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Introduction: COVID-19 pandemic lockdowns threatened standard components of integrated behav-
ioral health (IBH) such as in-person communication across care teams, screening, and assessment.
Restrictions also exacerbated pre-existing challenges to behavioral health (BH) access.

Methods: Semistructured interviews were completed with clinicians from family medicine residency
programs on the impact of the pandemic on IBH care delivery along with adaptations employed by care
teams to ameliorate disruption.

Results: Participants (n = 41) from 14 family medicine residency programs described the rapid shift to
virtual care, creating challenges for IBH delivery and increased demand for BH services. With patients and
care team members at home, virtual warm handoffs and increased attention to communication were neces-
sary. Screening and measurement were more difficult, and referrals to appropriate services were challeng-
ing due to higher demand. Tele-BH facilitated continued access to BH services but was associated with
logistic challenges. Participants described adaptations to stay connected with patients and care teams and
discussed the need to increase capacity for both in-person and virtual care.

Discussion: Most practices modified their workflows to use tele-BH as COVID-19 cases increased.
Participants shared key learnings for successful implementation of tele-BH that could be applied in
future health care crises.

Conclusion: Practices adapted readily to challenges posed by pandemic restrictions and their ability
to sustain key elements of IBH during the COVID-19 pandemic demonstrates innovation in maintaining
access when in-person care is not possible, informing strategies applicable to other scenarios. ( J Am
Board Fam Med 2023;36:1023–1028.)
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Introduction
The COVID-19 pandemic upended previous notions
of care delivery, team communication, and patient

interaction. Integrated behavioral health (IBH) was
particularly disrupted by the shift to virtual care dur-
ing the public health emergency, compounding the
typical challenges associated with IBH in primary
care.1 IBH is an effective and essential part of
whole person care, promotes access to behavioral
health (BH) services in primary care settings.2–9
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Key components include team interactions through
warm handoffs, huddles, and curbside consultations;
multidisciplinary communication; and workflows incor-
porating screening and measurement.10–12 However,
there are few studies that describe how such elements
were impacted by the pandemic and how care teams
adapted to deliver services.13–15 In this article, we report
on these disruptions and adaptations.

Methods
We conducted a cross-sectional, qualitative study to
evaluate the delivery of IBH in family medicine res-
idency programs affiliated with the American
Academy of Family Physicians (AAFP) National
Research Network; detailed methods for the over-
arching study are described elsewhere.16 We used a
survey to collect practice characteristics and assess
levels of BH integration using the Integrated
Practice Assessment Tool (IPAT, Waxmonsky et
al., 2014),17 and we conducted individual in-depth,
semistructured interviews between March 24, 2021
and July 13, 2021. Practices and individual partici-
pants received remuneration of $500 and $150
respectively for their participation. We utilized an
inductive approach to analyze the qualitative
data.18,19 For this substudy, we focused on the cate-
gories and themes related to disruptions to care and
adaptations to service delivery during the COVID-

19 pandemic.16 This study was approved by the
AAFP Institutional Review Board (IRB).

Results
We interviewed 41 participants across 14 family
medicine residencies (Table 1). Themes described
below emerged from participant responses. Exemplary
quotations corresponding to each theme are in
Table 2.

COVID-19 Related Impacts to IBH: The Need for and

Adaptation to Virtual Care

Participants from all practices except 1 reported a
rapid shift to delivering BH services virtually. As
COVID-19 restrictions kept most people home,
participants stated virtual connectivity became a
necessity. Introductions by a primary care clinician
(PCC) of a BH team member to the patient
(warm handoff) had to occur via video and phone.
Participants described the need for more inten-
tional communication through the electronic
health record (EHR), instant messaging, and on-
call availability, especially for acute needs. Some
practices implemented changes to ensure that if
BH service could not be given on the day of en-
counter, tele-BH services would take place the
following day.

Participants reported in-person interactions with
BH team members were canceled (eg, huddles, all-

Table 1. Practice Demographics

Practice # IPAT Score

Clinicians1 Interviewee Roles

Physicians BHPs Residency Faculty Behavioral Health Practice Leadership

1 5 <5 1 2 1 0
2 4 ≥15 2 1 1 1
3 5 ≥15 6 2 1 0
4 4 ≥15 2 0 2 0
5 5 ≥15 3 1 1 1
6 4 ≥15 2 1 1 1
7 6 ≥15 2 1 1 1
8 5 ≥15 2 2 1 0
9 4 ≥15 4 0 2 1
10 5 5 to 9 1 1 1 1
11 5 ≥15 9 0 1 2
12 4 ≥15 5 1 2 0
13 5 ≥15 5 1 1 1
14 5 ≥15 5 1 1 1

Note. 1Responses were based on participant perception, and numerical estimates may be inflated by inclusion of those outside the
clinic who are part of the larger health system.
Abbreviations: BHP, Behavioral Health Provider; IPAT, Integrated Practice Assessment Tool.
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provider meetings, and educational encounters).
Some practices reported adapting via virtual meetings
and/or electronic communication platforms, allowing
for asynchronous, interactive sharing and learning
within and among care teams. Participants viewed these
collaboration efforts with varying degrees of satisfaction.

Participants reported curbside consultations often
needed to be virtual. Before COVID-19, BH team
members usually debriefed with PCCs about patient
medications, assessments, or treatment on the day of
service within the same workspace. However, due to
remote work environments or hybrid schedules,
these conversations often did not happen in-person
or same day.

Measurement Harder with Virtual Patients

Some participants described screening and mea-
surement,20,21 as harder with virtual patients

(measures were tied to rooming). Some expressed
difficulty in performing these tasks and a desire for
more guidance in conducting diagnostics virtually.

Increased Demand and Other Services Missing

Increased demand for behavioral and mental health
services was the result of pandemic-related factors
such as new trauma or exacerbations of existing
depression and anxiety, social isolation, fear of con-
tracting COVID-19, anxiety about resuming in-
person social interactions, unemployment, loss of
loved ones due to COVID-19 infection, and an
increase in interpersonal violence (IPV) in families
being forced to stay within a household. Participants
also spoke of increased referrals and logistic chal-
lenges such as reworking the patient flow due to long
waitlists. This increase in referrals for already limited

Table 2. Exemplary Quotations

COVID-19 related impacts to IBH:
The need for and adaptation to
virtual care

Every day our clinic, we have a morning huddle, and both our clinical psychologist and our social
worker are on that phone call. It used to be done in person, but now with COVID it’s all done
virtually via Zoom. They’re on that, and they daily report their availability and schedule. In
terms of in-the-moment communication, if nothing gets brought up as part of that huddle that
they need to be aware of, we have either means through our electronic medical record for
communication. Our psychologist always has Skype open, so that’s our business communication
platform for instant messaging. They’re available via phone call. There’s an on-call phone
number during office hours for our social worker to be obtained for those acute needs that need to
be addressed in the moment. Otherwise, for things that may not need to be done at that time and
can be delayed by a day or two, they are very responsive to in-basket messages and Epic or to
referrals for follow-up with certain patients.

Measurement harder with virtual
patients

We can kind of make it up as we go along without really having a sense of “here’s the best practice
for how to do telemedicine for behavioral health services”. How do you do co-visits? How do you
do handoffs? What are some of the best practices for brief interventions by phone? How do you do
PHQ screening and GAD screening? You don’t really have a model in place for that.

Increased demand and other services
missing

[The need for BH services since COVID has increased] significantly. It’s been kind of overwhelming
honestly for our team to keep up with our referrals. We initially started falling really behind.
That’s part of why we changed our system and we had to go to the whole work flow process, is
because we had pretty long wait list for people who needed more of that long term therapy and
just weren’t getting in when you’re new patients. We’ve seen a pretty significant increase in
referrals. I feel like this is anecdotal, but I know I’ve talked with some of my other psychology
colleagues in my own clinic, but then also in other clinics. I feel like the intensity and the severity
has been higher too.

Tele-behavioral health Some of our patients really have limited access. They may have a pay-by-the-minute phone, and,
so, to use their phone to do this, may not be possible. They may not have a computer or a tablet or
some other means of technology to do it, so that can be a limiting factor, just simply the cost and
the technology. It’s some of our patients are just less comfortable with the medium itself. I’ve had
people say, “It just doesn’t feel as personal over the—on video, and I don’t like that. I don’t really
know who I’m talking to,” those kinds of things. I’ve had some of that response.

Opportunities to stay connected with
patient and teams

[Tele-health has] been a really amazing thing and it’s not worth losing more than half a million
people’s lives, but I’d been pushing for this for a decade and suddenly, it’s not innovative
anymore. It’s just normal and I do a bunch of my follow up visits with patients using the patient
portal, which has also been super useful, just being able to have people message me about how
they’re doing. I have as part of my routine to have people send me a message in a week, whether
they’ve started their medicine, started their exercise plan, eating better, contacting their social
network, all that stuff. In addition, I do a tele-med visit with them, 15-minute visit in a couple
of weeks to a month, within a month of starting them on care, and that works super well. It’s
equally good to being in person for sure.

Abbreviations: PHQ, patient health questionnaire; GAD, generalized anxiety disorder questionnaire; IBH, integrated behavioral
health.
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resources complicated psychiatric prescribing and tri-
age to mental health services.

Tele-Behavioral Health

All practices but 1 reported transitioning quickly to
offering tele-BH in March or April 2020. Participants
generally agreed leveraging tele-BH helped meet
increased demand for BH services as the pandemic
endured. Virtual options enabled access for those
who may have previously been inhibited due to hav-
ing to travel long distances, caregiving responsibil-
ities, or limited time off work. Participants also
reported it was easier to fill cancelations with tele-BH
appointments where a patient need not travel.

Participants described tele-BH barriers from
patient and clinician perspectives. Patients strug-
gled with internet access or connection and costs
associated with data plans, lack of digital literacy,
and insurance coverage concerns. Clinician-stated
barriers included patient discomfort with virtual
visits and missing nonverbal cues. Some asserted
initial assessments were more beneficial if they were
done in-person. Privacy and safety concerns were
also voiced, particularly for those patients at risk for
IPV. Both patients and clinicians were apprehensive
about payer reimbursement for these services.

Opportunities to Stay Connected with Patient and

Teams

Participants reported tele-BH allowed for patients
to attend appointments they would not have other-
wise. Implementing virtual handoffs and screening
for behavioral and mental health issues enabled
continued connectivity, even though virtual diag-
nostics lagged. Some participants mentioned they
needed a better platform or a better way to use a
current platform to enhance patient accessibility.
For example, they suggested the EHR could be
used to send screening tools for mental health con-
ditions and document results for screening instru-
ments not already integrated into the EHR. Lastly,
participants discussed the need to increase capacity
for both in-person and virtual care. To best serve
their patients, they commented having more BH
team members and/or psychiatrists would improve
access and allow appropriate matching of skillset
and specialization for specific populations. In
addition, they suggested increasing the number of
medical assistants or other staff to aid BH team
members because, generally, these staff only sup-
port medical clinicians.

Discussion
COVID-19 disrupted BH delivery, and we
explored how care teams shifted primarily to vir-
tual care. Most practices modified their work-
flows to use tele-BH as COVID-19 cases increased.
Consistent with other research findings, IBH prac-
tice adaptations were born out of necessity and
implementation was sometimes less than ideal.13,22

BH interactions have the advantage of being inde-
pendent of physical examination, therefore these
visits are well-suited for telemedicine. These inter-
views elucidated key learnings for successful imple-
mentation of tele-BH including the following:

• Invest in infrastructure for virtual patient care:
Adopt patient interactive technologies that
can pivot from in-person to virtual and gather
screening and monitoring data.10–12,23,24

• Fully utilize capabilities for virtual, clinical team
communication: Leverage EHR or otherwise
encrypted messaging platforms and other
asynchronous, interactive, electronic commu-
nication (both text and video).

• Formally document processes:Develop a set of best
practices tailored specifically for tele-BH visits
regarding handoffs, curbside consultations,
brief interventions, and screenings (including
tools for virtual diagnostics).25–27 Also, discern
when a patient should be seen in-person for
best outcomes.

• Reinforce support for IBH training: Ensure pro-
gram capacity includes training for in-person
and virtual care delivery, allowing for PCCs
and BH team members to be better prepared
to address increased demand.28

• Maximize BH team capacity: Invest in psychia-
try and additional BH team members, either
in-house or through pre-established path-
ways, to increase capacity for treatment and
monitoring patients who require complex
care and to keep services in-house for optimal
care coordination and continuation.

Limitations
We interviewed participants from practices with
IBH training programs16 that scored a 4 or above
on the IPAT, meaning that they had well established
collocated or fully integrated IBH.17 Inclusion of
clinical practices with IPAT scores of less than 4
(practices that had minimal collocated BH or no BH
on site) may have generated differing perspectives.
Therefore, results may not represent all primary care
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practices. In addition, the participants described their
experiences as viewed through their personal lens.
Their perception may not have reflected objective
measures. For example, none of our participants
were able to definitively quantify increased patient
demand in BH services. Therefore, they may have
over- or underestimated the demand. Lastly, our
purposive sampling design limits the generalizability
of the study’s findings. The sample included practices
with interest in IBH and all had family medicine
residency programs; these characteristics are not
representative of all practices. Furthermore, even
though the sample included practices located in
different parts of the country, potential differen-
ces in patient populations may also affect the rep-
resentativeness of the information provided in the
interviews.

Conclusion
This study revealed how the COVID-19 pandemic
affected IBH practice and how care teams adapted
to unprecedented change and limitations to care
accessibility. As the need for behavioral and mental
health services evolved, primary care practice teams
modified their collaborative workflows to be re-
sponsive to external factors that influenced their
ability to deliver BH care. Lessons learned here
may encourage adoption of tele-BH and incorpora-
tion of virtual care delivery and communication
strategies. These may enhance the capabilities of
providing BH services and allow for maximal care
team coordination. Insights from this study could
provide a foundation or reference in preparing IBH
programs to be more resilient for better manage-
ment of future health care crises.

This study was done in partnership with the American Academy
of Family Physicians (AAFP) through the AAFP National
Research Network. The AAFP has not contributed to this pub-
lication, and the information or content and conclusions are
those of the authors. This study would not have been possible
without the participation of the AAFP National Research
Network practices and individual care team members. We thank
them for their essential contributions to this work. The authors
also thank Elizabeth Staton, MSTC, for her thorough review of
the manuscript.

To see this article online, please go to: http://jabfm.org/content/
36/6/1023.full.
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