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Call Instructions:

Please

• Mute your phone, microphone, and speakers 
on your computer/device

• Enter your name, pronouns and organization
in the chat box feature

• We encourage active participation via Chat 
or audio
• Submit questions via the chat box feature

• Questions will be answered as submitted
• Unmute yourself to ask question and 

participate in discussions

Time to ask questions via audio will be offered 
for those on the phone

• *6 - Toggle mute/un-mute

• *9 - Toggle raise/lower hand  



…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.
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Why Create Building Blocks of BHI? 

• Behavioral health needs are common

• Primary care and behavioral health are inseparable 

• Integrating behavioral health and primary care is effective

• Current payment mechanisms limit the expansion of behavioral health 
integration

• Payers want demonstrated accountability to standardized care delivery 
expectations
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Behavioral health integration improves outcomes
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Over half of patients with a PHQ-9 score

of ≥10 at baseline had a reduction of 
≥ 5-points after receiving integrated care, 

a clinically meaningful improvement.1

Youth had a 66% probability of having a better 

behavioral health outcome 
if they received integrated care.2

STUDIES SHOW: 

Adults with depression

were 31% more likely

Adults with anxiety

were 41% more likely

to have improved outcomes with collaborative care in comparison to usual care3



Behavioral health integration saves money
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Estimated $860 per member

per year cost savings

for patients receiving integrated services

in one large primary care clinic.2

STUDIES SHOW: 

Cost savings of 5%-10% 
for patients receiving collaborative care 

over a 2-4 year period.1

ROI of over $2:1 for investment 
in integration in 3 practices after 18 months.3



There is a lack of a framework independent of a particular 

model of integrated behavioral health care that is designed 

to allow for flexibility in approach, operationalizing a 

differential payment structure, and sets minimum 

standards for care delivery expectations. 
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Bipartisan Policy Center 

Behavioral Health 

Integration Task Force

Recommendation 1: Establish core 

service and quality standards to 

improve accountability for 

integrating care. 
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Grounding Principles 

• Behavioral health and primary care services have both been chronically underfunded and 
traditionally separated in terms of training, delivery, payment, and administration.  

• Integrating behavioral health in primary care is not a small quality improvement project but 
a transformative undertaking for the entire practice.

• Practices implement integrated behavioral health using a variety of approaches. There is not 
a single model of integrated behavioral health that will be the right fit for all practices. 

• Different approaches to integrated behavioral health will require different levels of resources, 
including financial support. 
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Framework Development 
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• Selection of a nationally recognized 
organizing scheme 

• Development of behavioral health 
integration milestones for Colorado SIM

• Refinement of behavioral health 
integration milestones and categorization 
into different implementation approaches 

• Review of other frameworks to identify 
gaps 

• Vetting with multiple key informants from 
Colorado and nationally and further 
refinement based on feedback 



The Building Blocks of 

Behavioral Health 

Integration



Components of Behavioral Health Integration

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

Additional care delivery expectations by components:

• Advanced Coordination and Care Management

• Integrated Behavioral Health Professional

• Psychiatry Collaboration

• Advanced Care of Substance Use Disorders



Components of Behavioral 
Health Integration

Foundational Care Delivery 
Expectations: 

• Patients who will benefit from services 
identified through universal screening

• Behavioral health care provided within 
the practice and/or patients are linked 
to outside resources 

• Careful follow-up of patients, whether 
receiving care in the practice or 
referred to outside services

• Measures specific to behavioral health 
integration are tracked and reviewed 
regularly



Components of Behavioral 
Health Integration

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



Components of Behavioral 
Health Integration

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. Tele-integration models are emerging.

• For smaller, independent and/or rural practices, a 
behavioral health professional may be shared 
across practice sites.



Components of Behavioral 
Health Integration

Psychiatry Collaboration: 

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

• Or, a psychiatrist can support complex 
diagnostic evaluation and medication 
management, providing consultation to 
the primary care provider.

• Key part of the collaborative care model –
regular interactions between a 
psychiatrist and a care manager or 
clinician from the practice to review 
treatment plans and patient response and 
modify regimens as needed



Components of Behavioral 
Health Integration

Advanced Care of Substance Use 
Disorders:

• Added services for substance use 
disorder are increasingly important and 
worth dealing with beyond other integrated 
services

• 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.



Framework Excerpt



How this framework is different

1. Components of different approaches to integrated behavioral health are separated so that: 

• Practices can flexibly choose their approach depending on their resources and patient 
needs

• Levels of financial support can be designed to match the selected approach

2. Not specific to a certain model of behavioral health integration

3. Not particular to a specific behavioral health diagnosis, reflects the wide spectrum of 
behavioral health services that can be provided in primary care

4. A core set of foundational expectations are established 

5. Driven by practice-based evidence and experience and refined through input from key 
informants of diverse roles and backgrounds

6. The use of the building blocks as the overall organizing scheme allows for these behavioral 
health care delivery expectations to be overlaid on other work to advance primary care 
practice



Practice Examples

Practice A

Small independent primary care practice 
in a rural area

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 

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 
together over lunch for a case 
conference to review particularly 
challenging cases. 
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Application to Payment Models
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Support for upfront transformation

• Forgivable loans

• Support for practice facilitation 

Prospective payment for ongoing costs 

• PMPM or calculated lump sum payments

• For entire population 

• Risk-adjusted



Accountability
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Attestation 

• Signed declaration of practice capacities

• Site visits for auditing

Measure outcomes

• Reach

• Patient experience

• Access

• Monitoring progress – patient outcomes



Thank you!
For more information, contact: Perry.Dickinson@cuanschutz.edu, 

Stephanie.Kirchner@cuanschutz.edu, or Stephanie.Gold@cuanschutz.edu

mailto:Perry.Dickinson@cuanschutz.edu
mailto:Stephanie.Kirchner@cuanschutz.edu
mailto:Stephanie.Gold@cuanschutz.edu


Appendix: Complete 

framework























PF/PTO Opportunities 

ISP Practice Highlights

• We have an opportunity to showcase the value of ISP and practice facilitation to HCPF so we’re 
looking for great practice stories to highlight, particularly showing the value of the work to 
Medicaid populations (but this isn’t required). They can be from any year of ISP. Please contact 
Kristin Crispe at KRISTIN.CRISPE@CUANSCHUTZ.EDU

April 12th ISP PTO topic: “Staff and Provider (dis)Engagement – working to solve the Great 
Resignation” with Pam Ballou Nelson
• Looking for at least 2 PTO volunteers working on or planning to work on staff and provider 

engagement activities OR know of practices currently working on these issues
• Pam would like to partner with you to discuss this work – she will contact you directly to sort out 

additional details

mailto:KRISTIN.CRISPE@CUANSCHUTZ.EDU
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