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Tech Tips – Zoom Meetings

3

Click the blue 
submit button to 

complete polls

Direct message 
Anna Baer

for technical issues
Click to see 

who else has 
joined

All attendees 
have video off 

upon entry

Ask questions 
and insert 
comments

Click to 
join or 

mute audio

Click 
download in 
chat for slide 

deck PDFSubmit

Recording and deck 
will be shared with 

attendees

Request live closed 
captioning or view full 

meeting transcript

Presenter Notes
Presentation Notes
AB
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California Quality Collaborative

Advancing the quality and efficiency 
of the outpatient health care delivery system by 
creating scalable, measurable improvement.

Launched in 2007, CQC is a multi-stakeholder program.
Core funding from health plans sharing a delivery system.

Identifies and spreads best practices across outpatient delivery 
system in California

Trains 2,000 individuals from 250 organizations each year

CQC’s track record includes 20% relative improvement in clinical 
outcomes and 10:1 ROI

Sponsors

Presenter Notes
Presentation Notes
AB For those of you aren’t familiar with California Quality Collaborative or CQC, CQC is a multi - stakeholder program with the goal of advancing the quality and efficiency of the outpatient health delivery system.In addition to our multi stakeholder leadership we provide capacity building trainings ranging on webinars on high interest topics to multi year improvement collaboratives.To any health plan sponsors on the line thank you for helping make all this work possible.
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Today’s Objectives

5

Understand what key 
characteristics set 

organizations up for 
behavioral health 

integration success

Prioritize what step to 
take first to prepare for 

behavioral health 
integration

Analyze how to build 
internal readiness, 
including clinical, 

operational and 
financial 

Presenter Notes
Presentation Notes
AB to KM 
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Poll

6

Where are you dialing in from?
• Northern California
• Southern California
• Other West Coast
• East Coast
• Midwest
• Southwest

What type of organization do you 
represent?

• Patient 
• Provider/Practice
• Health Plan
• Government Agency
• Technical Assistance Organization
• Research Agency
• Other [chat in]

Presenter Notes
Presentation Notes
KM
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Introducing Our Speakers

Stephanie Gold, MD, FAAFP
Associate Professor,

Department of Family Medicine, 
University of Colorado

Lesley Manson, PsyD, 
Clinical Associate Professor,

Clinical Associate Chair of Integrated Initiatives, 
Integrated Behavioral Health, College of Health 

Solutions, Arizona State University



Readiness for Behavioral Health Integration
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Behavioral Health: the Need

Percentage of primary 
care visits including 

mental or behavioral 
health components** 

28 of 
50

Nationwide ranking of 
California based on a 

composite measure on 
prevalence of mental health 
conditions, substance use, 

suicidal ideation and access to 
treatment***

Sources: * JAMA, 2005; **Family Practice Management, 2021; ***Mental Health America, 2022

Percentage of 
Americans with 

unmet mental health 
needs* 

60% 75%

Presenter Notes
Presentation Notes
https://www.commonwealthfund.org/publications/case-study/2022/dec/integrating-behavioral-health-services-primary-care

https://jamanetwork.com/journals/jamapsychiatry/fullarticle/208673
https://www.aafp.org/pubs/fpm/issues/2021/0500/p3.html
https://mhanational.org/issues/2022/ranking-states
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93 different payers 
(health plans and delegated 
provider organizations)

California’s Landscape 

BH BH
Physical 

health

Two (often overlapping) carve-outs 

• Mental health benefits

• Capitated arrangements 
Sources: California Health Care Foundation. California Health Insurers and Enrollment – 2023 Edition
“Weaving Together Mental and Physical Health Care Outside the Safety Net,” CQC (May 2020)

Capitated 
contracts 

Presenter Notes
Presentation Notes
KM

https://www.chcf.org/wp-content/uploads/2023/07/MediCalAcademy10CalAIMBillingECMCSProvidersMCPs.pdf
https://www.chcf.org/wp-content/uploads/2020/05/WeavingMentalPhysicalHealthOutsideSafetyNet.pdf
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Moving to Integrated Care | Levels of Collaboration/Integration

Coordinated Co-Located Integrated
Level 1

Minimal 
Collaboration

Level 2
Basic Collaboration 

at a Distance

Level 3
Basic Collaboration 

Onsite

Level 4 Close 
Collaboration Onsite 

with Some System 
Integration

Level 5 
Close Collaboration 

Approaching an 
Integrated Practice

Level 6
Full Collaboration in 

a Transformed/ 
Merged Integration 

Practice 

Source. SAMHSA, Six Levels of Collaboration/Integration

Behavioral health integration 
fortifies primary care by 
bringing together primary 
care and behavioral 
providers, working with 
patients and families.

 Patient 
outcomes

 Patient/family 
engagement

 Provider 
care/team 
satisfaction

 Cost/utilization
 Administrative 

coordination
 Provider 

care/team 
burnout

Presenter Notes
Presentation Notes
KMIntegration happens at several levels 

https://www.thenationalcouncil.org/wp-content/uploads/2020/01/CIHS_Framework_Final_charts.pdf?daf=375ateTbd56
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Moving to Integrated Care | Two Models

 Learn more:
• CQC BHI Implementation Snapshot: Selecting an Integration Model
• CQC Webinar: BHI Concepts & Models (6/13/23)

Primary Care Behavioral 
Health Model 
• Available for primary care 

population for any 
behaviorally influenced 
concern

• Adds licensed behavioral 
health professional as 
behavioral health 
consultant 

• Often billed under 
behavioral health benefits, 
directly by BH provider

Collaborative Care Model
• Targets specific 

population (mild-to- 
moderate depression) 
using registry and PHQ-9 
and psychotropic 
medication

• Adds psychiatric 
consultant and behavioral 
health care manager

• Often billed under 
medical benefits, 
“incident to” PCP

Presenter Notes
Presentation Notes
KM

https://www.pbgh.org/resource/bhi-snapshot-selecting-an-integration-model/
https://www.pbgh.org/event/behavioral-health-integration-fundamentals-concepts-models/


Readiness for Behavioral Health Integration
Clinical & Operational
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Behavioral Health Integration in Primary Care: Building Blocks

14

Project team: 
Stephanie Gold, MD
Perry Dickinson, MD
Emma Gilchrist, MPH
Stephanie Kirchner, RD, MSPH
Bahroze Rakeen, MA
Larry Green, MD

Presenter Notes
Presentation Notes
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…the care that results from a practice team of primary care and behavioral 
health clinicians, working together with patients and families, using a 
systematic and cost-effective approach to provide patient-centered care for 
a defined population. This care may address mental health and substance 
abuse conditions, health behaviors (including their contribution to chronic 
medical illnesses), life stressors and crises, stress-related physical 
symptoms, and ineffective patterns of health care utilization.

Definition prepared for the Agency for Healthcare Research and Quality by CJ Peek and the National Integration Academy Council 

Behavioral Health Integration in Primary Care: Building Blocks

15
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Behavioral Health Integration in Primary Care: Colorado’s Story

16
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Behavioral Health Integration in Primary Care: Building Blocks

17
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Foundational Care Delivery Expectations: requirements for any practice 
integrating behavioral health. 

Additional care delivery expectations by components:

• Advanced Coordination and Care Management

• Psychiatry

• Integrated Behavioral Health Professional

• Advanced Care of Substance Use Disorders

Behavioral Health Integration in Primary Care: Building Blocks

18

CoCM

PCBH
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Advanced Coordination and Care Management:

• Practice develops shared expectations and exchanges 
information with behavioral health providers

• Practice manages a registry of patients with target 
behavioral health condition(s)

• Practice screens for social needs and links patients 
and families to services

Behavioral Health Integration In Primary Care: Building Blocks 

19

Presenter Notes
Presentation Notes
This is an overview of the care delivery expectations in the framework, will circle back to the foundational expectations and go through those in more detail 
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Psychiatry: 

• A psychiatrist supports complex diagnostic 
evaluation and medication management, 
providing consultation to the primary care 
provider.

• They may provide direct patient care either in 
person or via telehealth.

Behavioral Health Integration In Primary Care: Building Blocks 

20

Presenter Notes
Presentation Notes
•If implementing this component as part of the CoCM, the psychiatrist regularly reviews treatment plans for patients on the behavioral health registry and provides recommendations. 
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Integrated Behavioral Health Professional: 

• An integrated behavioral health professional (which 
could be a psychologist, licensed clinical social worker or 
other licensed professional) works as part of the primary 
care team.

• The integrated behavioral health professional provides 
counseling, diagnostic support, crisis management, and 
behavior change support in partnership with the primary 
care provider.

• Services can be provided in person or via telehealth. 

Behavioral Health Integration In Primary Care: Building Blocks 

21

Presenter Notes
Presentation Notes
We've seen smaller practices tend to hire LCSWs to help with both BH and social service needs. Can also consider arrangements where a BHP is shared across practice sites. 
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Advanced Care of Substance Use Disorders:

• The primary care provider prescribes medication for 
substance use disorders including tobacco use disorder, 
alcohol use disorder, and opioid use disorder. 

• Counseling related to substance use disorders is provided in 
the practice or coordinated with resources outside of the 
practice.

Behavioral Health Integration In Primary Care: Building Blocks 

22

Presenter Notes
Presentation Notes
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Behavioral Health Integration In Primary Care: 
Foundational Elements Regardless of Model

23

Building Block Foundational Care Delivery Expectations
Leadership • Defined mission and vision 

• Defined BH champion or team
• Budget with allocated resources for transformation and QI work related to 
BHI

Data-Driven QI • Regularly review data and processes for QI including related to BH efforts
• Collects, reports, and monitors performance on measures specific to BH 
efforts 

Team-Based Care • Clearly defined roles, responsibilities, and workflows related to BH services
• BH training into onboarding and professional development 

Presenter Notes
Presentation Notes
What is in the building blocks – deep dive into foundational elementsA lot of this is making sure the foundations of advanced primary care are in place and tying those pieces of advanced primary care to BHILeadership• Practice has defined mission and vision related to meeting BH needs and a defined BH champion or team.• Practice has budget with allocated resources for transformation and quality improvement work related to BHI, including BH professional(s) if part of the care team, that incorporates planning for sustainability of services.Data driven QI• Practice, including any BH professionals, meets regularly (minimummonthly) to review data and processes for quality improvement including those related to BH efforts. Where available, practice reviews data disaggregated by subpopulations to identify and address disparities.• Practice collects and reports on measures specific to behavioral health efforts and tracks performance relative to targets. This includes tracking reach (level 1–proportion of target population screened; level 2–proportion of positive screens that are addressed) and outcomes with validated measures such as the PHQ-9, GAD-7, and Edinburgh maternal depression scale. In practices caring for children, this includes developmental screening.Team-based care• Practice has clearly defined roles, responsibilities, and workflows related to BH services.• Practice incorporates BH training into onboarding and ongoing professional development efforts, including for primary care providers and all clinic staff.
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Behavioral Health Integration In Primary Care: 
Foundational Elements Regardless of Model

24

Building 
Block

Foundational Care Delivery Expectations

Patient and 
Family 
Engagement

• Educates patients and family members/caregivers on availability of BH 
services
• Obtains feedback from patients and/or caregivers/family members on BH 
services
• Provides self-management support 

Population 
Management

• Universal screening for at least one priority mental health condition, one 
priority substance use condition, and one lifestyle behavior
• Ensures positive screens are offered treatment 
• Reassesses symptoms, side effects, complications, and treatment adherence at 
regular intervals and utilizes evidence-based stepped care guidelines 

Presenter Notes
Presentation Notes
What is in the building blocks – deep dive into foundational elementsA lot of this is making sure the foundations of advanced primary care are in place and tying those pieces of advanced primary care to BHIPatient and family engagement• Educates patients and family members/caregivers on availability of BH services, including substance use disorder services. • Practice obtains feedback from patients and/or caregivers/family members on BH services. Feedback may be obtained through patient experience surveys, Patient and Family Advisory Councils (PFACs), or focus groups. If establishing a PFAC, practice takes steps to ensure those participating reflect the diversity of the practice population.• Practice routinely provides self-management support (including caregiver/family support) and/or incorporates principles of shared decision making for patients with BH issues as well as those without identified BH issues to work towards goals that support wellness and prevention of illness.Population management• Practice identifies patients who need or would benefit from BH services, including through universal screening for at least one priority mental health condition, one priority substance use condition, and one lifestyle behavior.• Practice ensures positive screens are offered treatment within the practice or referred to appropriate services outside of the practice.• Practice reassesses symptoms, side effects, complications, and treatment adherence at regular intervals and utilizes evidence-based stepped care guidelines in adjusting treatment plans if patients are not improving as expected. Practice considers individual patient barriers to treatment.
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Behavioral Health Integration In Primary Care: 
Foundational Elements Regardless of Model

25

Building Block Foundational Care Delivery Expectations
Access • Physical spaces and services are accessible and responsive to diverse 

needs
• BH services available by telehealth and asynchronous communication

Comprehensiveness 
and Care 
Coordination

• Medication management for mild to moderate BH conditions 
• Links to therapy and/or specialty mental health settings as indicated
• Referral pathways for patients with BH conditions
• Ensures primary referral sources have appointment availability 
• Tracks completion of BH referrals 
• Provides crisis resources and referrals

Presenter Notes
Presentation Notes
What is in the building blocks – deep dive into foundational elementsA lot of this is making sure the foundations of advanced primary care are in place and tying those pieces of advanced primary care to BHIAccess• The practice ensures physical spaces and services are accessible and responsive to patients’ andfamilies’ disability status, sexual orientation and gender identity, racial and ethnic backgrounds, cultural health beliefs and practices, preferred languages, and health literacy.• Patients are able to receive BH services by either audio-only or audio-visual telehealth and communicate asynchronously with providers. Video visits are not a requirement.Comprehensiveness and care coordination• The primary care provider diagnoses and offers medication management for mild to moderate BH conditions and links patients to therapy and/or specialty mental health settings as indicated.• Practice has referral pathways for patients with BH conditions including potential referral sources for populations with specific needs (e.g. LGBTQIA+ friendly).• Practice ensures primary referral sources have appointment availability and are accepting new patients.• Practice tracks proportion of BH referrals where patients successfully complete an initial appointment.• Practice provides crisis resources and referrals as indicated.• In pediatric practices, the practice has developed protocols for care transitions to adult BH services.
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Foundational Care Delivery Expectations: requirements for any practice 
integrating behavioral health. 

Additional care delivery expectations by components:

• Advanced Coordination and Care Management

• Psychiatry

• Integrated Behavioral Health Professional

• Advanced Care of Substance Use Disorders

Behavioral Health Integration In Primary Care: Building Blocks

26
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• You CAN (and should) get started laying groundwork even before you 
have a BHP

• Recognize BHI is a transformation of practice, not a small QI project 

• For practices newer to change management, practice facilitation and peer 
learning are valuable

Behavioral Health Integration in Primary Care: 
What We’ve Learned About Practice Readiness

27



Readiness for Behavioral Health Integration
Sustainability Focus
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Healthcare Institution Site License (legalities)

Site Type

Payers (stakeholders)

Provider License Type (workforce)

Service Delivery and Coding (business case)

5-STEPS to Sustainability: Overcoming the Reimbursement/ 
Fiscal Sustainability Challenge!

Presenter Notes
Presentation Notes
Integrated care billing is incredibly challenging due to the fact that each of these elements interfere with reimbursement. We know that if you don’t have the correct state licensing you may not be able to offer integrated care, reimbursement options and coding is different based on site type, payers have specific rules related to frequency of billing and limitations, different provider licenses are paid differently or not paid at all, and you have to develop your coding and documentation to meet audit standards and develop your business case. 



What is 
your 
model?

How did 
you align it?

Presenter Notes
Presentation Notes
With all this being said we need to ensure our survival and building integrated healthcare means building it to ensure our fiscal sustainability too. 
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• Integrated Practice Assessment Tool 
(IPAT)

• Behavioral Health Integration Capacity 
Assessment (BHICA)

• Practice Integration Profile (PIP)

• Maine Health Access Foundation 
(MeHAF)

• Level of Integration Measurement (LIM)

• AIMS BHI Checklist

• Referral Barriers 

• Readiness Tools (PCBH and CoCM)

• Barriers to Same-Day

• Core Competency

• Standard Framework

• Integrated Tx Tool

• IBHP Evaluation Tool (PPAQ)

• Dual Dx Capability in Health Care Settings 
(DDCHCS)

• Operational tools (Dr. Gold’s/U of Colorado)

Integrated Care Assessment Tools
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• Core Elements:
• Systematic and operationalized

• Employs evidence-based practices

• Promotes change across the system - from patient to 
policy

• Flexible 

• Uses metrics and data for quality improvement and 
assurance

• Builds and refines return on investment analysis 

Planning, Implementation and Sustainability

Presenter Notes
Presentation Notes
But if we want to replicate these outcomes – we need to ensure we have the core elements including Systematic and operationalized planning, employing evidence based brief interventions, promoting change to reflect integrated care across the healthcare system from patient communication and engagement to our administrative policies and procedures,We must identify and use metrics and data consistently for quality improvement and assurance, building and refining fiscal structures such as return on investment analysis 
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• Limited Team Based Care Functioning and 
Training 

• Limited Model Fidelity

• Isolation

• Time Management

• Regression (MH only; closed door)

• EHR Limitations
• Data Mining Limits

• Sharing Limitations

• Lack of Monitoring

• Poor Management

Barriers, Pitfalls, Challenges
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• Identify your health care institution site 
licensure. This will define your parameters 
for service provision and hiring. (Example: 
integrated site, hospice, hospital, other.)

• Identify and review your state office of 
administrative counsel rule making 
regarding your facility. 

• Review your state laws: 
• Are you legally able to offer integrated care 

or other specific services? 

• Do you need to complete a state application 
if you are preparing to offer integrated care 
or CMS services? 

• Do you need to complete a state application 
for service?

1. Understand Your Legal Requirements

Presenter Notes
Presentation Notes
Our first step of understanding your legal requirements re integrated care asks you to review your legal business requirements related to operating as an integrated healthcare site. To do this you need to Identify your health care institution site licensure. This will define yourparameters for service provision and hiring. Some states have restrictions on types of healthcare professionals you can hire and scopes of practices. In addition, you may wish to review whether your state says you are able to operate as an integrated healthcare facility or if you need an additional healthcare operations license or type associated with your clinic. For instance, some states have now developed integrated care licensing for healthcare organizations as opposed to clinics which may be licensed as outpatient clinics in general, hospitals, nursing care facilities, substance use facilities, or hospice. These other licenses will state you are not legally able to provide additional scopes of care, limit the types of professionals offering services at the facility, and restrict reimbursement (often which is not caught until audits). Many times you can review your legal requirements through searching what is known as the state office of administrative counsel rule making or healthcare site state license applications and options, and reviewing all requirements for scope of practice. If you are taking Medicaid reimbursement for integrated care services, it is important to contact the Medicaid office to fully understand your scope, limitations, and requirements for IC which will pertain to hiring, types and frequency of services, and coding and documentation requirements. Review your state laws: Are you legally able to offer integrated careservices? Do you need to complete a specific state applicationIs there specific paperwork for Medicaid integrated care service delivery for billing purposes and value based reimbursement options?
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A. Identify your site type (identify how your site is classified? E.g.: ACO, 
FQHC, RHC, etc.). This will assist with identifying state and federal 
payment models and eligibility for quality reimbursement initiatives. 
Further, it will provide information on which professionals are 
reimbursable for which services. 

B. This helps to identify the way you can receive direct reimbursement, 
health savings, and outcome measurements. Fiscal direct pro forma 
as well as return on investment and cost savings are primarily 
dependent on site. Many sites have specific eligibility for quality 
reporting, funding, and reimbursement models. 

i. Are there rules, regulations, and support for my specific entity for 
integration? 

ii. Do I have or wish to develop certifications in integrated behavioral 
health care (NCQA, CARF, etc.)?

iii. Do I report specific behavioral metrics already related to chronic 
health conditions and behavioral health (HEDIS, NCQA/PCMH, 
Joint Commission, PQRS, UDS, MACRA), which I can leverage for 
IBH development and quality health outcome improvements?

2. Site Type
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• Develop patient advisory councils, patient questionnaires, 
and/or community stakeholder meetings to identify needs, 
interest, and further insight into program development. 

•  Utilize IBH Screening tools and questionnaires to identify 
and address provider needs in developing IBH 
programming and services. Leverage data mining for 
common diagnoses, treatment considerations, screenings, 
CPT coding, registry use, and health maintenance and quality 
outcomes data for further program development. 

• Contact payers (insurance programs) to identify 
reimbursement (service types, program types, value 
contracts), health savings, bundling payments, and outcome 
measurements needed for sustainability. Payers identify the 
licensure, regulations, and documentation requirements of 
providers, services, and program. Identify specific state, 
federal, and private rules and regulations for integrated care 
services. 

3. Stakeholder Communication 



Patient & Family
Outcomes

Team
Outcomes

Satisfaction Satisfaction
Engagement Productivity

Adherence Accurate problem and early identification

Self-care Fewer errors

Fewer missed visits Less turnover and burnout: Reduced 
presentism and absenteeism

Clinical outcomes Fiscal return

Integrated 
Care

Culture of 
teamwork

Quality 
outcomes

Presenter Notes
Presentation Notes
We know IC has demonstrated quality outcomes in patient and family engagement, in the overall health of our pts and families, and demonstrated outcomes associated with the healthcare team. 



38

• Promote effective chronic care 
management

• Make full care accessible
• Make care safer
• Promote community and population 

health
• Promote effective care coordination
• Integrated team-based care
• Strengthen patient and family 

engagement
• Equitable care 

National Quality Strategy & Quintuple Aims

Provider/Team and Patient 
Satisfaction

Equity in Care

Population Health 
Improvement

Fiscally Sound Healthcare 

Presenter Notes
Presentation Notes
Alignment and focus starts with the triple and quadruple aims of healthcare. Most are familiar with the triple aims of heatlhcare including improved pt experience of care and quality healthcare outcomes - all while reducing our healthcare expenses. Bodenheimer added the 4th aim which is to improve more satisfied providers. The ACA gave us the national quality strategy which is aligned with the triple aims of healthcare and help us to ensure our focus in integrated care is aligned with the overall objectives of healthcare in the US. The basics of US healthcare are built on the national quality strategies which includes integrated team based care. 



Depression
Panic Disorder

PTSD, Generalized 
Anxiety 

Social Anxiety Disorder
Tobacco Use

Alcohol Misuse
Diabetes
Obesity

Primary Insomnia
Chronic Pain

IBS
Somatic Complaints

Behavioral Health 
and 

Primary Care 
Outcomes 

Presenter Notes
Presentation Notes
Integrated behavioral health has also shown quality outcomes related to specific behavioral and medical conditions in primary care through providing the average brief - 30 minute interventions, which have shown promising and lasting results sustained over years.  1. Butler et al., Integration of Mental Health/Substance Abuse and Primary Care. AHRQ Publication No. 09- E003. Rockville, MD. AHRQ. 2008. 2. Craven et al., Better Practices in Collaborative Mental Health Care: An Analysis of the Evidence Base. Canadian Journal of Psychiatry, 2006;51:1S-72S.  3. Gilbody et al., Collaborative Care for Depression: A Cumulative Meta-analysis and Review of Longer-term Outcomes. Archives of Internal Medicine, 2006;166:2314-2321. 4. Williams et al., Systematic Review of Multifaceted Interventions to Improve Depression Care. General Hospital Psychiatry, 2007; 29:91-116. 5. Roy-Byrne et al., Delivery of Evidence-Based Treatment for Multiple Anxiety Disorders in Primary Care: A Randomized Controlled Trial. JAMA, 2010;303:1921-1928 6. Cigrang et al., Treatment of Active-Duty Military With PTSD in Primary Care: Early Findings. Psychological Services, 2011;8:104-113. 7. Fiore et al., Treating Tobacco Use and Dependence: 2008 Update. Clinical Practice Guideline, Rockville, MD: U.S. Department of Health and Human Services, Public Health Service. 8. Whitlock et al., Behavioral Counseling Interventions in Primary Care to Reduce Risky/Harmful Alcohol Use by Adults: A summary of the evidence for the U.S. Preventive Services Task Force. Annals of Internal Medicine, 2004;140:558-569.9. The Diabetes Prevention Program Research Group: The 10-Year Cost-Effectiveness of Lifestyle Intervention or Metformin for Diabetes Prevention: An Intent-to-Treat Analysis of the DPP/DPPOS. Diabetes Care, 2012;35:723-730. 10. Funnell et al., National Standards for Diabetes Self-Management Education. Diabetes Care, 2008;31Supp1:S97-S104 11. Wadden et al., A Two-Year Randomized Trial of Obesity Treatment in Primary Care Practice.  NEJM, 2011;365:1969-1979. 12. Leblanc et al., Effectiveness of Primary Care-Relevant Treatments for Obesity in Adults: A Systematic Evidence Review for the U.S. Preventive Services Task Force. Annals of Internal Medicine, 2011;155:434-447. 13. Edinger et al., A Primary Care “Friendly” Cognitive Behavioral Insomnia Therapy. Sleep, 2003; 26:177-182. 14. Goodie et al., Using Behavioral Health Consultants to Treat Insomnia in Primary Care: A Clinical Case Series. Journal of Clinical Psychology, 2010;65:294-304. 15. Ahles et al., A Controlled Trial of Methods for Managing pain in Primary Care Patients With or Without Co-Occuring Psychosocial Problems. Annals of Family Medicine, 2006;4:341-350. 16. Dobscha et al. Collaborative Care for Chronic Pain in Primary Care: A Cluster Randomized Trail. JAMA, 2009;301:1242-1252. 17. Cigrang et al., Evaluation of a Collaborative Mental Health Program in Primary Care: Effects on Patient distress and health care utilization. Primary Care and Community Psychiatry, 2006;11:121-127. 18. Bryan, et al., Impact of Behavioral Health Consultant Interventions on Patients symptoms and Functioning in an Integrated Family Medicine Clinic. Journal of Clinical Psychology, 2009;65:281-293. 19. Bryan, et al., Severity of Mental Health Impairment and Trajectories of Improvement in an Integrated Primary Care Clinic. Journal of Consulting and Clinical Psychology, 2012;80:396-403.1. Butler et al., AHRQ Publication No. 09- E003. Rockville, MD. AHRQ. 2008.2. Craven et al., Canadian Journal of Psychiatry. 2006;51:1S-72S. 3. Gilbody et al., British Journal of Psychiatry, 2006;189:484-493.4. Williams et al., General Hospital Psychiatry, 2007; 29:91-116.5. Hunter et al., Integrated Behavioral Health in Primary Care: American Psychological Association, 2009



Reduced Specialist 
Utilization

Lower ED Utilization

Lower Hospital 
Admissions

Lower Overall Costs Per 
Patient

Improved Cost Savings

Improved Referral 
Acceptance

Improved Satisfaction for 
Patients and Providers

Behavioral Health 
and 

Primary Care 
Outcomes 

Presenter Notes
Presentation Notes
Integrated care outcomes have also demonstrated significant improvements in the fiscal sustainability of our health care system and our individual healthcare entities. With recent ACO reporting billions in dollars saved operationalizing integrated team based care.  1. Butler et al., Integration of Mental Health/Substance Abuse and Primary Care. AHRQ Publication No. 09- E003. Rockville, MD. AHRQ. 2008. 2. Craven et al., Better Practices in Collaborative Mental Health Care: An Analysis of the Evidence Base. Canadian Journal of Psychiatry, 2006;51:1S-72S.  3. Gilbody et al., Collaborative Care for Depression: A Cumulative Meta-analysis and Review of Longer-term Outcomes. Archives of Internal Medicine, 2006;166:2314-2321. 4. Williams et al., Systematic Review of Multifaceted Interventions to Improve Depression Care. General Hospital Psychiatry, 2007; 29:91-116. 5. Roy-Byrne et al., Delivery of Evidence-Based Treatment for Multiple Anxiety Disorders in Primary Care: A Randomized Controlled Trial. JAMA, 2010;303:1921-1928 6. Cigrang et al., Treatment of Active-Duty Military With PTSD in Primary Care: Early Findings. Psychological Services, 2011;8:104-113. 7. Fiore et al., Treating Tobacco Use and Dependence: 2008 Update. Clinical Practice Guideline, Rockville, MD: U.S. Department of Health and Human Services, Public Health Service. 8. Whitlock et al., Behavioral Counseling Interventions in Primary Care to Reduce Risky/Harmful Alcohol Use by Adults: A summary of the evidence for the U.S. Preventive Services Task Force. Annals of Internal Medicine, 2004;140:558-569.9. The Diabetes Prevention Program Research Group: The 10-Year Cost-Effectiveness of Lifestyle Intervention or Metformin for Diabetes Prevention: An Intent-to-Treat Analysis of the DPP/DPPOS. Diabetes Care, 2012;35:723-730. 10. Funnell et al., National Standards for Diabetes Self-Management Education. Diabetes Care, 2008;31Supp1:S97-S104 11. Wadden et al., A Two-Year Randomized Trial of Obesity Treatment in Primary Care Practice.  NEJM, 2011;365:1969-1979. 12. Leblanc et al., Effectiveness of Primary Care-Relevant Treatments for Obesity in Adults: A Systematic Evidence Review for the U.S. Preventive Services Task Force. Annals of Internal Medicine, 2011;155:434-447. 13. Edinger et al., A Primary Care “Friendly” Cognitive Behavioral Insomnia Therapy. Sleep, 2003; 26:177-182. 14. Goodie et al., Using Behavioral Health Consultants to Treat Insomnia in Primary Care: A Clinical Case Series. Journal of Clinical Psychology, 2010;65:294-304. 15. Ahles et al., A Controlled Trial of Methods for Managing pain in Primary Care Patients With or Without Co-Occuring Psychosocial Problems. Annals of Family Medicine, 2006;4:341-350. 16. Dobscha et al. Collaborative Care for Chronic Pain in Primary Care: A Cluster Randomized Trail. JAMA, 2009;301:1242-1252. 17. Cigrang et al., Evaluation of a Collaborative Mental Health Program in Primary Care: Effects on Patient distress and health care utilization. Primary Care and Community Psychiatry, 2006;11:121-127. 18. Bryan, et al., Impact of Behavioral Health Consultant Interventions on Patients symptoms and Functioning in an Integrated Family Medicine Clinic. Journal of Clinical Psychology, 2009;65:281-293. 19. Bryan, et al., Severity of Mental Health Impairment and Trajectories of Improvement in an Integrated Primary Care Clinic. Journal of Consulting and Clinical Psychology, 2012;80:396-403.1. Butler et al., AHRQ Publication No. 09- E003. Rockville, MD. AHRQ. 2008.2. Craven et al., Canadian Journal of Psychiatry. 2006;51:1S-72S. 3. Gilbody et al., British Journal of Psychiatry, 2006;189:484-493.4. Williams et al., General Hospital Psychiatry, 2007; 29:91-116.5. Hunter et al., Integrated Behavioral Health in Primary Care: American Psychological Association, 2009
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National Quality Forum 
(NQF)

Qualified Clinical Data 
Registries (QCDR)

National Committee for 
Quality Assurance (NCQA)

[PCMH/IC/HEDIS]

Healthcare Effectiveness 
Data and Information Set 

(HEDIS) measures

Quality and Performance 
Measures (QPM)

Uniform Data System (UDS) CMS Part B Claims 
Measures

CAHPS, Merit Based 
Incentive Payment Systems Joint Commission

Commission of 
Accreditation of 

Rehabilitation Facilities 
(CARF)

Agency for Healthcare 
Research and Quality 

(AHRQ)
QPP CMS Physician Consortium for 

Performance Improvement

Specialty & Specific Task Forces: 
Example: American College of 

Allergy, Asthma and Immunology 
(ACAAI), the American Academy of 
Allergy, Asthma and Immunology

(AAAAI)]; American Dental 
Association

 

Metrics/Measures
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 Mortality
 Health status
 Biometrics
 Disease prevalence
 Disability status
 Health Maintenance
 Population Health 
 Health Assessments 

(screening tools)
 ED visits
 Re-admission
 NCQA HEDIS
 QPP: MACRA
 UDS / NQF / CMS

 CARF/JACHO
 QI Goals
 RVUs/Productivity
 Fiscal ROI
 NCQA PCMH, BH
 Employee wellness
 Job satisfaction 
 Financial: cost of care, 

efficiency, comparisons, 
productivity, ROI 

 Employment 
sustainment

 Satisfaction 
 Length of visit
 CPT coding

 Insurance / coding 
requirements

 Diagnosis coding
 Visit type
 Productivity 
 Evidence based care
 Huddles & 

communication 
 Documentation
 Access to care 
 Team handoffs
 Wait time
 Cost of care

Clinical Metrics
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Making it Meaningful



44

$ Fee for Service Fee for Service – Link to 
Quality & Value

Fee for Service 
Architecture

Population Based Payment

No Link to Quality & 
Value

Foundational Payments for 
Infrastructure & Operations
(care coordination)

Shared Savings
(episode-based 
payments for 
procedures and 
comprehensive 
payments; incentives)

Condition Specific Population 
Based Payment 
(per member per month, 
payments for integrated care)

Pay for Reporting
(bonuses and penalties re 
reporting data)

Risk Based Payments 
Not Linked to Quality

Comprehensive Population 
Based Payment
(global budgets- fixed $, fixed 
time, fixed population)

Pay for Performance
(bonuses for quality 
performance)

Integrated Finance and Delivery 
System
(global budgets- fixed $, fixed 
time, fixed population in 
integrated systems) Global 
capitation
Capitated Payments Not Linked 
to Quality

Framework 

Presenter Notes
Presentation Notes
Through this understanding we can more clearly see our risks and benefits  and lay out a plan for success. 
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• Performance drivers

• Standardized measures / Improvement activities

• Flexible for program, scope, practice

• High quality care / Improve patient outcomes

• Cost effective care / Efficiency

• Improve the experience of care / Patient engagement

• Collaborative & purposeful patient engagement 

• Interoperability / Time cycle / Technology

• Coordinated care (shared care plans; planned care for chronic conditions and prevention; medical 
neighborhoods; registries)

• Health equity (screenings)

VBC Foundational Tenants

Presenter Notes
Presentation Notes
In specific we need to inquire around how integrated care is aligned with the foundational tenants of performance measures. 
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• Pay for performance / Payment reform

• Bundling

• Transparent and effective payment 
methodologies

• Risk management / Efficiency scores (inpatient 
hospital, emergency room, medical imaging, 
pharmacy, laboratory, and specialists; patient risk 
flags)

• Cost savings (drug utilization management, 
outpatient services, and the sickest members having 
a greater level of engagement with primary care)

• Financial adjustments (cost and utilization, 
referral patterns, practice patterns, quality and total 
medical expenses)

VBC Foundational Tenants

Presenter Notes
Presentation Notes
And how integrated care is aligned with financial incentives. 
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• Provider Manuals

• Cold Calling as Organization 

• State Medicaid Manuals or 
Medicaid Offices

• Medi-Cal & Medicare Websites

Quick Coding Knowledge

Medicare

MedicaidInsurance 
Programs 

Presenter Notes
Presentation Notes
Billing and coding knowledge is one of your most valuable tools in sustainability. Through contacting the payors we will be able to develop our billing structure and documentation templates to ensure success. We can also start to move forward on developing our understanding of value and incentives for integrated care. 
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A . Provider l icense  types  identify  
the  areas  of  special ty,  education,  
training,  and p rofes s i ona l  
p ra ct i ce ,  which may be  required or  
encouraged by payer  systems,  
members,  and providers.  Action:  In  
addit ion,  review state,  federal ,  and 
payer  specif ic  regulat ions related 
to  l icensure  requirements  for  
reimbursable  and provided 
services.  

B .  Create  E H R  a nd  p ra c t i c e  
i nfra s t ru c t u re to  support  the  
services  and requirements  
identif ied for  integrated care.  

4. Workforce Development and License Needs 
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C .  Consider  w o r k f o r c e d e v e l o p m e n t  a n d  
f o r m a l  t r a i n i n g  opportuni t ies  in  team-  
based care,  populat ion  heal th,  behavioral  
medicine,  and creat ion of  internships,  and 
fel lowships.  Further,  consider  augment ing  
your  workforce  wi th  t raining and 
leveraging  community  service  
profess ionals,  a l l ied  heal th,  and pat ient  
members  to  del iver  speci f ic  ev idenced 
based heal thcare  programs.  

D .  Understand your  i n s t i t u t i o n ,  s i t e ,  
s t a k e h o l d e r ,  a n d  w o r k f o r c e  
r e q u i r e m e n t s  r e l a t e d  t o  s e r v i c e  d e l i v e r y ,  
d o c u m e n t a t i o n ,  c o d i n g ,  i n t e r v e n t i o n s ,  
a n d  p r i v a c y / c o n s e n t  r e q u i r e m e n t s  
( U p d a t e  t o  N P P ) .  Ensure  a l l  verbiage  and 
service  del ivery  descript ions are  a l igned 
for  integrated  team-based care.  

4. Workforce Development and License Needs 
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• Clinical Practice
• Brief evidence-based interventions
• Screening tools and protocols
• Documentation/ health records
• Comorbidity and population health 
• Huddles
• Patient self-management
• Healthcare setting basics
• Team-based care 
• Consultation 
• Care management
• Communication 

Practice Management
• Visit Efficiency
• Time Management
• Follow-up Planning
• Coding and Compliance
• Quality Improvement and Metrics / 

Measurement
• Intervention Efficiency
• Visit Flexibility
• Triage
• Care Management
• Community Resource Referrals
• Return on Investment

Integrated Care Behavioral Health Provider Common Core 
Competencies: Align With Your Vision

Presenter Notes
Presentation Notes
Further, our teams need to be reinforced on clinical and management best practice of integrated care competencies
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5. Business Case Development, Service Delivery, and Coding 

A.  Ensure the service delivery, essential coding, site, 
payer types, and licensure are aligned appropriately. 

B.  Identify the business cost of all 
professionals/programs and the pro forma related to 
billing and/or cost savings for program and 
performance monitoring. 

C.  Create auditing tools for successful monitoring, 
continuity of care, quality outcomes, and fiscal 
measurement. Ensure interventions and 
documentation meets expectations (continuity, 
quality care, and regulatory). 

D.  Create a formal business case and proposal for IBH 
services inclusive of return on investment, shared-
cost savings, pro formas, and direct reimbursement 
metrics which align with provider and patient 
satisfaction, population health improvement, and 
healthcare costs reduction (quadruple aim).  
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Coding requirements

License type

Frequency

Documentation requirements

Time

Link to diagnosis

Documentation/filing completion time 

Authorization

Necessity

Lack of coding knowledge basics

Most Common Errors to Reimbursement
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Pro Forma Development

• Job Descriptions

• Data Points

• Performance Indicators

• Expansion

• Monitoring

• Dashboards

• Metrics

Human 
Resources

Quality 
Improvement 

Healthcare 
Management

Program 
Management 
and Growth

Fiscal 
Sustainability



Pro Forma 
Example

• Corso, Hunter, Dahl, Kallenberg, & Manson 
(2016). Integrating behavioral health in the medical 
home: A rapid implementation guide. Reprinted with 
permission by Greenbranch Publishing, 
Integrating Behavioral Health into The Medical 
Home: A Rapid Implementation Guide, Appendix 
7G, pages 108-113, Copyright 2016, Greenbranch 
Publishing.
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Direct revenue: billable reimbursement associated with this provider/team

Costs (salary, benefits, indirect, personnel, etc.)

Indirect revenue: income associated with this provider’s team play

Grants directly related to salary/benefits or other provider/team costs

Pro Forma Development



Pro Forma 
Worksheet
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• Application:
• Consider when to update your pro formas 
• Who should be in charge of development
• Who should review and monitor 
• Recognize the linkage to job/program description and development
• Associate metrics for management
• Use for decision making on increased hiring and program development
• Demonstrate your ROI and fiscal sustainability for program 

Pro Formas
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Return on Investment Calculations in Health Care 
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Return on Investment (ROI): Direct ROI

A performance measure 
used to evaluate the 

efficiency of an investment 
or to compare the 

efficiency of a number of 
different investments. 

ROI measures the amount 
of return on an investment 
relative to the investment’s 

cost. 

To calculate ROI, the 
benefit (or return) of an 
investment is divided by 

the cost of the investment, 
and the result is expressed 
as a percentage or a ratio.
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A measure used to demonstrate fulfillment of the objectives of 
a service at a cost lower than the historical cost or the 
projected cost. 

To calculate cost savings, the cost savings attributed to the 
program is divided by the standard cost of the services, and 
the result is expressed as a percentage or a ratio.

Cost Savings (ROI)
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• Health Behavior Assessment Intervention (HBAI)
• BHI Coding
• Psychotherapy codes
• Collaborative Care codes (CoCM, CCM, TCM: Remember these are pcp billing and 

time required! For ROI – require population focus)
• Screening codes

Direct Billing / Direct Return on Investment Calculations

• Enhanced identification of complexity (E&M billing; cold/pre-WHO)
• Improved team satisfaction and retention 
• Early identification and improved adherence (PHM efforts)
• MACRA (improvement activities & QP)

Indirect / Cost Savings Calculations 

Return on Investment



Panel Discussion and Q&A
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Q&A

Perry Dickinson, MD
 Professor,

Department of Family Medicine 
University of Colorado 

Stephanie Gold, MD, FAAFP
Associate Professor,

Department of Family Medicine, 
University of Colorado

Lesley Manson, PsyD, 
Clinical Associate Professor,

Clinical Associate Chair of 
Integrated Initiatives, Integrated 

Behavioral Health, 
College of Health Solutions, 

Arizona State University
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What is one new 
approach you learned 
about readiness for 
integrating behavioral 
health into primary care?

Takeaway

64
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• Building Blocks of BHI Framework

• Building Blocks of BHI Assessment 

• Integrated Behavioral Health in Primary 
Care: Your Patients are Waiting**

• CQC BHI Curriculum

Readiness for Behavioral Health Integration in Primary Care: 
Key Resources

65

** Conflict of interest disclosure: Gold co-editor, eligible for royalties

Presenter Notes
Presentation Notes


https://wellbeingtrust.org/integrating-behavioral-health-in-primary-care-a-new-framework-for-alternative-payment-models
https://www.pbgh.org/wp-content/uploads/2024/09/BBs-BHI-Care-Delivery-Assessment-Tool-2023.docx
https://link.springer.com/book/10.1007/978-3-319-98587-9
https://link.springer.com/book/10.1007/978-3-319-98587-9
https://www.pbgh.org/cqc-behavioral-health-integration-improvement-collaborative-curriculum/
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Poll: Webinar Feedback

1. The content of this webinar was helpful
• Strongly Agree
• Agree
• Neither Agree nor Disagree
• Disagree
• Strongly Disagree

2. I’d like to stay connected to CQC and receive 
occasional updates, insights, resources and more

• Yes
• No



CQC BHI Implementation Webinar Series

 Wednesday, September 11 (11 a.m. – 12 p.m. PT)
Readiness for Behavioral Health Integration

 Wednesday, November 13 (11 a.m. – 12 p.m. PT)
Behavioral Health Integration Lessons Learned 
(registration link)

 Wednesday, January 8, 2025 (11 a.m. – 12 p.m. PT)
Behavioral Health Integration Spread & Sustain 
(registration link)

Presenter Notes
Presentation Notes
KM CH: Register for the webinars here https://www.pbgh.org/event/bhi-webinar-series/

https://pbgh.zoom.us/meeting/register/tZEvf-qtqj0jHd3LD0jQh9cvdRbdQ8ZFsDTl#/registration
https://pbgh.zoom.us/meeting/register/tZUrde2sqj0sGtcbqT7i4gOEWS3CYGMVaNPe#/registration
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• Visit our website to access webinar materials and register 
for other upcoming events

pbgh.org/cqc-events

• Sign-up to receive our e-publications

 CQC Monthly Newsletter | BHI Implementation Quarterly Update

• Join in on the conversation on social media

 LinkedIn | X

• Email us with questions or feedback

 cqcinfo@pbgh.org 

Stay Connected to CQC

68

http://www.pbgh.org/cqc-events/
https://www.pbgh.org/cqc-signup
mailto:aelgart@pbgh.org?subject=BHI%20Quarterly%20Implementation%20Update
https://www.linkedin.com/company/pbgh/mycompany/
https://twitter.com/PBGHealth
mailto:cqcinfo@pbgh.org




Building blocks of BHI: Practice Examples

Practice A
Small independent primary care practice 
in the rural Midwest

Priority: high rates of substance use 
disorder (SUD)

Chooses to implement the advanced care 
of substance use disorders 

All patients > 12 screened for SUDs, and 
those with needs are offered treatment 
within the practice. 

Establishes relationship with local 
community-based peer support 
organization for coordinating referrals

Practice B
Midsize primary care practice in the 
Pacific Northwest

Priority: most patients referred to 
behavioral health not getting connected 

Chooses to implement integrated 
behavioral health professional and 
advanced coordination and care 
management components

All patients screened for depression and 
anxiety, and those with needs are offered 
treatment with both medication and 
counseling within the practice.

Behavioral health professional also 
available for counseling for other needs 
that do not fit a diagnosis (eg lifestyle 
counseling, medication adherence)

Care compact established with local 
mental health center to develop 
expectations for mutual patients

Practice C
Large urban primary care practice

Priority: large population of patients with 
serious mental illness as well as medical 
co-morbidities that prefer to receive their 
care in one place. 

Chooses to implement the psychiatry 
component

Psychiatrist comes to the practice twice a 
month to provide direct patient care, 
available during the rest of the month for 
electronic consultations on initiating and 
adjusting psychiatric medications. 

Once a month when the psychiatrist is at 
the practice, the providers meet over 
lunch for a case conference to review 
particularly challenging cases. 

70



Appendix: Complete Framework
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