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Introduction: Behavioral health (BH) integration has been proposed as an important strategy to help
primary care practices meet the needs of their patient population, but there is little research on the
ways in which practices are integrating BH services. This article describes the goals for BH integration at
30 high-performing primary care practices and strategies to operationalize these goals.

Methods: We conducted a qualitative analysis of BH integration at 30 US primary care practices that
had been selected for the Learning from Effective Ambulatory Practices (LEAP) project following an in-
terview-based assessment and rating process. Data collection included formal and informal interviews
with practice leaders and staff, as well as observations of clinical encounters. We used a template analy-
sis approach to thematically analyze data.

Results: Most LEAP practices looked to BH integration to help them provide timely BH care for all
patients, share the work of providing BH-related care, meet the full spectrum of patient needs, and im-
prove the capacity and functioning of care teams. Practices operationalized these goals in various ways,
including universal BH screening and involving BH specialists in chronic illness care. As they worked
toward their BH integration goals, LEAP practices faced common challenges related to staffing, health
information technology, funding, and community resources.

Discussion: High-performing primary care practices share common goals for BH integration, as well
as common challenges operationalizing these goals. As US residents increasingly receive BH services in
primary care, it is critical to remove barriers to BH integration and support primary care practices in
meeting a full spectrum of patient needs. (J Am Board Fam Med 2018;31:691–701.)
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Nearly 1 in 5 US residents is struggling with be-
havioral health (BH) issues,1 including mental
health or substance use conditions, and most of
these individuals are not receiving treatment in the
specialty mental health and substance use treatment
systems. An estimated 43% to 60% of individuals

with BH conditions are receiving treatment solely
in primary care settings,2 and researchers estimate
between 30% and 80% of all primary care visits are
driven at least in part by BH issues.3

Previous research shows that integrating BH ser-
vices into primary care can enhance access to treat-
ment for mental health and substance use issues,4,5

reduce costs,6 improve patient experiences of care,5,7

and improve patient outcomes.7,8 BH integration
may particularly benefit patients with multiple
chronic conditions, who often struggle with BH chal-
lenges that complicate their ability to manage their
health.9,10 Through BH integration, primary care
practices can identify and address patients’ physical
health, mental health, health behaviors, substance use,
life stressors, and barriers to wellness.11,12

Previous research has demonstrated the effec-
tiveness of various models of BH integra-
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tion.5,8,13–15 Key components of evidence-based
BH treatment in primary care include care man-
agement for patients with BH issues and popula-
tion-based systematic monitoring of BH indica-
tors.13,16–19

Increasingly, integrated BH is seen as an expec-
tation of primary care.20 Although numerous re-
sources are available to aid primary care practices in
integrating BH services into their treatment offer-
ings,21 there is little research on the ways in which
primary care practices are operationalizing BH in-
tegration.22 This article describes common goals
related to BH integration at 30 high-performing
primary care practices, common and pioneering
strategies to operationalize those goals, and chal-
lenges related to integrating BH services into pri-
mary care.

Methods
In 2012, the Robert Wood Johnson Foundation
created a national program called Primary Care
Team: Learning from Effective Ambulatory Prac-
tices (LEAP). The LEAP project’s goals were to
select 30 high-performing primary care practices,
study the practices, and disseminate the findings in
publications and in a web-based Primary Care
Team Guide (www.improvingprimarycare.org).23

A National Advisory Committee of primary care
experts played key roles in selecting practices, plan-
ning site visits, and developing the Team Guide.
Briefly, site selection involved nomination by the
National Advisory Committee, 45-minute phone
interviews to collect data on practice characteristics
and performance, and a review and grading of prac-
tice data. Practices were not selected based on BH
integration but rather for showing innovation in
their use of workforce to provide team-based care.
EW and MF codirect the project, which is based at
the MacColl Center for Health Care Innovation,
Seattle, WA. Further details about the LEAP proj-
ect’s methods and the selection of the LEAP prac-
tices are available in earlier publications about the
project.24,25

Site Visits
We conducted 3-day site visits to each of the 30
selected practices in 2012 and 2013. All site visit
teams included a clinician investigator, a qualitative
researcher, and a research assistant. Site visits in-
volved a combination of structured and unstruc-

tured components to allow for systematic data col-
lection as well as unanticipated insights. Activities
included a tour, demonstration of the electronic
health record (EHR) system, formal semistructured
and informal unstructured interviews with practice
leaders and staff, shadowing staff and patients, ob-
serving team meetings, and collecting practice tools
and documents. Staff interviews generally included
BH specialists if present on the practice team. Fol-
lowing site visits, project staff convened the LEAP
practices in October 2013 for a semistructured in-
person meeting to identify and discuss important
themes and innovations observed across practices.
BH integration was identified as a major area of
focus for many LEAP practices. The project team
also conducted a brief follow-up web-based survey
(SurveyMonkey Inc, San Mateo, CA) in 2016,
which asked practices to report the number of var-
ious staff positions at their clinic and use free-text
fields to describe changes experienced since the
2013 site visits. Because most survey responses
were not specific to BH integration, this analysis
focuses on the 2013 site visit data and incorporates
2016 data on BH staffing changes.

Data Analysis
We used Atlas.ti to organize and store qualitative
data from site visits and learning sessions. Data
included interview transcripts, site visitor notes,
field notes from shadowing staff and patients, and
transcripts from the in-person meeting. To the-
matically analyze our qualitative data, we used a
template analysis approach that drew on both a
priori and emergent codes.26–29 The code list was
developed using a multistage, iterative process. In
the first phase of analysis, project team members
led by the LEAP qualitative leads (CH, DC) coded
the data by using broad codes to capture important
primary care team member roles and functions.
One of the broad codes, “behavioral health inte-
gration,” captured “how the practice enables pa-
tients to access BH services in primary care, from
colocation to full integration, with any type of BH
provider.” This code, which covered both mental
health and substance use services, yielded 744 pages
of data.

In the next phase of analysis, 4 researchers (PB,
DC, SM, CH) developed subcodes for the BH
integration data based on both emergent themes in
the text and prominent issues around BH integra-
tion found in peer-reviewed and gray literature.
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The researchers then independently subcoded the
BH integration data and compared their coding to
clarify and revise code definitions based on emer-
gent themes during analysis. After comparing cod-
ing reliability for 5 practices, researchers reached a
high level of coding agreement and divided the
remaining practices for independent subcoding.

Five team members (PB, DC, SM, EW, MF)
then reviewed data from each subcode and dis-
cussed emergent themes and relationships with
other authors. The lead author (PB) identified an
organizing construct that matched the coded data
and summarized themes with supporting quotes in
a coding memo. Through iterative discussions
about the coding memo, coauthors further identi-
fied connections in the data, interpreted findings,
and focused the scope of the article.

Results
The 30 LEAP practices represent a range of orga-
nization types, sizes, and settings (Table 1). At the
time of our site visits in 2013, 25 LEAP practices
(83.3%) had at least one BH specialist available
onsite to provide services in the practice. We de-
fined a “BH specialist” as any clinical team member
with formal training whose primary role was to
provide therapy or medication management for
mental health or substance use issues. These indi-
viduals included licensed clinical social workers,
psychologists, and psychiatric nurse practitioners,
among others. LEAP practices had a mean of 1.8
BH specialists available onsite (range, 0 to 9), with
larger practices generally having more BH staff. Six
practices (20.0%) mentioned providing BH special-
ists with training specific to working in primary
care.

Twenty LEAP practices (66.7%) billed insurers
and other payers for BH services, typically by hir-
ing BH specialists with the proper credentials to
bill under state policies. Nine practices (30.0%)
supplemented these billable services with grant-
funded programs and 10 (33.3%) contracted with
external organizations to provide BH care.

When leaders and staff at LEAP practices de-
scribed their philosophy and vision of BH integra-
tion, 4 key goals emerged. Specifically, LEAP prac-
tices looked to BH integration to help them
provide timely BH care for all patients, share the
work of providing BH-related care, meet the full
spectrum of patient needs, and improve the capac-

ity and functioning of care teams (Table 2). This
article will describe common strategies to opera-
tionalize each goal and pioneering strategies that
might hold promise as a future direction for BH
integration. We classified strategies as “common” if
they were present in 10 or more practices and as
“pioneering” if they were present in fewer than 10
practices and the site visit data suggested they were
important for operationalizing the practices’ goals
for BH integration.

Providing Timely BH Care for All Patients
LEAP practices looked to BH integration to help
them proactively identify and respond to patients’ BH
needs. To accomplish this, many practices conducted
routine screening for BH issues, provided access to a
consulting psychiatrist, offered “stepped care” con-
sisting of short-term counseling in the practice and
referrals to external organizations for longer-term,
more intensive therapy, and conducted monitoring
and follow-up of BH-related issues.

The most common screenings were those for
depression (22 practices, 73.3%), and some prac-
tices additionally screened for substance use (8
practices, 26.7%) and anxiety (6 practices, 20.0%).
Seventeen practices (56.7%) conducted universal
screening, meaning that a primary care team mem-
ber screened all patients or all new patients for BH
conditions, usually as part of the intake and room-
ing process.

If a screening test or team member identified a
BH issue, 22 LEAP practices (73.3%) provided
“warm handoffs” to BH specialists. These in-per-
son referrals involved a primary care team member
introducing a patient to an onsite BH specialist,
thus facilitating the patient’s transition to BH ser-
vices.9 Availability for these handoffs varied. Under
the most common arrangement (12 practices,
40.0%), BH specialists had a combination of sched-
uled appointments and open time for warm hand-
offs. For example, a BH specialist might spend the
first 30 minutes of every hour in scheduled appoint-
ments and then be available for warm handoffs
during the last 30 minutes.

At 4 LEAP practices (13.3%), at least one BH
specialist was routinely available for warm hand-
offs. Practices accomplished this by instituting
open-access scheduling or by designating a BH
specialist to be “on call” for emergent BH issues
each day. As a BH specialist at an urban family
medicine residency noted, “We have a rotating
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pager, we have a [BH] faculty person who is on call
at all times.”

After identifying patients with BH issues, LEAP
practices sought to match patients to the right level

of BH services. Twenty practices (66.7%) followed
a “stepped care” approach30 that started with short-
term therapy in the practice followed by a referral
to mental health specialty care if more intensive

Table 1. Characteristics of Learning from Effective Ambulatory Practices and Behavioral Health Integration, 2013

Characteristic N � 30* %

Practice characteristics
Organization type

Federally qualified health center 15 50.0
Private practice, multispecialty group 9 30.0
Private practice, primary care only 6 20.0

Number of sites in practice organization
One 7 23.3
2 to 5 6 20.0
6 to 10 8 26.7
11 to 20 4 13.3

Setting
Urban 9 30.0
Suburban 8 26.7
Rural 11 36.7
Multiple 2 6.7

BH specialist staffing characteristics
Any BH specialist present at practice† 25 83.3

Masters’-level therapists (such as LCSWs) 21 70.0
BH prescribers (psychiatrists or psychiatric NPs) 16 53.3
Psychologists 8 26.7
Substance abuse counselors 3 10.0
Complementary/alternative BH providers (such as art therapists, dance movement therapists) 3 10.0

Affiliation of BH specialist when present (N � 25)‡

Employed by the practice 14 56.0
Employed by an external organization 8 32.0
Mixed (some BH staff employed by practice, some employed by external organization) 2 8.0
Unknown 1 4.0

BH-related services available
Any BH-related screening† 22 73.3

Depression (PHQ or others) 22 73.3
Substance use 8 26.7
Anxiety 6 20.0

Any BH-related services† 27 90.0
Short-term therapeutic approaches 20 66.7
CBT, DBT, and/or ACT 8 26.7
Complementary/alternative BH therapies 5 16.7

Any access to BH prescribers (psychiatrists or psychiatric NPs)† 18 60.0
Via in-person appointments and consultations 16 53.3
Via telemedicine or phone 3 10.0

Substance use counseling or programs available in the practice 7 23.3

BH, behavioral health; CBT, cognitive behavioral therapy; DBT, dialectical behavioral therapy; ACT, acceptance and commitment
therapy; PCP, primary care provider; PHQ, Patient Health Questionnaire; LCSW, licensed clinical social workers; NP, nurse
practitioner.
*Except where otherwise noted.
†Multiple options could apply to each site.
‡25 of 30 LEAP practices had at least one BH specialist available to provide BH services at the practice.
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services were needed. The length of short-term
services ranged from 3 sessions to 6 months of
therapy or more. The short-term therapy generally
focused on helping patients cope with everyday life
stressors by drawing on personal strengths, bolster-
ing problem-solving skills, and collaborating on
action planning.

For patients needing BH-related medication, 16
practices (53.3%) provided onsite access to BH pre-
scribers like psychiatrists or psychiatric nurse practi-
tioners. The onsite availability of these BH prescrib-
ers ranged from every day to twice per month, with

the most common availability (7 of 16 practices,
43.8%) being 1 to 3 days per week.

In describing how they monitor and follow-up
with patients about BH issues, only 6 LEAP prac-
tices (20.0%) cited specific models such as Collab-
orative Care,8 the Nuka Model,31 or the Air Force
Model.32 However, even without citing a specific
model, sites were practicing key components of
evidence-based BH integration such as providing
care management for patients with BH issues (7
practices, 23.3%), conducting repeated assess-
ments of tools like the Patient Health Question-

Table 2. Key Goals Related to Behavioral Health Integration and Strategies to Operationalize These Goals as
Observed at Learning from Effective Ambulatory Practices, 2013

Key Goals of BH
Integration in Primary
Care Description of Goal

Common Strategies* for
Operationalizing This Goal

Pioneering Strategies†

That May Merit Further
Exploration

Provide timely BH
care for all patients

Team members understand that primary
care practices play a key role in
proactively identifying BH issues,
connecting patients to BH services in
a timely manner, and providing
immediate assistance to patients in
crisis.

Screening all patients or all new
patients for BH-related issues
(universal screening).

Providing short-term therapy in
the practice followed by
referrals to mental health
specialty care for patients
needing longer-term, more
intensive services (stepped
care).

Maximizing BH specialists’
availability by instituting
open-access scheduling
or on-call rotations.

Using registries and other
health IT tools to
systematically track and
follow up on patients’
BH-related needs.

Share the work of
providing BH-
related care

The practice recognizes that BH
integration can ease the burden on
individual clinicians by involving
multiple team members in identifying,
addressing, and following up on
patients’ BH needs.

Providing onsite access to BH
specialists.

Delegating BH-related
screening to MAs or RNs.

Using care coordinators,
community resource
specialists, or front desk staff
to connect patients to
external BH resources.

Colocating BH and
primary care working
areas to facilitate regular
interdisciplinary
communication.

Delegating BH-related
assessments and follow-
up to RNs, care
coordinators, health
coaches, or layperson
BH assistants.

Meet the full
spectrum of patient
needs

Team members understand how
physical, mental, behavioral, and
social needs can affect a patient’s
wellness, and they share a philosophy
that primary care practices must
attend to the full range of factors that
influence a patient’s health.

Offering a wide array of
services in the practice,
including BH therapy,
psychiatric medication
management, and chronic
pain management services.

Offering BH services to support
patients in managing chronic
conditions.

Offering in-house
substance use counseling
or programs.

Ensuring each patient has
an interdisciplinary care
plan tailored to his or
her specific needs.

Improve the capacity
and functioning of
care teams

The practice recognizes that BH
integration can improve team
functioning and reduce staff burnout
by expanding the skills of team
members, promoting positive team
dynamics, and improving
communication.

Training primary care staff on
BH-related competencies,
such as suicide prevention or
working with patients who
have substance use issues.

Involving BH specialists in
improving teambuilding,
problem-solving, and
interpersonal
relationships.

Involving BH specialists in
facilitating regular team
huddles or meetings

BH, behavioral health; LEAP, Learning from Effective Ambulatory Practices; IT, information technology; MA, medical assistant;
RN, registered nurse.
*Strategies were classified as “common” if they were identified in 10 or more LEAP practices.
†Strategies were classified as “pioneering” if (1) they were identified in fewer than 10 LEAP practices and (2) the site visit data
suggested they were key for operationalizing the practice’s goals for BH integration.
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naire to monitor patient symptoms over time (6
practices, 20.0%), and using registries or other
health information technology (IT) tools to track
and follow up on patients’ BH-related needs (5
practices, 16.7%).

Sharing the Work of Providing BH-Related Care
Addressing the BH needs of patients involves a
substantial amount of work and has the potential to
overburden primary care providers and other staff.
To ease this burden, LEAP practices looked to BH
integration to promote the sharing of BH-related
tasks among multiple team members.

At 25 LEAP practices (83.3%), the primary care
team included BH specialists who provided therapy
or BH medication management. Other team mem-
bers, including medical assistants, registered
nurses, and care coordinators, shared the work of
identifying, addressing, and following up on pa-
tients’ BH needs (Table 3). For example, 18 prac-
tices (60.0%) had medical assistants or registered
nurses conduct BH screening, and several practices
had primary care team members connect patients
to external BH resources and follow-up with pa-
tients about BH issues.

To support the sharing of BH care among mul-
tiple primary care team members, 11 LEAP prac-
tices (36.7%) emphasized the importance of an
organizational culture of trust, teamwork, and col-
laboration. As a licensed clinical social worker at a
suburban private practice said, “Integration is you
are actually a part of the team, you are a peer on the
team … and you have really open communication,
and that is what is expected.”

Eight practices (26.7%) additionally sought to
facilitate teamwork and interdisciplinary communi-
cation through the use of their physical space. This
included positioning BH therapy rooms in the
same area as primary care examination rooms or by
providing shared administrative space for BH spe-
cialists and primary care providers.

Meeting the Full Spectrum of Patient Needs
LEAP practices understand how physical, mental,
behavioral, and social concerns affect a patient’s
overall wellness, and they see BH integration as a
way to help them attend to a wide range of patient
needs. As the regional medical director of a rural
multispecialty medical group noted, “We have a
patient in the middle and we have this team around
them … The challenge is to make the patient part

of the team, and at the same time making sure they
have all the support systems around them from a
community standpoint and a clinic standpoint.”

BH integration not only helped practices meet
patients’ mental, behavioral, and social needs, it
also enhanced other services they offered. For ex-
ample, 22 LEAP practices (73.3%) used BH ser-
vices to support their chronic pain management
offerings,33 and 12 practices (40.0%) used BH ser-
vices to support patients in managing chronic ill-
nesses, such as involving BH specialists in diabetes
group visits. Seven practices (23.3%) offered sub-
oxone programs to treat opioid dependency, and 7
practices (23.3%) offered counseling or programs
for other types of substance use. Five practices
(16.7%) offered complementary or alternative BH
services, including mindfulness, art therapy, and
dance movement therapy.

Six practices (20.0%) emphasized the impor-
tance of coordinating this wide array of services
under interdisciplinary care plans tailored to each
patient. These interdisciplinary care plans ensure
primary care team members, BH specialists, pa-
tients, and families are on the same page about the
patient’s health goals. As a BH specialist at a sub-
urban private practice noted, “Part of integration
from the patient perspective really is just having 1
treatment plan for your problem, so it is not [that]
the mental health person came up with 1 plan to
treat your depression and then the doctor came up
with another; it is all 1 plan.”

Improving the Capacity and Functioning of Care
Teams
LEAP practices frequently drew on the strengths of
BH specialists to expand the skills of team mem-
bers, improve team functioning, and reduce staff
burnout. For example, BH specialists at twelve
LEAP practices (40.0%) trained primary care staff
on BH-related competencies, such as understand-
ing common mental health conditions, talking to
patients who are in crisis, preventing suicide, and
working with patients who have substance use is-
sues.

BH specialists also used their training to pro-
mote positive primary care team dynamics. For
example, 7 LEAP practices (23.3%) mentioned us-
ing BH specialists to help care team members with
teambuilding, problem-solving, and interpersonal
relationships, and 6 practices (20.0%) noted that
BH specialists promote open communication in
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their practice by facilitating regular team meetings.
As the BH director at a rural federally qualified
health center noted, “Our behavioral health con-
sultants lead our weekly huddles and they also re-
ally just facilitate the flow in the clinic.”

Challenges Related to BH integration
As LEAP practices worked to operationalize their
goals for BH integration, they encountered chal-
lenges related to staffing, IT, funding, and commu-
nity resources. For example, 10 practices (33.3%)
described staffing-related challenges, which in-
cluded difficulty hiring BH specialists (6 practices,
20.0%), high turnover among BH specialists (2
practices, 6.7%), and difficulty recruiting and re-
taining BH specialists who were interested in pro-
viding short-term interventions in a primary care
setting (2 practices, 6.7%). As the BH manager at
one urban federally qualified health center noted,
“Most of our cohorts in the field prefer to do
long-term therapy … They are used to taking time
to engage people in therapy and understanding—
but our pace is very fast, and it is quite challenging
for social workers in our field to adapt to this
setting.”

Thirteen practices (43.3%) mentioned health
IT-related challenges. These included difficulties
exchanging EHR notes between primary care and
BH staff (8 practices, 26.7%) and an inability to
obtain the necessary data to monitor and follow-up
with patients experiencing depression or chronic
pain (6 practices, 20.0%).

Although most practices (20 practices, 66.7%)
wanted to expand their BH staff and services,
they faced difficulty finding the financial re-
sources to do so. Fifteen practices (50.0%) de-
scribed a lack of public funding or state regula-
tions that made it difficult to obtain
reimbursement for BH services. In addition, 4
practices (13.3%) mentioned an inability to ob-
tain funding for specific BH offerings, such as
group visits for patients with depression.

LEAP practices also described a need for more
robust local BH resources, noting that patients
struggling with severe mental illness, homelessness,
or substance use typically need a higher level of BH
services than can be provided in primary care. BH
specialists at twelve LEAP practices (40.0%) said
they could not refer their most severe patients to
specialty mental health or substance use treatment

because such services did not exist in their commu-
nity.

BH Staffing Changes from 2013 to 2016
Between the 2013 site visits and the 2016 follow-up
survey, the number of LEAP practices with BH
specialists remained stable at 25 practices (83.3%).
The number of practices with dedicated substance
use counselors among their BH staff increased
from 3 practices (10.0%) in 2013 to 7 practices
(23.3%) in 2016. No other notable changes in BH
staffing or services were mentioned in the 2016
survey.

Discussion
The LEAP project found that high-performing pri-
mary care practices share common understandings
about the rationale for and role of BH integration
in primary care. Specifically, the practices em-
braced BH integration to provide timely BH care
for all patients, share the work of providing BH-
related care, meet the full spectrum of patient
needs, and improve the capacity and functioning of
care teams. Together, these goals form a common
vision of BH integration that transcends organiza-
tion type, practice size, and setting.

LEAP practices operationalized these goals in
various ways, such as universal BH screening and
involving BH specialists in chronic illness care.
Some strategies were less common but may hold
promise as a future direction for BH integration. In
fact, many of the pioneering strategies we identified
in LEAP practices align with the growing literature
on real-world implementation of BH integra-
tion.9,34 –37 For example, practices across the
United States are experimenting with open-access
scheduling and on-call rotations to facilitate warm
handoffs,38 using registries and other health IT
tools to systematically track and follow up on pa-
tients’ BH-related needs,11,39 offering in-house
counseling or programs for substance use and opi-
oid dependency,33,40 developing interdisciplinary
care plans,34 and colocating primary care and BH
staff to facilitate teamwork and interdisciplinary
communication.41 Other strategies identified in the
literature, such as establishing rapid referral path-
ways for BH services,37 creating custom EHR tem-
plates for BH data,39 or developing clinic-specific
training manuals about BH integration,42 were ei-

698 JABFM September–October 2018 Vol. 31 No. 5 http://www.jabfm.org

copyright.
 on 1 M

ay 2025 by guest. P
rotected by

http://w
w

w
.jabfm

.org/
J A

m
 B

oard F
am

 M
ed: first published as 10.3122/jabfm

.2018.05.170468 on 10 S
eptem

ber 2018. D
ow

nloaded from
 

http://www.jabfm.org/


ther not present in LEAP practices or not men-
tioned in our interviews.

Only a few practices mentioned specific evi-
dence-based models of BH integration. However,
even without citing a specific model, practices had
implemented key components of evidence-based
BH integration, such as care management and mea-
surement-based care for patients with BH issues.
This suggests that local experimentation and prob-
lem solving among primary care practices can lead
to a range of innovative BH integration activities,
some of which may mirror evidence-based models.
Future research could explore whether these exam-
ples of local innovation, such as open-access sched-
uling or having BH specialists lead team huddles,
would amplify the effectiveness of existing evi-
dence-based models. Other areas for future re-
search include testing the relative impact of indi-
vidual strategies, including warm handoffs,
colocation, interdisciplinary care plans, and BH
registries.

This article has certain limitations. Our findings
reflect themes we observed in the 30 LEAP prac-
tices, which were selected for having innovative
workforce models but not specifically for their
models of BH integration. Not all practices had
integrated BH services, and we did not systemati-
cally collect specific details of each practice’s BH
integration work, such as the full-time equivalency
status of BH specialists. We did not obtain data on
BH outcomes, so we are unable to assess the effec-
tiveness of the LEAP practices’ BH integration
models. In addition, we do not have a comparison
group of lower-functioning practices, so we are not
able to assess the extent to which BH integration
activities at LEAP sites differed from other primary
care practices working to integrate BH services.
Nevertheless, our findings are relevant and useful
to primary care stakeholders, given that LEAP sites
were carefully selected for workforce innovations
and provided evidence during the selection process
suggesting overall high performance.

In fact, the high functioning of the LEAP prac-
tices may be related to their BH integration efforts.
Nearly all LEAP practices had onsite access to BH
specialists, which is notable given that this was
uncommon among US primary care practices at the
time of our site selection in 2012.43 LEAP practices
also involved other non-BH team members in ad-
dressing patients’ BH needs, demonstrating that
BH-related care can be shared among primary care

teams and need not be the sole responsibility of BH
specialists.

Like many US primary care practices working to
advance their BH integration work, LEAP prac-
tices faced common challenges related to staff-
ing,38,42 health IT,39 and funding.44 This demon-
strates the serious difficulties involved in achieving
BH integration, even for exemplary innovative
practices. Overcoming these challenges will require
stakeholders to collaborate on removing barriers to
BH integration. Possible approaches could include
redesigning health IT systems to better track and
communicate about BH treatment, developing new
primary care-specific training programs for BH
specialists, and advocating for new payment models
to better incentivize the delivery of BH services in
primary care.

Many efforts are already underway nationally to
better support BH integration. For example, new
codes created under the 2017 Medicare Physician
Fee Schedule allow primary care practices to bill
for key BH services, such as care management and
consultation with psychiatric providers.45 New
payment models also are available through the
State Innovation Models initiative,46 Comprehen-
sive Primary Care Plus,47 and Medicaid transfor-
mation demonstrations, such as the one in Wash-
ington state.48 Tools and resources also are
available to support practices in integrating BH
services, including those from the SAMSHA-
HRSA Center for Integrated Health Solutions,49

the University of Washington’s AIMS Center,50

the Safety Net Medical Home Initiative,51 and
tools from the LEAP practices themselves, which
are available from the Primary Care Team Guide
(http://improvingprimarycare.org/).23

These funding initiatives, tools, and resources
have great potential to help primary care practices
advance on the path to BH integration. However,
more support is needed. Primary care practices are
the front lines for identifying and responding to
a wide range of patient needs, and BH integra-
tion can help practices address patients’ behav-
ioral health,8 physical health,13 chronic pain,52

substance use,18,19 and opioid dependency.18,53,54

As the US health care system works toward pro-
viding comprehensive, whole-person care, it will
be critical to eliminate barriers to BH integration
and support primary care practices in providing
the best possible care to meet a wide spectrum of
patient needs.
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