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By Robin M. A. Clarke, Jessica Jeffrey, Mark Grossman, Thomas Strouse, Michael Gitlin, and
Samuel A. Skootsky

IMPLEMENTATION PROFILE

Delivering On Accountable Care:
Lessons From A Behavioral Health
Program To Improve Access And
Outcomes

ABSTRACT Patients with behavioral health disorders often have worse
health outcomes and have higher health care utilization than patients
with medical diseases alone. As such, people with behavioral health
conditions are important populations for accountable care organizations
(ACOs) seeking to improve the efficiency of their delivery systems.
However, ACOs have historically faced numerous barriers in
implementing behavioral health population-based programs, including
acquiring reimbursement, recruiting providers, and integrating new
services. We developed an evidence-based, all-payer collaborative care
program called Behavioral Health Associates (BHA), operated as part of
UCLA Health, an integrated academic medical center. Building BHA
required several innovations, which included using our enterprise
electronic medical record for behavioral health referrals and
documentation; registering BHA providers with insurance plans’ mental
health carve-out products; and embedding BHA providers in primary care
practices throughout the UCLA Health system. Since 2012 BHA has more
than tripled the number of patients receiving behavioral health services
through UCLA Health. After receiving BHA treatment, patients had a
13 percent reduction in emergency department use. Our efforts can serve
as a model for other ACOs seeking to integrate behavioral health care
into routine practice.

T
he burden of behavioral health in
the United States is substantial:
26.2 percent of adults have a diag-
nosable behavioral health disorder
in a given year, and 20 percent of

children suffer fromamental illness.1 Behavioral
health disorders are associated with both per-
sonal and societal costs because the disorders
lead tomorbidity andmortality aswell as adverse
outcomes of comorbid medical conditions.2,3

Studies indicate that patients with depression,

for example, are less adherent to medical treat-
ment recommendations, have higher rates of
premature death from their medical diseases,
and use health services at significantly higher
rates than patients with medical diseases
alone.4–6

While moderately effective treatments are well
established within the United States, poor out-
comes continue to be associated with behavioral
health disorders.2 The failure to deliver these
treatments effectively to populations in need
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has numerous causes, including the segmenta-
tion of mental health and physical health by
providers; additional segmentation based on
payment arrangementswheremental health ser-
vices are paid separately through “carve-out”
payment plans; and stigma surrounding these
disorders. For many years primary care pro-
viders were encouraged to provide basic mental
health services themselves; as a result, primary
care became the “de facto” behavioral health
services system.7 Studies demonstrate that with-
out access to specialist consultation and over-
whelmed by other demands, primary care pro-
viders often do not deliver sufficient dosages or
duration of psychotropic medications.7,8

The Affordable Care Act (ACA) promotes the
expansion of accountable care organization
(ACO) models in which provider organizations
serve as integrators topromote theTripleAimof,
improved patient experience, improved popula-
tion health, and reduced costs. It is hoped that
delivering optimal population-based care that
considers patient needs will attenuate or reduce
the total cost of care.8,9 Better management of
behavioral health disorders is of natural interest
forACOs,but theseorganizations facenumerous
barriers to implement effective strategies.
Several population-based behavioral health

programs have been put into practice; however,
many of these have required external support
from multipayer networks10 or statewide collab-
oratives.11 Fewer systems have implemented
broad-reaching behavioral health programs us-
ing only internal resources. Within the ACO
framework of UCLA Health, we, as clinical and
administrative leaders from primary care and
psychiatry at the University of California, Los
Angeles, developed such a program, called Be-
havioral Health Associates (BHA). In this article
we describe successes and challenges during
BHA’s three-year experience to date.

Setting For Behavioral Health
Population Intervention
UCLAHealth is the integrated, academicmedical
center affiliated with the David Geffen School of
Medicine at UCLA. Its ACO includes the system’s
fourhospitals, 265primary care physicians prac-
ticing in 41 practices, and 1,200 medical and
surgical specialists located in 110 practices.
UCLA Health has held partial- and full-risk capi-
tation contracts for commercial and Medicare
Advantage members for more than thirty years.
UCLAHealth has entered into aMedicare Shared
Savings Program (MSSP) contract and multiple
commercial preferred provider organization-
basedACOcontracts since 2013.Using a primary
care provider–based attribution rule, we now

count over 250,000 patients in what we refer
to as our ”primary care population,” of whom
more than half are now in some form of risk-
bearing contract or accountable care contract.
As UCLA Health has assumed accountability
for an increasingly larger proportion of our pri-
mary care population, we have made effectively
meeting our patients’ behavioral health needs a
core part of our strategy.
As an academic medical center, UCLA Health

contains the School ofMedicine’sDepartment of
Psychiatry. Historically, however, the depart-
ment primarily focused on treating people with
severe psychiatric diseases andwas not staffed to
deliver population-based services across a broad
geographic area. BHAwas established inNovem-
ber 2012 as a new provider group within UCLA
Health dedicated to enhancing access for more
common mental health conditions.

Program Description
Selecting The Right Behavioral Health Mod-
el Collaborative behavioral health care delivery
models, in which behavioral health and primary
care providers work together closely, are better
able to provide care that addresses patients’ be-
havioral health and medical needs than each
provider group treating independently.8,12–15

One model of collaborative care, the Improving
Mood–Promoting Access to Collaborative Treat-
ment (IMPACT) program, was recognized by an
Agency for Healthcare Research and Quality re-
port as having the strongest results of any inter-
vention16 and is widely recognized as an evi-
dence-based practice.17 The IMPACT model was
evaluated through a randomized controlled trial
andwas associated with a 10.3 percent reduction
in total health care costs as paid by health plans
over four years.18

BHA incorporated several core principles of
the IMPACT model19 in establishing its collabo-
rative care program, including providing evi-
dence-based care, patient-centered care, treating
to a targeted level of improvement based on stan-
dardized symptom assessments, and popula-
tion-based care (for a graphical depiction of
the adapted IMPACT model framework, see the
online Appendix).20

Among BHA providers are child/adolescent,
adult, and geriatric psychiatrists, as well as
master’s degree–level therapists experienced in
treating each of these age groups. Treatment
options include cognitive behavioral therapy,
supportive therapy or medication consultation
by a psychiatrist, or both. After the BHA intake
evaluation, psychiatrists and therapists may re-
fer patients to one another, as appropriate to
optimize treatment. Intake sessions with a psy-
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chiatrist are scheduled for seventy-five minutes
for adult and geriatric patients and ninety min-
utes for child and adolescent patients. Follow-up
medication management appointments are thir-
ty minutes, and therapy intake and follow-up
sessions are sixty minutes.
BHA provides short-term (intended to be up

to fifteen weeks in length, with a maximum of
nine months) behavioral health treatment to
children and adults. The short-term care model
is discussed with patients during their initial
appointments at BHA, so that expectations
are set appropriately. Upon completion of BHA
treatments, stable patients transition back to
primary care provider care for ongoing medica-
tion management. Patients with longer-term
treatment needs (months to years) are referred
for additional behavioralhealth services at either
the Department of Psychiatry or a community
therapist or psychiatrist. Additionally, some pa-
tientsmay transition to group therapy treatment
for maintenance of treatment gains.
BHA providers use standardized assessment

instruments including the Patient Health
Questionnaire-9 (PHQ-9) for depression and
various other condition-specific questionnaires
to define treatment plans and track symptoms
during care. Patients complete their assessments
using the Internet-based UCLA Behavioral
Health Checkup assessment platform at intake
and at three- and six-month follow-up appoint-
ments. The platform processes patients’ protec-
tive and risk factors ascertained from the assess-
ments and guides BHA providers’ treatment
decisions. Additionally, the assessment results
inform decisions about whether patients need
more advanced care or about others who may
be ready for transition back to their primary care
providers for care. For instance, a psychiatrist
reviews the medical history records of all adult
patients in the registry to provide treatment rec-

ommendations for patients not reaching certain
thresholds of improvement (for example, a
50 percent reduction in PHQ-9 score after twelve
weeks of treatment).
Operationalizing BHA Within A Complex

Health System We aimed to establish and ex-
pand BHA swiftly to deliver effective services for
as broada segmentof ourpopulationaspossible,
by using infrastructure and workflow processes
that integrated behavioral health services as if
they were just another clinical specialty. BHA
providers are co-located in primary care practic-
es. To promote accessibility, BHA offers evening
and weekend hours. BHA encounters and docu-
mentation are available to all providers through
UCLAHealth’s enterprise electronicmedical rec-
ord (EMR) system (EpicCare) and scheduling
system; however, because of the sensitivity of
mental health information, an extra “breaking
the glass” step is required to access these rec-
ords. Referrals are electronically ordered using
the EMR, and there are strong expectations that
BHA providers and primary care providers will
create shared care plans.
To provide the full spectrum of mental health

services, BHA and the more specialized Depart-
ment of Psychiatry are integrated. In processing
a referral, BHA staff (advised by a psychiatrist)
review the acuity of the mental health disorder.
Patients with a history of psychiatric hospital-
izations or who appear likely to need longer-
term care are triaged to the Department of Psy-
chiatry or community providers. Additionally, a
psychiatrist reviews all urgent referrals to deter-
mine whether the patient needs to be evaluated
that same day. The aim is to avoid patient harm
and a potentially preventable emergency depart-
ment (ED) visit or hospitalization. UCLA has
also cultivated relationships with existing com-
munity resources to maintain an active registry
of agencies that provide specialized care for eat-
ing disorders, substance abuse, and other specif-
ic conditions.
Helping BHA Patients Navigate Their

Health Plans Historically, patients have found
it extremely challenging to have their health in-
surance cover expenses for behavioral health
care. Typically, a primary care providerwho feels
a patient needs ambulatory psychiatric manage-
ment or therapy has been able only to direct the
patient to a toll-free number on an insurance
card. To make our process accessible and effec-
tive, we decided to provide active rather than
passive support to our patients.
The first step was to ensure that all BHA pro-

viders were credentialed and on the provider
panels of the mental health carve-out plans used
by UCLA Health patients’ insurers. Anticipating
large pent-up demand,we also arrangedwith the

The large number of
referrals to BHA
demonstrates the
historical burden of
untreated behavioral
health needs within
our system.
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carve-out plans not to market our internal pro-
viders publicly, thus allowing those providers to
focus on the populations UCLA Health served.
Beyond making it possible for patients to use
their mental health carve-out insurance to cover
BHA services, we set up additional workflows to
ease the process for patients. For example, we
added a BHA referral choice to the enterprise
EMR and routed all such referrals to a central-
ized staff, which verifies insurance coverage, cal-
culates the patient’s cost-sharing information
for the entire BHA treatment, and conveys this
by telephone to the patient within one week of
the referral. The staff also identifies the most
appropriate UCLA provider for that patient
based on the primary condition and, where pos-
sible, age and language concordance.
Recruiting Behavioral Health Providers

Traditionally, behavioral health providers have
been in solo practice, so we used different tactics
to recruit qualified psychiatrists and other thera-
pists to join the BHA group practice as employ-
ees. Recruitment of psychiatrists was done joint-
ly with the Department of Psychiatry. All BHA
psychiatristswork part timewithin the program,
which allows them to pursue other private prac-
tice, research, or inpatient activities. Therapists
with experience in group therapy and team-
based treatment were targeted for recruitment
and were often hired to work more than half
time; such therapists received employment ben-
efits, including health insurance and retirement
plans. Because of the flexibility of these posi-
tions, we have received approximately sixty ap-
plicants for every therapist vacancy and five ap-
plicants for each psychiatrist position.

Study Data And Methods
Data To evaluate the performance of the BHA
initiative, we first identified patients as having
a behavioral health condition if they had one or
more clinical encounters during the two years
prior to the data report with an International
Classification of Diseases, Ninth Revision (ICD-9),
code that the BHA team placed into one of five
behavioral health categories: depression, anxi-
ety, attention deficit hyperactivity disorder, psy-
chosis, or other behavioral health condition.We
applied this schema to our full primary care pop-
ulation and patients seen within BHA. For BHA
patients, we tabulated descriptive statistics in-
cluding age, sex, insurance payer mix, and be-
havioral health category at intake visit.
Methods We tracked the total number of BHA

patients seen and the monthly rate of new in-
takes since the program’s inception in Novem-
ber 2012 through January 2016. We calculated
the caseload by provider type (marriage and fam-

ily therapist, licensed clinical social worker, or
psychiatrist) using the number of new complet-
ed intake appointments divided by the number
of clinical full-time-equivalent staff for each pro-
vider type.We calculated the wait time, by behav-
ioral health service.We delineated how long pa-
tients stay in the program by the percentage of
referred patients reaching certain thresholds for
number of BHA visits: one to two, three to six,
seven to twelve, or more than twelve.
We tracked BHA patients’ use of acute

facilities—specifically, all-cause emergency de-
partment (ED) visits.We tabulated a population
rate of ED visits by measuring the rate of BHA
patients’ ED visits in the period before and after
their first BHA visit. This was standardized into
a population rate per thousand patient-years
that adjusted for the length of time each patient
was in each period.
Limitations This evaluation was subject to

two limitations. The IMPACT model is an
evidence-based practice, so we did not design
the ED utilization tracking (which does not
control for regression to the mean or secular
changes) as a summative evaluation. In addition,
this programwas delivered within a single deliv-
ery system, which is also an academic medical
center, so the findings might not be generaliz-
able to other systems.

Study Results
At the time of BHA’s launch in late 2012, 21 per-
cent (nearly 44,000 patients) of UCLA Health’s
primary care population had been diagnosed
with a behavioral health disease. But our own
system’s behavioral health providers were treat-
ing only 4 percent (approximately 1,700) at that
time; as for theotherpatients, even their primary

Meeting the
behavioral health
needs of our patients
while maintaining
cost-effectiveness
presents exciting but
substantial ongoing
challenges.
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care providers almost always lacked informa-
tion about whether or not they were receiving
treatment.
Thirty-two months after BHA’s launch, the

program has grown rapidly. BHA providers have
treated nearly 13 percent of the approximately
44,000 patients with a behavioral health condi-
tion in our population (approximately 5,720),
more than tripling thenumber of patients receiv-
ing our system’s services. As of January 2016
BHA had twenty-four behavioral health pro-
viders (thirteen psychiatrists, six licensed clini-
cal social workers, and five marriage and family
therapists) embedded within seven primary care
practice locations throughout our region. The
social workers and therapists work close to full
time, with 9.53 FTEs among 11 providers; in con-
trast, the psychiatrists work mostly part time,
with 4.875FTEamong 13providers. Thepsychia-
trists average forty-ninenewvisits permonthper
clinical FTE,while the therapists average twenty-
nine per month and the social workers average
twenty-three. Current wait times for an intake
appointment are prolonged across all provider
types, ranging from the shortest of two to three
weeks for a pediatric therapist to eight to twelve
weeks for a geriatric therapist (Exhibit 1).
The demand for services has been robust, with

approximately 190 new patient referrals to BHA
weekly (10 percent of these are child and adoles-
cent patient referrals). FromNovember 2012un-
til January 2016, BHA providers saw 5,569 new
patients—an average of 166 per month. About
half of the patients are working age (ages 21–
64), with the other half split between pediatric
and senior age groups. Forty-five percent of
BHApatientshavecommercial insurance,21per-
cent have Medicare, and 29 percent have UCLA
Health’s health maintenance organization
(HMO) product (both commercial and senior).
Relative to the broader UCLAHealth population,
the BHA population had similar payer and gen-
der breakdowns but had a greater proportion of
pediatric and elderly patients. Based on billing
data from initial BHA visits, patients fit the fol-
lowing behavioral health categories: 41 per-
cent depression, 33 percent anxiety, 7 percent
AHDH, 1 percent psychosis, and 18 percent
other. The length of treatment had a broad dis-
tribution: One-third had only one to two visits,
nearly 40 percent had three to twelve visits, and
nearly 20 percent had more than twelve visits
(Exhibit 2).
BHApatients used the EDat a rate of 260 visits

per thousand patient-years before BHA and 226
visits per thousand patient-years after receiving
treatment (a 13 percent reduction, p < 0:01).
This confirms that BHA was reaching higher-
utilizing patients because the ED visit rate for

the general population was 135 visits per thou-
sand patient-years. For the patients treated by
BHA, this reduction amounts to approximately
204 averted ED visits. At an average health plan
payment of $2,000 per visit, this amounts to
approximately $408,000 in reduced total cost
of care for UCLA Health’s ACO population.

Discussion
By integrating behavioral health services into
patients’ usual source of care using the ACO
model, BHA has expanded from being a pilot
program to a sustainable service that has cared
formore than 2 percent of UCLAHealth’s prima-
ry care patients. BHA’s multifaceted team serves
a diverse patient population having different
insurance types, ages, and behavioral health
needs. The internal evaluation of UCLA Health’s
implementation of the adapted IMPACT model
demonstrates an effect size on health care use
similar to that of the initial randomized con-
trolled trial: BHA’s 13 percent reduction in ED
visits compared to the IMPACT trial’s 10 percent
reduction in costs.18 This provides validation
that a single delivery system—within the ACO
framework—can implement population-level be-
havioral health services and achieve similar lev-
els of outcome improvement without participat-
ing in an external collaborative.
We have learned important lessons about im-

Exhibit 1

Operational characteristics of Behavioral Health Associates (BHA),
October 2012–January 2016

Characteristic Value
Number of new patients seen, mean 166 per month

Program provider composition

Number of part-time clinical providers
Marriage and family therapists (5 individuals) 3.8 FTEsa

Licensed clinical social workers (6 individuals) 5.7 FTEs
Psychiatrists (13 individuals) 4.9 FTEs

Patient volume per provider

Number of new patients per clinical FTE, meanb

Marriage and family therapist 29 per month
Licensed clinical social worker 23 per month
Psychiatrist 47 per month

Wait time for intake appointment by provider type

Adult psychiatrist 6–8 weeks
Adult therapist 6–8 weeks
Geriatric psychiatrist 8–10 weeks
Geriatric therapist 8–12 weeks
Pediatric psychiatrist 4 weeks
Pediatric therapist 2–3 weeks

SOURCE Authors’ analyses of staffing and appointment schedule data. aFTE is full-time equivalent.
bThe capacity of each provider type to see new patients was calculated based on mean new patients
per month by type.
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plementing a behavioral health population
health program. First, despite the perception
that, as a large physician organization, wewould
encounter a large hurdle in enrolling our pro-
viders with mental health insurance carve-out
plans, we had no difficulty. Second, we found
that many behavioral health providers were ea-
ger to leave (or supplement) private practice and
relished the collaborative, team-based model of
care. Third, our primary care providers viewed
the active navigation of patients from referral to
intake appointment as vital for the patient expe-
rience and for adherence to the care plan. Lastly,
the co-location of behavioral health care services
in primary care settings promoted visibility
among our clinicians and ease of access for our
patients.
The large number of referrals to BHA demon-

strates the historical burden of untreated behav-
ioral health needs within our system, which are
likely similar to those in many settings around
the United States. Through the rapid expansion
of BHA, we have been able to nearly quadruple
the number of patients to whom we provide be-
havioral health services.While the services gen-
erate revenue through reimbursements from the
health plan carve-outs, BHA is possible only
through investments made by UCLA Health.

These investments are made anticipating future
shared savings inACOcontractswith theCenters
for Medicare and Medicaid Services and other
commercial payers. This approach allowed us to
implement BHAwithout the support of grants or
other external resources. With costs stabilizing
as the program matures, we project that BHA
revenue and attributed shared savings will cover
the majority to nearly all of the program’s costs
in coming years.
Meeting the behavioral health needs of our

patients while maintaining cost-effectiveness
presents exciting but substantial ongoing chal-
lenges. The long wait times for intake appoint-
ments is a result of the large number of patients
who desire behavioral health services—and who
likely would never have received such services
prior to BHA. The psychiatrist review of each
referral ensures safety; nevertheless, providing
better access means that we must explore addi-
tionalways tooptimizeour system’s capacity and
allow our model to evolve. To ensure that our
services remain focused on short-term treat-
ment, we are reinforcing our policies for refer-
ring patients to longer-term treatment or step-
down care, as appropriate. This is often difficult,
as our patients (and occasionally our providers)
reasonably desire to continue a therapeutic
relationship.
To extend the reach of our current BHA pro-

viders, we are testing cost-effective treatment
modalities, including electronic consults to help
primary care providers manage their patients’
behavioral health needs without a BHA visit
and the adoption of innovative web-based pre-
ventive and behavioral health treatment resourc-
es. Additionally, we are building a Behavioral
HealthNetworkby establishing referral relation-
ships with community-based behavioral health
professionals in whichUCLA assesses their qual-
ity and maintains primary care of the patients.

Conclusion
In January 2016 the U.S. Preventive Services
Task Force updated its recommendation on de-
pression screening. This update takes an impor-
tant step towardaddressingundertreatedmental
health needs by recommending screening for all
adults.21However, the increased identificationof
patientswill further strainhealth systems as they
attempt to deliver population-based behavioral
health services. As in the BHA program, using
collaborative care approaches that integrate
these services with primary care and addressing
the common barriers of recruiting providers,
reimbursing behavioral health services, and pro-
viding patient navigation support can be an ef-
fective solution. ▪

Exhibit 2

Demographic characteristics of patients served by Behavioral Health Associates,
October 2012–January 2016

Characteristic Value

Unique number of patients seen 5,569

Age (years)
0–21 24%
22–64 49
>65 27

Female 59

Payer type
Commercial 45
Medicare 21
UCLA HMOa 29
Other 5

Behavioral health category
Depression 41
Anxiety 33
ADHD 7
Psychosis 1
Other 18

Number of visits per patient
1–2 32
3–6 27
7–12 18
>12 23

SOURCE Authors’ analyses of patient medical record data and billing data from UCLA Health. NOTE
ADHD is attention deficit hyperactivity disorder. aHealth maintenance organization patients with the
University of California, Los Angeles, Medical Group as their provider.
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