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Six years ago, the Milbank Memorial Fund published a report, “Evolving Models of Behavioral Health Integration in Primary Care,”1 that quickly became widely cited and one of the
Fund’s most popular publications. Since 2010, the field of behavioral health integration
(BHI) has advanced conceptually, and there has been a proliferation of research. Policymakers continue to be interested in the topic and struggle with how to best deliver care and
support recovery for people with mental illness or substance use disorders.
Policymakers are focusing on this population because it has its own set of challenges.
Mental illness and substance use disorders are common, affect people of all ages, and may
result in substantial disability. Depression alone will be one of the three leading causes of
disability in the developed world by 2030,2 and approximately 8 million deaths each year
are attributable to mental illness.3 Individuals with mental health and substance use disorders are often underdiagnosed and undertreated in primary care settings.4-7 Similarly, those
with mental illness and substance use disorders lack adequate general medical care.8-11
For decades, policymakers and providers have seen worse health outcomes for people
with behavioral health disorders compared to those without them. Some of the reasons for
this include the lack of understanding of the relationship between mental and physical
disorders and siloed behavioral and physical health care systems.12 For some people, the
symptoms of their mental disorders, such as depression or anxiety, makes it a real challenge to engage in the health care system. For others, stigma associated with severe mental
illness or lack of behavioral health staff in primary care offices makes it a challenge to find
a primary care home where they feel they can fit in. For some people with severe mental
illness or substance use disorders, their lives may be too chaotic or disorganized to access
the care they need.
People with mental disorders have high rates of adverse health behaviors, including tobacco and other substance use, physical inactivity, and poor diet.13 Unhealthy behaviors
contribute to high rates of chronic medical conditions and substantial reductions in life
expectancy. Like everyone else, people with mental disorders need preventive services such
as immunizations, cancer screenings, and tobacco cessation counseling.13 If they have a
chronic medical condition, they need coordinated management of the condition.14 However,
people with mental disorders often do not receive these preventive services and often have
a lower quality of care for their medical conditions.9 They die early—not from their behavioral health disorder—but because of chronic medical conditions, infections, or suicide.
With advances in understanding behavioral health disorders, there are now more opportunities to diagnose and effectively treat these conditions, recognize the relationship between
physical and mental health, spend health care dollars more efficiently, and help people
avoid the consequences of homelessness, broken families, and criminal justice system
involvement that might affect those with behavioral health disorders.
In response to this critical need to improve care for people with behavioral health disorders,
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many have called for the integration of behavioral health, including both mental health and
chemical dependency treatment, and primary medical care.9,15 In a patient-centered approach, behavioral health integration addresses all the health needs of a patient no matter
where they receive care.
Over the past 20 years, research on BHI has grown rapidly. Initiatives at the federal, state,
and local levels encouraged research and efforts to integrate behavioral health and primary
care services.16 The focus of these efforts was primarily on integrating mental health into
primary care services and less on integrating primary care into mental health services or
mental health and chemical dependency services.1,16,17 Interest in integrating primary care
services into mental health services is growing, recognizing that there should be no wrong
door for people with more serious behavioral health disorders who may feel more comfortable with their mental health center as their health home.
The Fund’s 2010 report was very useful at that time. It described the potential benefits
of behavioral health/primary care integration, identified eight BHI models and provided
additional resources to assist policymakers interested in pursuing BHI. The report provided
a brief analysis of the evidence base for each BHI model and referred readers to the federal
Agency for Healthcare Research and Quality’s (AHRQ’s) 2008 review of randomized controlled trial studies of integrated care for further information.7

Aim
Since the 2010 report was published, federal agencies have funded new research on
behavioral health integration care models and convened experts to standardize terms and
models describing BHI. The aim of this report is to assist policymakers and health care
planners to understand and pursue BHI by:

1. Providing an updated scan of the literature over a five-year period (2010 to 2015)
to identify changes and gaps in the evidence regarding BHI since publication of
the 2010 report; and
2. Identifying resources to assist policymakers and health care planners in selecting,
implementing, and sustaining BHI models appropriate for their populations and
settings.
This report does not provide a detailed analysis of either the research or implementation
models. Detailed analyses can be found through many of the resources noted in this report.
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Methods
Since 2010, there has been rapid growth in studies of BHI models across mental health
conditions and care settings. We used a broad search strategy to cover all mental health
and substance use disorders and care settings. We searched databases of systematic reviews, PubMed, and pertinent websites focusing on BHI. The evidence review included only
systematic reviews, technology assessments, and randomized controlled trials, because
these types of studies are more likely to yield good-quality evidence that is at lower risk
of bias.18-20 The purpose of this report is to provide a scan of the research, so we did not
assess the quality of individual studies, and the report does not include a detailed analysis
of study results. Instead, the report highlights areas where new evidence is emerging and
additional work may be needed.

Findings
Since publication of the Milbank Memorial Fund report in 2010, the field of BHI has
advanced conceptually and has experienced a proliferation of research. Overall, evidence
for BHI, and specifically the collaborative care management (CCM) model, is even stronger
than in 2010, and new findings are emerging regarding components of the CCM model
associated with improved outcomes and strategies for addressing comorbid mental and
medical disorders.
Specific findings from the literature scan are organized into three areas: research findings,
conceptual frameworks and lexicon, and implementation issues.

Research Findings
Key Findings—Research
Overall, evidence for BHI, and specifically the CCM model, is even stronger than in
2010. New findings are emerging regarding components of CCM associated with
improved outcomes and strategies for addressing comorbid mental and medical
disorders.
•

The predominant model for BHI is the CCM model, where care or case managers systematically link patients with mental health and primary care providers.

•

High-quality evidence from more than 90 studies involving over 25,000 individuals support that the CCM model improves symptoms from mood disorders
and mental health-related quality of life.

•

CCM components that appear to be most strongly associated with improved
patient outcomes are well-trained and supported care managers who provide
systematic monitoring and follow-up of patients, communicate with providers,
and in some studies provide psychological interventions.

Milbank Memorial Fund • www.milbank.org

3

The literature search for this report identified 140 studies meeting inclusion criteria. These
studies revealed several important research findings and gaps:
•

The vast majority of research involves interventions that enhance coordination and
collaboration and focuses mostly on mood disorders and integration in primary care
settings.16,21

•

CCM, the predominate model used in these studies, is a multicomponent model that
systematically links patients with mental health and primary care providers in a joint
management effort. This joint effort is coordinated by a care or case manager.22

•

Based on high-quality evidence (more than 90 randomized trials involving over 25,000
individuals), CCM results in small to moderate improvements in symptoms from mood
disorders and mental health-related quality of life.16,21

•

CCM improves mental health outcomes across a wide range of patient subgroups
(e.g., ethnic minorities) and care settings, including mental health practices and rural
areas.23,24

•

CCM improves mental health outcomes for patients with chronic medical conditions
(e.g., chronic pain, diabetes, cardiovascular risk) and may improve medical outcomes,
especially if care managers also address the medical conditions.25,26 Research involving patients with diabetes has the strongest evidence base and generally demonstrates
improvement in hemoglobin A1C.

•

The key components of CCM interventions associated with positive patient outcomes
are:16,23,27-29
ɤɤ Care or case managers who provide systematic patient follow-up using standardized symptom measures, monitor treatment adherence, communicate with
providers, and, in some models, provide psychological interventions;
ɤɤ Training and regular supervision and support of care managers by mental
health providers to ensure that individuals progress in their treatment and
recovery; and
ɤɤ Active follow-up for at least 16 weeks.

•

Studies that did not find improved patient outcomes were generally in settings without
additional personnel, training, and oversight provided in the original studies of CCM or
had small sample sizes.

•

Other promising findings emerging from the research literature include:
ɤɤ Use of CCM for children and adolescents with depression, attention deficit
hyperactivity disorder, and serious emotional disturbance; 30-34
ɤɤ Use of CCM for individuals with serious mental illness;24
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ɤɤ Colocated integrated care for individuals with serious mental illness and chemical dependency who have medical conditions;35 and
ɤɤ Possible cost-effectiveness of CCM compared to usual care.16
In emerging areas of research where there are fewer studies, the overall quality of evidence
is low. This means there is greater uncertainty in the findings that these models improve
mental and/or physical health outcomes for the targeted groups. However, given the pressing challenges to improve care and outcomes for children and for people with severe behavioral health disorders, policymakers can consider piloting these interventions and evaluating their impact to ensure they result in similar outcomes described in research studies.
Several research gaps exist. Only a few studies describe integration of primary care into
mental health and chemical dependency treatment settings, and very few studies look at
the integration of mental health and chemical dependency services. Moreover, few studies examine colocation of providers and fully integrated care for individuals with serious
mental illness or chemical dependency, making it difficult to draw firm conclusions about
the impact of these models of care on mental health and medical outcomes. In 2014,
the Milbank Memorial Fund commissioned and published on its website a detailed review
of studies focusing on BHI for individuals with serious mental illness and substance use
disorders, including colocation of care. This study is titled Integrating Primary Care into
Behavioral Health Settings: What Works for Individuals with Serious Mental Illness.35
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Terminology and Conceptual Frameworks
Key Findings—Terminology and Conceptual Frameworks
We now have more defined and common language, as well as a clearer idea of the
key components of the models that drive improved patient health outcomes.
•

Models that integrate mental health and medical care systematically connect
mental health and primary care providers to improve their communication and
coordination to meet all of the patient’s health needs, no matter where they
seek care.

•

The AHRQ developed a lexicon, practice parameters, and quality metrics to assist policymakers and health care planners in setting standards and contracting
for BHI services.

•

An expert panel of the Substance Abuse and Mental Health Services Administration (SAMHSA) and the Health Resources and Services Administration
(HRSA) developed a conceptual framework defining six levels of collaboration
spanning three practice structures (coordinated care, colocated care, and
integrated care). Behavioral health integration models can be placed on this
six-level continuum of collaboration based on their practice structure and strategies used to enhance coordination and collaboration.

Another change in the field since 2010 is recognition of the need to create a common language and understanding of BHI models. To that end, the AHRQ developed a lexicon, practice parameters, and quality metrics to assist policymakers and health care planners in setting standards and contracting for BHI services.36,37 In addition, a SAMHSA-HRSA expert
panel developed a conceptual framework defining six levels of collaboration spanning three
practice structures (coordinated care, colocated care, and integrated care).38 Behavioral
health integration models can be placed on this six-level continuum of collaboration based
on their practice structure and strategies used to enhance coordination and collaboration.
These tools can be used in conjunction with the SAMHSA-HRSA Four Quadrant Clinical
Integration Model39,40 to better match the needs of patient populations with an appropriate
integration model. The SAMSHA-HRSA framework for levels of integrated health care also
provided a structure for organizing the BHI models (enhanced coordination versus colocation and integration) used in the research studies included in this report.
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Implementation
Key Findings—Implementation
The issues facing policymakers looking to implement BHI have changed. The
question policymakers now face is not whether to promote BHI, but how to provide
the infrastructure and funding needed to implement, ensure fidelity, and sustain
the model.
There are now resources available to policymakers to answer these key implementation questions.
•

The Institute for Clinical and Economic Review (ICER) organized an extensive
list of resources for implementing BHI models in action guides for California
and New England. These guides provide resources for policymakers and others
to embark on or improve efforts to integrate care.

•

The University of Washington Advancing Integrated Mental Health Solutions
Center has extensive resources to support CCM implementation, including an
implementation guide.

CCM is a multicomponent model that requires change in practice structures and relationships. It is challenging to implement and sustain. For policymakers and health care
planners, as well as researchers, the focus has shifted from questions about whether these
models work to questions about how to implement and sustain the models. The questions
include:
•

Identifying key components of complex interventions;

•

Maintaining fidelity to the intervention;

•

Appropriate patient selection;

•

Providing sustainable financing; and

•

Removing barriers by modifying rules and regulations.

Fortunately, many organizations have developed resources for implementing and sustaining
CCM models. ICER organized an extensive list of resources for implementing BHI models
in action guides it developed for the California Technology Assessment Forum and New
England Comparative Effectiveness Public Advisory Council. These guides provide resources for policymakers and others to embark on or improve efforts to integrate care. The
University of Washington Advancing Integrated Mental Health Solutions (AIMS) Center also
has produced extensive resources to support CCM implementation, including an implementation guide.
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In addition, ICER summarized the economic studies of CCM models.16 Although the economic studies had methodological problems, ICER concluded that CCM is probably cost effective compared to usual care. Incremental cost-effectiveness ratios range from $15,000
to $80,000 per quality-adjusted life year gained. These studies also indicated that costs to
organizations implementing CCM increase in the short term. Unfortunately, there is little information about long-term costs and cost offsets in other areas. Based on ICER’s analysis,
organizations would need to invest about $3 to $22 per member per month to implement
and sustain CCM models, and Medicaid annual expenditures would rise an estimated 0.3%
to 4.0%, depending on the prevalence of depression in the population.

Summary
Since publication of the Milbank Memorial Fund report in 2010, the field of BHI has advanced conceptually, and research has proliferated. Overall, evidence for BHI, and specifically the CCM model, is even stronger now than it was in 2010. New findings are emerging
regarding components of the CCM model associated with improved outcomes and strategies
for addressing comorbid mental and medical disorders.
The conclusions of this literature scan are similar to those of the 2010 Milbank Memorial
Fund report: BHI models are important tools to improve outcomes for individuals with mental illness and to overcome the fragmentation of care that occurs in our health care
systems. As with any task, it is important to select the right tool, or in this case BHI model,
for the task and patient population.
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