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METHOD

A literature search on the effectiveness and feasibility of integrated behavioral health care (IBHC) was conducted on September 24, 2008. See Figures 1.1 and 1.2 for information about the use of specific databases and search terms.  



INTRODUCTION

Integrated Behavioral Health Care (IBHC) can be defined as the collaboration and/or co-location of medical and behavioral health services in effort to more fully address the needs of an individual client. IBHC services often include evaluation and treatment of scheduled clients and walk-in services for individuals in crisis. Programs that have linked primary care and mental health services include rural hospitals, health departments, rural HMOs, rural physician practices, and pre-natal health clinics. 

Literature on IBHC is plentiful, but randomized controlled studies of large populations have yet to be undertaken. Under the umbrella of IBHC are several existing models for the implementation and maintenance of integrated care. This literature review will explore the outcomes and feasibility of general evidence-based IBHC. First, strengths and limitations of IBHC are discussed. Specific models of IBHC are examined, and limitations of cited research are explored. Implications and suggestions for parties interested in implementing IBHC are presented. Finally, suggestions for further inquiry are provided.   

STRENGTHS

      Access

A primary strength of IBHC is increased client access to care. Watts et al. (2007) argue that “integrating mental health services into a primary care clinic can improve access…for patients with depression”. Research indicates there are five basic reasons that IBHC increases access to care. First, co-located behavioral and medical health services create “one-stop shopping” convenience. This approach decreases barriers and increases accessibility to services for families (Sturm & Perry, 2007). Additionally, co-payment and transportation costs are generally lower when behavioral and medical health services are co-located. 

Second, primary care providers can effectively and discreetly funnel appropriate clients to behavioral health care. Most children make at least one primary care medical visit annually, and parents tend to look to primary care providers as resources for help with psychosocial problems (Campo et al., 2005). Moreover, children with behavioral health disorders generally use a pediatric medical service more frequently than children without these problems, and pediatricians have multiple contacts with children and their families through routine well-child care and sick visits (Sutliffe, 2007). Thus, IBHC can improve ability to literally “meet the client where they are” by improving screening and referral for mental illness in a familiar and frequently visited environment.  
Third, receiving behavioral health care in a physical health care setting provides social safety and thus allows the client to decrease or altogether side-step perceptions of stigma associated with receiving mental health treatment (Campo et al., 2005). Because the client is not walking into a facility specifically tailored to individuals with mental illness, he or she is not as publically identified as “mentally ill.” This finding fits with research by Valleley et al. (2007) that indicates co-location of behavioral and primary health care services increases client confidentiality; and from Sutliffe (2007) that many clients will not accept a referral to a behavioral health provider located in a different setting than the referral is given. Increased client confidentiality is an especially significant asset when treating rural populations or other close knit communities (Valleley et al., 2007).

Fourth, IBHC increases the perception that a referral to mental health treatment as accessible and reasonable. Individuals are more likely to follow through with referrals that he or she feels are highly relevant, and higher rates of referral follow through are associated with treatment recommendations made jointly between the client, medical professionals, and behavioral health professionals. Referrals supported by the child’s pediatrician are perceived by parents to be less drastic a decision as referral to a separate provider (Sutliffe, 2007), and individuals who deem treatment as relevant are more likely to follow up with behavioral health care referrals (Campo et al, 2005).  Because IBHC is correlated with higher rates of referral acceptance and follow through, clients in IBHC systems are more likely to receive necessary care from a referral source.

Finally, pediatricians become vital gatekeepers to specialized care such as behavioral health services (Sutliffe, 2007).  As early as 1985, Orleans et al. reported third-party payment for mental health services to be one of the most important barriers to IBHC. More recently, when identifying lessons learned from implementation of IBHC services, Sturm & Perry (2007) recommend agencies “be creative in billing for screening services” as current reimbursement policies for Medicaid and private insurance focus on an “identified patient” model. Because many existing healthcare systems require an individual to see his or her primary care physician for referral to behavioral health care, providing those behavioral health services in conjunction with the individual’s physician facilitates access to appropriate and affordable care.

      Outcomes


A wide body of evidence indicates IBHC is associated with positive outcomes, especially in populations with limited access to care. Watts et al. (2007) found that introduction of IBHC practice “was associated with significant improvements in the quality of care for patients who screened positive for depression.” Sutliffe (2007) reports results of ANOVA comparisons that reflect “statistically and clinically significant positive behavioral change” in children who received IBHC services during a study of an integrated behavioral health model of care for children. Specifically, participants in an IBHC system had an average of 2.84 sessions with a psychologist while non-participants had an average of only 1.83 sessions with a psychologist. At intake, participants had a higher mean score on the Ohio Problem Severity Scale (27.11) than non-participants, whose mean score was 15.86, and participants had a lower mean score (48.84) on the Ohio Functioning Scale at intake than non-participants, whose mean score was 38.38. Additionally, study participants had a mean change of 11.71 points on the Problem Severity Scale, an indication that the outcomes of IBHC are “clinically significant” (Sutliffe, 2008). In other words, although the participant group had more severe problems and lower functioning abilities than the non-participant group at intake, participants in the IBHC system had higher scores on functioning and severity scales at discharge.  Hacker (2008) reports that use of a pediatric symptom checklist and co-location of social workers in primary care settings raises the level of awareness in the pediatric clinic. 

There are several factors associated with positive outcomes for individuals receiving IBHC. Increased access to care facilitates earlier identification and earlier intervention. Early intervention, especially for children, is correlated with improved outcomes, reduced hospitalization, and reduced out of home placements (Edwall & Sulik, 2008). IBHC addresses varied needs of an individual. Physician and behavioral health professionals are able to apply a wider array of interventions and conceptualize services in greater detail when working closely with the other health specialist (Watts et al). Because the most common approach pediatricians employ in the treatment of pediatric behavioral health disorder is prescribing medication, IBHC facilitates client access to appropriate and frequently monitored psychotropic medications (Sutliffe, 2007). Additionally, when behavioral health clinicians are involved in primary care administered treatments, clients are more likely to access non-medication based treatment. Research also indicates that many pediatricians are not confident in their ability to treat a wide range of behavioral health disorders (Sutliffe, 2007). Pairing medical professionals with behavioral health professionals increases the overall body of knowledge available for screening and wider ranges of treatment options are available. By combining behavioral health care that is generally administered in acute and short-term arrangements with physical health care that is generally administered in life-long and ongoing arrangements, IBHC “shifts the focus of care toward a longitudinal rather than an acute or cross sectional perspective” (Campo et al., 2005). An emphasis on long term overall health goals normalizes behavioral health treatment, and encourages clients to remain engaged in treatment and maintenance activities that are key to overall health and longer term positive outcomes. Valleley et al. (2007) report use of a trusted primary care physician to introduce behavioral health care referrals, increased anonymity in attending visits, and more ready access to behavioral health providers have shown to increase client follow-through in co-located and collaborative rural primary care settings for children. Improved follow through is highly correlated with long term successful outcomes.

      Provider experience

Interestingly, Gallo et al (2004) found that even when transportation and other services are available to older adults in treatment, providers still preferred to have behavioral health integrated into the primary health care setting. 

WEAKNESSES 

While IBHC demonstrates obvious strengths, IBHC also involves challenges unique to health care delivery systems. Physicians and behavioral health providers differ in theoretical perspectives, professional languages, and practice styles. While these differences contribute to an overall larger body of knowledge, communication between behavioral and physical health professionals can be difficult. Differences in professional orientation can contribute to inconsistency in assessment, treatment recommendation, and referral that can carry important treatment repercussions for the client, and could affect client confidence in the abilities of professionals to provide effective service (Sutliffe, 2007). Communication difficulties can compound the difficult task of creating cohesive treatment plans that acknowledge the perspective of all professionals involved and make operation within a team-like framework difficult. Disconnection between medical and behavioral system of care is a principle challenge to IBHC systems. 

Despite knowledge that co-located mental and behavioral health services are associated with high rates of follow through, the reality of such an arrangement is less attainable. Lack of funding, existing separate facilities and lack of space are significant barriers to providing co-located services. Physical separation of facilities that provide mental and behavioral health care is a big challenge to providers. Billing, insurance, and funding issues are complicated and necessary facets of IBHC coordination that can create barriers to implementation, maintenance, and sustainability of an IBHC system. Frequently, separate funding for physical and behavioral health care can create barriers to IBHC systems.  Separation of funding sources, particularly in the managed care model, may also discourage collaboration because only one of the clinical professionals may be eligible for reimbursement (Sutliffe, 2007). Clearly, billing and insurance issues are components that have complex effects on IBHC systems.  In order to take advantage of collaboration opportunities providers may have to decrease the amount of time actually serving clients. In a study of a community integrated health program, provider satisfaction increased with the implementation of an IBHC system, but behavioral health staff reported that full work schedules allowed little time for extensive consultation with other providers at the center (Begley et al., 2008). Co-locating physical and behavioral health professionals does not alone create collaboration, and clinicians must be given ample time to consult with each other. Sturm & Perry (2007) reiterate that the current lack of necessary and thorough evidence base makes it difficult for clinicians to make informed decisions about IBHC issues. 

MODELS OF IBHC


While many models of IBHC exist, models are generally divided into two categories: targeted or non-targeted (Airken & Curtis, 2004). In this review, several examples of both targeted and non-targeted IBHC are explored. Models discussed were selected for review to represent common models of IBHC, and because data on these three models are more prevalent and reliable than for other models. 

     Targeted
Targeted IBHC provide services to clients experiencing specific concerns, such as pregnant women with substance abuse issues or individuals with panic disorder (Aitken & Curtis, 2004). Qualifying individuals are referred to a treatment team with specialized knowledge in that particular area. For instance, a pregnant woman screened for alcohol use by her primary care physician would be treated for substance abuse through her primary care setting for the duration of her pregnancy. Many targeted IBHC systems contract with outside mental health professionals who make frequent visits to the primary care physician office. These mental health professionals provide training for the physician and staff in regards to specific client needs, such as substance abuse treatment. In this model, clients are identified by their primary care physician as needing behavioral health care, and the behavioral healthcare professional supports treatment through the primary care physician (Aitken & Curtis, 2004). Examples of targeted IBHC include the Primary Mental Healthcare (PMH) and a preemptive training model.

The Primary Mental Healthcare (PMH) Model, developed by Stroshaul in 1998, is a targeted model in that clients are primarily seen by a primary care physician or other medical health professional who call on behavioral health professionals to support the interventions of the primary care physician. The level of improvement of the behavioral health professional depends on the needs of the primary care physician, and sessions involving both kinds of professionals are regarded as temporary co-management of the client by the behavioral and medical health professionals. Often primary care physicians will develop a treatment plan that may integrate a recommendation of a behavioral health professional (Funderburk et al., 2008). 

Another example of a targeted IBHC model involves providing preemptive training to primary care physicians. Instead of consulting with physicians when a specific client need is identified, behavioral health professionals provide training that enables physicians to treat specific behavioral health concerns without further consultation with behavioral health clinicians. This model is different than PMH model in that training is provided by behavioral health specialist before the physician screens a client for behavioral health issues, while in the PMH model behavioral health professionals act as consultants for clients already identified as needing behavioral health care. In a cluster-randomized study of fifty-eight providers, preemptive primary care physician training aimed at “eliciting parent and child concerns, partnering with families, and increasing expectations that treatment would be helpful” facilitated physician ability to reduce impairment of both child and caregiver (Wissow et al., 2008). 

     Non-targeted
Non-targeted IBHC provides a broad array of services to clients with various health-related needs and concerns. In this model, physicians oversee the physical well being while behavioral health professionals oversee the mental well being (Aitken & Curtis, 2004). Focused on linking clients to necessary services, non-targeted IBHC systems are often arranged around a case management approach. Clients have access to services within the IBHC, such as time-limited therapy and medication management, and are also referred to outside community supports for services not available through the IBHC system, such as housing or childcare assistance. 

The Four Quadrant Clinical Integration Model (FQCIM) was developed by the National Council for Community Behavioral Healthcare. This is a non-targeted model. The primary characteristic is  clinical integration of physical and behavioral health services to address “differing levels of mental health and substance abuse  integration, and clinical competencies…..divided into severity for each disorder” (Reynolds, Chesney, and Capobianco, 2006). Clients are assessed for physical and behavioral health risk and grouped into one of four quadrants depending on existence of such risks. Quadrant I represents low behavioral and physical health risks, quadrant II represents low physical health risk and high behavioral health risk, quadrant III represents low behavioral health risk and high physical health risk, and quadrant IV represents high behavioral and physical health risks. Once a client is grouped into a quadrant, the individual receives services from providers specifically geared to the individual level of physical and behavioral health risk. Thus, in a primary care setting, clients with mild to moderate behavioral impairment receive routine care mainly administered by physical health professionals in consultation with behavioral health professionals. Clients with more severe impairment receive collaborative team care involving more behavioral health professionals. Clients with moderate to severe impairment are referred to off-site specialty health care. Many models of IBHC utilize this “stepped-care” (Campo et al., 2005). In a study of a community health organization, the FQCIM yielded a “number of positive and enduring outcomes and potential to offset medical costs” (Reynolds, Chesney, and Capobianco, 2006). 

The Primary Mental Healthcare Clinic (PMHC) model is similar to PMH only in name. The biggest difference between the two is that PMH is a targeted model that uses contribution by behavioral health professionals to assist the primary care physician to target specific issues. Conversely, the PMHC model is a non-targeted model that uses a clinic as a central hub to link clients with various providers in one location that specialize in a particular area of physical or behavioral care. In the PMHC model, clients are screened for mental and physical illness in all visits to primary care clinics. If behavioral health risks are identified from that screening, clients are referred to co-located mental health services. Behavioral health professionals and physical health professionals then meet with the client to create a collaborative treatment plan that can address both behavioral and medical health needs. In a study of a large Vermont Veteran’s Clinic, Watts et al. (2008) found the PMHC model is “associated with a greater proportion of patients who had screened positive for depression obtaining some depression treatment” and “an increase in guideline-adherent…treatment for depression.” 

The Great Start Minnesota project is another example of non-targeted IBHC in which behavioral and physical health care are “provided within a framework of comprehensive pediatric integrative behavioral health” (Edwall & Sulik, 2008). A statewide consultation network of pediatric mental health care professionals provides a collaborative and accessible IBHC infrastructure. Physicians, behavioral health providers, and educational professionals are trained on evidence-based interventions and screening for early childhood behavioral health disturbances. Clinic-based behavioral health clinicians “provide triage assessments, consultation, case management and education services” (Edwall & Sulik, 2008) in collaboration with the primary care physician.  The St. Cloud Model, an extension of the Great Start Minnesota project, integrated the educational system to create a system of school-based integrated care. This non-targeted model involves school-based crisis therapists, access to emergency child psychiatry sessions, and education of school professionals on children’s mental health. Between 2000 and 2004, the St. Cloud Model decreased total hospital mental health spending by more than $400,000, and decreased total adolescent inpatient costs by $20,000 (Edwall & Sulik, 2008). 

A final non-targeted model is the Medical Home (MH) model, which aims to provide “accessible, family-centered, continuous, comprehensive, compassionate, developmentally appropriate, coordinated, culturally competent, and accountable” care. In this model, emphasis is placed on preventative care, anticipatory guidance, early intervention, and appropriate use of specialists in conjunction with community-based organizations such as schools, WIC, and Head Start (D. Perry, personal communication, September 24, 2008). This model aims to treat the whole ecobiopsychosocial individual, and serves the family as the unit of care with the assumption that if the caregiver and/or child environment is not optimally functional, the child is not optimally functional. 

LIMITATIONS OF RESEARCH


While a plethora of research exists on IBHC, the quality of this research must be acknowledged and weighted.  Medical health care utilization is the most common outcome measure used in research literature on IBHC (Sutliffe, 2007). While this measure can indicate a decrease in need for services, studies found to be effective in reducing medical health care utilization may indicate simply that a client has less access to a provider, or is not receiving effective care that encourages continuation in the particular setting.  Similarly, much of the research on IBHC measures outcomes in terms of financial cost of providing services. Sparse information about effectiveness of treatment, symptom reduction, increased functioning, and other client focused outcomes is a major limitation of existing IBHC research. 

The research in this review was openly acknowledged by the authors to have limitations.  Limitations include an absence of a control groups, small sample sizes, oversimplified screening instruments, short amount of data gathering time, presence of confounding variables, inconsistent length of time between measurements, and questions of generalizability of results to varied populations.

IMPLICATIONS


The literature examined for this review yield several suggestions for individuals, providers, or agencies interested in implementing or further researching IBHC. Ideally, all direct care within IBHC systems should be co-located. Co-located services are preferred by both client and clinician (Gallo et al., 2004) and are more likely to lead to increased access and positive outcomes than services which are physically separate. Regardless of how physically close facilities may be, both behavioral and physical health clinicians can improve their IBHC practices by being familiar with the provider and services clients are referred to. When clients know what to expect out of a referral, the process is often less distressing and more effective.  Several authors mention the need for creative, innovative, and legitimate billing practices in IBHC. Building solid knowledge of financial policies and protocols of a particular IBHC system before clients are subject to the financial system is an ideal way to make services accessible and ensure continued funding of the IBHC system. 
On an interpersonal level, implementing policies aimed at building and maintaining positive relations between behavioral and physical health providers is correlated with positive client outcomes and positive clinician experience. Administrators and policymakers can assist this effort in several ways. First, refer to all professionals as clinicians, whether the clinician is a primary care clinician or behavioral health clinician in order decrease perceived power differences. Second, allow ample time for clinicians to consult with other providers even if clinical caseload must be decreased. Improved client outcomes and a reduction in the need for services make the additional investment of time worth the effort, and simply asking behavioral and physical health professionals to work with the same client or the same location does not create beneficial IBHC. Third, before adding novel positions to existing programs, training incoming individuals in existing program functioning, history, and protocol can facilitate collaboration. Finally, facilitating communication between professionals can be assisted by sharing medical record systems, encouraging “open door/open phone” policies with colleagues, and allowing e-mail access for consultation inquiries (Edwall & Selik, 2008). High levels of direct involvement of a behavioral health specialist, well-defined treatment protocols targeted at specific populations, and structured follow-up and monitoring of client treatment adherence and outcomes are correlated with positive outcomes in IBHC systems (Begley et al., 2008)

When applying IBHC philosophy to meet the social and emotional needs of young children, the well-being of the child’s caregiver must also be addressed. Sturm & Perry (2007) recommend further exploration of a “medical home” model. Especially when the unit of care is the family, cultural awareness and competence is extremely important. Depending on the setting, it may be beneficial to explore whether attendance rates between rural and urban settings are different for integrated clinics. Evidenced-based information on the efficacy of specific models of IBHC is necessary to evaluate the feasibility of various models. Additionally, information about working with specific providers, specific delivery systems, and specific client populations in IBHC is needed. 

CONCLUSION


Literature on IBHC indicates 3 major strengths. 1) increased access, 2) improved outcomes, and 3) provider satisfaction. Challenges are identified to include dissimilar clinician perspectives, difficulties in producing co-located services, billing and sustainability issues, smaller case load capacity, and a lack of a thorough research base. Specific models of IBHC are varied, but can generally be classified as offering targeted or non-targeted services. Agencies interested in implementing IBHC should ideally create co-located services, clearly convey referral expectations to clients, closely plan for billing and reimbursement issues, work towards maintaining positive relations between clinicians, and explore alternate IBHC models. Further research is needed on the medical home model and the effectiveness of each of the existing IBHC models.  
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