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OF THOSE WITH DIAGNOSED BEHAVIORAL HEALTH ISSUES: 

59% 
do not 
receive 
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41%
received
care
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seen in 
general 
practice 
settings

44% seen by a 
mental health 

professional



Source: CJ Peek, 2010. Outlining the scope of behavioral health practice in integrated primary care: Dispelling the myth of the one-trick mental health pony. 
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Patients with mental health conditions and risks

Patients with substance abuse issues and risks

Patients with stress-linked symptoms

Patients with chronic illnesses

Patients with chronic illnesses and behavioral health risk factors

Patients with complex social and medical conditions

WHO CAN BENEFIT FROM INTEGRATED BEHAVIORAL HEALTH 
AND PRIMARY CARE?
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LEADING SOURCES OF PREMATURE MORTALITY: 

40% Behavioral

30% Genetic

10% Healthcare

5% Environmental

15% Socioeconomic

COMORBID CONDITIONS

of adults with medical 
conditions also have mental 
health conditions

PREVALENCE

As physical health worsens, the odds of having a mental health conditions increases. 

29%
of adults with mental 
health conditions also have 
medical conditions68%

57%
of individuals in the United States will experience 
mental health illness or a substance abuse 
disorder at some point in their lifetime

80%
of those with a behavioral health disorder will 
visit a primary care setting at least once in a 
calendar year

20-
40%

of primary care patients have 
behavioral health needs

50%
of all behavioral health disorders 
are treated in primary care 
settings
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UNMET BEHAVIORAL HEALTH NEEDS 

66% of primary care 
providers report they 
are unable to connect 

patients with 
outpatient behavioral 
health providers due 

to a shortage of 
mental health 

providers and health 
insurance barriers 

30%-50% of referrals 
to behavioral health 

providers from 
primary care providers 

do not make a first 
appointment

Source: Kessler et al., NEJM. 2005;352:515-23. Fisher & Ransom, Arch Intern Med. 1997;6:324-333. Hoge et al., JAMA. 2006;95:1023-1032. 
Cunningham, Health Affairs. 2009; 3:w490-w501. Mitchell et al. Lancet, 2009; 374:609-619. Schulberg et al. Arch Gen Psych. 1996; 53:913-919.

Depression goes 
undetected in >50% 

of primary care 
patients

67% of those with 
a behavioral health 
disorder do not get 
behavioral health 

treatment



When treated in harmony with mental health, chronic physical health improves significantly, along with patient satisfaction.

TOP 5 CONDITIONS DRIVING OVERALL HEALTH COST 

Depression

Obesity

Arthritis

Anxiety

Back/Neck Pain

Source: Loeppke et al., J Occup Environ Med. 2009;51:411-428. Katon et al, NEJM, 2010:363:2611-2620.



PROVIDERS LIKE INTEGRATED PRIMARY CARE 
FOR A VARIETY OF REASONS 

Better communication

More comprehensive services

Better management of depression, anxiety 
and alcohol abuse

More convenient services for patients

Less stigma for patients

Better coordination of mental and physical health

Quicker appointments for mental health services

Better health education

Source: Gallo et al, Ann Fam Med, 2004:2: 305-309.



The cost of care increases in the presence of comorbid behavioral health and physical health conditions. For example, the 
chart below depicts the monthly cost of care for chronic health conditions with and without comorbid depression.

$20

Mental Health
Expenditures

Medical
Expenditures

Total
Expenditures

$130

Without Depression

With Depression

$840 $860

$1,290

$1,420



Few ACOs Pursue Innovative Models That 
Integrate Care for Mental Illness and 
Substance Abuse with Primary Care
Synopsis

Evidence shows that integrating primary care and behavioral health services can improve patients’ 
physical and mental health outcomes while also helping to control costs. Accountable care 
organizations (ACOs) have built-in incentives to integrate these services. According to new survey 
data, however, only 14 percent of ACOs have achieved complete or nearly complete integration. 
And while most ACOs are on the hook for certain behavioral health care costs, more than one-third 
have no formal relationships with behavioral health care providers. Certain factors—such as the 
design of ACO contracts and the general availability of behavioral health services—appeared to 
influence the extent of integration within ACOs.

The Issue

More than one-quarter of U.S. adults have at least one behavioral health condition, such as 
depression or substance abuse. People with behavioral health issues are not only at greater risk for 
acquiring additional illnesses, they may have difficulties accessing health care and adhering to 
recommended treatment. But closer cooperation between primary care providers and behavioral 
health care providers has been shown to improve physical and behavioral health outcomes for these 
patients, and it has the potential to reduce the overall costs of patient care as well. Despite its 
promise, such integration is not common in health care delivery, though new payment models like 
ACOs—which assume responsibility for addressing the full range of health needs within a patient 
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population—may help drive integration. In this study, Commonwealth Fund–supported researchers 
surveyed ACO leaders to learn how their organizations are focusing on behavioral health care and 
the extent to which these services are integrated with primary care.

Key Findings

• Most of the respondents (84%) reported their ACO had at least one contract, covering both 
commercial and public payers, that specifies responsibility for behavioral health care within 
the total cost of care.

• Fewer than 15 percent of ACOs reported full or nearly full integration of primary and 
behavioral health care within their organizations. Forty-three percent reported some 
integration, while another 43 percent reported little or no integration.

• Two of five of ACO leaders (42%) said their organizations contained behavioral health 
provider groups. But 37 percent said they had no formal relationships with behavioral health 
provider groups, and 21 percent said they contracted with such providers from an outside 
organization.

• ACOs that offered comprehensive chronic care management, as well as those that included at 
least one participating federally qualified health center, were more likely to have integrated 
behavioral health and primary care. Those with greater integration were more likely to 
employ health coaches and case managers to support primary care providers and their 
patients.

• Certain factors appeared to drive higher rates of integration: high numbers of individuals with 
behavioral health care issues in the patient population; a low supply of behavioral health 
providers in the surrounding area; pay-for-performance contracts that used quality measures 
related to behavioral health, such as depression screening rates; and inclusion of behavioral 
health costs in the ACO contract.

The Big Picture

Page 2 of 3Few ACOs Pursue Innovative Models That Integrate Care for Mental Illness and Substan...

10/9/2014http://www.commonwealthfund.org/publications/in-the-literature/2014/oct/acos-pursue-int...



“Unmet behavioral health needs can compound patients’ difficulties in accessing 
care and adhering to treatment recommendations. Lack of access to these services 
may contribute to chronic or ongoing health problems and to increased health care 
expenditures.”

Most ACOs that have attained some level of primary care and behavioral health care integration 
have done so by expanding behavioral health capabilities in the primary care setting through 
consulting arrangements with off-site behavioral health providers—like psychiatrists, psychologists, 
or social workers— or by locating behavioral health and primary care providers within the same 
clinic or location. Only a few have introduced primary care providers into a behavioral health office.

About the Study

The researchers conducted the National Survey of Accountable Care Organizations among 257 
ACOs that were in existence as of August 2013. Respondents included leaders of ACOs in the 
Centers for Medicare and Medicaid Services’ Pioneer program, Medicaid ACOs, ACOs led by 
commercial payers, and participants in Medicare’s Shared Savings Program. Sixteen of these 
organizations were interviewed further to learn additional details about their structure, behavioral 
health care providers and services, integration with primary care, and challenges related to 
improving behavioral health services.

The Bottom Line

Accountable care organizations have the potential to improve access to behavioral health care by 
integrating it with primary care. Including certain incentives and quality measures in ACO contracts 
may encourage faster integration, leading to better health outcomes for patients and reduced health 
care costs overall.
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    Abstract     The increased recognition of the importance of mental health, behavioral 
health, and substance use in primary care creates opportunities for helping better 
achieve a more effi cient and effective health care system. Redesigning primary care 
through the Patient-Centered Medical Home has opened up new avenues for health 
care policy discussion; however, what remains unclear is the role behavioral health 
will play in this signifi cant redesign.  

        Introduction 

 Ongoing fragmentation in health care between medical and behavioral health at the 
clinical, operational, fi nancial, and training levels have restrained attempts to inte-
grate policies and procedures for combining these two historically disparate systems 
of care. However, new health reform policies may offer opportunities for better 

    Chapter 4   
 Advancing Integrated Behavioral Health 
and Primary Care: The Critical Importance 
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behavioral health integration with primary care. While the past three decades have 
brought changes to the discipline and practice of behavioral health, the fi eld has 
found itself in a place where it is viewed as a series of often disconnected and 
 diffi cult to access specialty services. The implications of this for health care reform 
is that behavioral health disciplines are often overlooked and seen as another spe-
cialty vying for scarce fi nancial resources. Efforts to integrate behavioral health into 
the larger health care milieu could not be more critical and are often fraught with 
challenges due to the fragmentation and territorial protection within mental health 
professions. However, behavioral health stakeholders from a variety of disciplines 
(e.g., social work, counseling, psychology, and psychiatry) have the opportunity to 
be connected to national health care policy through legislation such as: (1) the 
Patient Protection and Affordable Care Act; (2) Local, State, and Federal policies 
for medical and behavioral health billing; and (3) mental health parity legislation. 
These policy changes can better position the behavioral health fi eld to advance 
beyond a specialty line of care and become more seamlessly integrated across health 
care systems. 

   The Patient Protection and Affordable Care Act 

 The Patient Protection and Affordable Care Act (PPACA) passed in 2010 is the 
most signifi cant piece of health care policy legislation in decades (Goodson,  2010 ). 
PPACA presented several opportunities for those in the behavioral health fi eld to be 
more involved in larger health care efforts. There are many important tenets of this 
Act, but health insurance expansion, increased access and primary care have 
received the most attention. The key components of the legislation that overlap with 
integrated behavioral health are as follows:   

B.F. Miller et al.
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    Key Patient Protection and Affordable Care Act: Legislation 
for Integrated Behavioral Health 

  Title II Subtitle I    Sec. 2303—Payment   See Amendment by Reconciliation Act below 
  Sec. 2703. State 

option 
to provide health 
homes for 
enrollees with 
chronic conditions  

 Provides States with the option of enrolling 
Medicaid benefi ciaries with chronic conditions 
into a “health home.” Health homes are 
composed of a team of health professionals and 
are designed to provide a comprehensive set of 
medical services, including care coordination 

  From H.R. 3590 
Patient 
Protection 
and 
Affordable 
Care Act  

  Sec. 2706. Pediatric 
Accountable Care 
Organization 
demonstration 
project  

 Establishes a demonstration project that allows 
qualifi ed pediatric providers to be recognized 
and receive payments as Accountable Care 
Organizations (ACO) under Medicaid. The 
pediatric ACO would be required to meet certain 
performance guidelines. Pediatric ACOs that 
met these guidelines and provided services at a 
lower cost would share in those savings 

  Title III    Sec. 3021. 
Establishment 
of Center for 
Medicare and 
Medicaid 
Innovation within 
CMS  

 Establishes within the Centers for Medicare and 
Medicaid Services (CMS) a Center for Medicare 
& Medicaid Innovation. The purpose of the 
Center will be to research, develop, test, and 
expand innovative payment and delivery 
arrangements to improve the quality and reduce 
the cost of care provided to patients in each 
program. Dedicated funding is provided to allow 
for testing of models that require benefi ts not 
currently covered by Medicare. Successful 
models can be expanded nationally. Section 
10306 adds payment reform models to the list of 
projects for the Center to consider, including 
patient-centered medical homes 

  Sec. 3022. Medicare 
Shared Savings 
Program  

 The shared savings program, which is the funda-
mental payment reform for ACOs, has helped to 
defi ne the various new models of care including 
those that try and integrate behavioral health 
services. Ultimately ACOs are designed to bring 
about high quality and effi cient service. Under 
PPACA’s shared savings programs, groups of 
providers and suppliers meeting certain criteria 
specifi ed by CMS may work together to manage 
and coordinate care, through ACOs, for 
Medicare fee-for-service benefi ciaries 

  Title V    Sec. 5301. Training in 
family medicine, 
general internal 
medicine, general 
pediatrics, and 
physician 
assistantship  

 Provides grants that aim to develop and operate 
training programs, provide fi nancial assistance 
to trainees and faculty, enhance faculty 
development in primary care and physician 
assistant programs, and that establish, maintain, 
and improve academic units in primary care. 
Priority is given to programs that educate 
students in team- based approaches to care, 
including the patient-centered medical home 

4 Advancing Integrated Behavioral Health and Primary Care…
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    These new policies place primary care as the nation’s largest platform of health care 
delivery, and the center of a substantial health care redesign. The principles and 
policies of Accountable Care Organizations focus on the implementation of three 
key issues for behavioral health: (1) team-based care; (2) quality improvement; and, 
(3) cost containment. A prominent means of redesign is through the patient-centered 
medical home (PCMH), which offers unique opportunities for innovation for behav-
ioral health (Barr & Ginsburg,  2006 ; Green, Fryer, Yawn, Lanier, & Dovey,  2001 ). 
The PCMH is both an organizational model and certifi cation process (see Chap.   3     on 
PCMH). PPACA policies are infl uencing the goals of the PCMH as a conceptual 
model for redesigning primary care. PCMH emphasizes the treatment of the whole 
person by a team of health care professionals who address a patient’s primary health 
care needs in one setting (deGruy & Etz,  2010 ; McDaniel & Fogarty,  2009 ). 
National health care policy and health care reforms align with these PCMH con-
cepts [(American Academy of Family Physicians (AAFP), American Academy of 
Pediatrics (AAP), American College of Physicians (ACP), & American Osteopathic 
Association (AOA),  2007 ; Barr & Ginsburg,  2006 ; Ferrante, Balasubramanian, 
Hudson, & Crabtree,  2010 )]. 

 Supported By: Continuous Quality Improvement and Effectiveness 

 In the area of quality improvement, behavioral health could have an important role in 
measuring what constitutes quality health care indicators. Patient factors such as qual-
ity of life, patient engagement, depression and/or anxiety or other healthy lifestyle 
behaviors have a signifi cant impact on health outcomes. But these measures are mar-
ginalized as quality indicators for patient care. Acknowledging and advocating for the 
role of behavioral health metrics is an open door for advancing policy initiatives in 
quality improvement metrics, which include integrated behavioral health factors. 
Currently, these behavioral health metrics are in short supply, except for screening 
tools such as PHQ-9, and they are rarely incorporated into quality improvement sys-
tems. The potential to add behavioral health metrics as meaningful use measures 
through the PPACA policy holds promise. Providers and administrators from medical 
and mental health contexts need to become educated on how to best incorporate and 
implement these measures into quality improvement efforts. 

 How: Team-Based Care 

 The area of PPACA policy centers on team-based care. Most medical administrators 
tend to focus on the multidisciplinary team of physicians, mid-level providers, 
nurses, medical assistants, and other medical support staff. However, behavioral 
health providers and care managers have an opportunity to be included as integral 
members of these teams. They play a noteworthy role and have a signifi cant contri-
bution in not only direct clinical care for patients, but also in helping teams work 

B.F. Miller et al.
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more effectively. The teams could benefi t from behavioral health providers’ training 
and skills in group dynamics and group facilitation. These are new and untapped 
areas for behavioral health providers to expand and contribute to PCMH initiatives 
and the policy intentions of PPACA organizations. 

 Supported By: Business Model and Cost Containment

The third area of focus for PPACA policies is cost containment. Health care systems 
that integrate behavioral health have shown some gains in containing expenses in 
care delivery. The prevalence of behavioral health issues among patients (e.g., 
adherence, healthy life style) in the primary care setting is well established, as is the 
impact of mental health comorbidities on medical outcomes (Katon & Schulberg, 
 1992 ; Kessler & Stafford,  2008 ; Kessler et al.,  2005 ; Unutzer, Schoenbaum, Druss, 
& Katon,  2006 ). And the evidence for having integrated behavioral health within a 
primary care system has demonstrated a positive outcome on managing acute, 
chronic, and preventative health care needs (Butler et al.,  2008 ; Green et al.,  2001 ; 
Starfi eld,  1998 ). However, policies are often not consistent with the evidence of the 
importance of behavioral health in cost containment. Behavioral health is not on the 
forefront of cost-cutting factors in health care policy debates and standards. 
Currently, policies are more prohibitive of integrating care than in support of it. For 
example, fi nancially sustaining integrated behavioral health care is problematic due 
to antiquated reimbursement policies that force behavioral health and physical 
health into separate billing silos (Kathol, Butler, McAlpine, & Kane,  2010 ; Mauch, 
Kautz, & Smith,  2008 ). These payment policies do not acknowledge an integrated 
team, but rather pay for “behavioral health” or “physical health” codes or services. 

 Another area of policy that has created confusion has been in reimbursement 
regulations. Policies and regulations on state and local levels can undermine inte-
grated behavioral health care practices. For example, state policies that limit same- 
day billing for medical and mental health treatment have interfered with medical 
and mental providers working in tandem with a patient to provide more seamless 
care. Policy regulations often limit continuity and collaboration, and contribute to 
patients’ experience of obstacles in following through with behavioral health treat-
ments. A number of states have addressed this by allowing for same-day billing, but 
it continues to be a complication throughout the country. When same-day billing 
policies are in place, behavioral health providers are able to provide psychotherapy 
services and receive reimbursement for same-day billing; however, the patient must 
have a mental health diagnosis (  http://www.samhsa.gov/healthreform/index.aspx    ). 
When behavioral health providers use health and behavior codes (e.g., CPT 95801- 4) 
on the same day as a medical visit to address the patient’s engagement in health- 
related behavior change, many times these services cannot be reimbursed if billed 
on the same day of service. For example, if a physician sees an obese patient who 
could benefi t from motivational interviewing to enhance their commitment to 
engaging in behavior changes for exercising, the patient would need to come back 
on another day rather than be seen on that same day. This policy signifi cantly limits 
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the continuity, effi ciency, and collaboration of patient-centered care for the majority 
of primary care patients. 

 It is important to note that these payment and billing problems (same-day billing 
and health and behavior assessment codes) are workarounds and do not fundamen-
tally address the problem at the heart of integration—behavioral health cannot be 
separated from overall health. To this end, payment schemes that continue to pay 
providers to only deliver their service line inadvertently perpetuate fragmentation. 
Global budgets and global payments may be more supportive of a truly integrated 
health care system and allow integrated behavioral health to fl ourish. 

 An untapped area of policy that may have an impact on reimbursement and prac-
tice is the Federal legislation that promoted parity between medical and mental 
health or substance abuse services. In 2008, the Paul Wellstone and Pete Domenici 
Mental Health Parity and Addiction Equity Act was signed into law and requires 
group health insurance plans (those with more than 50 insured employees) that offer 
coverage for mental illness and substance use disorders to provide those benefi ts in 
a way that is no more restrictive than all other medical and surgical procedures cov-
ered by the plan. The Mental Health Parity and Addiction Equity Act does not 
require group health plans to cover mental health (MH) and substance use disorder 
(SUD) benefi ts but, when plans do cover these benefi ts, MH and SUD benefi ts must 
be covered at levels that are no lower and with treatment limitations that are no more 
restrictive than would be the case for the other medical and surgical benefi ts offered 
by the plan (  http://www.samhsa.gov/healthreform/parity/    ). This new legislation, 
which went into effect in January 2011, effectively puts mental health and substance 
abuse treatments on par with medical treatment. This policy can help health care 
systems merge medical and mental health care systems since the reimbursement 
practices need to be consistent. This practice of inequality has kept individuals with 
untreated SUD and MH disorders from receiving critically important treatment ser-
vices. By providing parity, insurance covers treatment for SUD and MH  disorders 
in a way that is equal to treatment coverage for other chronic health conditions, such 
as diabetes, asthma, and hypertension. The lack of health insurance coverage for 
MH and SUD treatment has contributed to a large gap in treatment services. 
Improving coverage of MH and SUD services will help more people get the care 
they need (  http://www.samhsa.gov/healthreform/parity/    ).  

    Policy Challenges for Integrating Behavioral Health in Primary 
Care: Gaps Between Research and Policy 

 The relationship between health care policy and research on effective health care 
 outcomes is often disconnected. There is a signifi cant body of evidence that sup-
ports that behavioral health and primary care need to be integrated and attempts to 
separate and polarize the two systems puts health care delivery on a pathway to 
inferior patient care (Butler et al.,  2008 ; deGruy,  1996 ). Research that supports best 
practices, however, may not trickle down into relevant policy debates, decisions, or 
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regulations. There is a signifi cant gap between effective  patient-centered health care 
practices and policies that support and regulate integrated behavioral health. For 
example, if there is established evidence that better integrated treatment for mental 
health issues, such as depression and anxiety, improves outcomes, decreases cost, 
and improves patient and provider satisfaction, why would not these integration 
practices be adopted in policy? The answer to this question is found in the historical 
separation of behavioral health from physical health. 

 Likewise, policymakers may be hesitant to advance policies that may appear to 
“dictate” best practices and/or interfere in the science of medicine. What 
p olicymakers want to do is provide the environment for research that informs policy 
questions. For example, the Patient Centered Outcomes Research Institute (PCORI) 
was created to emphasize the need for patient-centered outcomes, especially in the 
context of clinical comparative effectiveness research. Behavioral health providers, 
administrators, and advocates within primary care settings need to actively build 
relationships with policymakers and organizations to better disseminate and trans-
late research fi ndings to policymakers and to raise the questions about the role of 
behavioral health to make it part of the discussion. Research has had a limited 
impact on the policy-making process and policymakers often do not understand the 
issues of integrated behavioral health care. Policymakers might erroneously assume 
that we have a health system that includes behavioral health care. This only points 
to the knowledge gap between those that draft the policy regulations and those that 
practice in primary care. Consequently, we need to connect the dots between the 
research in integrated behavioral health and what policymakers understand about 
this research and then what they can do to support it (Miller,  2010 ; Miller, Kessler, 
Peek, & Kallenberg,  2011 ). Behavioral health advocates, on the other hand, are 
often uninformed about the role and focus of policymakers. Behavioral health sup-
porters need to know that policymakers have three essential roles: (1) approve addi-
tional monies for the Medicare Trust Fund, which could be used to support Center for 
Medicare and Medicaid Services (CMS) initiatives, (2) direct government entities to 
do something in a certain time frame (e.g., test new models of payment reform that 
include behavioral health), and (3) mandate aspects of the delivery of health care 
through rules and regulations in the public programs of Medicare, Medicaid, Veterans 
Affairs, Department of Defense, or through the Federal Employee Health Benefi ts 
Program. In addition policymakers can have a signifi cant impact on the private sector 
through changes in regulations such as HIPAA and ERISA. Understanding this pro-
cess may help advance and give voice in infl uential venues to the issues related to 
integrating behavioral health into our larger medical system.  

    Lack of Representation and Advocacy Within Integrated 
Behavioral Health Groups 

 While primary care behavioral health advocates from diverse professional back-
grounds should continue to push for a larger clinical involvement in the PPACA 
initiatives and PCMH redesign, we need to better address and draft the policies 
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that support behavioral health professions in primary care. While health care 
reform initiatives are moving toward having whole-person integrated care, only a 
small fraction of behavioral health providers currently work in integrated primary care 
practices and most of these providers are in public health settings (e.g., CHCs, 
FQHCs, CMHCs). We need an active, engaged leadership who can give voice and 
direction from the behavioral health point of view to legislators on local, state, 
and federal levels. Behavioral health providers, for the most part, are not edu-
cated, coached, or mentored in ways to participate in this legislative process. 
Consequently, the contributions of behavioral health has had limited impact in 
important policy decisions. 

 Some ways that behavioral health advocates have been involved with organiza-
tions that are advancing an agenda that integrates behavioral health include associa-
tions like the Collaborative Family Healthcare Association (CFHA). CFHA is a 
national not-for-profi t association committed to multidisciplinary, patient, and 
family- centered integrated health care. Prior to each CFHA conference, the associa-
tion hosts a policy summit that brings together stakeholders from across the state 
and has them work together on changing policy to accommodate integrated behav-
ioral health (  www.cfha.net).     

 The Agency for Healthcare Research and Quality (AHRQ) has also helped support 
integrated behavioral health by creating a national resource on integration—the 
Academy for Integrating Behavioral Health and Primary Care (   http://integrationacad-
emy.ahrq.gov/    ).     This effort aims to unite the fi eld and those interested in integrated 
behavioral health by providing resources for integration in one location. This effort is 
led by a National Integration Academy Council, which consists of leaders from the 
integrated behavioral health fi eld. These leaders represent all aspects of the fi eld 
including researchers, clinicians, policymakers, payers, patients, and actuaries. 

 The National Council for Community Behavioral Healthcare (National Council) 
is the unifying voice of America’s behavioral health organizations. It has 1,950 
member organizations, and its mission is to provide comprehensive, high-quality 
care that affords every opportunity for recovery and inclusion in all aspects of com-
munity life. The National Council advocates for policies that ensure that people 
who are ill can access comprehensive health care services. The National Council 
operates the SAMHSA-HRSA Center for Integrated Health Solutions to provide 
nationwide technical assistance in integrating primary and behavioral health. (  http://
www.thenationalcouncil.org/cs/about_us    ) 

 The Substance Abuse and Mental Health Services Administration (SAMHSA) 
and Health Resources and Services Administration (HRSA) have helped create the 
SAMHSA-HRSA Center for Integrated Health Solutions (  http://www.integration.
samhsa.gov/    ) another resource for the community interested in behavioral health 
and integration. 

 The National Institutes on Health (NIH) also has a dedicated institute for mental 
health, which has incorporated some aspects of behavioral and integrated health, but in 
a very limited interpretation and often without any concrete, stable source of funding. 

 Despite an increase in resources for integrated behavioral health, there remains 
an important need to address health care policy. For the fi eld to move forward there 
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must be a move beyond educating policymakers to action and implementation. In 
the context of health care policy reform and parity regulations, there are more 
opportunities to integrate behavioral health evidence and the strong interconnection 
between physical and mental health. Now, more than ever before, the fi eld of inte-
grated behavioral health should be uniting to take advantage of the opportunities 
within health care policy to integrate health care once and for all.     
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Thank You For Joining Us Today! 

 To access the materials and resources used in this 
Primary Care Forum, please visit:

The Collaborative Family Healthcare Association: 
https://cfha.site-ym.com/?2014PolicyForum  

or 

The Robert Graham Center:  
http://www.graham-center.org/online/graham/home/rgc-events.html 

 For inquiries and further discussion, please contact
Jessie Pittrizzi at jpittrizzi@cfha.net or 303-724-7805.


	Cover copy- Policy Forum
	Organization Description
	Bios and Pictures 9 15 14 - FINAL (2)
	Farley Center Infographics-8 5x11
	Few ACOs Pursue Innovative Models That Integrate Care for Mental Illness and Substance Abuse with Primary Care
	Miller Patel Talen



