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Audio Logistics

• Call in on your 

telephone, or use 

your computer 

audio option

• If you are on the 

phone, remember 

to enter your 

Audio PIN



How to Ask a 

Question/Make a Comment

Type in a question in the Q&A box

Type in a comment in the chat box

Both are located at the bottom of your screen. 

We’ll answer as many questions as we can at the end of the 
presentation.



Disclaimer

The views, opinions, and content expressed in this presentation do not 

necessarily reflect the views, opinions, or policies of the Center for 

Mental Health Services (CMHS), the Substance Abuse and Mental 

Health Services Administration (SAMHSA), or the U.S. Department of 

Health and Human Services (HHS).

www.samhsa.gov



Poll #1: What best describes your role?

• Clinician

• Administrator

• Policy Maker

• Payer

• Other (specify in chat box)



Poll #2: What best describes your 

organization? (check all that apply)

• Behavioral Health Provider

• Primary Care Provider

• Mental Health Provider

• Substance Abuse Provider

• Other (specify in chat box) 
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About PCDC

• Primary Care 

Development Corporation 

(PCDC) is a national 

nonprofit organization 

and a community 

development financial 

institution catalyzing 

excellence in primary care 

through strategic 

community investment, 

capacity building, and 

policy initiatives to 

achieve health equity. 



About The Center for Health Care Solutions

• Our Mission

– The Center for Health Care Services 

provides integrated care to improve 

the lives of children and adults with 

mental health conditions, substance 

use challenges and intellectual and 

developmental disabilities.

• Our services for children and 

adults include:

– Mental Health

– Intellectual and Developmental 

Disabilities (IDD)

– Substance Use Treatment



Objectives

By the end of this webinar, you will be able to…

• Understand a general overview of the Primary Care Behavioral 

Health model

• Learn a practical/applied focus*

• Understand an in-depth discussion of a case scenario

• Describe your experience with this model

*For a great academic review, see:
• Reiter, J.T., Dobmeyer, A.C. & Hunter, C.L. J Clin Psychol Med Settings (2018) 25: 109. 

https://doi.org/10.1007/s10880-017-9531
• Robinson, P. J., & Reiter, J. T. (2007). Behavioral consultation and primary care: A guide to integrating 

services. Springer Science + Business Media. https://doi.org/10.1007/978-0-387-32973-4

https://doi.org/10.1007/s10880-017-9531
https://psycnet.apa.org/doi/10.1007/978-0-387-32973-4


Poll #3: What’s your organization’s experience 

with integrating primary care and behavioral 

health?

• We’re interested and researching what’s involved

• We have a referral relationship where we can send patients

• We have a co-located with another organization to provide 

services

• We offer both primary care and behavioral health services 

within our organization

• We offer integrated primary care and behavioral health 

using a defined model (e.g., Collaborative Care Model, 

Primary Care Behavioral Health Model) 



Case Vignette

• 65-year-old HF presenting with HTN, asthma, mixed 

hyperlipidemia, Type II DM w/neuropathy, abdominal pain, 

obesity, sleep problems

• 5 ER visits in past 3 months (admitted twice)

• SLEEP / Somatic complaints

– Chest pain

– Right Side numb

– Palpitations

– Fall

– Reported a seizure disorder



The Current Healthcare System: 
Dis-integrated

• Mental Health, substance use, and physical health care providers are 

typically:

– Located in different facilities/spaces 

– Non-holistic in approach: focus only on a narrowly defined set of 

problems (assessment, treatment, and outcomes)

– Lacking in communication/coordination of services for patients 

with multiple needs 

– Limited in interactions with other provider types 

– Regulated, licensed, and credentialed by separate agencies 

– Lacking in understanding of the interdependence of emotional 

functioning, physical health, and substance use

– Unfamiliar with multi-disciplinary team-work



Comorbidity and Complexity



Health in Context



From Roots to Leaves

(or leaves to roots?)



What is Behavioral Health Integration?

“The care a patient experiences 

as a result of a team of 

Primary Care & 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.”



A Spectrum of Integration

• Coordinated care (off-site) 

– Level 1: Minimal 

collaboration 

• Patients are referred 

to a provider at 

another practice site, 

and providers have 

minimal 

communication

– Level 2: Basic 

collaboration

• Providers at separate 

sites periodically 

communicate about 

shared patients

• Co-located care (on-site) 

– Level 3: Basic collaboration  

• Providers share the 

same facility but 

maintain separate 

cultures and develop 

separate treatment 

plans for patients

– Level 4: Close collaboration  

• Providers share records 

and some system 

integration

• Highly integrated care 

– Level 5: Close collaboration 

• Providers develop and 

implement collaborative 

treatment planning for 

shared patients but not 

for other patients 

– Level 6: Full collaboration 

• Providers develop and 

implement collaborative 

treatment planning for 

all patients

Adapted from: Gerrity, M., Zoller, E., Pinson, N., Pettinari, C., 

& King, V. (2014). Integrating Primary Care into Behavioral 

Health Settings: What Works for Individuals with Serious 

Mental Illness. New York, NY: Milbank Memorial Fund  



Source: Ramanuj, Talley, Breslau, Wang and Pincus (2018). Integrating 

Behavioral Health and Primary Care Services for People with Serious Mental 

Illness: A Qualitative Systems Analysis of Integration in New York. Community 

Mental Health Journal 54: 1116-1126. Available 

at https://doi.org/10/1007/s10597-018-0251-y

Factors and Contexts for Integrated Health



Bi-Directional Opportunities in an 

Integrated System of Care

Behavioral health 

into physical 

medicine Physical medicine 

into behavioral 

health 

• Does direction make a difference?

• For CCBHC?

• FQHC?

• Small Practice?



What is PCBH? Why is it different?

• The PCBH model

– team-based primary 

care approach

– managing behavioral 

health problems and 

biopsychosocially

influenced health 

conditions.

• The model’s main goal:

– enhance the primary 

care team’s ability to 

manage and treat such 

problems & conditions

What is incorporated into the PC team:

• behavioral health consultant (BHC), 

sometimes referred to as a behavioral health 

clinician, to extend and support the primary 

care provider (PCP) and team. 

• The BHC works as a generalist and an 

educator who provides high volume services 

that are accessible, team-based, and a routine 

part of primary care.

-Reiter, Dobeyer & Hunter, 2018

• PCBH Principles and Orientation



Principles of PCBH Integration Model

• Principle #1: The BHC’s role is to identify, treat, triage, and manage primary 

care patients with medical and/or behavioral health problems. (in 

traditional settings, more complicated in BDIC)

• Principle #1: The BHC’S role is to identify, treat, triage, and manage 

primary care patients’ complexity of medical and BH problems in an 

integrated manner. 

• Principle #2: The BHC functions as a core member of the primary care 

team, providing consultative services. 

• Principle #3: The PCBH Model is grounded in a population-based care 

philosophy. 

• Principle #4: The BHC seeks to enhance delivery of behavioral health 

services at the primary care level and works to support a smooth interface 

between primary care and specialty services (MH and SA treatment). 

Reference: Robinson, P.,  Mountainview Consulting Group. 

Patient Centered Primary Care Institute. (Oct/Nov 2013) 

Primary Care Behavioral Health Toolkit. Retrieved from 

http://www.pcpci.org/sites/default/files/resources/PCBH%

20Implementation%20Kit_FINAL.pdf



Robinson and Reiter (2016)

• Integration must improve identification of undiagnosed problems

• Integration must help with all behaviorally influenced conditions

• Integration must subtract from, not add to, the workload of PCPs

• Integration must help PCPs improve behavior change skills

• Integration must improve care outcomes in PC

• Integration must help decrease the medication culture of PC (and BH)

• Integrated care must be accessible

• Patients must perceive integrated care as routine health care.

• Long visits and frequent follow ups must be avoided to enable access

• Integrated care must avoid rigid rules that make care less accessible



Role of the BHC in PCBH

• Work in tandem with PCP

• Immediately accessible

– Curbside consultations 

– On demand exam room 

visits (15-30 minutes)

– Same day visits

– Flexible, relevant location



Role of the BHC in PCBH

• Documentation in [shared] 

record using SOAP note

• Reimbursement by medical dx 

using H&B codes*

• In the pod, viewed as another 

PC Clinician – no office, no 

caseload

*Are codes available in your state? 

An opportunity for advocacy!

(Image courtesy J. Reiter)



Behavioral Health Consultation in 

Bi-Directional Integrated Care

Consultation

PCP Medical Team

BH Team

Care Coordinators & 

Care 

Managers/Navigators

Intervention

Patient

Family/Support System 

Change 

Agent

Integrated Care 

perspective of patient 

in context

Enlisting external 

resources together 

with Integrated Care 

coordinators and 

managers



Behavioral Health Consultation in Bi-Directional 

Integrated Care

✓ Primary Care support re: SI, 

anxiety, trauma, depression

✓ Primary Care support re: 

response to physical illness  

✓ Smoking Cessation or 

reduction

✓ Weight Management

✓ C&B intervention for Chronic 

Pain management  

✓ SBIRTs

✓ Medically unexplained 

symptoms

✓ Cognitive Screenings

✓ Self-management of chronic 

health conditions 

✓ Increasing self-efficacy

✓ Increasing engagement in care 

& health 

✓ Managing complex, comorbid 

psychiatric and health decision 

making/issues

✓ Readiness to change

✓ Prevention activities



Clinical Tenets of the BHC

• Evidence based 

• Problem-focused with goal of 

improving quality of life

• Patient-centered

• Functional and/or contextual 

assessment

• Brief interventions (consultations)

– CBT

– Motivational Interviewing

– Focused Acceptance and 

Commitment Therapy (fACT) or ACT

– SBIRTs

• Clinical Pathways



Role of Primary Care Providers in PCBH

• Focal point of the PCBH model

• Key player in making model work

• Productivity and impact of BHC is tied to 

flow of PCP identifying and “referring” to 

BHCs

– Refer at the time the problem is identified

– Integrates BHC into routine daily practice

– Receptive to consultative feedback form BHC

– Maintains real time fluid communication

• Uses BHC consistently across wide range of 

issues that are not just psychiatric nature 

(e.g., chronic pain, initial dx of diabetes, 

HTN)



How can many pieces fit together?

CCBHC



Integrated Care in Practice

Partially adapted from: Robinson, P.J. and Reiter, J.T. (2007). Behavioral 

Consultation and Primary Care (pp 1-16). N.Y.: Springer Science + 

Business Media. 



Real-world Example: CHCS



Real-world Example: CHCS



Case Vignette – Primary Care Perspective

• 65-year-old HF presenting with 

HTN, asthma, mixed 

hyperlipidemia, Type II DM 

w/neuropathy, abdominal pain, 

obesity, sleep problems

• 5 ER visits in past 3 months 

(admitted twice)

• BHC Consult for SLEEP / Somatic 

complaints

– Chest pain

– Right Side numb

– Palpitations

– Fall



Integrated Perspective & PCBH Intervention



The Case for Integration: 

Improved Functioning

• Nearly all individuals experience an increase in functioning 

across studies

– Also six studies found improvements in:

• Anxiety

• Depression

• PTSD

• Sleep

• Tobacco

(Hunter, 2017; DOI: 10.1007/s10880-017-9512-0)



The Case for Integration:

Satisfaction

• Patients in integrated primary care behavioral health settings have 

reported high levels (e.g., 97%) of satisfaction and increased 

functioning 

– Angantyr, 2015; https://doi.org/10.2224/sbp.2015.43.2.287; 

– Runyan, 2004; https://doi.org/10.1089/109350703322425527

• Team-based primary care-behavioral health care has also been shown 

to improve provider satisfaction and decrease provider burn-out

– Blount, 2003; 10.1037/1091-7527.21.2.121



The Case for Integration:

Cost Savings

• Numerous studies have revealed cost savings with regard to 

decreased use of ED and admissions (Lute & Manson, 2015; 

10.1007/978-3-319-19036-5_2)

– 19% reduction in ED visits and overall reduction in number of primary care 

visits (Institute for Healthcare Improvement, October 31, 2008)

• Individuals participating in primary care depression management 

experienced a reduction in workplace absenteeism by over 28% 

(Smith & Dickinson, 2004)



Documentation

• Medical Chart

• SOAP Note



Billing

Retrieved from:

https://www.ap

aservices.org/p

ractice/reimbur

sement/health-

codes/crosswal

k.pdf



Other Clinical Tools



Free Resources

• Pcdc.org/resources

• Case studies

• Guides

• Measurements

• Assessments

• Reports

• Webinars



Questions: Let’s stay connected!

Andrew Philip, PhD

Primary Care Development Corporation

Aphilip@PCDC.org

Clarissa Aguilar, PhD

The Center for Health Care Services 

Caguilar@CHCSBC.org



Upcoming Webinars & Events

New Framework for Enhancing Physical Health 

Integration in Behavioral Health; its potential for quality 

and sustainability 

February 19, 2:00-3:00pm ET

Register from our website here: 

https://www.thenationalcouncil.org/integrated-health-coe/training-events/

Learning Communities and ECHOs – Learn more on 

our website here: https://www.thenationalcouncil.org/integrated-

health-coe/learning-collaboratives/

https://www.thenationalcouncil.org/integrated-health-coe/training-events/
https://www.thenationalcouncil.org/integrated-health-coe/learning-collaboratives/


HRSA Center of Excellence for Behavioral Health Technical 

Assistance (CoE BHTA)

• John Snow Institute’s 

HRSA Center of 

Excellence 

– Website: 

https://www.hrsa.gov/

behavioral-

health/behavioral-

health-technical-

assistance-bhta

– Upcoming Webinar: 

Screening for Alcohol 

Use with SBIRT: 

Facilitators and Barriers 

to Implementation; 

January 30, 1:00 –

2:00pm ET

– Register here

https://www.hrsa.gov/behavioral-health/behavioral-health-technical-assistance-bhta
https://events-na11.adobeconnect.com/content/connect/c1/1114521017/en/events/event/shared/2552581426/event_landing.html?connect-session=na11breezu4dcnmtwkfgr7gfr&sco-id=2552264585&_charset_=utf-8


Request a consult today!

Visit our website and complete the Request Technical Assistance form at 

the bottom of the home page. 
https://www.thenationalcouncil.org/integrated-health-coe/request-assistance/

https://www.thenationalcouncil.org/integrated-health-coe/request-assistance/


Thank You

Questions? 

Email integration@thenationalcouncil.org

SAMHSA’s Mission is to reduce the impact of substance abuse and mental 

illness on America’s communities. 

www.samhsa.gov

1-877-SAMHSA-7 (1-877-726-4727) 1-800-487-4889 (TDD)

mailto:integration@thenationalcouncil.org
http://www.samhsa.gov/

