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Abstract 

Integrated behavioral health care (IBHC) models in primary care are positioned to address the 

unmet needs of traditional behavioral health models. However, research support is limited to 

specific populations, settings, and behavioral health conditions. Empirical evidence is lacking for 

expansion to larger health systems and diverse behavioral health conditions. This study examines 

perspectives on IBHC implementation in a large medical center. Semi-structured interviews were 

conducted with 24 health providers and administrators in two primary care clinics with IBHC. 

Thematic analysis demonstrated that participants had an overall favorable perception of IBHC, 

but also perceived implementation challenges, including difficulties with access, underutilization, 

team dynamics, and financial and interdepartmental issues. The findings suggest that IBHC 

implementation barriers in existing large health systems risk diminishing potential benefits and 

successful adoption. These barriers can be combated by incorporating systems change strategies 

into implementation frameworks, with a focus on barrier prevention and detection and long-term 

sustainability. 

  



Introduction 

In 2018, fewer than half (43.3%) of the 47.6 million adults (19.1%) with mental illness in 

the USA received behavioral health services during the previous year.1 Integrated behavioral 

health care (IBHC) within primary care settings (or “integrated care”) is an increasingly 

supported method of addressing the unmet needs of traditional behavioral health models (i.e., 

specialist care models). The term “integrated behavioral health care (IBHC)” covers a range of 

models that vary in their implementation and participating providers—from co-location of a 

behavioral health provider to fully integrated collaborative care management, including roles 

such as behavioral health care managers, therapists, and psychiatric consultants. 

IBHC is particularly positioned to address unmet patient behavioral health needs where 

the barrier to care is lack of access to specialized behavioral health services or patients’ 

reluctance to accept traditional behavioral health care (due to factors such as time, location, 

stigma, cultural barriers, and somatic expression of distress). These behavioral health needs 

include both mental health and substance use disorders. IBHC is intended to enhance system 

efficacy, reduce health care fragmentation and costs, and improve access, quality of care, and 

consumer satisfaction.2 It allows patients to access care in a familiar setting, and utilizes already 

existing relationships with primary care providers, the latter of which could potentially reduce 

stigma and overcome cultural barriers to accessing behavioral health care.3-5 Additionally, IBHC 

is well suited to address the burden of co-morbid behavioral health conditions and chronic 

medical illness, as IBHC has been demonstrated to improve outcomes for both chronic medical 

and behavioral health conditions, as well as improve patient satisfaction with care.6–9 

There is overwhelming evidence that supports IBHC models. It has demonstrated benefits 

in patient outcomes as compared to usual care, including adherence to treatment, improved 



satisfaction with care, quality of life, functional status, social role function, and remission and 

recovery of psychiatric symptoms, including in diverse patient populations.4,6,10–19 Additionally, 

evidence suggests that IBHC can improve outcomes while also being more cost-effective.20–24 

While the research support for IBHC is strong, the published research studies have been 

limited to specific types of IBHC models, patient populations, and behavioral health conditions, 

with many focusing on depression alone in smaller structured settings.17 Thus, as IBHC has 

expanded into larger existing health care systems with a more robust set of behavioral health 

conditions, narrowly focused research models are being put to the test in real-world clinical care. 

Unfortunately, there is a lack of empirical research examining the process of implementation and 

efficacy in these settings. 

As increasing numbers of health care systems implement IBHC to address multiple 

behavioral health conditions, it is essential to better understand both the barriers and facilitators 

for implementation. However, empirical literature examining these aspects of IBHC 

implementation in these real-world settings is lacking. The existing literature is limited to 

experiential author commentary and informal provider reports, and data gained from IBHC 

model research trials focused on depression. This limited literature suggests challenges including 

lack of physician and leadership commitment, physician and patient resistance, organizational 

complexity, difficulty standardizing and measuring care, lack of access to behavioral health 

providers, lack of resources, and difficult financial reimbursement structures.25,26 Additionally, 

this primarily experience-based literature also suggests potential facilitators for IBHC, including 

strong leadership support and buy-in, well-defined roles, primary care physician champions, 

engaged IBHC providers, effective teamwork and communication, procedures to ensure quality 



and adequate infrastructure, clear treatment components, and health care organization 

support.17,27–29 

Given the lack of empirical evidence within IBHC literature in real-world settings, 

further insight can be gained from non-behavioral health–focused models of integrated care. For 

instance, qualitative assessments of integrated care systems for patients with multiple chronic 

illnesses and complex psychosocial issues demonstrate challenges including changes in provider 

roles (particularly those that threaten professional identity), communication and data exchange, 

limited resources, policy changes, and financial and employment structures. Additionally, 

facilitators include effective leadership, professional attitudes, shared and well-communicated 

values/vision and roles, education and training for new roles, integrated data systems, and 

successful communication.30 

As IBHC expands into real-world clinical settings, researchers and clinicians are seeking 

a system of parameters to facilitate IBHC system development and the process of 

implementation. Some theoretical frameworks have been proposed in approaching IBHC 

implementation. Joseph et al.3 suggest several parameters of care delivery to take into 

consideration in developing and implementing an IBHC system. These parameters can influence 

system designs, such as depth of integration, provider roles, provider interactions, and the type of 

care provided. These parameters run on a continuum and include practice mission, financing 

considerations, administration and budget sources, space availability, record keeping, and team 

structure, communication, and treatment planning. Furthermore, Kodner2 also points to the need 

to define and conceptualize the elements of IBHC to better address the complexities and 

unknowns in the real world. He also provides a framework for defining IBHC systems by first 

exploring what is meant by integration, including the focus, type, levels, breadth, and degree of 



integration. He also breaks down typical methods and tools to consider within IBHC, including 

funding, administration, organization, service delivery, and clinical components.2 While these 

theoretical frameworks provide an important and necessary foundation for IBHC development 

and implementation, there is a lack of empirical research examining the utility and success of 

incorporating these concepts in real-world settings, particularly large long-standing health care 

systems. 

As IBHC systems are adapted to real-world settings, there is a need for concurrent 

systematic reflection and engagement in continuous evaluation and improvement of programs. 

Additionally, incorporating staff and provider perspectives is essential, given the known 

potential for IBHC programs to struggle with factors such as interdisciplinary differences, 

adoption of new roles, and limitations to workforce development. With these goals in mind, the 

present study was designed to examine provider and administrator perspectives of a developed 

and evolving system of IBHC within primary care clinics at a large academic medical center to 

better understand and define the existing system, areas for improvement, methods for 

implementing change, and differences in provider and administrator perspectives. 

Methods 

Participants 

Semi-structured interviews were conducted with 24 health care providers and 

administrators active in IBHC in Family Medicine (FM) and General Internal Medicine (GIM) 

outpatient clinics at an urban academic medical center. Participants included 13 primary care 

providers (PCPs) [4 FM and 9 GIM], 5 administrators/practice managers, 1 psychiatrist, and 5 

behavioral health social workers (BHSW). Among the participants, 17 were female and 7 were 

male (Table 1). 



Procedure 

A recruitment email was sent to all IBHC team members at the institution at the time of 

study; the existing roles at that time included PCPs, BHSWs, psychopharmacology providers 

(psychiatrists and psychiatric nurse practitioners), and administrators/practice managers in the 

GIM and FM departments where IBHC was being implemented. At the time of study, the IBHC 

program did not have any further roles that may be included within some IBHC models, such as 

clinical pharmacists or behavioral health care managers. A second recruitment email was sent to 

individuals who did not respond to the first email. 

Interviews took place individually either in-person or over the phone during a 6-month 

interval in 2017. Final sample size was determined by saturation based on concurrent coding, and 

17% of those originally contacted were interviewed. Interviews were conducted by the senior 

author, a research fellow, and research assistants trained by the senior author (two master’s in 

public health students). Interviews lasted 35–40 min and were conducted using a semi-structured 

interview guide developed by the senior author and collaborating leaders in FM, GIM, and 

IBHC. The interview guide consisted of open-ended questions focusing on the current state, 

purpose, benefits, implications, and areas of improvement of the IBHC system within 

participants’ respective departments (see Appendix) (e.g. “How often and in what ways are the 

members of the integrated care team working together?”). 

All participants completed informed consent prior to completing the interview, at which 

time it was emphasized that participation was voluntary and would not impact their employment, 

and any identifying data would remain confidential. There was no compensation offered to 

participants. Interviews were audio-recorded with the permission of the participants and 

transcribed verbatim by the research assistants. 



Data analysis 

Data was loaded into NVivo12® qualitative analysis software and coded using thematic 

analysis.31–33 Transcripts were independently coded by the senior author, a research fellow, and 

three research assistants trained in qualitative analysis by the senior author (two master’s in 

public health students and one medical student). Coding was completed using inductive open 

coding and a preliminary codebook was created through coder consensus. The coders met 

regularly to make ongoing adjustments to the codebook to address areas of discrepancy and 

restructuring of coding into primary, secondary, and tertiary themes. The final codebook was 

reached by consensus and reviewed by the senior and primary authors. Twenty-five percent of 

interview transcripts were double coded to determine inter-rater reliability. The percent 

agreement and kappa coefficient of the primary thematic categories utilized for this study were 

completed using the NVivo12® coding comparison with an average 83% agreement and kappa 

of 0.62. 

Results 

Application of integrated care 

Participants provided a description of the existing IBHC system at the time of the 

interviews. They described the key roles within the IBHC program to be of primary care 

providers, behavioral health social workers (BHSW), and psychiatrists and/or psychiatric nurse 

practitioners (the number of each type of provider varied between clinics). At times, there were 

also rotating psychiatric residents and BHSW interns. Clinics also had a care coordinator role 

outside of the IBHC system who was responsible for non-behavioral health needs, such as 

housing or food support services. 



Participants reported that behavioral health screening procedures had gone through 

different variations since IBHC initiation. There was variability between participants’ reports of 

how screening was completed, such as uncertainty regarding the process and the specific 

screening instruments utilized. Participants reported that screening occurred at check-in and 

relied on medical assistants to ensure that patients completed screening questionnaires. One 

administrator reported that annual screening was completed for depression, anxiety, and alcohol 

and substance use disorders. Some participants reported that brief 1–2 question screeners, such 

as the PHQ-2, were completed, and medical assistants then followed up positive screens with 

longer screening instruments (PHQ-9 and DAST). Screening information was provided to PCPs 

either on paper or through the electronic medical record (EMR). After the completion of the 

present study, retrospective information was gained from IBHC administrators to clarify 

screening instruments use at the time of the study. In reality, brief screening consisted of the 

PHQ-2 and single item alcohol and substance use questions. Positive screens were followed up 

with medical assistant administration of the PHQ-9, AUDIT, and DAST-10, respectively. 

All participants who discussed screening described several points of failure in the system, 

such as patients with low health literacy or non-English speakers not filling out the screening 

forms and medical assistants not ensuring that screening was completed. One administrator 

reported that only about one third of patients completed the annual screening. Participants 

reported that rather than detection through screening, a lot of behavioral health referrals were the 

result of PCP recognition during interviews, either through PCP inquiry or the patient 

volunteering the information. 

PCPs were responsible for referring patients to BHSWs either through a referral request 

or through a “warm-handoff” by either individually locating or paging the BHSW in clinic. 



Either BHSWs would meet patients the same day in clinic via a warm-handoff (if staff was 

available) or patients would be scheduled to see the BHSW at a later date. BHSWs completed an 

initial assessment (approximately 45 min) and scheduled follow-up sessions (approximately 30 

min) for short-term therapy and behavioral interventions (3–8 sessions) based on their 

assessment of patient need. A psychiatrist or psychiatric nurse practitioner was available variably 

in the clinics for (1) referral and ongoing primary psychotropic medication management, (2) a 

one-time in-person patient assessment consultation, or (3) formal or informal (“curbside”) case 

consultation (discussion of case and no in-person assessment). Patients could also be referred to 

a separate traditional specialty behavioral health clinic at any point in this process (the medical 

center’s Department of Psychiatry). 

Communication with BHSWs and psychopharmacology providers occurred through 

variable formats, including referral request to front desk staff, paging, phone calls, EMR 

messaging, email, or locating BHSWs in offices or work rooms in the same clinic or neighboring 

clinics. 

Perceived benefits of integrated care 

Overall, most participants (22 of 24) expressed gratitude or appreciation of the IBHC 

system, particularly as compared to before IBHC was implemented. One PCP stated, “I mean 

these services, by the way, are just like billions times better than we’ve ever had before… so I’m 

basically saying how grateful I am, but if one were to like hone that last 99%, you know, make it 

100%.” Perceived benefits were subdivided into secondary themes of benefits for patients and 

benefits for providers (Table 2). The perceived benefits of integrated care for both patients and 

providers were consistent among the various providers interviewed. These perceived benefits for 

patients included decreased stigma, supportive messaging that behavioral health is as important 



as physical health, increased and quicker access to behavioral health care (including immediate 

attention in crises situations), decreased barriers to accessing behavioral health care (same and 

familiar location as medical care), increased likelihood of patient’s following-up on behavioral 

health care referrals as compared to the institution’s separate behavioral health specialty clinic 

within the Department of Psychiatry due to the reduced burden placed on patients, better quality 

of care, better integration of behavioral and physical health, and improved behavioral and 

physical health and functioning. When discussing patient reactions, one BHSW stated, “patients 

usually have positive feelings like, ‘this is great, I have all my care in one place and like, 

awesome I don’t have to go anywhere else.’ And because like the doctor, they refer the patient to 

us, they do the warm hand-off, and, often times, the patient trusts their provider, so then they 

trust me. So, like naturally they build up a very good therapeutic relationship and just the patients 

knowing that I work very closely with their doctor, we work in the same clinic, that makes them 

feel good.” 

The perceived benefits for providers were consistently described among PCP, BHSW, 

and administrative participants. These included increased sense of support and being part of a 

team, reduced provider stress, increased PCP confidence in managing behavioral health care 

within their current practice, direct access to psychopharmacology experts for medication 

questions and recommendations, improved understanding of patients’ underlying behavioral 

health issues through bidirectional shared information, improved care delivery, and improved 

access to patient behavioral health information (as compared to care at the separate behavioral 

health specialty clinic in which records were not accessible to all of the patients’ providers). For 

instance, one PCP stated, “this has really made my day-to-day life in clinic much better, meaning 



I feel more effective in helping my patients and I feel like I’m sharing a burden, you know, with 

colleagues who I can rely on and whom I think are… whom I respect.” 

Perceived challenges of integrated care 

All 24 participants reported challenges related to the IBHC system, with secondary 

themes including difficult interprofessional and team dynamics, difficulty communicating patient 

information between team members, problems locating and being aware of available IBHC 

providers, limited availability of IBHC providers, IBHC provider turnover/changes, limited 

training for all providers, delays in receiving IBHC services, limited duration of BHSW 

interventions, PCP underutilization of IBHC, lack of patient adherence to appointments, 

behavioral health stigma, need for referral to specialty care outside of IBHC system, lack of 

resources, interdepartmental system issues, and an inadequate system of financial 

reimbursement. 

Several of the secondary themes were related to IBHC team dynamics and 

communication including high turnover of IBHC providers which resulted in provider shortages, 

confusion over who was available to provide care, delays in patients being able to be seen by 

IBHC providers, perceived patient frustration over changing providers, and difficulty 

establishing good and familiar relationships among IBHC providers and PCPs. While high 

turnover was frequently cited as a source of these challenges, participants did not report any 

specific explanations for high turnover, other than noting the inherent element of large 

departments and primary care settings. 

Another theme that arose was misunderstanding of provider and staff skill sets, training, 

and specific roles within the system. Some participants felt that these misunderstandings led to 

conflicts and poor communication among providers. There were notable discrepancies among 



participants regarding the perceived roles of providers within the IBHC system. For instance, 

among PCPs, the role of the BHSW was described in different ways. Some PCPs reported that in 

addition to therapy, BHSWs had a triage and referral role. Specifically, they reported that all 

patients with any behavioral health need could be referred to BHSWs and the BHSWs were 

responsible for determining level of care needed and referral to long-term specialty behavioral 

health care within the medical center’s Department of Psychiatry or medication management 

with IBHC psychopharmacology providers. Other PCPs reported that it was the PCP’s role to 

determine level of care needed, patient appropriateness for IBHC versus traditional specialist 

psychiatric care, and referral of patients to BHSWs for short-term therapy and/or to IBHC 

psychopharmacology providers vs. referral to long-term specialty behavioral health management. 

One PCP even reported that when appropriate, they provided patients with referral information 

for the patients to find a therapist outside of the medical center, for geographic convenience. 

Other PCPs reported that they were not sure who was supposed to be doing the triaging and 

referrals. 

BHSWs consistently reported that their role was often misperceived. They reported that 

triage was not a part of their role and that their primary responsibility was supposed to be to 

provide short-term therapy and only provide referral to longer-term therapy if the patient had an 

ongoing need once they reached the IBHC short-term therapy session limit. BHSWs also 

reported that their role also included assisting in crises situations. BHSWs consistently made 

statements such as, “I think there’s just confusion among like, who are we, what do we do, and 

who do we report to.” (Table 2). 

Furthermore, PCP participants expressed challenges with contacting and locating IBHC 

providers because of a lack of knowledge about who the IBHC providers were, how to contact 



them, and where they were located. The latter of which was reported, in part, due to IBHC 

providers not having a consistent/permanent geographic home within the clinic. For example, 

there were difficulties with IBHC providers having shared responsibilities between multiple 

primary care clinics and, therefore, being physically located in neighboring clinics. IBHC 

providers were also noted to not be available in the moment (due to being in session with 

patients, staff shortages, or schedule differences). This was challenging for initial consults, 

curbsides, and long-term communication among providers. Provider communication was also 

reported to be challenging due to a lack of a clear system for communication. For instance, there 

was variability among participants as to how the EMR was being used to communicate patient 

information, such that some PCPs reported that there was no systematic method and others 

reported that they utilized specific templates to communicate information. There were also issues 

noted that PCPs were unable to access behavioral health notes due to electronic medical record 

privacy protection for behavioral health–related visits. One IBHC provider noted “another 

challenge which is system-wide is that we cannot view psychiatry team notes, so our team has to 

basically double document in the EMR to create a second note the PCP can read, and I think 

that’s onerous… and that really really hinders like collaboration and coordination as well as 

recognition of the behavioral health team’s work.” Another communication issue reported by 

PCPs was the lack of a formal feedback loop for information about patients referred to IBHC. 

They reported it was challenging to understand if patients had engaged or followed up with 

IBHC and how they were progressing. 

Behavioral health providers and PCPs also expressed frustrations with the IBHC 

program’s limit on the number of sessions that the IBHC providers could offer each patient 

before they would have to be referred to a separate behavioral health specialty clinic for ongoing 



behavioral health care or if their care was felt too complex to be managed in the IBHC program. 

PCPs expressed frustration that their patients were less likely to follow up with the separate 

specialty clinic and felt their behavioral health needs would then go unaddressed. BHSW 

providers expressed a desire for longer-term therapeutic engagements with patients. BHSWs also 

reported inadequate training in brief and short-term therapeutic interventions. Some PCPs 

expressed a desire for more IBHC-related training to utilize the IBHC system more effectively; 

others expressed that they had missed IBHC-related trainings due to their schedules, and still 

others noted that frequent IBHC system changes made it difficult to keep up with current IBHC 

practices. Additionally, some PCPs reported a desire for training in behavioral health diagnosis 

and treatment, including brief behavioral interventions and psychopharmacology for more 

unfamiliar medications, such as antipsychotics. 

Participants also perceived difficulties related to patients’ non-adherence to IBHC 

appointments. Participants reported various perceptions of why patients missed appointments, 

including wait time to get an appointment, lack of availability of staff for a warm-handoff or 

brief in-person introduction, and lack of availability of IBHC appointments concurrent with 

patients’ PCP appts. For instance, participants reported that at times when BHSWs were 

understaffed, appointment wait times increased from 1 to 2 weeks to up to 6 weeks. Others 

related this to the stigma of seeing IBHC behavioral health providers, although a greater number 

of providers felt overall stigma was decreased compared to traditional specialty care. Some 

participants expressed that they felt the IBHC system was underutilized due to distrust in the 

system, uncertainty of who to contact, and frustration with system functioning. One PCP 

reported that they decided not to utilize the system stating, “So, mostly there’s been, mostly this 

has not been a success for me, so mostly I don’t use their services.” Despite these perceived 



challenges with patient and provider utilization, more than three quarters of participants felt that, 

overall, IBHC increased patient access to and engagement in behavioral health care. 

Lastly, challenges were reported regarding larger systems issues, including 

interdepartmental challenges, such as lack of integrated administration leading to difficulties 

making system changes and confusion among providers and lack of understanding and IBHC 

team leadership recognition. For instance, BHSWs were employed by the Department of 

Psychiatry, but were physically located in GIM and FM practices. Thereby, participants noted 

they were not always sure who to go to when issues arose and changes were difficult to 

implement. Additionally, participants reported challenges with lack of resources, including a 

limited number of IBHC providers, lack of time for patient care and documentation, lack of 

space for additional IBHC providers, and lack of administrative support staff to support IBHC 

implementation (e.g., scheduling patient visits, behavioral health screening, and tracking patient 

follow-up with IBHC referrals). Finally, a few participants reported limitations to the financial 

reimbursement system, such as reporting that some services were not billable to insurance, and, 

therefore, additional financial support was necessary to support IBHC team salaries. 

Discussion 

As IBHC models are adopted and implemented in large health care systems, research-

supported models are being put to the test in ever-changing real-world settings. This study 

addresses the need for empirical research to evaluate and support the success of real-world 

implementation of IBHC models. The findings provide a deeper understanding of both the 

benefits and challenges encountered in IBHC implementation in large existing health care 

systems through the perspectives of providers and administrators. These findings importantly 

raise the concern that while IBHC has been positively perceived by providers, the 



implementation challenges within these systems may risk diminishing the benefits that have been 

demonstrated in controlled research settings, particularly due to difficulties with local buy-in and 

provider adoption. It is essential to develop strategies to address these implementation barriers in 

large real-world health care settings to ensure the efficacy of IBHC programs. The present 

findings provide valuable insights into potential strategies for improving IBHC success. 

In addressing the challenges and barriers to IBHC implementation, it is essential to also 

highlight the benefits. Gaining a clearer understanding of benefits perceived by providers may be 

an important element to enhance provider buy-in and adoption. Participants perceived that 

patients benefited through decreased stigma, increased access to behavioral health care, 

improved quality of care, and improved behavioral and physical health, which is consistent with 

prior re-search.4,6,10,12,14–17,19 The findings also provide new insights into several areas that 

providers perceived as beneficial for themselves, a less explored area in the current literature. 

These include increased sense of support, reduced stress, increased confidence in managing 

behavioral health conditions, and better understanding of patients’ behavioral health issues. 

In terms of the perceived challenges of IBHC implementation, the findings provide 

empirical support for the existing primarily experiential literature and are consistent with 

previous studies within non-behavioral health–focused integrated care systems (i.e., complex 

chronic illness management). The findings also provide new insights into the challenges within 

real-world large health care systems, including poor patient adherence to appointments, 

underutilization by providers, frequent staff/provider turnover leading to delays in care, and 

provider difficulty in defining the system within known IBHC models. The latter of which is an 

important aspect that may reflect the challenge of attempting to fit precise IBHC models into 

existing large systems. It is no coincidence that the perceived implementation challenges are 



ways in which IBHC models directly challenge long-standing traditional health care systems. 

This includes workflow, provider and staff roles and training, electronic medical record designs, 

provider relationships and communication, referral systems, distribution of resources, financial 

structures, departmental/leadership systems, and infrastructure, including even physical 

workspace designs. These challenges can lead to frustration and poor provider, staff, and patient 

engagement in the IBHC system, including providers who choose not to utilize the system. This 

can create a reinforced cycle of provider burnout and staff turnover leading to delays in care and 

further lack of provider and patient engagement. This cycle threatens the potential success of 

IBHC implementation and, ultimately, efficacy. As such, it is pertinent that the adaptation and 

implementation of IBHC systems in real-world settings utilize systematic methods to proactively 

prevent and address implementation challenges when they inevitably arise. 

As previously reviewed here, a limited quantity of literature provides a theoretical 

framework for addressing the challenges of IBHC adaptation in real-world settings, for instance, 

the recommendations of Joseph et al.3 and Kodner.2 This literature reflects the crucial need for 

health care centers to define and conceptualize key elements of IBHC early in the process of 

adaptation and implementation, such as defining the practice mission, team structure, 

communication, treatment planning, space availability, record keeping, and financial matters. 

This approach can reduce barriers to initial implementation and support systematically 

addressing difficulties that arise using the institution’s pre-defined parameters and goals. 

Nonetheless, despite proactively addressing these elements, barriers will remain in 

translating these concepts into traditional systems of care, particularly in established, large and 

often siloed health care systems. That is, IBHC leaders can carefully define, plan, and adapt an 

IBHC model to their system, such as changes to electronic medical records and office space, 



clinical training for BHSWs and PCPs, hiring providers, and adjustment of financial structures. 

However, the present findings suggest a different challenge that cannot be ignored. That 

challenge is sustained institutional, administrative, provider, and staff acceptance and adoption of 

change. Implementation of system-wide changes, such as IBHC, requires that institutions, 

administrators, providers, and staff make significant shifts from their long-standing clinical 

practice and workflow, routines, and behaviors that often date back to early in their training. 

The importance of acceptance and adoption of system-wide change is essential to IBHC 

implementation. IBHC leaders must approach the implementation of IBHC through the lens of 

systems change and utilize existing change-based strategies, such as change management, to 

support successful adoption of IBHC models. Change management has repeatedly been 

suggested as an important tool to support health care change, and there is evidence for its success 

in advancing the implementation of health care changes in areas outside of IBHC, including in 

areas such as patient-centered medical home development.34–40 While it has not been explicitly 

adapted into IBHC models, some elements of change management have made their way into 

IBHC implementation guidelines from community-focused organizations, such as the Substance 

Abuse and Mental Health Services Administration (SAMHSA).41 Kotter’s model of change 

management, for instance, has been applied to health care organization changes and includes 

eight steps: establishing a sense of urgency, forming a powerful guiding coalition, creating a 

vision, communicating the vision, empowering others to act on the vision, planning for and 

creating short-term wins, consolidating improvements and producing still more change, and 

institutionalizing new approaches.42 

Change management models provide an additional framework to address the barriers of 

IBHC implementation that are not fully addressed in existing IBHC adaptation approaches, such 



as shared values, professional attitudes, well-defined and communicated vision/goals and roles, 

provider champions, effective/strong leadership, successful communication, and health care 

organization support.17,27,28,30 To overcome IBHC implementation barriers in real-world settings, 

IBHC adaptation frameworks should include the following change management-based strategies: 

recruitment of practice stakeholders; recruitment of provider and staff champions; early 

engagement of administrators, providers, and staff with a focus on buy-in; clearly communicated 

shared values, mission, and goals; and ongoing long-term engagement of providers and staff 

focused on feedback and reduction of perceived barriers and challenges (Table 3). A change 

management approach necessitates the development of strong and collaborative provider 

relationships, an area that the present findings suggest is a critical barrier in systems with 

historically siloed behavioral health care and primary medical care systems. The implementation 

of IBHC necessitates placing a priority on team building, role and discipline definition, and 

communication, not only among providers and staff but also at the level of interdepartmental 

administration and the greater institution. 

Furthermore, the long-term sustainability of change management practices should not be 

overlooked in the bid for lasting institutional and provider buy-in. In a retrospective discussion 

with IBHC administration at the institution of study, it was reported that they had incorporated 

systems change schemes in their implementation strategies, such as stakeholder buy-in and early 

engagement of administrators and leaders. However, these findings suggest that over the longer 

term, implementation challenges were pervasive despite these efforts. Maintaining a long-term 

focus on strategies for sustainable adoption is essential for large systems with high staff volumes, 

frequent staff turnover, and numerous concurrent practice changes. 



Finally, empirical assessment must be incorporated into the IBHC implementation 

framework. This will not only support detecting and overcoming implementation barriers unique 

to each individual system but will also provide a foundation for motivating change among 

providers, administrators, and the institution. Qualitative assessment is particularly important in 

this process to gain administrative, provider, and staff perspectives and increase their 

engagement in the process. This should include exit interviews for departing staff, as the present 

findings indicate a high rate of IBHC provider turnover but lack data from departed providers to 

indicate why. Additionally, empirical assessment of the financial barriers and cost-effectiveness 

of IBHC in real-world settings are necessary to inform system and policy changes related to 

finances and billing in order to ensure long-term sustainability. 

Limitations 

There are important limitations to consider in interpreting the present findings. The 

generalizability of data may be limited by participant self-selection bias, smaller sample size, and 

uneven distribution of this sample, with a female majority and a larger number of PCPs than 

other providers. However, this sample was distributed similarly to overall provider role 

distribution within the clinics, and although the overall sample size was small, it was determined 

through reaching theoretical saturation of the data. Additionally, given that this was a qualitative 

study, the findings represent narrative participant perspectives only, and not quantitative or 

outcome measures. However, the advantage of qualitative data outweighs such limitations, 

particularly given the ability to gain a broad and deep understanding of IBHC implementation 

that quantitative data may lack and provide a foundation for further study in an area of limited 

existing empirical research. Additionally, qualitative methods better fit with the goal of the study 

to evaluate the process of implementation, rather than specific IBHC system outcomes. Finally, 



this study included provider perspectives only and does not include patient perspectives, an area 

that will be important to evaluate in future studies. 

Implications for Behavioral Health 

This study provides an examination of perceived administrator and provider benefits and 

challenges in the implementation of IBHC into a large real-world health care system. The present 

findings provide an empirical foundation of the benefits and challenges encountered in IBHC 

implementation in real-world settings and raise concern that these challenges risk diminishing 

the potential benefits of IBHC, including through poor provider buy-in and adoption. Detecting 

and addressing the challenges of IBHC implementation in real-world settings is essential to 

successfully adapt narrowly focused research models to these systems. These barriers must be 

addressed systematically early and continuously in the implementation process to prevent any 

reduction in the known benefits and efficacy of IBHC programs. These barriers can be addressed 

by integrating a systems change approach into IBHC implementation. The integration of change 

management strategies focusing on institutional, administrative, provider, and staff buy-in and 

adoption can support sustainable IBHC implementation. Ongoing research should focus on 

further defining and evaluating the framework for successful IBHC implementation in large real-

world settings, such that IBHC models can be more easily adapted to local values and goals in a 

sustainable and effective manner. 
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Table 1. Characteristics of study participants 

Characteristics N = 24 
n 

 
% 

Gender   
Female 17 70.8 
Male 7 29.2 

Role   
Administrators/practice managers 5 20.8 
Behavioral Health Social Workers 5 20.8 
Primary Care Provider- Family Medicine 4 16.7 
Primary Care Provider- General Internal Medicine 9 37.5 
Psychiatrist 1 4.2 

 

 

  



Table 2. Primary themes, sub-themes and illustrative quotes 

Application of Integrated Care (24)* 

“I would say that the large part of what our social workers do is the cognitive behavioral 

therapy, I think that’s a key component of their skill set… our psychiatrists are much more 

based on medication therapy, and all our behavioral health team do short-term treatment. They 

don’t do long-term treatment.” 

Perceived Benefits of Integrated Care 

Perceived benefits for patients (21) 

“I think it’s decreased the stigma attached to mental health, the fact that it’s embedded in where 

they get their care for their body, makes them, you know, get that it’s actually part of their 

health care and it’s not something separate.” 

Perceived benefits for providers (20) 

“Relieving the stress from us as providers actually making us feel more confident in managing 

the patients” 

Perceived Challenges of Integrated Care 

Difficult interprofessional and team dynamics (12) 

“I think, again, it’s because they weren’t all trained to work together, and they have really 

different skill sets and they’re still trying to figure out what each other’s skill set is, and how 

they can continue to kind of lean into each other, respectively.” 

Difficulty communicating patient information between team members (8) 



“I have a fairly big panel of patients, so to remember who I’ve referred and who I haven’t 

referred—the feedback loop would help with that… being a little more explicit or sort of 

deliberate about that.” 

Problems locating and being aware of available IBHC providers (11) 

“They keep moving the social workers, which is part of the other problem, actually, so like 

because we have space issues in clinic in general, like the social workers used to sit in one 

place, and then they moved them to somewhere else and then they moved them to somewhere 

else, and so, I actually don’t know where they sit right now.” 

Limited availability of IBHC providers (17) 

“I think the only limitation is that there is not enough availability. Umm, and that, again, is a 

victim of its own success... we are lucky to have two social workers and now we have 

another… but it’s still not enough… they are not able to see people as frequently as maybe they 

would need to be and maybe as soon as they would need to be seen.” 

IBHC provider turnover/changes (14) 

“I think you build up a nice rapport with [IBHC providers] and then if there’s staff turnover, 

then you have to kind of do that again. Umm, you get a sense of, like I get a sense as the PCP of 

whether they’re worried about the person or not… and then you kind of have to relearn that 

with new staff.” 

Limited training for all providers (17) 

“People coming out of social work school have other skill sets that they’re receiving. I don’t 

think they’re as well tailored to the short interventions that we have in the clinical setting. 

They’re still so used to having 45 minutes to an hour with each patient or each client.” 

Delays in receiving IBHC services (8) 



“I know their goal is… actually, I can’t remember their goal now… I think it was like less than 

a week or two weeks or something to get patients in who didn’t get a warm handoff. Umm, but, 

you know, if they have fewer social workers, that’s going to go up.” 

Limited duration of BHSW interventions (7) 

“It’s sort of a downside, it’s limited in terms of the number of visits, but I kind of get that, if 

you’re going to have, maintain access, then you can’t fill up everyone’s slots with longer term 

therapy.” 

PCP Underutilization (8) 

“I think [IBHC] is not being fully utilized to its capacity. Um, and I think part of that is through 

clinician variability… I think some clinicians are just so used to taking care of everything for a 

patient that they are remiss to kind of let things go. And then I think for patients they don’t 

always trust another person enough to show up.” 

Lack of patient adherence to appointments (15) 

“There’s a lot of dropout. I mean, patients will often not show up and even if they do show up 

once, they won’t keep showing up.” 

Mental Health Stigma (6) 

“And asking them what contributes to them maybe not coming, and so forth, and I think some 

of those things, some of them are concrete, but some of them are actually the stigma related 

stuff, like mental health stigma.” 

Need for referral to specialty care outside of IBHC system (8) 

“I think the bigger issue is keeping patients with more significant mental illness we can’t offer 

integrated care services. They get referred to the Department of Psychiatry, so those patients 



may need a lot of close follow-up, but between both primary care and psychiatry, but we are 

not aware or have communication with the psychiatrist of what is going on for those patients.” 

Lack of resources (19) 

“We need more resources, at least in primary care, we need more resources. We don’t have 

enough space in our clinic, we don’t have enough administrative staff to help coordinate these 

things, umm, it’s just something I have gotten used to. Umm, I wish we had more 

administrative support to help deal with the coordinative care issues with patients, but we 

don’t.” 

Interdepartmental system issues (10) 

“The way that we’re [BHSWs] set up in the internal medicine clinic is very… kind of strange… 

somebody asked us today, ‘who do you report to?’ and we were like, ‘like 4 or 5 people,’ 

because we have our boss in psychiatry, we have the medical director over in the integrated 

program, we have the psychiatrist in the integrated program, and we have the program 

manager, or the practice manager who works with the program.” 

Inadequate system of financial reimbursement (5) 

“So, the downside of the system is, well, I guess they’re four-fold. There’s kind of the larger 

picture which is financial support. Because a lot of the work we do aren’t necessarily paid by 

insurance or billable. So, you always need funding to keep- increased funding- to help meet the 

salary demands of the workforce.” 

*(X)= Indicates total number of participants (out of 24) whose interviews were coded 

within the theme 

  



Table 3. Change management-based strategies to support IBHC implementation 

 

Change management-based strategies for IBHC implementation 
Recruitment of practice stakeholders  
Recruitment of provider and staff champions 

Early engagement of administrators, providers, and staff with a focus on buy-in 

Clearly communicated shared values, mission, and goals 

Development of collaborative relationships and team building 

Ongoing long-term engagement of providers and staff focused on feedback and reduction of 
perceived barriers and challenges 

 

  



Appendix A 

 

QUALITATIVE SEMI-STRUCTURED INTERVIEW GUIDE 

 

1. What is integrated care in your setting? 
• How does it look? How is it done? 
• How do we know it is occurring?  
• In your mind, what does "integration" mean?  
• What are the specific services patients are receiving in integrated care?  
• Walk me through the details of the process of how a patient is referred to, treated by, and 

discharged from integrated care in your setting.  
 

2. What is the purpose of integrated care? 
• Why do it? 
• Why do you think it was started? 
• What benefits of integrated care have you observed? How is it useful? 
• What downsides of integrated care have you observed? In what ways is it unhelpful? 

 

3. How has integrated care changed the way you or your team provides patient care? 
• Have these changes improved your care? Why or why not? 
• In what ways are patients receiving more or less mental health care because of integrated 

care? 
• In what ways, if at all, has integrated care changed the process through which patients 

receive mental health care?  
• In what ways are patients who otherwise would not receive mental health care getting it? 

Why or why not? 
 

4. Who are the patients who receive integrated care? 
• What characteristics of patients make them appropriate for integrated care? What types of 

problems or diagnoses are appropriate for integrated care? 
• What patient characteristics make them inappropriate for integrated care? What types of 

problems/ diagnoses are inappropriate for integrated care? 
• What are the provider red flags for emergencies? 

 
5. In what ways, if at all, are patients benefiting from integrated care?  

• In what ways is integrated care meeting the needs of your patients?  
• In what ways is it not meeting their needs? 
• How, if at all, has integrated care impacted your patients' mental or physical health or 

wellbeing? 
• How has integrated care impacted the way your patients think and feel about their 

medical care here at [institution]? 



• How, if at all, has integrated care impacted patient access to or connection to services? 
 

6. How is integrated care working in your setting? 
• In what ways does the model you described fit or not fit within your clinic’s resources 

and structure (e.g., time, space, training, etc.)?  
• What could be changed that would help the integrated care program fit the needs of your 

clinic? 
• How much is the service used? What would increase the amount the service is used? 

 

7. How do you fit in integrated care in your setting? 
• Describe your role? What are your responsibilities?  
• In what ways do you have or not have the training or knowledge you need to fulfill your 

role? What additional training would be helpful? 
• In what ways do you feel confident, or not confident, in your role with integrated care? 
• What pressures do you feel that integrated care has added to your job? What pressures 

has integrated care relieved? 
 

8. In what ways, if at all, is integrated care working as a “team approach”? 
• Who are the other members of the integrated care team where you work? What roles and 

responsibilities do they have on the team? 
• How often and in what ways are the members of the integrated care team working 

together? 
• What could improve the ways that team members work together? 
• What is the relationship like between the primary care providers and the integrated 

providers? 
• In what ways do other members of your team have or not have the knowledge or training 

they need to fulfill their roles on the team? 
 

9. How should we measure or evaluate integrated care? 
• What type of outcomes should be collected about integrated care? 
• How do you think integrated care is impacting health services, patient outcomes finances, 

etc.? 
• Are there any important factors about how integrated care is or is not working that you 

think we are missing? 
 

10. How can we improve the integrated care here at [institution]? 
• What would make integrated care in your clinic more effective and useful? 
• What would be an ideal integrated care model for your clinic? 
• If you could change one specific thing about how integrated care is working, what would 

it be? 
 



11. What do you want to know about integrated care at [institution]? Is there anything else 
we should ask that we haven’t asked already? 

 

 

 

 

 




