration Strategies

No

No

No

Yes

No

Shared
Medical
Record‡

Mostly
separate

Co-located

Mostly
separate

Co-located

Co-located

Spatial
Arrangement§

Continued

Referral-triggered
Regular communication
and coordination

Regular communication
and coordination
Full collaboration and
integration

Referral-triggered

Referral-triggered
Regular communication
and coordination

Referral-triggered

Interpersonal Relations¶
(Approach to Integration)
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A research team is working with an FQHC to develop a
screening tool that assesses patients’ behavioral health
needs and treatment preferences. Clinic staff are
implementing this tool in a practice with an onsite
behavioral health provider and patient navigators, with
the goal of establish consistent screening and referral
of patients to their preferred treatment.
This privately owned primary care practice is partnering
with a CMHC to hire, train, and supervise a colocated behavioral health provider. They are also
expanding health coach services. The practice is
exploring ways to ﬁnance and sustain these services.
This is a partnership between an FQHC system, a
substance abuse treatment center, and a CMHC. The
CMHC is the site of the intervention. They are
embedding a primary care team, including a
physician’s assistant, medical assistant, care
coordinator, and substance abuse counselor, into 3
CMHC locations of care.

This system is co-locating behavioral health providers in
primary care clinics to provide patients with solutionfocused interventions and facilitate referral to other
organizational resources (eg, long-term therapy, case
management). These behavioral health providers also
provide some consultations to medical clinicians upon
request.

6

9

8

7

Description

ID

Table 3. Continued

MD, PA, NP
PhD

PA
MD (psychiatry),
LSW, LPC,
LCSW, BA, CAC,
LAC
Care manager

MD, DO, PA,
chiropractic
MSW, LSW
Health coach

MD, NPPhD,
postdoctoral
trainees (PsyD)
Navigator

Providers Involved*

Yes (access to
PC; brief
screen for
depression,
anxiety, and
substance use,
including
smoking,
alcohol, drugs;
if positive
PHQ9,
AUDIT,
DAST, GAD7)
No

Yes (PHQ2;
PHQ9 if
PHQ2 is
positive)

No

Systematic
Screening†

Yes

No

Yes

Yes

Shared
Medical
Record‡

Co-located

Co-located

Co-located

Co-located

Spatial
Arrangement§

Continued

Referral-triggered
Regular communication
and coordination

Referral-triggered
Regular communication
and coordination
Full collaboration and
integration
Referral-triggered
Regular communication
and coordination
Full collaboration and
integration

Referral-triggered
Regular communication
and coordination

Interpersonal Relations¶
(Approach to Integration)
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This solo, privately owned primary care practice is
partnering with a nonproﬁt mental health center to
embed a behavioral health provider into the practice.
The practice will employ systematic screening and
develop referral protocols. The behavioral health
provider will provide therapy for patients with poorly
controlled chronic diseases.
This FQHC will increase screening and behavioral
health services for newly identiﬁed pregnant women by
adding a psychology fellow. The fellow will screen
patients, offer brief therapy, and follow-up with
patients, as needed. All eligible patients receive a
follow-up screen at six weeks postpartum.

10

MD, PA, NP
PhD, Post-doctoral
trainees (PhD,
PsyD), student
interns (MA)

MD, MSW

Providers Involved*
Yes (PHQ2;
substance use,
including
smoking,
alcohol, drugs;
domestic
violence)
Yes (PHQ9,
GAD7,
AUDIT)

Systematic
Screening†

Yes

Yes

Shared
Medical
Record‡

Fully shared

Co-located

Spatial
Arrangement§

Regular communication
and coordination
Full collaboration and
integration

Referral-triggered
Regular communication
and coordination
Full collaboration and
integration

Interpersonal
Relations¶ (Approach to
Integration)

*Types of providers involved included medical doctor (MD); doctor of osteopathy (DO); physician assistant (PA); nurse practitioner (NP); clinical psychologist (PhD); doctor of psychology (PsyD);
masters-level psychologist (MA); bachelors-level therapist (BA); masters of social work (MSW); licensed social worker (LSW); licensed professional counselor (LPC); licensed clinical social worker
(LCSW); licensed marriage and family therapist (LMFT); licensed addictions counselor (LAC); certiﬁed addictions counselor (CAC).
†
Uses a method to identify members of the clinic population who need or may beneﬁt from behavioral health services. We report the behavioral health screenings used because 9 of the 11
innovations occurred in primary care settings that already had systematic protocols for detecting needs around common medical conditions (eg, diabetes). Behavioral health screenings included
the 2-item Patient Health Questionnaire (PHQ2), and the 9-item Patient Health Questionnaire (PHQ9) (for depression); the Alcohol Use Disorders Identiﬁcation Test (AUDIT); the Drug Abuse
Screening Test (DAST); and the 7-item Generalized Anxiety Disorder Screen (GAD7).
‡
One record was used to record both physical and behavioral health information.
§
See Peek and colleagues5 for deﬁnitions.
¶
See Figure 2 and Peek and colleagues5 for deﬁnitions. If an innovator uses multiple approaches, the predominant interpersonal relationship strategy is italicized.
ACT, Advancing Care Together; CMHC, community mental health center; EHR, electronic health record; FQHC, federally qualiﬁed health center; SBIRT, Screening, Brief Intervention, and
Referral to Treatment.

11
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health provider’s personalities and professional
identities. Shortly after her placement, the behavioral 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 referred 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 settings, they created a position to help manage their
integrated care initiatives. This CMHC employee
supervises the integrated behavioral health providers at 6 partnering primary care practices (including 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 ensure consistent access to integrated care. However,
when new medical or behavioral health professionals are added to a practice, they are typically hired
(or contracted) as part-time employees. Part-time
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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 provider, 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 primary 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 candidate with the right clinical skills who was willing
to work for the hours and pay available. The behavioral health provider participated in a weeklong orientation at the CMHC and was introduced
to the practice. This person participated in
monthly primary care clinic staff meetings and received 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 schedule with 40-minute therapy appointments interspersed with 30-minute blocks for open consultation. 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 introduce 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 integrating primary care members and the behavioral

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 another group of professionals (eg, a clinician/medical 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 patientprovider relationships, how perspectives on patient
needs and diagnoses are managed, what is an appropriate pace of care delivery (eg, shortening behavioral 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 interactions unfold and whether teams are able to innovate, “fail,” and try again when implementing integration. When interventions involve multiple
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organizations, leadership from each setting must
inform the integrated care approach. New supervisory positions are emerging to support integrated
staff. These individuals bridge unique organizations, frequently facilitating and mediating interpersonal relationships and organizational objectives. 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 together 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 evidence-based, pragmatic screens for common physical (eg, body mass index, blood pressure) or behavioral health (eg, depression, anxiety, substance
use) conditions. Many innovators developed
screening protocols and are now systematically collecting 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 patients (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 using 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 routinely captured in discrete ﬁelds, making it difﬁcult
to run population-level queries to evaluate practice
change. Moreover, few sites have the stafﬁng infrastructure 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 integrated care. Two innovators (IDs 3 and 4) are
automating screening with a tablet that syncs with
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schedules and other factors (eg, vacation, illness,
continuing education, semester transitions in training 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, developing schedules that intersperse short counseling sessions 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 during an encounter if another patient is in crisis).
Innovators also are building “contingency” workﬂows to support asynchronous patient hand-offs.
For instance, at site 7, if the behavioral health
provider is not available medical clinicians can distribute a brochure to the patient describing behavioral 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.

Discussion
Innovators are using ACT as an opportunity to
“start where they are” and build an infrastructure
for integrated care that can be clinically, operationally, and ﬁnancially sustained beyond the funding
period. In 15 months, innovators have made progress in both organizational and interpersonal relationships as they integrate care. We highlight 3
challenges the innovators are addressing: developing 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 transforming primary care and behavioral health settings into
integrated care facilities.
Although RCTs demonstrate that integration
decreases fragmentation and improves comprehensive care delivery and patient outcomes,3,44,45 there
is little guidance on how to translate ﬁndings from
these well-supported research studies into realworld practices.46 The Agency for Healthcare Research 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, describe barriers to implementation or the strategies
employed to overcome them.3 For instance, one
trial identiﬁed limited time as a barrier to implementing a 2-step screening process for depression
in the primary care setting. To address this, the
research team hired additional staff to screen patients,3,47 a solution not often feasible in real-world
settings. In addition, facilitative leadership and developing interprofessional relationships are critical
to enabling integration. Yet most trials do not report or offer strategies to address the leadership
and relationship challenges that manifest across innovators sites and likely across all practices attempting integration.3,48 By collecting in-depth
data during implementation, we provide rich insights into what works and what does not as practices implement evidence-based integration strategies in real-world settings.
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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 settings.23 In addition, integration requires improving
teamwork and collaboration,14,50 –52 developing
clinical skills,14,51–53 supporting clinician engagement, and improving the exchange of health information.19 Exploring how practices develop the
skills and tools needed to integrate care and tailor
integration strategies outside of RCTs is an important 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 provide whole-person care, we observed that integration requires fundamental changes in how health
care professionals view their roles. It requires developing organizational and interpersonal relationships. 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 external support may be needed to help practice members 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 conditions—from simple to complex, behavioral to physical—within the available infrastructure. To accomplish 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 insurmountable. It requires EHR systems designed for
integrated practices, and few exist in today’s marketplace. In addition, practices must invest capital
to purchase better EHR systems and, once they are
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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 developing new data query scripts.
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assist practices that are integrating care in addressing these implementation challenges and continue
to study these efforts so we can learn from frontline 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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