
      
            Cover for EPUB
            

   
      
         Advances in Psychotherapy – Evidence-Based Practice, Volume 57

         Integrated Primary Care

         Barbara Cubic

         Department of Family Medicine, West Virginia University School of Medicine, Morgantown,
            WV 

         Ruben Tinajero

         Department of Family Medicine, West Virginia University School of Medicine, Morgantown,
            WV

         [image: Hogrefe Logo]

      

   
      
         About the Authors

         Barbara Cubic, PhD, has been recognized as a trailblazer for integrated primary care. She has spent
            her career advocating for psychologists to work in primary care settings and has trained
            and mentored hundreds of other professionals to do so. In 2010, she was awarded the
            PSYCHE prize by the American Psychological Foundation for her work in integrated primary
            care. She has also been awarded the Outstanding Contributions to Clinical Health Psychology
            award from the Society of Health Psychology of the American Psychological Association
            in 2014 and the Ivan Mensch Award for Distinguished Achievement in Teaching by the
            Association of Psychologist in Academic Health Centers in 2017.

         Ruben Tinajero, PhD, is a clinical health psychologist in the Department of Family Medicine at West
            Virginia University. He completed his doctoral training at the University of Utah
            and internship training at the University of Kansas Medical Center. Dr. Tinajero contributes
            to the training of WVU family medicine residents and medical school students and supervises
            doctoral practicum students and psychology interns. His primary research interests
            are in stress science and sleep research.

      

   
      
         Advances in Psychotherapy – Evidence-Based Practice

         Series Editor

         Danny Wedding, PhD, MPH, Professor Emeritus, University of Missouri–Saint Louis, MO

         Associate Editors

         Jonathan S. Comer, PhD, Professor of Psychology and Psychiatry, Director of Mental Health Interventions
            and Technology (MINT) Program, Center for Children and Families, Florida International
            University, Miami, FL

         Kenneth E. Freedland, PhD, Professor of Psychiatry and Psychology, Washington University School of Medicine,
            St. Louis, MO

         J. Kim Penberthy, PhD, ABPP, Professor of Psychiatry & Neurobehavioral Sciences, University of Virginia,
            Charlottesville, VA

         Linda C. Sobell, PhD, ABPP, Professor, Center for Psychological Studies, Nova Southeastern University,
            Ft. Lauderdale, FL

         The basic objective of this series is to provide therapists with practical, evidence-based
            treatment guidance for the most common disorders seen in clinical practice – and to
            do so in a reader-friendly manner. Each book in the series is both a compact “how-to”
            reference on a particular disorder for use by professional clinicians in their daily
            work and an ideal educational resource for students as well as for practice-oriented
            continuing education.

         The most important feature of the books is that they are practical and easy to use:
            All are structured similarly and all provide a compact and easy-to-follow guide to
            all aspects that are relevant in real-life practice. Tables, boxed clinical “pearls,”
            marginal notes, and summary boxes assist orientation, while checklists provide tools
            for use in daily practice.

      

   
      
         Continuing Education Credits

         Psychologists and other healthcare providers may earn five continuing education credits
            for reading the books in the Advances in Psychotherapy series and taking a multiple-choice exam. This continuing education program is a partnership
            of Hogrefe Publishing and the National Register of Health Service Psychologists. Details
            are available at https://www.hogrefe.com/us/cenatreg

         The National Register of Health Service Psychologists is approved by the American
            Psychological Association to sponsor continuing education for psychologists. The National
            Register maintains responsibility for this program and its content.

      

   
      
         Library of Congress Cataloging in Publication information for the print version of this book is available via the Library of Congress
            Marc Database under the Library of Congress Control Number 2026931560

         Library and Archives Canada Cataloguing in Publication 

         Title: Integrated primary care / Barbara Cubic, Ruben Tinajero, Department of Family
            Medicine, West 

            Virginia University School of Medicine, Morgantown, WV.

         Names: Cubic, Barbara, author. | Tinajero, Ruben author.

         Series: Advances in psychotherapy--evidence-based practice ; v. 57.

         Description: Series statement: Advances in psychotherapy---evidence-based practice
            ; volume 57 | 

            Includes bibliographical references.

         Identifiers: Canadiana (print) 20250311941 | Canadiana (ebook) 20250315890 | ISBN
            9780889376106 

            (softcover) | ISBN 9781616766108 (PDF) | ISBN 9781613346105 (EPUB)

         Subjects: LCSH: Clinical health psychology. | LCSH: Mental health services. | LCSH:
            Integrated 

            delivery of health care. | LCSH: Primary care (Medicine)

         Classification: LCC R726.7 .C83 2026 | DDC 616.001/9—dc23

         © 2026 by Hogrefe Publishing. All rights, including for text and data mining (TDM),
            Artificial Intelligence (AI) training, and similar technologies, are reserved.

         www.hogrefe.com

         The authors and publisher have made every effort to ensure that the information contained
            in this text is in accord with the current state of scientific knowledge, recommendations,
            and practice at the time of publication. In spite of this diligence, errors cannot
            be completely excluded. Also, due to changing regulations and continuing research,
            information may become outdated at any point. The authors and publisher disclaim any
            responsibility for any consequences which may follow from the use of information presented
            in this book.

         Registered trademarks are not noted specifically as such in this publication. The
            use of descriptive names, registered names, and trademarks does not imply, even in
            the absence of a specific statement, that such names are exempt from the relevant
            protective laws and regulations and therefore free for general use.

         The cover image is an agency photo depicting models. Use of the photo on this publication
            does not imply any connection between the content of this publication and any person
            depicted in the cover image.

         Cover image: © adamkaz – iStock.com

         Publishing Offices 

         USA: Hogrefe Publishing Corporation, 44 Merrimac St., Newburyport, MA 01950

         Phone 978 255 3700; E-mail customersupport@hogrefe.com

         EUROPE: Hogrefe Publishing GmbH, Merkelstr. 3, 37085 Göttingen, Germany

         Phone +49 551 99950 0, Fax +49 551 99950 111; E-mail publishing@hogrefe.com

         Sales & Distribution

         USA: Hogrefe Publishing, Customer Services Department, 30 Amberwood Parkway, Ashland,
            OH 44805

         Phone 800 228 3749, Fax 419 281 6883; E-mail customersupport@hogrefe.com

         UK: Hogrefe Ltd, Hogrefe House, Albion Place, Oxford, OX1 1QZ

         Phone +44 186 579 7920; E-mail customersupport@hogrefe.co.uk

         EUROPE: Hogrefe Publishing, Merkelstr. 3, 37085 Göttingen, Germany

         Phone +49 551 99950 0, Fax +49 551 99950 111; E-mail publishing@hogrefe.com

         Other Offices

         CANADA: Hogrefe Publishing Corporation, 82 Laird Drive, East York, Ontario, M4G 3V1

         SWITZERLAND: Hogrefe Publishing, Länggass-Strasse 76, 3012 Bern

         Copyright Information

         The eBook, including all its individual chapters, is protected under international
            copyright law. The unauthorized use or distribution of copyrighted or proprietary
            content is illegal and could subject the purchaser to substantial damages. The user
            agrees to recognize and uphold the copyright.

          License Agreement

         The purchaser is granted a single, nontransferable license for the personal use of
            the eBook and all related files.

         Making copies or printouts and storing a backup copy of the eBook on another device
            is permitted for private, personal use only. This does not apply to any materials
            explicitly designated as copyable material (e.g., questionnaires and worksheets for
            use in practice).

         Other than as stated in this License Agreement, you may not copy, print, modify, remove,
            delete, augment, add to, publish, transmit, sell, resell, create derivative works
            from, or in any way exploit any of the eBook’s content, in whole or in part, and you
            may not aid or permit others to do so. You shall not: (1) rent, assign, timeshare,
            distribute, or transfer all or part of the eBook or any rights granted by this License
            Agreement to any other person; (2) duplicate the eBook, except for reasonable backup
            copies; (3) remove any proprietary or copyright notices, digital watermarks, labels,
            or other marks from the eBook or its contents; (4) transfer or sublicense title to
            the eBook to any other party.

         The content may not be used for the development, training, and/or enrichment of AI
            systems, particularly generative AI systems. This prohibition does not apply if a
            legal exception exists.

         These conditions are also applicable to any files accompanying the eBook that are
            made available for download.

         Should the print edition of this book include electronic supplementary material then
            all this material (e.g., audio, video, pdf files) is also available with the eBook
            edition.

         Format: EPUB

         ISBN 978-0-88937-610-6 (print) • ISBN 978-1-61676-610-8 (PDF) • ISBN 978-1-61334-610-5
            (EPUB)

         https://doi.org/10.1027/00610-000

      

       
         Citability: This EPUB includes bordered page numbers (Example: 1) and in a page list that corresponds to the page numbering of the print and PDF ebook
            versions of the title.
 

      
         
vAcknowledgments

         Our experiences in primary care have strengthened us both personally and professionally.
            We would like to thank our patients, their families, and the many providers we have
            had the pleasure of working with in primary care. We would also like to thank our
            many psychology mentors and the psychology trainees who have trusted us to teach them
            to operate effectively as psychologists in primary care settings. 

         Barbara would also like to thank her husband, Bill Adams, and her two beautiful daughters,
            Sarah and Emily, who inspire her daily to be a better person and psychologist. She
            would like to thank her sister, Susan Supinger, for always being her biggest cheerleader.
            And, most of all, she would like to thank her father, Ray May, and paternal grandmother,
            Hancie May, for teaching her the value of education and the importance of being a
            caring and compassionate person. She also wants to acknowledge the impact her mentors
            had on her personal and professional life – most notably, Danny Wedding, Don Williamson,
            and Judy Beck. 

         Ruben would like to thank his parents, Ruben C. Tinajero and Hilda A. Tinajero, for
            a lifetime of love and support. He would also like to thank his wonderful wife, Amber,
            and beautiful daughter, Lila, who have served as sources of motivation for him each
            day. He wants, as well, to extend his gratitude to his mentors Paula G. Williams,
            Katherine T. Fortenberry, Timothy W. Smith, and Annette L. Stanton. Lastly, he would
            like to thank his late aunt, Alma Rosa Arroyo Navarro, who inspired him to achieve
            his academic dreams. 

      

   
      
         Übersicht

         
            	Cover

            	Titel

            	About the authors

            	Impressum

            	Inhaltsverzeichnis

            	Inhalt

            	8 Appendix: Tools and Resources

         

      

      
         
viiContents

         
            	
Integrated Primary Care
                  	Acknowledgments

                  	
 1  Description
                        	1.1  Terminology and Definitions

                        	1.2  Overview

                        	1.3  Competencies Needed

                        	1.4  Context Matters

                     

                  

                  	
 2  Theories and Models
                        	2.1  Continuum of Care

                        	
2.2  Methods of Care Delivery
                              	2.2.1  Primary Care Behavioral Health

                              	2.2.2  Collaborative Care Model (CoCM)

                              	2.2.3  Primary Care–Mental Health Integration

                           

                        

                        	2.3  Sharing of Information

                        	2.4  Documentation

                        	2.5  Ethical Considerations

                     

                  

                  	
 3  Assessment and Treatment Indications
                        	
3.1  Common Presenting Problems 
                              	3.1.1  Children

                              	3.1.2  Adults

                              	3.1.3  Older Adults

                           

                        

                        	3.2  Universal Screenings Versus Targeted Populations

                        	3.3  The 5As Model

                        	3.4  Stepped Care

                        	3.5  Treat Versus Refer (Serving as a Bridge)

                        	3.6  Telehealth in IPC

                     

                  

                  	
 4  Treatment
                        	
4.1  Methods of Treatment
                              	4.1.1  Interventions

                              	4.1.2  Consultations

                           

                        

                        	
4.2  Development of PC and IPC
                              	4.2.1  Quality Improvement (QI)

                              	4.2.2  Program Development

                              	4.2.3  Pitching IPC to Leadership

                              	4.2.4  Integrating IPC Principles Into Educational Programs

                           

                        

                        	4.3  Efficacy and Prognosis of IPC 

                        	
4.4  Variations of IPC Method and Combination With Other Approaches
                              	4.4.1  Facilitating Specialty Care

                              	4.4.2  Utilization of Technology and AI in IPC

                           

                        

                        	
4.5  Problems in Carrying Out Treatments
                              	4.5.1  Patient Acceptance

                              	4.5.2  Provider Buy-In

                              	4.5.3  Pacing in Primary Care

                              	4.5.4  Time

                              	4.5.5  Challenges in Coordination

                              	4.5.6  Barriers Regarding Billing of IPC Interventions

                           

                        

                        	
4.6  Multicultural Issues
                              	4.6.1  Cultural Awareness and Competency

                              	4.6.2  Diversity, Equity, and Inclusion (DEI)

                              	4.6.3  Lack of Fluency With English and Use of Translators 

                           

                        

                     

                  

                  	 5  Case Vignettes: A Day in the Life of an Integrated Primary Care Psychologist

                  	 6  Further Reading

                  	 7  References

                  	 8 Appendix: Tools and Resources

               

            

         

      

      
         List of Figures

         
            	Figure 1.  Four-quadrant model: behavioral or physical health continuum for risk or
                  complexity (low to high). BH = behavioral health needs; PH = physical health needs.
                  Based on Mauer, 2006.

         

      

      
         List of Tables

         
            	Table 1  Four Foundational Modules From the Integrated Primary Care Psychology: An
                  Introductory Curriculum

            	Table 2  Specialty Topic Modules From the Integrated Primary Care Psychology: An Introductory
                  Curriculum

         

      

      
         
            	v

            	vii

            	1

            	2

            	3

            	4

            	5

            	6

            	7

            	8

            	9

            	10

            	11

            	12

            	13

            	14

            	15

            	16

            	17

            	18

            	19

            	20

            	21

            	22

            	23

            	24

            	25

            	26

            	27

            	28

            	29

            	30

            	31

            	32

            	33

            	34

            	35

            	36

            	37

            	38

            	39

            	40

            	41

            	42

            	43

            	44

            	45

            	46

            	47

            	48

            	49

            	50

            	51

            	52

            	53

            	54

            	55

            	56

            	57

            	58

            	59

            	60

            	61

            	62

            	63

            	64

            	65

            	66

            	67

            	68

            	69

            	70

            	71

            	72

            	73

            	74

            	75

            	76

            	77

            	78

            	79

            	80

            	81

            	82

            	83

         

      

   
      
         
            
1 1  Description

         

         
            
               
1.1  Terminology and Definitions

            

            Primary care (PC) is defined as “the provision of integrated, accessible health care services by clinicians who are accountable for addressing a large majority of personal health care needs, developing a sustained partnership with patients, and practicing in the context of family and community” (Institute of Medicine, Committee on the Future of Primary Care, 1994). Typically, PC providers are from the disciplines of family medicine, internal medicine,
               pediatrics, and sometimes obstetrics and gynecology, as these specialties provide
               care that is preventative, for acute or chronic conditions, across the spectrum of
               clinical presentations. These specialties also assist patients in the coordination
               of referrals as needed, often utilize team-based care models, and have continuous
               relationships with their patients, at times from birth through end of life. PC practices
               are embedded in communities and integrally connected with community resources. Primary care providers (PCPs) provide services in a variety of health care settings including hospitals,
               outpatient clinics, critical care settings, long-term facilities, and within patients’
               homes. In addition to the provision of medical services, PC settings are the most
               common locations for the provision of behavioral health care. However, PCPs often
               report being ill-prepared to deal with the behavioral health needs of their patients,
               and describe this as a point of stress for their practices. In fact, PCPs write prescriptions
               for psychotropic medications more frequently than any other medical discipline, including
               psychiatry (Hughes et al., 2024). Because PC is the setting where most patients receive their behavioral health services,
               it has often been called the de facto mental health system in the United States (Cummings et al., 2001). Patients seen in PC settings for behavioral health needs rarely follow up with
               specialty mental health providers, despite frequent referrals to do so, which many
               speculate is due to the stigma associated with obtaining care for mental health needs
               (Ahad et al., 2023). When surveyed, most patients have reported that they would prefer to receive their
               behavioral health services in a PC setting because of convenience, lack of stigma,
               and coordination of care between their PCP and their behavioral health provider (BHP; Lang, 2005). The importance of this issue is underscored by the fact that data clearly show
               that behavioral health issues exacerbate physical health problems and vice versa.
               

            Numerous medical professions are employed within PC settings. In this book, the term
               “PCP” refers to PC attending physicians, residents, and other 2advanced practice providers (APPs), such as nurse practitioners and physician assistants. Other medical PC team
               members include medical assistants, nurses, pharmacists, dietitians, and lab technicians,
               among others. Various BHPs may also be a part of the team if the practice is integrated
               (integrated primary care [IPC]), and these include, but are not limited to, psychologists, psychiatrists,
               social workers, professional counselors, and mental health technicians. The term “BHP”
               as used in this book may refer to practitioners from all of these disciplines or only
               some of them – as indicated. At times, the term BHP and mental health clinician or
               specialist may be used interchangeably. Also, please note that at times a clinician
               from a mental health discipline could be in PC but not necessarily be involved in
               IPC. For example, a social worker could be placed in PC to assist with a discharge
               clinic but not be available for warm handoffs and other IPC clinical activities. 

            Providers in PC settings have to take care of the needs of a population of patients,
               without exceeding allocated resources (e.g., staff, providers, space, equipment, technology).
               To accomplish this, PC clinics will place a large emphasis on wellness and prevention.
               Keeping a large majority of individuals physically and mentally healthy within the
               population allows more time and resources to be allocated toward those who ultimately
               develop acute or chronic health care concerns. PCPs are also tasked with creating
               strong patient–provider relationships and maintaining them longitudinally, which enhances
               their ability to identify health risks and interrupt their impact early. To do so,
               clinics often screen their patient population for common conditions (e.g., cardiac
               disease, diabetes, asthma, depression, and anxiety) to support better health care
               outcomes. For example, screening for depression annually (or more frequently) facilitates
               mental health interventions that can be offered at the onset of a depressive episode
               as opposed to once the depression has become entrenched. While PCPs are often adept
               at offering pharmacological interventions for milder forms of depression or providing
               brief psychoeducation and counseling, having access to BHPs allows them to offer a
               patient with depression more comprehensive care. Access to BHPs becomes increasingly
               important as the severity of a behavioral concern increases. Thus, IPC is needed.
               

            Integrated primary and specialty care developed out of the recognition that the fragmentation
               of the health care system was not accomplishing the goal of creating a healthier population.
               The volume of patients seen in PC and the variegated needs of these patients could
               not be adequately addressed through specialty mental health referrals. Oftentimes,
               the lack of communication between mental health clinicians and PCPs created frustration
               and confusion.

            IPC is more than simply placing BHPs in PC settings. It is a practice transformation
               approach, and a strong investment in whole person care is its foundation. At its core
               it relies heavily on the biopsychosocial approach. While most physicians agree with
               the biopsychosocial model in theory, implementation is quite complex, and it is unlikely
               that any one clinician can address every need of a patient. Most medical settings
               are very fast paced, and the number of patients seen can be quite high. Even when
               multiple clinicians 3are involved in a patient’s care, there are often factors that are overlooked or unable
               to be addressed.

            The IPC model is based on the idea of a patient-centered medical home (PCMH), initially created by pediatricians, and later adopted by the other PC professions.
               The goal is for the patient and their PCP(s) to develop a relationship that results
               in positive health care outcomes because the setting allows most of the needs of the
               patient to be met on-site, and the PCP can refer off-site when specialty services
               are needed. The PCMH recognizes that PC involves a population-based model based on
               tenants that underscore safety and quality; a whole-person orientation; patients having
               a personal physician; coordinated and integrated care; enhanced access; and payment
               for added value. Originally, PCMHs were described as consisting of physician-led treatment
               teams, but as the concept evolved, it became clear that the treatment teams within
               a PCMH can be led by whatever health care provider is most appropriate in that role,
               regardless of discipline (e.g., a clinical health psychologist might lead a team focused
               on identifying patients with depressive disorders and offering them a variety of treatment
               options that would include pharmacological treatments offered by a physician consulting
               with a pharmacist). Patient encounters in an IPC setting by a BHP are generally more
               problem focused and briefer than those in specialty mental health visits.

            
               
                  Patient-Centered Medical Home (PCMH) Tenets

                  Personal Primary Care Provider

                  Patients have an identified PCP for first point of contact, as well as for longitudinal
                     and comprehensive care.

                  Safety and Quality

                  Evidence-based methods integrate the latest technology, decision support tools, and
                     registries, and the PCMH continually emphasizes quality improvement.

                  Whole-Person Orientation

                  The PCMH addresses acute, chronic, preventive, and end-of-life care, and addresses
                     both physical and mental health.

                  Physician-Directed Medical Practice

                  Physicians tend to be the leads in PC settings, but some activities are led by other
                     health care providers as appropriate.

                  Coordinated and Integrated Care

                  A PCP facilitates referrals and access to resources. 

                  Enhanced Access

                  Easy availability of appointments and resources for patients as well access to communication
                     with health care team.

                  Payment for Added Value

                  Payment structures reflect the importance of PCMHs.

               

            

            4Various IPC settings operate differently, but typically maintain common processes
               such as warm handoffs, team-based care, and integration of patient collaboration.
               In settings with IPC, if a medical provider identifies a behavioral health need, the
               PCP would introduce the BHP to the patient. In other words, the patient is being seen
               by the BHP during the actual appointment originally scheduled solely with the PCP
               after the PCP has met with the patient and identified a need for BHP involvement.
               The BHP would assess and treat the patient’s behavioral concerns and then consult
               back with the PCP. For example, a warm handoff might occur when a PCP identifies that
               a patient has suicidal ideation, and the PCP wants a more thorough assessment of the
               patient’s status and a safety plan. For an example of a safety plan, see Appendix 1. Warm handoffs also center around less life-threatening concerns such as sleep problems,
               recent trauma, grief, panic attacks, and nonadherence to medical regimens. More details
               about warm handoffs will be provided in the treatment section of this book (see Section 4.1 Methods of Treatment). Additionally, at times, a PCP and a BHP may pre-plan to have
               a joint visit with a patient. This optimizes care coordination and best use of the
               patient’s time, because the patient does not have to attend two visits. However, at
               times scheduling issues or other factors can create barriers (Gass et al., 2023). 

            There is strong evidence supporting the effectiveness of IPC (Archer et al., 2012; Nederveld et al., 2023; Reiss-Brennan et al., 2016; Schmidt et al., 2018). Research shows that IPC increases access to care for patients; leads to equivalent
               or better clinical outcomes than treatment as usual; increases patient involvement
               regarding their own self-care plan; and decreases health care expenditures. 

            The success of IPC within any given clinical operation should be based on solid clinical
               outcomes, operational consistency and reliability, and financial viability. Additionally,
               studies show that PCPs report higher job satisfaction and sense of efficacy in IPC
               settings versus nonintegrated settings. The evidence supporting the treatment of anxiety
               and depression through IPC is especially strong. Patients also report feeling less
               stigma receiving mental health services in a PC setting as opposed to in traditional
               mental health settings (Bluestein & Cubic, 2009; Hunter et al., 2024; Lang, 2005).

            Given the success of IPC, bidirectional IPC has gained traction over the last decade
               to attempt to address the reality that individuals with serious mental illness often
               develop serious health conditions and die at significantly earlier ages than their
               peers, most likely because they have not accessed medical care. In contrast to IPC,
               this approach largely caters to individuals with serious mental illness. The goal
               of the approach is to make the medical care easily accessible, so that patients with
               serious mental illness do not need to navigate the complexities of the health care
               system. The evidence for bidirectional IPC is growing (Mauer & Jarvis, 2010).

            The Triple Aim Initiative launched in 2008 by the Institute for Healthcare Improvement contributed significantly
               to the popularity of IPC models (Berwick et al., 2008). This initiative underscored the importance of health care systems focusing on improving
               patient experience and outcome and 5overall patient population health, while decreasing per capita health care costs.
               In 2014, this initiative was expanded to focus on the quadruple aim, which adds a focus on health care provider well-being given the high rate of burnout
               in health care disciplines (Bodenheimer & Sinsky, 2014).

            Ultimately the goal of IPC is to ensure that all patients receive what they need,
               no matter how they engage with the medical system. In other words, no matter how a
               patient enters into the health care system, the providers they need will be there
               to provide the care they need. The language used to describe the integration of clinical
               behavioral approaches in PC has been diverse and has contributed to confusion and
               difficulty researching many of the concepts embedded in IPC. In 2013, C. J. Peek and
               colleagues worked with the Agency for Health Care Research and Quality to try to define
               integrated care concepts to be able to allow for more effective practice-level outcome
               research (Peek & National Integration Academy Council, 2013). The Substance Abuse and Mental Health Services Administration (SAMSHA) has also
               created definitions that help link different models to behavioral and structural anchors
               (Hoge et al., 2014).

            Despite efforts to standardize some of the models in IPC, there is still considerable
               variability. When using the term “IPC,” some authors are referring to a colocated
               practice that is offering what would generally be considered as traditional specialty
               mental health services. Others are referring to a collaborative care model (CoCM; see Section 2.2.2 Collaborative Care Model), while still others are referring to the primary care behavioral health (PCBH) model (see Section 2.2.1 Primary Care Behavioral Health). Both models will be described in more detail in
               Section 2.2 Methods of Care Delivery. When details about how clinics are practicing do emerge,
               the reality is that most are using hybrid approaches that draw from a variety of models,
               which have been used for integration.

            Another challenge to IPC is a shortage of BHPs who have been trained in IPC settings.
               Because a unique set of skills and competencies is required, traditionally trained
               BHPs do not generally fare well in this environment. Education and training efforts
               have intensified to create a workforce that has the necessary skills, knowledge, and
               attitudes to function successfully in IPC, but current demand far exceeds the supply.

         

         
            
               
1.2  Overview

            

            Throughout recent history, individuals have relied on general practitioners to provide
               the majority of their health care needs. However, after World War II, medical specialties
               became more prominent, to the point that by the 1960s PC was largely being driven
               out of existence. In response to this, the fields of family medicine, and later internal
               medicine and obstetrics and gynecology, started developing departments within academic
               medicine centers to create more PCPs and PC services (Friedman, 1978). Over time, PC reemerged as a fundamental component of the health care system, but
               PCPs continue to 6face challenges in terms of reimbursement for services and a provider shortage. In
               contrast to providers in specialty health care, PCPs often receive lower compensation
               and experience higher burnout rates. Accessing PC in rural areas can also be a challenge,
               and it has been shown that the overall PCP workforce is composed of older providers
               with limited diversity (Health Resources and Services Administration, 2024), although the general population is becoming increasingly diverse. The anticipated
               shortage of practicing physicians in PC has also led the way to increased involvement
               of APPs to address patient concerns, especially in rural areas where the number of
               health care professionals can often be quite low. 

            The diversity of services provided in PC settings is huge. These health services often
               include preventive services (e.g., screenings for diabetes, cancer, heart disease),
               acute services (e.g., cold and flu management), disease diagnosis (e.g., diabetes),
               management of chronic health conditions (e.g., arthritis), and wellness checkups.
               While the size of each PCP’s panel of patients may vary, the number is typically identified
               as 2,500 (Murray & Tantau, 2000) but other authors have suggested that this size of a patient panel is not viable
               (Murray & Tantau, 2000; Raffoul et al., 2016). On average PCPs report seeing approximately 20 patients per clinic-day. While some
               care delivered is about maintaining wellness, in general, the setting is fast-paced,
               and complex medical and behavioral presentations are regularly addressed. Providers
               need to be flexible and comfortable with diverse patients with diverse needs. BHPs
               are valued by PCPs because they can expand the PCPs’ ability to address the behavioral
               health needs of their patients (e.g., depression, anxiety, trauma) in more depth and
               allow the provider to move onto seeing other patients to keep the workflow advancing
               (Bluestein & Cubic, 2009; Hunter et al., 2024; Mitchell, Olson, & Randolph, 2022). 

            PCPs understand the value of the biopsychosocial model – that is, a recognition of the bidirectional influences biological, psychological,
               and social factors have on health status. By incorporating this understanding of the
               domains related to genetics, physiology, biochemistry, cognition, mood, behavior,
               and ecological context (e.g., culture, interpersonal relationships, environment, etc.)
               and how they bidirectionally impact each other, IPC can thrive (Bluestein & Cubic, 2009). Consequently, most PC practices aspire to have IPC, if possible. In an IPC model
               there is no wrong door for the patient to enter into the health care system. Regardless
               of the manner of entry for health care, the patients have all of their medical and
               behavioral health needs met. 

            Therefore, a practice shifting toward IPC should build on the existing clinical processes
               in place, while shifting the practice’s culture in a way that allows embracing of
               IPC. As the field of PC has transitioned conceptually to a goal of IPC, many practices
               still lack a BHP or enough BHPs to successfully offer services to patients (Rameez & Nasir, 2023). Given that many BHPs are also trained to provide services in specialty mental health,
               IPC continues to be a goal, but one that is not necessarily achievable in some areas,
               especially rural areas throughout the United States. For practices invested in IPC,
               convincing a practice to shift to IPC involves underscoring how the model 7is patient centered, empirically based, and allows for solid team-based care (Beehler et al., 2024; Bluestein & Cubic, 2009; Fraser et al., 2018; Koehler et al., 2020). Involvement of all parties regarding how the workflow should be redesigned, and
               how to assure quality improvement occurs, will increase buy-in to IPC.

            It is important that BHPs who work in the setting be able to triage patient needs
               quickly to avoid backing up the clinic. Ideally, the PCP will be able to succinctly
               discuss with the BHP the patient and their needs prior to a warm handoff, and the
               BHP will be able to do a quick medical chart review, especially focusing on the synopsis
               of the patient’s medical issues, medications, and sociocultural data. However, on
               many occasions, the BHP will be interacting with a patient with limited advanced information
               and will need to do a cursory case conceptualization and preliminary diagnostic formulation
               to be able to offer a brief intervention or recommendation for a course of action
               if a more extensive intervention is needed. Documentation of a warm handoff is generally
               embedded in the note for the PCP visit and should only include key points from the
               encounter. The bottom line is that IPC requires a willingness to alter planned activities
               as needed. 

            For true IPC to occur, all participants in a PC practice must participate in supporting
               the concept. This includes leadership, PCPs, nurses, ancillary providers (e.g., pharmacists),
               BHPs, staff, and most importantly, patients. Additionally, within PC, BHPs must be
               able to create a balance between scheduled appointments for brief psychotherapy, and
               availability for warm handoffs and other lengthier consultations. It is also important
               that patients are informed about what IPC looks like and how information is shared.
               Similarities to and differences from specialty mental health need to be described
               to the patient as well. It is not uncommon for a BHP in an IPC setting to be in the
               middle of a meeting, supervision of another health care provider, or a patient encounter,
               when they are asked to do a warm handoff. In this circumstance, the BHP needs to evaluate
               the seriousness of the issues the warm handoff will address and balance that against
               the ongoing activity they are participating in, to determine which takes precedence.
               This is just one way that the IPC setting requires flexibility and a comfort zone
               in dealing with the unpredictable.

         

         
            
               
1.3  Competencies Needed

            

            IPC requires practitioners with a unique set of competencies. BHPs who have completed
               practicums, internships, and/or fellowships in IPC settings during their training
               are ideal for working in IPC. However, traditionally trained BHPs can adapt to IPC
               settings with substantial training. The setting requires flexibility, the ability
               to think quickly on your feet, a willingness to work with a diverse number of presenting
               problems, and interpersonal skills that allow collegial and effective communication
               with colleagues from other disciplines. Warm handoffs, the transferring of care from
               a medical provider to 8a BHP in the presence of the patient and family, are common, and as stated earlier,
               rarely does a BHP have much information about the patient prior to the encounter,
               and they will often have limited time to assess the patient and create a useful treatment
               plan to convey to the patient’s provider.

            In 2013, Nash et al. published the essential competencies for psychologists in PCMHs
               (Nash et al., 2013). Most importantly, this document introduced the PC ethic, a guiding principle resulting
               in an appreciation, openness, and willingness to engage in interprofessional PC environments.
               This document was followed in 2014 by a publication by the Interorganizational Work
               Group for the American Psychological Association, that listed the competencies needed
               for psychology in PC (McDaniel et al., 2014). These competencies centered around the clusters of science, systems, professionalism,
               relationships, application, and education. For each cluster, essential components
               and samples of behavioral anchors were illustrated. Case vignettes were also provided.
               This article underscored the importance of BHPs being trained in team-based care,
               population-based health care, and brief assessment and intervention methods. That
               same year, SAMSHA published its “Core Competencies for Integrated Behavioral Health
               and Primary Care” (Hoge et al., 2014). This document’s goal was to provide PC settings with a resource that would allow
               them to determine what characteristics BHPs would need to thrive in those settings,
               and to create competencies that transcended disciplines within the field of behavioral
               health, which would position any type of BHP for successful integration. The competencies
               focused on the areas of interpersonal communication, collaboration and teamwork, screening
               and assessment, care planning and care coordination, intervention, cultural competence
               and adaption, systems-oriented practice, practice-based learning and quality improvement,
               and informatics.

            In 2009, a collaboration called Interprofessional Education Collaborative (IPEC),
               with representatives from dentistry, nursing, medicine, osteopathic medicine, pharmacy,
               and public health, created core competencies for interprofessional collaborative practice.
               These were updated in 2016 and again in 2023 (Interprofessional Education Collaborative [IPEC], 2023). The goal of these competencies was to move from profession-specific competencies
               to competencies that transcend each profession and focus on the knowledge, skills,
               and attitudes needed for interprofessional collaboration. A fundamental recommendation
               of the IPEC was interdisciplinary educational opportunities to achieve the competencies
               needed to successfully provide team-based care.

            The cross-cutting theme across all of these defined competencies discussed in this
               book is the importance of having specialty-based expertise offered through team-based
               care in a PC setting. When individuals understand the role of others, as well as their
               own role, in providing patient care, the quality of care is improved, and patient
               satisfaction increases. Provider satisfaction is higher as well, especially in rural
               areas (English et al., 2024).

            Engaging in a team-based approach can lead to enhanced well-being among health care
               providers, who no longer feel like they are solely responsible for every aspect of
               a patient’s care, because they have team members who can assist them (Gunn, 2024).

         

         
            
               
91.4  Context Matters

            

            Some settings will benefit from a model that incorporates a BHP into specialty subclinics
               (e.g. an intensive interdisciplinary diabetes clinic), whereas others may best be
               served by having the BHP available during clinic hours for warm handoffs only, while
               another might benefit from colocated clinics (e.g., on-site brief therapy) intermingled
               with warm handoffs for acute concerns (e.g., a patient expressing suicidal ideation).
               IPEC works most effectively when a needs assessment has been conducted and the model
               of care has been adapted to meet the needs of the patient population being treated
               and the providers involved in that treatment. During the assessment, a multitude of
               factors are considered, including patient characteristics, provider characteristics,
               resources available, and institutional strengths and barriers, among other factors.
               Data are gathered from the individuals who will be impacted by a shift to IPC. Patients,
               their families, and providers should all be surveyed, or interviewed (if possible),
               to obtain their perspectives regarding unmet behavioral health concerns in a typical
               PC model and ways that integration of a BHP could improve the overall physical and
               mental health of patients receiving services at the clinic. Best strategies for integrating
               a BHP should also be discussed. The needs assessment will also be able to rely on
               a number of data sources (e.g., reports regarding number and type of visits, presenting
               concerns, procedures performed over the course of a year) to create a care model that
               best utilizes BHPs. 

            The needs assessment takes into account characteristics of the patient population
               (e.g., age ranges, health statuses, races, disability statuses, genders, socioeconomic
               statuses, and languages spoken) because the services needed in downtown Chicago will
               likely be very different from those needed in rural West Virginia. For example, BHPs
               working in rural West Virginia will rarely utilize interpretative services, because
               the language spoken is generally English, but in New York City, interpretative services
               may be a routine component of the visits a BHP provides in PC. The needs assessment
               should be the driving factor for determining how much of a BHP’s time is focused on
               warm handoffs, brief assessments and therapy, participation in interdisciplinary clinics,
               and consultations. Age ranges become a highly significant factor in the needs assessment
               for IPC, because the skills needed to work with children, adolescents, adults, and
               geriatric patients vary considerably. 

            Providers also need to strike a balance between diagnostic assessments and follow-up
               appointments, if therapy is offered within the PC location, because once they have
               started therapy with a patient, it is imperative that they are available to that patient
               until their treatment is completed or transferred to a specialized mental health clinician.

            It is also important to note that a needs assessment should be an ongoing process.
               The needs of clinics and their patient populations are always evolving. Successful
               IPC practices continually reassess their services to determine ways to improve the
               quality of services provided. To assist providers in evaluating their potential for
               creating a mode of IPC that will likely be successful, providers can utilize the Behavioral
               Health Integration Capacity 10Assessment tool (https://www.cms.gov/files/zip/ricresource-behavioral​healthintegrationcapacityassessment.zip).This tool was created by Resources for Integrated Care and provides questions and
               interactive scoring for a provider to assess their clinic’s readiness for IPC. A guide
               for the instrument is also included on the website to provide details about how the
               tool was created and should be completed. Categories measured include understanding
               your entity’s population, assessing the entity’s infrastructure, determining the existing
               culture for support, evaluating screening processes in place and ability to identify
               high-risk populations, assessing optimal integration, and reviewing financing factors.
               Responses across these categories are summarized to determine the entity’s readiness
               for integration of behavioral health and PC. Recommendations are made regarding the
               potential for colocated versus embedded IPC.

            One of the most important characteristics of IPC involves BHPs being flexible and
               adaptable. Although the differences in setting may be starker when comparing pediatric
               with adult with geriatric settings, there are still substantial differences within
               each of these. The needs of a PC practice that provides educational offerings may
               be significantly different from the needs of one that focuses solely on clinical care
               delivery. This underscores the importance of the needs assessment. In addition to
               tools already discussed, there are multiple publicly available measures for a practice
               to use to determine its readiness for IPC. They include the Atlas of Integrated Behavioral
               Healthcare Quality Measures (Agency for Healthcare Research and Quality, 2013), the Behavioral Health Integration Capacity Assessment tool (U.S. Centers for Medicare & Medical Services, 2024), the Practice Integration Profile – Revised (Rose et al., 2023), and the Readiness for Integration Care Questionnaire (Scott et al., 2017), to name but a few.
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